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Article Summary 

ABSTRACT (300 words) 
 

Background 

Allied health professionals (AHPs) constitute a significant part of the global healthcare workforce.  It 

is important that AHPs are well prepared for practice to provide quality care for patients, for their 

personal wellbeing, and for workforce retention. In comparison to doctors there has been strikingly 

limited research on AHPs preparedness for practice. The aim of this study was 1) to understand how 

well newly qualified AHPs were prepared for practice and 2) to investigate support in the workplace 

for newly qualified AHPs. 

Methods 

We conducted a national qualitative study involving semi-structured interviews with multiple 

stakeholders across the UK. 60 interviews were conducted with 61 participants across 15 professions 

newly qualified registrants (NQRs), practice supervisors/employers and policymakers). The 

interviews were recorded, transcribed, coded in NVivo and analysed using a Thematic Framework 

approach. 

Results 

NQRs were perceived to be well-prepared for their clinical practice and communication skills 

however some were not prepared for decision-making, leadership, putting theory into practice and 

knowledge base. Underpreparedness for management of caseloads due to workforce shortages was 

a notable concern. Support for NQRs in the workplace varied hugely in its availability and 

effectiveness, was influenced by team size, how established a team is, resources, and the policies of 

different employers/trusts. Support that  is tailored to the needs of the individual NQR was most 

valued by participants 

Conclusion 

There were more similarities than differences between perceptions of preparedness for practice of 

AHPs and other health professionals (e.g. doctors). If education providers and employers can better 

prepare and support NQRs in the workplace (proactive support measures) then this may contribute 

to fewer problems associated with mental health and well-being to resolve later (reactive support 

measures) e.g. at individual (impaired mental health) or system level (retention). This initial scene-

setting research across all AHPs has identified pertinent issues for in-depth exploration. 

 

Word Count: 5,900 (4,456 without quotations presented in results section) 
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1. Introduction 

 
Allied Health Professionals (AHPs) are a large proportion of the international healthcare workforce. 1, 

2 It is important that newly qualified healthcare professionals are prepared for clinical practice from 

the very start of their working lives. Firstly, to provide quality care for patients and secondly, 

because of the impact preparedness for practice has on newly qualified healthcare professionals 

mental health and wellbeing.3 Preparedness for practice has been found to have a significant impact 

on their personal well-being, with those that do not feel prepared reporting high levels of stress.3 

High levels of stress have been found to be associated with burn-out 4, 5 and healthcare professionals 

leaving their jobs6, 7 thus having potential implications for workplace retention. Over the years 

medical graduates’ preparedness for practise has been extensively researched. 8, 9 10-18  There has 

been strikingly limited research on allied health professionals (AHPs) preparedness for practice.19 

In the UK, AHPs make up approximately one third of the health and social care workforce  with over 

185,000 qualified staff registered with the National Health Service (NHS) in 2022. 20  The term ‘Allied 

Health Professionals’ is used to encapsulate a diverse group of 14 autonomous professionals such as 

physiotherapists, occupational therapists, speech and language therapists, podiatrists, dietitians, 

music therapists.21 Becoming an Allied Health Professional (AHP) typically involves an undergraduate 

or postgraduate degree, followed by registration with the Health and Care Professions Council. AHP 

support workers can also be trained via apprenticeships which combines paid work in a 

healthcare setting (e.g., NHS) with part-time university degree study .23 Pre-registration 

programs for AHPs must equip graduates with clinical and non-clinical skills, knowledge and 

behaviours required to enter their profession. These outcomes are linked to the Health and Care 

Professions Councils (HCPC) standards of proficiency.24 The HCPC’s Standards of Proficiency identifies 

the threshold knowledge and abilities required for safe and effective practice. This phenomenon has 

been conceptualised in the literature as “preparedness for practice”. 

Preparedness for practice can be defined as the combination of knowledge, skills, professional 

values, personal attributes and behaviour that graduates need to possess both at the point of 

entering the workforce, but also for a lifetime of practice. 25 26 Literature to date has focused on  

employability, 27 work readiness 28 and transition to practice programs in health professions 

education.29 A recent systematic review investigated how prepared AHPs were for practice in the 

UK.19 The review identified that while there is some qualitative research on radiography, 

paramedicine, physiotherapy, clinical psychology and orthotics, along with some high-level 

perceptions on overall preparedness across 15 professions, there is little or no in-depth qualitative 

research on the remaining 10 professions.  The review identified the need for more high-quality, in-

depth research across all allied health professions to elicit key components of preparedness/under-

preparedness and their nuances.  The importance of understanding the supervision and support 

structures in place for AHPs was also emphasised as there has been little research on this to date. 

Furthermore, a recent systematic review which investigated readiness for professional practice in 

health professions emphasized a need for a shift in research focus from assessing the preparedness 

of new graduates for the workplace to evaluating the readiness of the workplace to support these 

individuals.28 

 The aims of this study were to address these gaps in understanding by investigating 1) how well 

newly qualified registrant (NQR) AHPs were prepared for practice in the UK and 2) the support 

structures for NQR AHPs in the workplace. As preparedness for practice and support structures can 

have a significant impact on an NQRs wellbeing3, we drew on a conceptual typology of interventions 

to support the mental health and wellbeing of doctors as our conceptual framework. 30  Whilst 
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developed with doctors in mind, the typology was based on interventions for all healthcare 

professionals and is therefore likely to be relevant and appropriate for the study of AHPs. The 

typology classifies interventions into three main categories: workplace improvements, increasing 

personal resources and problem-resolution focused as well as whether they are proactive and 

reactive measures.  Within each category are a number of subcategories enabling interventions to 

be fully mapped and described. The findings of our study will enable education providers to address 

areas of challenge through their education programmes as well as enable employers and 

professional bodies to identify where additional support may need to be provided. 

2. Methods 
 

2.1 Study Design 

We used a qualitative methodology to address the research aims as this approach provides a rich in-

depth understanding of phenomena. Our theoretical orientation is interpretivist as we believe that 

reality is subjective and changing, and the researcher’s role is to document peoples’ experiences and 

construction of it. 31  

2.2 Setting 

The setting was a national-level public health service where care is free at the point of contact, the 

UK’s National Health Service (NHS). The NHS incorporates both primary care in the community as 

well as secondary care in hospitals.   It is well known that there is a workforce crisis in the NHS 

driven by a shortage of healthcare professionals.32 This crisis is resulting in increased workloads, 

deteriorating staff wellbeing and poor retention.33 

2.3 Sampling and Recruitment 

A purposive sampling strategy was utilised to recruit participants across the 15 professions regulated 
by the HCPC.34 We sampled across the four nations of the UK including England, Northern Ireland, 
Scotland and Wales to maximise variability in demographics. We recruited a variety of clinical 
stakeholders involved in the education of AHPs including HCPC NQRs who had been practising 
between 6-18 months, practice placement supervisors who have supervised NQRs, and employers of 
HCPC NQRs. We also sought the views of additional stakeholders across all 4 nations, such as 
education providers, senior AHP, scientific and psychology leaders in the NHS, , employers and 
professional bodies.  

As is common in qualitative research, we used a maximum variation approach to sampling to enable 

us to interview people who were rich informants rather than a homogenous group.35 We defined a 

rich informant as somebody who had experience of working as an NQR or supervised/worked with 

many NQRs.   This was more appropriate than a stratified sampling approach, since with a study of 

this size and limited resources it would have been impossible to represent all professions, locations, 

protected characteristics etc. in a meaningful way.  

NQRs that had started in post in August 2022 and were 6-18 months into practice were identified. We 

were interested in NQRs 6-18 months into practice because we wanted to ensure they had enough 

time in clinical practice to be able to understand how prepared they were and also not too long in 

practice where their experiences may not have been as fresh in their memories. NQRs that fit the 

criteria were identified by the HCPC and were then sent an email on behalf of the research team. The 

email emphasised that the research was being carried out independently by the research team. In 

order to take part participants needed to complete an online consent form hosted by the research 
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team so that the HCPC did not know who was taking part in the study. We also asked participants to 

complete a brief questionnaire collecting information on the profession, key demographics and 

protected characteristics. 

 

Practise placement supervisors, employers and additional stakeholders were identified via the HCPC’s 

existing relationships with profession leads, professional bodies and education providers. The 

research team contacted these participants via email. 

Sample variation was achieved through using a sampling framework (Supplementary File 2) with 

estimated targets for participants across professions and role type with the larger professions having 

larger targets. When participants volunteered to take part we checked our framework to ensure the 

participant type fitted within our targets in the sampling framework. Where there were gaps in 

professions/roles we made use of the research teams’ contacts in particular professions.  

 

2.4 Data collection 

The interviews used a semi-structured format based on a topic guide, piloted by the research team 

to address the research questions (Supplementary File 3). Interviews were conducted as guided 

conversations which encouraged participants to speak on a limited number of topics on a focused, 

deep level whilst maintaining a conversational flow from one topic to another depending on the 

individual participant’s particular perspective and expertise. 37 The interview schedules were tailored 

for two categories of participants i.e. NQRs and all other stakeholders.  

Interviews were conducted on Zoom/ Microsoft Teams between April and October 2023 in a private 

location. Interviews were digitally audio-recorded and transcribed for analysis by a professional 

transcriber bound by a confidentiality agreement. Participants were pseudo-anonymised prior to 

transcription and referred to by reference number. Pseudo-anonymised means removing or 

masking identifiers while allowing some analytical linkage. Transcripts were not returned to 

participants for comment.  

We had planned to conduct 60-70 interviews. Once we had reached the minimum threshold and had 

representation across all the professions we stopped doing interviews due to limited resources. 

2.5 Data analysis 

The interview transcripts were uploaded into NVivo 14. We used an inductive content analysis 

approach to thematic analysis using the Thematic Framework Analysis method.38 This approach 

offers researchers a systematic structure to manage, analyse and identify themes, consisting of five 

inter-connected stages. The five stages involve familiarisation, constructing a thematic framework, 

indexing and sorting, data summary and display, and mapping and interpretation. NB, SW, TH and 

KW developed an initial coding framework. The first step in this process was for each to code three 

transcripts independently. Each developed their own coding framework and then met as a full 

research team to discuss and agree on the overall coding framework. After this meeting had taken 

place, SW consolidated the agreed framework. The same four researchers coded all the interviews 

using this framework. The interviews were not double-coded but to maintain consistency of 

approach, regular meetings were held to discuss coding, additions to the framework and emerging 

findings. We resolved any differences in interpretation through consensus meetings and/or iterative 

returns to the data. The coding framework in the NVivo files were merged on a regular basis by NB 

https://www.google.com/search?q=Pseudonymised&rlz=1C2GCEA_enGB1075GB1075&sca_esv=af8668c601a579bd&sxsrf=AE3TifOeY31OxhrY_msXHVcPyCk1kQq8Ag%3A1765209379228&source=hp&ei=I_U2aY2NDK6shbIP7eqPsAk&iflsig=AOw8s4IAAAAAaTcDM1OTHYjtmQLGW7ntNlZINUV7bx6t&ved=2ahUKEwjY5bO1ra6RAxWCZ0EAHWt9B0sQgK4QegQIARAB&uact=5&oq=what+does+pseudo+anonymised+mean&gs_lp=Egdnd3Mtd2l6IiB3aGF0IGRvZXMgcHNldWRvIGFub255bWlzZWQgbWVhbjIGEAAYFhgeMggQABgWGAoYHjILEAAYgAQYhgMYigUyCxAAGIAEGIYDGIoFMggQABiABBiiBDIIEAAYogQYiQVIj0pQAFieSHAKeACQAQCYAZsBoAH0G6oBBTMwLjEyuAEDyAEA-AEBmAI0oALnHcICBBAjGCfCAgsQABiABBiRAhiKBcICCxAuGIAEGLEDGIMBwgILEAAYgAQYsQMYgwHCAg4QABiABBixAxiDARiKBcICERAuGIAEGLEDGNEDGIMBGMcBwgIKECMYgAQYJxiKBcICEBAAGIAEGLEDGIMBGIoFGArCAgUQABiABMICCBAAGIAEGLEDwgIOEC4YgAQYsQMY0QMYxwHCAgcQABiABBgKwgIJEAAYgAQYChgLwgIHEAAYgAQYDcICDRAAGIAEGLEDGIMBGA3CAgwQABiABBgNGEYY-QHCAgkQABiABBgKGA3CAgYQABgNGB7CAggQABgIGA0YHsICEBAAGIAEGJECGIoFGEYY-QHCAgoQABiABBhGGPkBwgIFEAAY7wWYAwCSBwUzOS4xM6AHocgCsgcFMjkuMTO4B8AdwgcJMC4zMi4xOC4yyAe2AYAIAA&sclient=gws-wiz&mstk=AUtExfCAo-5_PI8jCG1THdnqiHwDhrMuJicSGjS--ggvdy_GBChzX4YkSnZXmQX9hVfauW1XuyIvwCQmJg_EB_-reMKSoBb0c939zBbuAi77dXCS0DJVUpYvspEtBvKqtst_dLQ3jVv6sW26HdwFr0xrLANrpXB6dDS0Vs2ruU5DeNgBqxU&csui=3
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and shared such that each coder was using the agreed framework. The codes and themes were data 

driven. See Supplementary File 4 for examples of the coding framework. 

As we were seeking to gain a variety of perspectives across the AHPs to identify issues for in-depth 

exploration, and because we did not have enough participants within each of the professions to 

reliably compare or contrast, we analysed the data as a whole. We did not report the data we 

collected on protected characteristics in this manuscript (section 4 in topic guide). 

Once thematic analysis was complete, the typology was applied retrospectively to interpret the 

findings, i.e. the themes were first developed independently and then later mapped to the typology. 
30 

2.6 Reflexivity 

The research team consisted of eight members (four females and four males) with different 

backgrounds (clinical, clinical education and social science). The interviews were conducted by AM, 

SW, NB, KW and TH, four of which had PhDs and one an MSc. There were no pre-existing 

relationship between the study participants and the interviewers. The analysis process was led by 

NB, SW, KW and TH, with wider team input into the development of the thematic framework. The 

analysis and interpretation of the results were discussed regularly in team meetings, providing the 

different perspectives of the full team to shape the process and the findings. The different clinical 

backgrounds of team members helped provide further understanding of context across the 

professions for the emerging themes. The clinical education perspective of different team members 

aided the interpretation of the findings and the implications for clinical practice. 

 This study was funded by the Health and Care Professions Council (HCPC) whose primary function is 

to regulate AHPs in the UK. Interview participants were informed that the study was funded by the 

HCPC but was being carried out independently by the research team. Nevertheless, this may have 

influenced (positively or negatively) stakeholders' participation. Although the research was carried 

out independently, the HCPC met regularly with members of the research team to discuss progress, 

and the HCPC contributed to the development of the research questions, sampling framework and 

interview schedules. 

 

3. Results 
3.1 Characteristics of the sample 

We conducted 60 interviews with 61 participants (one interview took place with two job-sharing 

participants, at the same time). The interview time ranged from 14-65 minutes with a mean length 

of 28 minutes.  

We interviewed 35 NQRs, 24 practice placement supervisors and/or employers, and 2 additional 

stakeholders i.e. policy level. All fifteen professions regulated by the HCPC were represented with 

the largest professions being Paramedics (n=9), Occupational Therapists (n=7), Radiographers (n=6) 

and Physiotherapists (n=6). 51 participants were based in England, 4 in Scotland, 1 in Northern 

Ireland, 1 in Wales and 2 in other locations. The majority of participants were female (72.1%) which 

is representative of the UK AHP population.39  The majority of participants were white (82.9%) which 

is slightly higher than the UK AHP population (75.6%). See Tables 1-4 in Supplementary File 1 for 

details of the characteristics of the sample.  
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3.2 Overview of results 

The narrative results provide insights into NQRs preparedness for practice and the support for NQRs 

in the workplace. Within these two-overarching themes we present a number of sub-themes (n=4 

and n=3 respectively). 

3.3 AHP’s preparedness for practice 

This over-arching theme maps to the proactive measure of  increasing personal resources category 

in the conceptual typology of interventions i.e. preparedness improves graduates wellbeing and 

prevents mental ill-health.30 Our study found that NQRs were prepared for many aspects of practice 

but not all.   

The transition 

The transition from AHP student to qualified registrant varied between participants. Some found the 

transition to be straight forward whereas for others it was very difficult, describing the transition as 

a “big shock” or “extremely rough”, “slightly terrifying” and that they were “thrown in the deep 

end”.  

“So, this is a tough one for me. I think I was thrown in the deep end in a blaze of glory to be 

honest” (029 NQR) 

Preparedness for clinical practice 

Many NQRs felt well prepared for clinical practice and for communicating and interacting with 

patients. In terms of their clinical practice, they felt prepared for the working environment in 

general, reviewing patient results, theory, writing notes, clinical judgement, clinical reasoning, the 

standards of their profession, knowledge of their clinical responsibilities, managing a caseload and 

prioritising patients. 

“I feel I'm most prepared for it [practice] in my clinical work. Like mostly around the dynamic 

between me and the clients.” (032 NQR)  

“I think reasonably well [prepared]. I think quite often when [during their training] the 

students first come on placement clinical practice is a real shock to them, you know what I 

mean? They’ve had it in theory but to be in a clinic situation can be quite an experience for 

them, but having been through their orthotic and prosthetic placements, when they’ve 

finished I think they do have a good idea of what reality is like in a clinical setting. They 

certainly have the knowledge of their clinical responsibilities” (095 Other Stakeholder)  

Registrants generally felt well prepared for communicating with patients and other staff. Both NQRs 

and practice placement supervisors/employers highlighted a link between confidence in 

communication skills and life experience particularly if they had previous careers as mature 

students. Some felt unprepared for communicating about difficult issues such as the death of a 

patient. 

“communication was something I was always quite comfortable with, because I’ve always 

enjoyed working with elderly patients, and the majority of the patients that we see are quite 

elderly. So, communication was not too bad. I think just because it was around Covid time, 

we did obviously have some situations where patients have come in and said “ok, like, my 

husband has passed away”, or “my wife has passed away”, just like being able to give them a 
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little bit more time to get themselves together, being there and being understanding, there 

was just a bit of that.” (022 NQR) 

However, a small number of participants thought NQRs were not prepared for their clinical 

knowledge particularly in occupational therapy, radiography, prosthetics, and paramedicine.  

"Well, they’re [NQRs are] just not able to undertake the full range of examinations. There are 

gaps in their knowledge and gaps in their skills.” (105 Other Stakeholder) 

Participants also mentioned being concerned about NQRs’ readiness for clinical decision-making and 

putting the theory they had learned into practice. The management of caseloads (particularly scale 

and prioritising) was also a concern in the overstretched NHS.  

“Just, yeah, the workload probably. That’s a massive challenge sometimes having to 

prioritise, and when you’re dealing with thousands and thousands of patients and you have 

to, like we do so many samples a day, sometimes it’s hard to prioritise” (043 NQR) 

A few reported that their preparedness for leadership experience was also lacking.  

“I did feel that I was lacking somewhat in the leadership experience. I’d had a lot of talks 

about it, a lot of lessons on it, because obviously I’d been a trainee. For the three years I was 

getting registered there was no opportunity to lead anyone that wasn’t also a trainee in 

years below me.” (024 NQR) 

 

Prior clinical experience 

Prior clinical experience gained on placements was perceived by many NQRs and practice 

supervisors/employers as essential for preparedness to practice as an NQR.  

“I think that placements really prepared me for working. I think if I hadn’t had as many 

placements, I don’t think I’d be feeling as settled in work as I do now.” (003 NQR) 

Quality, quantity, and variety were all important factors in placement experience. Placements were 

considered to be of high-quality if they provided exposure to a variety of aspects of the job across a 

variety of different settings.  

“I think placements are really important for that [preparedness]. Good high-quality 

placements. I think it’s actually quite important placements go across the four pillars of 

practice [clinical, research, education and leadership]. So, they’re not just the clinical side but 

they have that exposure to research or education and leadership within those placements, 

but it’s how they can utilise those skills, and sometimes that’s really challenging.” (104 Other 

Stakeholder) 

The number of hours spent on placement was an important factor with the more hours spent the 

more likely NQRs were to feel prepared.  

Culture of NHS 

A small number of participants highlighted the difficulties of working in the NHS environment e.g. 

expressing opinions that it was toxic, bullying was prevalent and that it is very difficult to prepare 

people to work in such an environment.  
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“but one thing I noticed is, and I think university does not prepare you for this, and I think it’s 

nothing to do with university, is to do mostly with the NHS and how toxic it is in terms of the 

work environment, and if you don’t have the experience, and fortunately the OT 

[occupational therapy] course is quite good but I think it doesn’t cover the sort of scientific, 

the sort of anatomy and physiology aspects in that detail in comparison to nursing students 

and physiotherapy students, or medicine students. So, you have to learn all of these things, 

medications, certain conditions, and the process, whilst you’re bun fight basically, which is 

quite annoying and puts you a bit in a limited position.” (073 NQR) 

The impact of the culture of the organisation on NQRs mental health was highlighted and this 

stakeholder highlighted how NQRs were being exposed to relentless emotional strain.   

“if we can’t change the culture of the service, we don’t change that, if we don’t make it ok for the 

people to hold their hands up and say actually, “do you know what? That body that was minus 

several parts that I went out to...”, … but actually being exposed to that regularly, and being 

exposed to, nobody ever really calls you cos they’ve had a good day, do they? You don’t call an 

ambulance because you’re fine or happy. So, all they’re exposed to is anger and pain and worry 

and misery, and if nobody stands up and says, “Actually, that’s not ok”. It’s not ok to be 

immersed in that day in day out …actually what you just want to turn round and sit down and 

say is, “Do you know what, that wasn’t ok”, and “I don’t really know how I feel about that”, and 

“I'm not really sure I did the right thing.” (110 Other Stakeholder) 

 

3.4 Support for NQRs in the workplace 

This over-arching theme maps to the second strand of the conceptual typology of interventions i.e. 

workplace improvements. 30 Again, this is another proactive measure. We found that support for 

NQRs in the workplace varied hugely in its availability and effectiveness. 

 

Range of support 

Some perceived the support for NQRs to be inconsistent ranging from a well-developed preceptorship 
programme that lasts for a year or more with ongoing mentoring and collegiate relationships, to no 
support system in place at all.  

  
“So, I suppose the thing that they hope for is a structured preceptorship programme to provide 
support for them when they go into the workforce initially. Again, there’s so much disparity in 
this. Some trusts have an amazing 12-month long preceptorship that looks at developing their 
core skills, but also building things like their leadership, and then having them look ahead into 
their band 6 roles and taking them further. Some don’t have any preceptorship programmes 
at all.” (081 Other Stakeholder)  

 

Factors impacting support 

We identified a variety of contextual factors that influence the existence and effectiveness of 
support for NQRs including:   

i) the size of the team, with larger teams generally being perceived to provide better support. 
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“... It was a large hospital where there were lots of therapists around, versus like a smaller unit 
that was quite isolated. In my new role we had band five support groups and specific band five 
trainees, whereas in the last one we were meant to have them in theory, but they never 
happened.”  (027 NQR)  

 ii) how established the team is. Relatively newly established professions e.g. Arts Therapy or a new 
role in a setting often means that there has not been enough time and resourcing to develop and 
put into practice preferred support systems.  

“...and because the hospital hadn’t had ODP [operation department practitioner] students 
before they didn’t know whether we should have had a certain amount of time being 
doubled-up and things like that, and we weren’t, we literally just went live. And it was very 
stressful, traumatic, and they had to step back and then double us up again because they 
realised that actually we hadn’t had the hands-on experience.” (006 NQR)  

 iii) the setting: community, third sector and private settings were perceived by a small number of 
participants to provide less support for newly qualified registrants, in contrast to NHS hospital and 
laboratory settings.  

“...So, when I was working privately, there was the support of my membership body, which is 
the Royal College of Podiatry. They were there, but trying to talk to them was very difficult 
cos everyone was trying at the same time, and there was nothing in place, you were just let 
loose to run wild effectively, safely run wild … Whereas going into the NHS there was a lot 
more support because you had a whole team around that could help you, and it didn’t 
matter who it was they didn’t treat you any differently.” (052 NQR)  

“And I think in terms of the community, when I was in community the things, I found the 
hardest were just, I felt quite lonely a lot of the time, and it is challenging when you don’t 
feel like you’ve got that repertoire, or you are questioning yourself all the time, now I feel like 
I have more support in the hospital”. (041 NQR)  

  

iv) the resourcing capacity of the team: paramedics reported often finding themselves as the most 
senior member of a team within weeks of registration due to a lack of resources to offer them the 
support that is desirable with best practice (e.g. 3-6 months with more experienced people and other 
paramedics). Professions with smaller numbers of practitioners, such as Podiatrists, were perceived 
to lack resources to provide widespread in-situ mentoring for newly qualified registrants, and there is 
also less potential for peer support to naturally occur.  

“Technically according to policy and procedure I don’t think I was supposed to work with a 
trainee tech or another NQP for the first 6 months, but certainly within the first 4 or 5 shifts I 
was working with trainee techs that had been out on the road for a matter of weeks. And 
that made me feel very unsupported…” (021 NQR)  

“I think going forward that the hospital has acknowledged that the fact that the ODP 
trainees, although we are specialists within the theatre environment, our training doesn’t 
allow us to witness everything we possibly could, and that they do actually need to have a 
preceptorship time, whereby, yes, we’re qualified, but we’re newly qualified, and so we still 
need a safety net. I would like to be able to say, “Oh, they’ve put this in place, they are 
applying it,” but it’s still not in place, mainly because of staff shortages and lack of almost 
understanding, so it’s ongoing.”  (006 NQR)  

 

However, well-established professions with larger teams that have existed in settings for a period 
have been able to develop preferred support systems, such as in Radiography. 
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v) the policies and practices of different employers/trusts/CCGs. For example, for some trusts 
preceptorship programmes do not exist and in others they vary between 6 to 12 months in length. 

“I guess that’ll vary from Trust to Trust. So maybe some are 6 months, others will be 12 
months, but within operating theatres there’s a practiced development team, and again 
depending on the size of the trust they’ll have a practice development team of quite a few 
members of staff, or it may be just two, it will vary, but they will arrange the preceptorship 
programme.” (101 Other Stakeholder)  

 

“I was interested in this whole idea of preceptorship that they’ve got it in some health 
boards. They certainly don’t have it in mine,” (059 NQR)   

 

Tailored support 

The overwhelming view of participants was that they perceived support being most helpful when 
tailored to individual needs. In this way, whatever the needs of the individual, these needs are met.   

“But I think that tailoring is the most important bit, which is to make sure that the 

programmes are generic enough to deliver for outcomes that are meaningful for the 

individuals in the workplace, but also tailored enough that they meet individual needs, which 

I appreciate is easy to say but probably harder to do.” (100 Other Stakeholder) 

 

4. Discussion 
 

4.1 Summary of main findings 

The aim of our study was two-fold: firstly to explore multiple stakeholders’ perspectives on the 

preparedness of newly qualified AHPs for practice and second, to explore support for NQRs in the 

workplace. Our research adds to the literature by providing an in-depth understanding of 

preparedness for practice and support in the workplace across 15 different AHPs. We found that the 

transition to practice varied from person to person with some finding it straightforward and others 

finding it more difficult. NQRs were generally perceived to be well-prepared for their clinical and 

communication skills however some were not well-prepared for clinical decision-making, 

management of caseloads (scale and prioritising) in the overstretched NHS, leadership, putting the 

theory they had learned into practice, and knowledge.  

A particularly novel finding related to the difficulties of working in the current NHS environment and 

the fact that it is very difficult to prepare people to work in such an environment were highlighted. 

Furthermore, support for NQRs in the workplace varied hugely in its availability and quality, and was 

influenced by team size, how established a team is, team resources and the policies and practices of 

different employers/trusts. Preferred support is that which can be tailored to the needs of the 

individual NQR.  

 

4.2 Comparison with existing literature 

 
The experience of transition and feelings of preparedness for practice for newly qualified AHPs were 

similar in many ways to those reported for other health professionals (e.g. doctors). The fact that the 

transition to clinical practice was experienced as stressful has been reported about medical 
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graduates. 3, 25 Similarly medical graduates reported feeling prepared for clinical practice and most 

aspects of communication with patients and colleagues but found communicating about difficult 

issues like death a bit more challenging. 25, 40 Prioritising tasks and decision-making was something 

medical graduates struggled with too. 25, 40 Prior clinical experience was seen to greatly impact 

preparedness 3, 41, 42 The similarities between professions suggests that there are some common 

areas that all healthcare professionals struggle with when they first start clinical practice as qualified 

practitioners. This suggests that pre-registration/undergraduate curricula can only prepare 

professionals to a certain extent and that there are some aspects that one can only feel prepared for 

once they have gained experience in the workplace.  

 
The conceptual typology of interventions to support doctors’ mental health and wellbeing helped us 
to distinguish themes about individual resilience, from those about organisational systems, and 
where some findings cut across both areas. 30  It also helped us identify the difference between 
proactive and reactive support  The study findings align well with the typology, with our theme on 
preparedness for practice fitting into the personal resources category, particularly the role-related 
knowledge, skills and attitudes, and improving the workplace culture sub-categories. The theme on 
workplace support fitted into the workplace improvement category particularly the organisation of 
work sub-category. This conceptual framework illuminates43 an important implication of these 
findings, that is, if education providers and employers can prepare and support (proactive support 
measures) NQRs in the workplace then theoretically this may contribute to fewer problems 
associated with mental health and well-being to resolve later (reactive support measures) e.g. at 
individual (impaired mental health) or system level (retention). 30 We did not have data that mapped 
to the reactive category i.e. those interventions designed to resolve problems after they have arisen 
and are essentially problem-resolution focused. 
 
Ensuring registrants are prepared for practice is a challenging endeavour for education providers at 
the best of times but this is exacerbated by the fact that the work environment that many 
registrants are entering is currently very difficult. It is well known that there is a workforce crisis in 
the NHS driven by a shortage of healthcare professionals.32 This crisis is resulting in increased 
workloads, deteriorating staff wellbeing and poor retention.33 While there is now a clear strategy to 
address these issues through various workforce plans in England, Northern Ireland, Scotland and 
Wales ,44-47 newly qualified registrants are entering an environment that is extremely busy, and 
under-resourced thus registrants need to be as prepared as possible for practice to make this 
transition as easy as possible. Decision-making and the management of caseloads are particularly 
important skills for education providers to focus on to ensure NQRs can cope with the high 
workloads expected of them. A recent systematic review also found that the workplace context was 
a key factor in workplace readiness. 28The workforce crisis being experienced in the NHS is not 
unique to the UK and is being experienced in other countries around the world,48 such as Ireland and 
49 Canada, 50 thus these findings are also relevant internationally.  

Our study found that support perceived as helpful is that which is tailored to the needs (including 
diverse needs) of the individual registrant. However, we also found that the support for NQRs varies 
hugely in its availability and effectiveness. A previous study of 20 AHP preceptorship programmes 
sampled across England reported that there was significant variation in how the programmes were 
initially set up, and currently operate in terms of time allocated for preceptorship activities, and the 
content of training and support offered. 51 Preceptorship programmes have been embedded in the 
nursing profession for decades.52, 53 However, similar to our findings of variability in availability and 
effectiveness, research on the nursing profession has also reported that the quality of preceptorship 
programmes varies considerably across organisations.54 A study of nurses' preceptorship 
programmes also showed that organisational commitment and culture were essential in 
establishing, implementing, and sustaining effective preceptorship programmes.55  
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It is important that work is done in areas identified above to ensure that all NQRs are getting the 
preceptorship programme they need regardless of the profession, age, size, and resourcefulness of 
the team. NQRs may decide to leave the profession if they are not supported in their early days of 
clinical practice. The first two-years of a nurse’s career has been found to be a critical period when 
the numbers leaving the profession is at its highest. However, high-quality preceptorship has been 
shown to improve recruitment and retention rates during the first two-year critical period of a 
nurse's career.56  

 

4.3 Strengths & limitations of the research 

This study has a number of strengths. The study sought a broad range of perspectives from a variety 

of stakeholder types, across 15 allied health professions and all four nations of the UK. The research 

team had a variety of backgrounds i.e. paramedic science, chiropractic, biomedical science, dietitian, 

medicine, clinical education and social science. A reflexive team-based approach to data collection 

and analysis was also taken  

A limitation of the study was there was only one participant from some professions and some 

countries although this was an inevitability consider the study design and scope. There was also an 

over representation of arts therapists.  We were also unable to draw conclusions about specific 

professions relative to each other. Finally, we did not have the resources to convene an advisory 

group with representation from all professions in the ‘sensemaking’ part of the study. 

4.4 Implications for educational providers and employers 

Workforce preparedness is a complex issue with multiple actors/systems i.e. individuals, educators, 
employers, having a part to play. Pre-registration education providers need to ensure that their 
curricula are addressing the areas identified where NQRs are insufficiently prepared for i.e. clinical 
knowledge, decision-making and management of caseloads. These curriculum changes could occur 
at various stages, for example clinical knowledge might be built early in undergraduate degree 
programmes and reinforced later during clinical placements; decision-making might be introduced 
through case-based learning or simulation; and management of caseloads might be explored through 
reflections on placement experiences. Employers need to provide access for all NQRs to high-quality 
preceptorship programmes which encompass tailored support for each individual NQR e.g. 
information or training to support how they do their job (e.g. constructive feedback on 
performance), or information or training to develop their psychological self-care (e.g. mentorship).29  
As well as individual support that aims to increase personal resources, investment in workplace 
improvements to make it a more supportive learning environment will enable more NQRs to thrive.  
Improvements might include increasing workplace awareness of wellbeing issues, improving how 
work is managed within the organisation, and improving the workplace culture/leadership.29 

 

 
4.5 Future research 

This initial scene-setting research across all AHPs has identified pertinent issues for in-depth 

exploration, particularly within individual professions. Future research should consider using the 

mental health and wellbeing typology to investigate other areas related to preparedness for practice 

and workplace support. The feasibility of different approaches to mentoring and support, for 

example cross professions, remote, peer support groups should also be investigated. Longitudinal 

designs involving innovative methodologies such as rich pictures,57 use of observation58 or naturally 

occurring data to minimise burden on these particularly busy professionals in participating in 

research would be well suited.  
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Supplementary File 1 
 Characteristics of Sample  

 

Table 1: Profession of participants* 

 

 

Source: Data in column 2 (no. of NQRs on register in 2022) was supplied to research team by HCPC. 

Data includes all NQRs that had started in post in August 2022 and were 6-18 months into practice. 

* Two of the participants were policymakers and were not aligned to a particular profession  

 

 

 

Profession 
No. of NQRs on 
register in 2022 

% of NQRs 
on register 

No. of 
NQRs 
inter-

viewed 

% of 
NQRS 
inter-

viewed 

No. of 
other 
stake 

holders 
inter-

viewed 

% of other 
stakeholders 
interviewed 

Arts therapists 127 1.4 4 11.4 0 0.0 
Biomedical 
scientists 646 7.0 2 5.7 2 8.3 
Chiropodists/Podi
atrists 120 1.3 1 2.9 0 0.0 

Clinical Scientists 380 4.1 3 8.6 0 0.0 

Dieticians 367 4.0 0 0.0 1 4.2 
Hearing Aid 
Dispensers 93 1.0 1 2.9 0 0.0 
Operating 
Department 
Practitioners 501 5.5 3 8.6 1 4.2 

Orthoptists 18 0.2 0 0.0 3 12.5 
Occupational 
Therapists 1,079 11.8 6 17.1 1 4.2 

Paramedics 1,948 21.2 6 17.1 3 12.5 

Physiotherapists 1,642 17.9 5 14.3 1 4.2 
Prosthetists/Orth
otists 16 0.2 0 0.0 4 16.7 
Practitioner 
Psychologists 996 10.9 3 8.6 2 8.3 

Radiographers 786 8.6 1 2.9 5 20.8 
Speech and 
language 
therapists 450 4.9 0 0.0 1 4.2 

 9,169 100 35 100 24 100.0 
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Table 2: Country of work of participants 

Country of 
work 

No. of NQRs on 
register in 2022 

% of NQRs 
on register 

No. of 
NQRs 
interv
iewed 

% of 
NQRS 
interv
iewed 

No. of 
other 

stakeh
olders 
intervi
ewed 

% of other 
stakeholders 
interviewed 

    England 4,341 75.7 28 80.0 24 92.3 

    Scotland 598 10.4 4 11.4 0 0.0 

    Wales 332 5.8 1 2.9 0 0.0 
    Northern 
Ireland 171 3.0 1 2.9 0 0.0 
    Two or 
more UK 
locations 22 0.4 0 0.0 1 3.8 

    Other 85 1.5 1 2.9 1 3.8 
    Prefer not 
to say 185 3.2 0 0.0 0 0.0 

 5734 100 35 100 26 100 
 

Source: Data in column 2 (No. of NQRs on register in 2022) was supplied to research team by HCPC. 

Data includes all NQRs that had started in post in August 2022 and were 6-18 months into practice. 

Table 3: Sex of participants 

 

Source: Data in column 2 (No. of NQRs on register in 2022) was supplied to research team by HCPC. 

Data includes all NQRs that had started in post in August 2022 and were 6-18 months into practice. 

 

Table 4: Ethnicity of participants 

Ethnicity 

No. of 
NQRs 

on 
registe

r in 
2022 

% of 
NQR
s on 
regis
ter 

No. of 
NQRs 

interview
ed 

% of 
NQR

S 
inte
rvie
wed 

No. of 
other 

stakehold
ers 

interview
ed 

% of 
othe

r 
stak
ehol
ders 

Sex 
No. of NQRs on 
register in 2022 

% of NQRs 
on register 

No. of 
NQRs 
intervi
ewed 

% of 
NQRS 
intervi
ewed 

No. of 
other 

stakeh
olders 
intervi
ewed 

% of other 
stakeholders 
interviewed 

    Female 6,606 72.3 26 74.3 18 69.2 

    Male 2,417 26.5 9 25.7 8 30.8 

    Prefer 
not to say 114 1.2 0 0.0 0 0.0 

 9,137 100.0 35 100.0 26 100.0 
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inter
view

ed 

    White 5,104 75.6 29 82.9 26 
100.

0 

    Asian or Asian British 791 11.7 4 11.4 0 0.0 

    Black, African, Caribbean, Black Brit          402 6.0 2 5.7 0 0.0 

    Mixed or Multiple ethnicity 182 2.7 0 0.0 0 0.0 

    Other ethnic group 100 1.5 0 0.0 0 0.0 

    Prefer not to say 171 2.5 0 0.0 0 0.0 

 6,750 
100.

0 35 
100.

0 26 
100.

0 
 

Source: Data in column 2 (No. of NQRs on register in 2022) was supplied to research team by HCPC. 

Data includes all NQRs that had started in post in August 2022 and were 6-18 months into practice. 
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Supplementary File 2 
Sampling target 

 Stakeholder Type No. newly 
qualified HCPC 
registrants in 

2021 

% of newly 
qualified 

HCPC 
registrant  

HCPC  
regis 

trants 

Employers Target 
 

1. Physiotherapist 5,100 18.9 3 2 5 

2. Radiographer 3,880 14.4 3 2 5 

3. Paramedic 4,210 15.6 3 2 5 

4. Occupational therapist 3,290 12.2 3 1 4 

5. Practitioner psychologist 2,180 8.1 2 2 4 

6. Biomedical scientist 1,980 7.4 2 2 4 

7. Speech and language 
therapist 1,410 5.2 

2 2 4 

8. Operating department 
practitioner 1,190 4.4 

2 2 4 

9. Dietitian 1,030 3.8 2 2 4 

10. Clinical scientist 710 2.6 2 2 4 

11. Chiropodists / podiatrist 600 2.2 2 2 4 

12. Arts therapist 620 2.3 2 2 4 

13. Hearing aid dispenser 500 1.9 2 2 4 

14. Orthoptist 120 0.4 1 2 3 

15. Prosthetist / orthotist 100 0.4 1 1 2 

16. Additional stakeholders 
across 4 nations 

N/A N/A N/A  8 

 Total  26,920 100% 32 30 70 
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Supplementary File 3 
Interview schedules 

Interview Schedule – New HCPC Registrants 

 

Research Aim  

To investigate how well newly qualified HCPC registrants are prepared for practice.  

 

Section 1: Background  

1. Can you tell me a bit about your pre-registration education and your clinical placements? 

2. What is your experience of the transition from being a student/trainee to being a 

registered healthcare professional? 

 

Section 2: Preparedness for practice 

3. What aspects of your current clinical role do you think your training/education most and 

least prepared you for?  

o What are the main challenges in your role?  

o How do you draw upon your training/education to tackle these challenges? 

4. Do you think that the Covid-19 pandemic affected how prepared you were for the 

transition from student to newly qualified practitioner? If so, in what ways? 

 

Section 3: Support 

5. How supported did you feel as a newly qualified registrant?  

o What support did you receive?  

o Who have you received support from?  

o How long did you receive this support? 

6. What was good about the support you received and how could that support be 

improved?  

o Who do you think should be/have been supporting you, and in what way? 

 

Section 4: Protected characteristics 

For the questions in this section, I would like you to think about your responses to the 

protected characteristics questionnaire you completed before this interview. 
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7. How do you think your experiences leading up to and starting work as a newly registered 

healthcare professional differ to your peers?  

o What were the differences? Were these positive or negative?  

o Do you have any thoughts on why these differences exist?  

o How do you think these differences relate to your protected characteristics? 

 

8. How might the support that newly qualified HCPC registrants require differ?  

o Why might the support required differ?  

o How might this relate to the registrant’s protected characteristics? 

 

Section 5: Closing  

9. Do you have any final reflections on your experience of being a newly qualified 

healthcare professional? 

 

Thank you for taking part. 

 

 

Stakeholders 

Interview Schedule 

Research Aim  

To investigate how well newly qualified HCPC registrants are prepared for practice.  

 

Section 1: Background  

1. Can you tell me about your role, particularly in relation to new HCPC registrants? 

2. What are your perceptions of HCPC registrants’ transition from student to practising 

clinician/qualified scientist? (Prompt: What do they do/manage well, what not so well, 

and what has surprised you?) 

 

Section 2: Preparedness for practice 

3. How well does their training/education prepare HCPC registrants for their first role in 

clinical practice? 
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4. How well prepared are HCPC registrants for clinical practice compared to how well 

are they prepared for professional practice such as communication with patients and 

with colleagues? 

5. What, if any, impact did the Covid-19 pandemic have on HCPC registrants’ level of 

preparedness? 

 

Section 3: Support 

6. What support do/should HCPC registrants receive as newly qualified practitioners? 

(Prompt: Who provides support and how and for how long? What 

infrastructures/guidance are in place to ensure new HCPC registrants receive the 

support they require?) 

7. What is good about that support and how could the support be improved? (Prompt: 

Who do you think should be supporting new registrants, in what way, and for how 

long?) 

 

Section 4: Protected characteristics 

8. How might new registrants’ preparedness for practice differ for groups/individuals 

with different protected characteristics? (Prompt: Are you aware of this/do you have 

experience of seeing this in your role?)  

9. How might/does the support required for newly qualified HCPC registrants differ 

depending on their protected characteristics?  

 

Section 5: Closing  

10. Do you have any final reflections on how prepared for practice new HCPC registrants 

are, and how this impacts or relates to your role? 

 

Thank you for taking part. 
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Supplementary File 4  
Screenshots of coding framework 

 

 

 

 


