UNIVERSITYOF
BIRMINGHAM

iversit}/]ofBirmin am
esearch at Birmingham

Delegation by Allied Health Professionals to Allied
Health Assistants

Sarigiovannis, P.; Jowett, Sue; Saunders, B.; Corp, N.; Bishop, A.

DOI:
10.1016/j.physio.2020.10.002

License:
Creative Commons: Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

Document Version
Peer reviewed version

Citation for published version (Harvard):

Sarigiovannis, P, Jowett, S, Saunders, B, Corp , N & Bishop, A 2020, 'Delegation by Allied Health Professionals
to Allied Health Assistants: a mixed methods systematic review', Physiotherapy.
https://doi.org/10.1016/j.physio.2020.10.002

Link to publication on Research at Birmingham portal

General rights

Unless a licence is specified above, all rights (including copyright and moral rights) in this document are retained by the authors and/or the
copyright holders. The express permission of the copyright holder must be obtained for any use of this material other than for purposes
permitted by law.

*Users may freely distribute the URL that is used to identify this publication.

*Users may download and/or print one copy of the publication from the University of Birmingham research portal for the purpose of private
study or non-commercial research.

*User may use extracts from the document in line with the concept of ‘fair dealing’ under the Copyright, Designs and Patents Act 1988 (?)
*Users may not further distribute the material nor use it for the purposes of commercial gain.

Where a licence is displayed above, please note the terms and conditions of the licence govern your use of this document.

When citing, please reference the published version.

Take down policy
While the University of Birmingham exercises care and attention in making items available there are rare occasions when an item has been
uploaded in error or has been deemed to be commercially or otherwise sensitive.

If you believe that this is the case for this document, please contact UBIRA@Ilists.bham.ac.uk providing details and we will remove access to
the work immediately and investigate.

Download date: 20. Apr. 2024


https://doi.org/10.1016/j.physio.2020.10.002
https://doi.org/10.1016/j.physio.2020.10.002
https://birmingham.elsevierpure.com/en/publications/04c31056-7333-49b7-8f1b-dd817c7ad94a

TITLE

Delegation by Allied Health Professionals to Allied Health Assistants: a mixed
methods systematic review.

Author names and affiliations

Author(s):

Sarigiovannis P, Pre-Doctoral Clinical Academic Fellow?, Musculoskeletal Clinical
Specialist Physiotherapist?

Jowett S, Honorary Senior Lecturer in Health Economics?, Reader in Health Economics?®
Saunders B, Lecturer in Applied Health Research?

Corp N, Research Fellow: Information Science/Systematic Reviews?

Bishop A, Honorary Senior Research Fellow?

Institute(s):

1. Primary Care Centre Versus Arthritis, School of Primary, Community and Social
Care, Keele University, Staffordshire, ST5 5BG, United Kingdom.

2. Midlands Partnership NHS Foundation Trust, Newcastle under Lyme, Staffordshire,
ST5 1QG, United Kingdom.

3. Health Economics Unit, Institute of Applied Health Research, IOEM Building,
University of Birmingham, Edgbaston, Birmingham, B15 2TT, United Kingdom.

Corresponding author
Sarigiovannis P

Address: Primary Care Centre Versus Arthritis, School of Primary, Community and Social
Care, Keele University, Staffordshire, ST5 5BG, United Kingdom.

Email: p.sarigiovannisl@keele.ac.uk

Twitter: @sarigiovannisl



ABSTRACT

Background: Delegation by Allied Health Professionals (AHPSs) to Allied Health Assistants
(AHASs) was introduced in response to various challenges affecting modern health care
delivery. However, the clinical and cost-effectiveness of using AHAs is relatively unexplored.

Objectives: The aim of this review was to synthesise the available evidence on; firstly, the
clinical and cost-effectiveness of interventions delegated by AHPs to AHAs and secondly,
AHPS’, AHAS’ and patients’ attitudes and beliefs towards delegation.

Data Sources: MEDLINE, AMED, CINAHL, Cochrane Library, PsycINFO, PEDro, OTseeker
and Web of Science databases were searched from inception until January 2019 without
restrictions.

Study selection: Primary studies investigating the clinical and cost-effectiveness of any
intervention delegated by an AHP, across the spectrum of clinical areas in relation to adult
patients, as well as AHPs’, AHAs’ and patients’ attitudes and beliefs about delegation.

Data extraction & Synthesis: Data were extracted by pairs of reviewers. Thematic analysis
and synthesis of descriptive and analytical themes was conducted.

Results: Thirteen publications of variable methodological quality were included. Three
studies reported quantitative research and ten qualitative research. No study explored the
cost-effectiveness. Only one study investigated clinical effectiveness. Training for both
AHPs and AHAs and having clear processes in place were identified as important facilitators
of delegation.

Conclusion and implications of key findings: Delegation is not standardised across
AHPs or within each profession. There are clear knowledge gaps regarding the clinical and
cost-effectiveness of delegation by AHPs and patients’ attitudes and preferences. Further
research is needed to facilitate the standardisation of delegation.

Contribution of the Paper:

. Identification of a lack of evidence in relation to the clinical and cost effectiveness of
delegation across Allied Health Professions as well as AHPs’, AHAs’ and patients’
perceptions about delegation.

. Adequate training for both AHPs and AHAs and having clear processes in place are
important facilitators of delegation.

. Further research is needed to investigate delegation in AHPs in current clinical
practice to inform policy and workforce planning.

Systematic review registration number PROSPERO CRD42019119557

Funding: Panos Sarigiovannis is funded by a National Institute for Health Research (NIHR)
award (Pre-Doctoral Clinical Academic Fellowship ICA-PCAF-2018-01-014) for this research
project.

Key words: Skill mix, Personnel Delegation, Treatment outcome, Cost-Benefit Analysis,
Attitude



INTRODUCTION

The Allied Health Professions (AHPs) form the third largest clinical workforce in health and
social care in England [1]. The AHPs comprise of 14 distinct occupations including: art
therapists, dietitians, drama therapists, music therapists, occupational therapists, operating
department practitioners, orthoptists, osteopaths, paramedics, physiotherapists, podiatrists,
prosthetists and orthotists, diagnostic and therapeutic radiographers, and speech and
language therapists. AHPs work closely with the Allied Health Assistants (AHASs): workers
who provide assistance and support to AHPs by whom they are directly or indirectly
supervised [2, 3]. The Allied Health Assistant role was developed to address some of the
challenges affecting health care service delivery and the Allied Health Professionals (AHPS)
workforce. These include an increasingly ageing population and an associated burden of
health care; spiralling costs; increased patient expectations and a shortage of registered
healthcare professionals [2, 3, 4, 5]. In common with other health care professions and in
order to address the pressures that these challenges have placed on the existing workforce,
AHAs are being engaged to undertake clinical tasks traditionally performed by AHPs [2, 3,
5]. Since staffing costs usually account for between 60-80% of operating costs in health
care, determining the ‘right’ combination of staff with the right skills is a critical component of
successful and efficient health care delivery [6, 7].

There has been a lack of regulation and registration for AHAS, and as a result, many of
these positions have evolved with variations in the title, and an inconsistent understanding of
the role as well as the educational and supervision requirements. Subsequently, the specific
duties of AHAs vary greatly between services, creating problems with the delegation of tasks
[8]. This latter trend may lead to AHAS not being able to fully utilise their clinical skills, which
may result in job dissatisfaction as well as disparity in the clinical service provided to patients
of equal clinical needs [9]. Therefore, it is important to develop an understanding of the
views of AHPs, AHAs and patients about delegation. Furthermore, where AHAS are being
utilised clinically, questions have been posed in relation to the clinical effectiveness of
treatment provided by AHAs and, more specifically, if it is as clinically effective as the
treatment provided by registered clinicians for the same group of patients [10]. Research on
the clinical and cost-effectiveness of using AHAs is relatively unexplored and lags behind the
fields of nursing and medicine in terms of delegation [11]. This systematic review aimed to
synthesise the best available evidence on the clinical and cost-effectiveness of interventions
delegated by AHPs to AHAs and to explore AHPs’, AHAS’ and patients’ attitudes and beliefs
in relation to delegation.

METHODS
Protocol and Registration

The protocol for this systematic review is registered with the international prospective
register of systematic reviews - PROSPERO (Registration number CRD42019119557). This
systematic review has been conducted and reported according to PRISMA guidelines [12].

Research Questions
The research questions of this systematic review are:

. “What is the clinical and cost-effectiveness of delegation to Allied Health
Assistants (AHAs) by Allied Health Professionals (AHPs)?”
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. “What are the AHPs' and AHAs' views and opinions about delegation?”

. “What are the patients' views and opinions about delegation?”.

Eligibility criteria
Inclusion criteria
Studies were included if they involved:

i. AHPs that delegate to AHAs. AHPs include the following professions: art therapists,
drama therapists, music therapists, chiropodists/podiatrists, dietitians, occupational
therapists, operating department practitioners, orthoptists, osteopaths, paramedics,
physiotherapists, prosthetists and orthotists, radiographers and speech and language
therapists.

AND

ii. Any intervention delegated by an AHP, across the spectrum of clinical areas in
relation to adult patients (18 years old or older) e.g. musculoskeletal, neurology, respiratory
etc.;

AND

iii.a Generic outcome measures such as quality of life, patient specific outcomes in
relation to pain and function, and disease specific outcome measures;

OR

iii. b Cost-effectiveness, health care costs e.g. direct and indirect costs of
delegated care;

OR

iii.c  AHPs’, AHAs’ and patients’ attitudes, beliefs, perceptions towards, and
understanding of delegation;

OR
iii.d Patient safety such as missed red flags diagnoses or serious adverse events.
AND

iv. RCTs, non-randomised controlled trials, observational studies and descriptive and
gualitative studies.

Exclusion criteria

Studies were excluded if they involved:

i. Any interventions delegated by non-AHPs such as nurses, doctors and dentists;
ii. Any patient population under 18 years old;

iii. Single case studies, editorials and non-peer reviewed publications;

iv. No outcome of interest.



Searches

A comprehensive search strategy utilising both textword and subject headings and including
terms related to delegation and AHPs was developed (see Supplementary Table 1 for OVID
MEDLINE search strategy). Following consultation with a medical librarian and guidance
from one of the authors who is a systematic review expert (NC), the following electronic
databases were searched by PS: MEDLINE, AMED, CINAHL, Cochrane Library (systematic
reviews and controlled trials registers), PsycINFO, PEDro, OTseeker and Web of Science
(WoS). All databases were searched without time or language restrictions, from database
inception to January 2019. In addition, reference checking and citation tracking of included
articles were conducted.

Selection process

Initially, papers were screened by title by a single reviewer (PS) using Rayyan software [13],
and those clearly irrelevant were excluded. Abstracts of remaining articles were then
screened against eligibility criteria independently by pairs of reviewers (PS and AB or SJ or
BS) in an Excel spreadsheet. Full texts were subsequently assessed for eligibility using the
same process as for abstracts. Any disagreements regarding eligibility, at each stage of the
selection process, were resolved through discussion between pairs of reviewers or by
consensus in research team meetings.

Data extraction and quality assessment

Data extraction was conducted independently by pairs of reviewers using a data collection
pro forma (in Microsoft Excel). This was designed, piloted and tested by the reviewers prior
to data extraction. Extracted data included background information (country of origin, aims,
methods used, setting, clinical specialty/area, number of participants), perceptions about
delegation (attributes, experiences, facilitators and barriers of delegation) from different
perspectives (AHPs, AHAs and patients), as well as the conclusions and recommendations
of each study. Finally, reviewers could capture any other comments and or data.

The methodological quality appraisal was conducted independently by pairs of reviewers
using the Mixed Methods Appraisal Tool (MMAT), 2018 version [14]. Conflicts regarding
appraisal were addressed via discussion and resolved by consensus. Overall grade of
evidence of the qualitative studies included in this review was assessed using the
Confidence in Evidence from Reviews of Qualitative research (GRADE-CERQual) criteria
[15].

Data synthesis

Thematic synthesis of data of the qualitative studies was conducted without a priori codes
[16]. Codes and descriptions were aggregated into emerging descriptive themes, before
identifying analytical themes, using a thematic synthesis process [16]. Analytical themes
identified from key descriptive themes reflected AHPs’, AHAs’ and patients’ perspectives in
relation to delegation, as supported by data from the studies. A meta-analysis was not
possible due to the limited number of studies. Nevertheless, the findings from the



guantitative studies are discussed and presented in narrative form. Finally, quantitative and
qualitative evidence was drawn together in a narrative synthesis.

RESULTS
Search results

Out of 2905 citations, 13 papers [17-29] met the eligibility criteria and were included in this
review (Figure 1: PRISMA flow diagram) [30].

Figure 1: PRISMA flow diagram inserted here

No relevant studies were identified through additional searching of grey literature, references
or citation tracking of included studies. The included studies that presented data across
various care-settings and AHP disciplines. Six studies (7 papers) were conducted in a
physiotherapy discipline [17, 21, 22, 24, 25, 26, 29], three in occupational therapy [18, 19,
23], two in speech and language therapy [20, 27] and one included multiple AHP professions
[28]. In relation to methodology, two papers reported the same RCT [17, 21], six studies
reported qualitative research [18, 19, 20, 22, 26, 29], four used mixed methods (quantitative
descriptive and qualitative) [24, 25, 27, 28] and one was a non-randomised cohort study [23].
Eight studies were set in England [17, 18, 19, 21, 22, 24, 25, 26], three in Australia [20, 27,
28], one in USA [23] and one in South Africa [29]. Detailed characteristics of included studies
are presented in Table 1.

Table 1: Characteristics of included articles and their conclusions inserted here

Quality appraisal

The MMAT quality evaluation highlighted that studies were of a mixed quality and that the
majority of them had methodological shortcomings. Studies are presented based on their
design/methods and the corresponding section of the MMAT tool i.e. qualitative studies
(Table 2a), quantitative descriptive studies (Table 2b), RCTs (Table 2¢) and mixed methods
studies (Table 2d).

Table 2a: MMAT assessment of qualitative studies inserted here
Table 2b: MMAT assessment of quantitative descriptive studies inserted here
Table 2¢c: MMAT assessment of RCTs inserted here

Table 2d: MMAT assessment of mixed methods studies inserted here

Clinical and cost effectiveness of delegation

No study/paper was found addressing the cost-effectiveness of delegation. Two papers
explored the clinical effectiveness of delegation [17, 21]. These referred to the same study:
a single-blind, randomized, controlled trial, which recruited 282 stroke patients from those



admitted to a large, teaching NHS hospital with acute and rehabilitation facilities. Patients
were between 1 and 5 weeks post stroke at entry to the study. These patients were
randomly allocated to one of three groups; routine physiotherapy (h=95), routine
physiotherapy with an additional treatment by a physiotherapist (n=94) or routine
physiotherapy with additional treatment by a physiotherapy assistant (n=93). Routine
physiotherapy was defined as the standard physiotherapy treatment given at the hospital
where the study was conducted, it followed predominantly a Bobath approach and included
daily treatment of approximately 30 to 45 minutes. Patients in the physiotherapist (PT)
group received standard physiotherapy and in addition were treated for 2 hours per week
over a five-week-period by a senior research physiotherapist. Patients in the physiotherapy
assistant (PA) group received standard physiotherapy and in addition were treated for 2
hours per week over a five-week-period by a physiotherapy assistant. Patients in this group
were initially assessed for 1 hour by the research physiotherapist who then supervised the
assistant’s treatment of each patient weekly to update and adjust the treatment program
appropriately. Outcome was assessed after five weeks of treatment and at three and six
months after stroke. The main outcome measures were the Rivermead Motor Assessment
Arm (RMA arm) Scale [31] and the Action Research Arm Test (ARAT), [32] other measures
included the Barthel Index [33] and the Extended ADL Index [34].

In the intervention groups, 53 of the 94 patients in the PT group and 46 of the 93 patients in
the PA group completed at least nine hours of additional treatment. Overall rates of
noncompletion were not significantly different between the two treatment groups (p = 0.17)
but there were differences in the distribution of reasons for noncompletion. These were:
illness or low tolerance of treatment (PT 19, PA 13); death (PT 5, PA 4); recovery to minimal
arm impairment (PT 9, PA 12); patient choosing to stop treatment (PT 3, PA 8); change in
diagnosis after randomisation (PT 1, PA 5); transfer to another hospital (PT 0, PA 2); staff
annual leave or sickness (PT 4, PA 5). The original paper reported that there were no
significant differences between the groups and thus that additional physiotherapy of
approximately two hours per week does not benefit a heterogeneous population of patients
admitted for rehabilitation after their stroke [17]. When a post hoc per protocol analysis was
conducted and patients were subdivided into groups according to the degree of severity of
initial arm impairments, the results showed that less severe patients who received additional
treatment by a physiotherapy assistant and completed their additional treatment or
recovered had significantly better ARAT and RMA arm scores at post-intervention, three
months and six months post stroke [21].

Thematic analysis of qualitative studies: Barriers and facilitators of delegation

Table 3 provides an overview of the main themes and sub-themes identified in studies
exploring AHPs’, AHAs’ and patients’ perspectives on delegation. Key descriptive themes
were grouped under two broad analytical themes: facilitators of delegation and barriers to
delegation. The overall grade of evidence of each qualitative study, as per GRADE-
CERQual approach is also included. Facilitators of delegation included AHPs and AHAs
receiving adequate training, AHPs’ confidence regarding the competences of the AHAS in
relation to the delegated task and having a clear framework for delegation i.e. appropriate
systems and processes in place to facilitate delegation. Barriers included lack of clarity in
relation to delegation, AHPs not being trained for the task of supervising and delegating work
to assistants and unwillingness of qualified staff to delegate clinical tasks.



Table 3 Summary of findings on delegation themes and sub themes (with references)
inserted here

DISCUSSION
Clinical and cost-effectiveness

One of the primary aims of this review was to synthesise the best available evidence on the
clinical and cost-effectiveness of interventions delegated by AHPs to AHAs. The data from
the included publications was limited since no study assessed the cost-effectiveness and
only two papers (referring to the same RCT) explored the clinical effectiveness of delegation
[17, 21]. The results from the post hoc analysis showed that less severe stroke patients who
received additional treatment by a physiotherapy assistant had better clinical outcomes than
those who received additional treatment by a physiotherapist [21]. However, the content of
the additional treatment was different for two groups: for patients in the physiotherapy
assistant group, a greater proportion of time was spent practicing active movements and
functional activities whereas for patients in the physiotherapist group, a considerable
proportion of treatment time was spent teaching and encouraging patients to perform self-
practice activities between sessions. Furthermore, only the patients who completed the
additional treatment package in both the physiotherapist and the physiotherapy assistant
group or those who recovered were included in the post hoc analysis whereas all patients in
the routine group were included. This could have led to attrition bias and distorted the
results. It should also be noted that 41 out of 94 patients in the physiotherapist group and
50 out of 93 patients in the physiotherapy assistant group did not complete the additional
treatment. Although rates of non-completion were not significantly different in the additional
treatment groups, there were differences in the distribution of reasons of non-completion.
One difference was the proportion of patients who chose not to complete the additional
treatment which was more than double in the physiotherapy assistant group. Although this
was not explored by the authors, it raises questions about the acceptability of the additional
treatment delivered by the physiotherapy assistants and patients’ preferences. Previous
research suggests that patients with rehabilitation needs prefer to be treated by qualified
therapy staff rather than by assistants [35]. In a discrete choice experiment of patients’
preferences for rehabilitation service configuration following hip fracture, patients indicated a
statistically significant preference for the healthcare professional delivering the rehabilitation
sessions to be a fully-qualified physiotherapist or occupational therapist [35]. It may be that
some of the patients who participated in the RCT preferred to be treated by a physiotherapist
and not by a physiotherapy assistant which could explain why more patients in the
physiotherapy assistant group chose to stop treatment.

Perceptions about delegation

Data from the studies using qualitative methods included in this review highlighted that AHPs
believe there are important factors which facilitate delegation. These include appropriate
training for qualified staff, confidence regarding the competencies of the AHASs in relation to
the delegated task and a clear implementation framework i.e. appropriate systems and
processes in place. Only one study included patients’ views about delegation, where
patients expressed the view that close working between qualified and assistant staff also
facilitates delegation [20].



Both AHPs and AHASs report that training for AHPs in delegation and supervisory skills is an
important facilitator of delegation. Munn et al [3] also highlighted the need for appropriate
supervision and mentoring of assistants to facilitate the use of delegation by AHPs and
nurses. However, whilst there may be an expectation that AHPs are able to supervise and
give direction to AHAS once they are qualified [36], training in supervision and delegation
skills is often not included in the undergraduate training of AHPs, or when it is included it is
insufficient [37, 38]. Changes in employment culture would suggest that the curriculum
content of AHPs’ undergraduate programmes needs to be updated in order to produce
graduates who are equipped with the right skills demanded by changes in health care
delivery [39].

A number of barriers to delegation from the AHPs’ perspective were identified. These
included lack of clarity around delegation such as what tasks should be delegated and who
is accountable for the delegated tasks; as well as AHPs not being trained for the tasks of,
firstly, delegating work to assistants, and secondly, supervising them to complete the
delegated tasks. AHAs also highlighted the unwillingness of qualified staff to delegate
clinical tasks. Inappropriate supervision and lack of training were also highlighted as barriers
to delegation in the only other study in this review which was categorised as quantitative
apart from the randomised controlled trial. This was a survey of occupational therapists and
occupational therapy assistants [23].

Very similar themes in relation to barriers and facilitators of delegation to AHAs have been
reported elsewhere [2, 3]. Munn et al [3] synthesised qualitative evidence regarding the
appropriateness of strategies used to establish the health assistant role in both nursing and
AHPs as a recognised delegated clinical role and to promote their inclusion in models of
care. They reported that barriers to incorporating assistants in models of care and the
recognition of their place in health service delivery as a delegated clinical role may include
lack of clarity regarding their role and negative perceptions towards assistants by AHPs. In
another systematic review, Lizarondo et al [2] summarised the evidence regarding the roles
and responsibilities of AHAs and described the benefits and barriers to utilising AHAs. They
reported that barriers to introducing AHAS in health care settings include uncertainty
regarding the scope of AHA roles and responsibilities as well as protectionism of AHPs in
relation to their own job roles. Their review focused on AHPs and AHAs but the aim was to
synthesise evidence regarding the roles and responsibilities of AHAs rather than evidence of
the effectiveness of using AHAs.

The methodological quality of the qualitative studies included in this review varied and a
number of studies had either major or moderate methodological limitations, which reduced
confidence in the review findings. However, the thematic analysis highlighted themes that
were derived from a number of studies in different settings indicating that these findings are
important. It must be highlighted that the majority of studies using qualitative methods were
published approximately 15 years ago which poses questions about their relevance to
current practice, especially bearing in mind some of the recent changes in healthcare
delivery affecting workforce planning such as the use of virtual consultations, or the
introduction of first contact practitioners. An example of findings that appeared dated in
relation to current healthcare practice included in two studies that reported that the level of
complexity of a procedure influenced delegation in physiotherapy [40, 41]. Physiotherapists
were found to be more likely to delegate the application of passive modalities such as
electrotherapy to assistants [40]. However, declining trends in the availability and usage of
electrotherapy modalities have been reported elsewhere in the literature [42, 43]; therefore,
these findings may have only limited relevance for delegation in contemporary physiotherapy



practice. This highlights the need for future studies to explore delegation issues related to
current AHPs’ practice as well as patients’ perceptions, experiences and preferences.

Strengths and limitations

This is the first mixed methods systematic review to examine the clinical and cost-
effectiveness of delegation by AHPs to AHAs and the perceptions of AHPs, AHAs, and
patients about delegation. It has been reported that research on skill mix for AHPs is scarce
and lags behind the fields of nursing and medicine, particularly in terms of understanding the
health outcomes of delegation across both hospital and community settings [11]. It should
be recognised that the AHP workforce has specific characteristics, which should be
considered when investigating delegation. Our review highlighted the lack of evidence as
well as the methodological shortcomings of available data.

Although no language restrictions were applied in the searches of the databases, all the
studies included in this review were in English. Databases tend to have geographical and
language biases [44, 45]. Unfortunately, we were unable to include any non-English
language databases such as LILACS (Latin American and Caribbean Science Literature
database) due to the limited time and resources.

CONCLUSION

Results from this review highlight the lack of evidence regarding the clinical and cost-
effectiveness of delegation and provide evidence to support the argument that delegation is
not standardised across the AHP professions, or within each profession. Additionally, there
are clear knowledge gaps regarding delegation by AHPs in current practice in relation to
patients’ views, attitudes and preferences. Therefore, further research is needed to ensure
that clinical and policy decisions around delegation are evidence-based, patients receive
safe and effective treatment by the most appropriate clinician and cost-effective service
provision. New research should incorporate the evidence regarding facilitators of and
barriers to delegation to AHAs that this systematic review has highlighted, especially in
relation to having adequate training for both AHPs and AHAs and clear processes in place to
facilitate delegation.

Ethical Approval: Not applicable

Funding Statement

Panos Sarigiovannis is funded by a National Institute for Health Research (NIHR) award
(Pre-Doctoral Clinical Academic Fellowship ICA-PCAF-2018-01-014) for this research

project.

10



Disclaimer

This publication presents independent research funded by the National Institute for Health
Research (NIHR). The views expressed are those of the author(s) and not necessarily those

of the NHS, the NIHR or the Department of Health and Social Care.

Conflict of Interest: This is to confirm that co-author Annette Bishop is an Editor for
Physiotherapy but was not involved with the peer review of the paper or the final decision.

The other authors declare that they have no conflicts of interest.

REFERENCES

[1] Health Education England 2018 Allied Health Professions at the forefront of improving
care -a year in review 2017/2018
https://www.hee.nhs.uk/sites/default/files/documents/AHP%20National%20Report%202017-
18.pdf [Accessed 27 June 2020]

[2] Lizarondo L, Kumar S, Hyde L, Skidmore D 2010 Allied health assistants and what they
do: A systematic review of the literature. Journal of Multidisciplinary Healthcare 3:143-153.
https://doi.org/10.2147/JMDH.S12106

[3] Munn Z, Tufanaru C, Aromataris E 2013 Recognition of the health assistant as a
delegated clinical role and their inclusion in models of care: a systematic review and meta-

11


https://www.hee.nhs.uk/sites/default/files/documents/AHP%20National%20Report%202017-18.pdf
https://www.hee.nhs.uk/sites/default/files/documents/AHP%20National%20Report%202017-18.pdf
https://doi.org/10.2147/JMDH.S12106

synthesis of qualitative evidence. International Journal of Evidence-Based Healthcare 11: 3—
19. https://doi.org/10.1111/.1744-1609.2012.00304.x

[4] Bosley S, Dale J 2008 Healthcare assistants in general practice: practical and
conceptual issues of skill-mix change. British Journal of General Practice 58:118-124.
https://doi.org/10.3399/bjgp08X277032

[5] Eliassen M, Henriksen N, Moe S 2019 The practice of support personnel, supervised by
physiotherapists, in Norwegian reablement services. Physiotherapy Research
International;24:e1754. https://doi.org/10.1002/pri.1754

[6] Buchan J, Dal Poz MR 2002 Skill mix in the health care workforce: reviewing the
evidence. Bulletin of the World Health Organisation 80(7):575-580.

[7] Nancarrow SA, Borthwick AM 2005 Dynamic professional boundaries in the healthcare
workforce. Sociology of Health & lliness 27(7):897-919. https://doi.org/10.1111/].1467-
9566.2005.00463.x

[8] Nancarrow S, Mackey H 2005 The introduction and evaluation of an occupational
therapy practitioner. Australian Occupational Therapy Journal 52:293-301.
https://doi.org/10.1111/].1440-1630.2005.00531.x

[9] Sarigiovannis P, Cropper S 2018 An audit of the utilization of physiotherapy assistants
in the musculoskeletal outpatients setting within a primary care physiotherapy service.
Musculoskeletal Care 16:405—-408. https://doi.org/10.1002/msc.1238

[10] Resnik L, Liu D, Mor V, Hart DL 2008 Predictors of physical therapy clinic performance
in the treatment of patients with low back pain syndromes. Physical Therapy 88(9):989-
1004. https://doi.org/10.2522/ptj.20070110

[11] Cartmill L, Comans T, Clark MJ, Ash S, Sheppard L 2012 Using staffing ratios for
workforce planning : evidence on nine allied health professions - a narrative review. Human
Resources for Health 10(2), pp. 2-8. https://doi.org/10.1186/1478-4491-10-2

[12] Liberati A, Altman DG, Tetzlaff J, Mulrow C, Ggtzsche PC, loannidis JPA, Clarke M,
Devereaux PJ, Kleijnen J, Moher D 2009 The PRISMA Statement for Reporting Systematic
Reviews and Meta-Analyses of Studies That Evaluate Health Care Interventions:
Explanation and Elaboration 2009 The PRISMA statement for reporting systematic
reviews and meta-analyses of studies that evaluate health care interventions: explanation
and elaboration. PLoS Medicine 6: €1000100.
https://doi.org/10.1371/journal.pmed.1000100

[13] Ouzzani M, Hammady H, Fedorowicz Z, EImagarmid A 2009 Rayyan — A web and
mobile app for systematic reviews. Systematic Reviews 5:210-219.
https://doi.org/10.1186/s13643-016-0384-4

[14] Hong Q, Fabregues S, Bartlett G, Boardman F, Cargo, M, Dagenais P, Gagnon M,
Griffiths, F, Nicolau, B O’Cathain A,Rousseau M, Vedel |, Pluye P 2018 The Mixed
Methods Appraisal Tool (MMAT) version 2018 for information professionals and researchers.
Education for Information, 34 (4):285-291. ISSN 0167-8329. https://doi.org/10.3233/EFI-
180221

[15] Lewin S, Glenton C, Munthe-Kaas H, Carlsen B, Colvin CJ, Gulmezoglu M, Noyes J,
Booth A, Garside R, Rashidian A 2015 Using qualitative evidence in decision making for
health and social interventions: an approach to assess confidence in findings from qualitative

12


https://doi.org/10.1111/j.1744-1609.2012.00304.x
https://doi.org/10.3399/bjgp08X277032
https://doi.org/10.1002/pri.1754
https://doi.org/10.1111/j.1467-9566.2005.00463.x
https://doi.org/10.1111/j.1467-9566.2005.00463.x
https://doi.org/10.1111/j.1440-1630.2005.00531.x
https://doi.org/10.1002/msc.1238
https://doi.org/10.2522/ptj.20070110
https://doi.org/10.1186/1478-4491-10-2
https://doi.org/10.1371/journal.pmed.1000100
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.3233/EFI-180221
https://doi.org/10.3233/EFI-180221

evidence syntheses (GRADE-CERQual). PLoS Medicine 12: €1001895.
https://doi.org/10.1371/journal.pmed.1001895

[16] Thomas J, Harden A 2008 Methods for the thematic synthesis of qualitative research in
systematic reviews. BMC Medical Research Methodology 8: 45.
https://doi.org/10.1186/1471-2288-8-45

[17] Lincoln NB Parry RH, Vass CD 1999 Randomized, controlled trial to evaluate
increased intensity of physiotherapy treatment of arm function after stroke. Stroke 30:573-
579. https://doi.org/10.1161/01.str.30.3.573

[18] Mackey H 2004 An extended role for support workers: the views of occupational
therapists. International Journal of Therapy & Rehabilitation 11 (6): 259-265

[19] Mackey H, Nancarrow S 2005 Assistant practitioners: Issues of accountability,
delegation and competence International Journal of Therapy and Rehabilitation 12(8): 331-
338

[20] Nancarrow SA, Moran A, Sullivan R 2015 Mechanisms for the effective implementation
of an allied health assistant trainee: a qualitative study of a speech language pathology
assistant. Australian Health Review 39(1):101-108. https://doi.org/10.1071/AH14053

[21] Parry RH, Lincoln NB, Vass CD 1999 Effect of severity of arm impairment on response
to additional physiotherapy early after stroke Clinical Rehabilitation 13(3): 187-198
https://doi.org/10.1177/026921559901300302

[22] Parry R, Vass C 1997 Training and assessment of physiotherapy assistants
Physiotherapy 83(1):33-40. https://doi.org/10.1016/S0031-9406(05)66108-1

[23] Russell KV, Kanny EM 1998 Use of aides in occupational therapy practice American
Journal of Occupational Therapy 52(2):118-124.

[24] Saunders L 1998 Examining delegation in outpatient physiotherapy British Journal of
Therapy & Rehabilitation 5(1):20-27.

[25] Saunders L 1998 Managing delegation: a field study of a systematic approach to
delegation in out-patient physiotherapy Physiotherapy 84(11):547-555.
https://doi.org/10.1016/S0031-9406(05)66249-9

[26] Saunders L 1995 The role of physiotherapy helpers in out-patient physiotherapy
services Physiotherapy 81(7):384-392. https://doi.org/10.1016/S0031-9406(05)66767-3

[27] Schwarz M, Coccetti A, Kalapac N, Ward EC, Cornwell P 2018 Evaluating the
Feasibility and Validity of Using Trained Allied Health Assistants to Assist in Mealtime
Monitoring of Dysphagic Patients. Dysphagia Jun;34(3):350-359.
https://doi.org/10.1007/s00455-018-9947-y

[28] Somerville L, Davis A, Elliott AL, Terrill D, Austin N, Philip, K. 2015 Building allied
health workforce capacity: a strategic approach to workforce innovation Australian Health
Review 39(3):264-270. https://doi.org/10.1071/AH14211

[29] Wazakili M, Mpofu RM 2000 Physiotherapy service providers' views on issues of
assistants: are physiotherapy assistants needed? South African Journal of Physiotherapy
56(4):22-25

13


https://doi.org/10.1371/journal.pmed.1001895
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1161/01.str.30.3.573
https://doi.org/10.1071/AH14053
https://doi.org/10.1177/026921559901300302
https://doi.org/10.1016/S0031-9406(05)66108-1
https://doi.org/10.1016/S0031-9406(05)66249-9
https://doi.org/10.1016/S0031-9406(05)66767-3
https://doi.org/10.1007/s00455-018-9947-y
https://doi.org/10.1071/AH14211

[30] Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group 2009 Preferred
Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS
Med 6(7): e1000097. https://doi.org/10.1371/journal.pmed1000097

[31] Lincoln NB, Leadbitter D 1979 Assessment of motor function in stroke patients.
Physiotherapy 65:48-51.

[32] Lyle R 1981 A performance test for assessment of upper limb function in physical
rehabilitation treatment and research. International Journal of Rehabilitation Research 4:
483-92.

[33] Collin C, Wade D, Davies S, Horne V 1988 The Barthel Index: a reliability study.
International Disability Studies 10: 61-63.

[34] Nouri F, Lincoln NB 1981. An extended activities of daily living scale for stroke patients.
Clinical Rehabilitation 1:301-305.

[35] Charles JM, Roberts JL, Din NU, Williams NH, Yeo ST, Edwards RT 2018 Preferences
of older patients regarding hip fracture rehabilitation service configuration: a feasibility
discrete choice experiment. Journal of Rehabilitation Medicine 50: 636—642
https://doi.org/10.2340/16501977-2350

[36] Schmidt D 2013 Supervising Allied Health Assistants: A Concerning Skill Gap in Allied
Health Professionals. Journal of Allied Health 42(4):243-246.

[37] Ellis B, Connell NAD Factors 2001 Determining the current use of physiotherapy
assistants: views on their future role in the South and West UK region. Physiotherapy
87(2):73-82 https://doi.org/10.1016/S0031-9406(05)60444-0

[38] Plack M, Williams S, Miller D , Malik F, Sniffen J, McKenna R, Gilner G 2006
Collaboration between physical therapists and physical therapist assistants: fostering the
development of the preferred relationship within a classroom setting. Journal of Physical
Therapy Education 20(1):3-13 https://doi.org/10.1097/00001416-200601000-00001

[39] Jones M, Mcintyre J, Naylor S 2010 Are physiotherapy students adequately prepared
to successfully gain employment? Physiotherapy 96 (2010) 169-175
https://doi.org/10.1016/j.physio.2009.11.008

[40] Hart E, Pinkston D, Ritchey FJ, Knowles CJ 1990 Relationship of professional
involvement to clinical behaviours of physical therapists. Physical Therapy 70(3):179-187.
https://doi.org/10.1093/ptj/70.3.179

[41] Lee YF 1998 The levels of therapy assistant supervision in physiotherapy.
Physiotherapy Singapore 1:81-85

[42] Shah SGS, Farrow, A 2012 Trends in the Availability and Usage of Electrophysical
Agents in Physiotherapy Practices from 1990 to 2010: A Review. Physical Therapy Reviews
17(4): 207-226. http://dx.doi.org/10.1179/1743288x12y.0000000007

[43] Greco JL, Lamberg EM, McKenna RF, Muratori LM (2018) Trends in availability and
usage of biophysical agents among physical therapists in the United States. Physical
Therapy Reviews 23(2):116-123 https://doi.org/10.1080/10833196.2018.1449921

[44] Camara Clark OA, Araujo Castro A 2002 Searching the Literatura Latino Americana e
do Caribe em Ciéncias da Saude (LILACS) database improves systematic reviews.
International Journal of Epidemiology 31(1):112-114 https://doi.org/10.1093/ije/31.1.112

14


https://doi.org/10.1371/journal.pmed1000097
https://doi.org/10.2340/16501977-2350
https://doi.org/10.1016/S0031-9406(05)60444-0
https://doi.org/10.1097/00001416-200601000-00001
https://doi.org/10.1016/j.physio.2009.11.008
https://doi.org/10.1093/ptj/70.3.179
http://dx.doi.org/10.1179/1743288x12y.0000000007
https://doi.org/10.1080/10833196.2018.1449921
https://doi.org/10.1093/ije/31.1.112

[45] Manriquez JJ 2009 Searching the LILACS Database Could Improve Systematic
Reviews in Dermatology. Archives of Dermatology 145(8):947-8
https://doi.org10.1001/archdermatol.2009.153

LIST OF TABLES AND FIGURES

Figure 1: PRISMA flow diagram.

Table 1: Characteristics of included articles and their conclusions

Table 2a: MMAT assessment of qualitative studies

Table 2b: MMAT assessment of quantitative descriptive studies

Table 2c: MMAT assessment of RCTs

Table 2d: MMAT assessment of mixed methods studies

Table 3: Summary of findings on delegation themes and sub themes (with references)

Supplementary Table 1: Search strategy OVID Medline

15


https://doi.org10.1001/archdermatol.2009.153

Figure 1: PRIMA flow diagram

Identification

Screening

Eligibility

Included

Records identified through database

searching (n = 4700)

¥

Records after duplicates removed

(n = 2905)

hJ

Records screened (title)
{n = 2905)

hJ

Records excluded
(n=2657)

Records screened
(abstract & title)
(n=248)

Records excluded
(n =200)

i

Full-text articles assessed
for eligibility
(n=48)

Y

Full-text articles excluded
(n=35)
Reasons:
Study design (16)
Population/outcomes (7)
Comparator/control (4)
Intervention/exposure (8)

Full-text articles included
{n=13)
gualitative synthesis [10)
quantitative synthesis (3)

i

Studies included
(n=12)
qualitative synthesis (10)
guantitative synthesis (2)

16




Table 1. Characteristics of included articles and their conclusions

Author/year/ . . AHP group/ o ) )
Study design Setting of care ) Participants Aim of the study Conclusions
country specialty
. . To evaluate the effects of an increased . o )
Lincoln et al, Patients . . . The group comparisons showed no significant benefits of
intensity of treatment. Also to determine . . . .
1999% . n =282 ) additional physiotherapy regardless of whether this was given by
. . . Large, teaching . whether treatment of a type suitable for . o . . ) .
Single-blind, randomized, . . Physiotherapy (PT) L . . an assistant or a qualified physiotherapist. Patients in both control
. hospital with acute and administration by a physiotherapy assistant . . . .
England controlled trial o . Neurology/stroke . . and intervention groups improved in terms of ADLs and arm
rehabilitation facilities was as effective as that provided by an functi
unction.
experienced, senior physiotherapist.
Qualified OTs Support workers have an important role in the development of OT
Mackey, o tional OT assistants To discover what Occupational Therapists services. A coherent approach needs to be implemented to change
ccupationa
200418 o . P . 36 participants in total, perceive to be the major factors that need management, greater role clarity regarding individual practitioners,
Qualitative: focus group Primary Care, Therapists . o L
. . not clear how many of to be addressed before an extended role for flexible training, and a pay structure that recognising diversity of
interviews NHS Trust (0oT) . o
England each group support workers can be implemented. roles and responsibilities.
The supervisory and accountability relationships of assistant
) . o practitioners (APs) must be clarified. Educational and
o Community-based Occupational Qualified OTs: ) o . . ) .
Qualitative: focus group . To evaluate the impact of a skill mix project ~ management strategies are needed to ensure that public protection
Mackey & Nancarrow, . ) . Health Trust Therapists n=>5 . . ) . T . » o
semi-structured interviews . introduced into a large community- based is optimized and professional vulnerability minimized.
2005%° (om OT assistants: ] ) o ) o
s occupational therapy service. Supervising therapists need to be trained in how to prepare for and
n=
facilitate the role of AP and to be aware of the content of AP
England Managers: . o . ) o
4 education and training to help with delegation and the verification
n=
. of competence.
Patients:
n=3
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Nancarrow et al,
2015%

Qualitative: interviews
Semi-structured interviews,

focus groups and

Speech and Language

Qualified SLTs:
n=3
SLT assistants:

n =1 (trainee)

Examine the mechanisms to enable the

successful implementation a trainee speech

The AHA traineeship model is an innovative and effective way to
implement a new role in a healthcare setting. There were added

benefits of the new role to the service in terms of developing

Australia ) o . . Managers: ) . . . . .
documentary analysis of Rehabilitation setting  Therapists : language pathology assistant (SLPA) role ina capacity. Implementation requires adherence to several enabling
n=
competency frameworks and (SLT) Patient rehabilitation setting using a traineeship mechanisms, including strong leadership, good coordination and
atients:
policy documents 4 approach. substantial resources to support training and supervision.
n=
Carers:
n=1
A general hospital Physiotherapy (PT) Patients with severe arm impairment improved very little in arm
Parry et al, Single-blind, randomized, with acute and Neurology/stroke Patients To investigate effect of initial severity of arm  function regardless of whether additional physiotherapy was given
1999% controlled trial (included post rehabilitation facilities n = 282 (between one impairment on response to additional ornot. Patients with less severe am impairment (early volitional
hoc analysis of groups for stroke and five weeks after  physiotherapy for the arm after stroke. arm movement) benefited from receiving additional physiotherapy
England according to severity of patients. stroke) planned by a qualified physiotherapist and administered by a
initial arm impairment) trained, supervised assistant.
b &V Qualified PTs To explore senior physiotherapists’ views on  Assessment and training packages are needed in both the research
arry ass, . . . o . . L
. . . Physiotherapists n=7 task delegation, training and working with and clinical fields. The content and depth of any programmes
1997% Case study including semi-  Secondary care . . o . .
. . (PT) PT assistants assistants. Also, role definition, assessment  should be carefully designed and clearly argued. Experimental
structured interviews o . . . o T ) .
Enaland Neurology/stroke n=1 and training of one particular assistant in the  evaluation is required in all areas where assistants contribute to
nglan

context of a research study

physiotherapeutic management of patients.

Russel & Kanny,
1999%

USA

Survey of systematically
selected sample of 510
occupational therapists and
occupational therapy
assistants.

N/A

Occupational

Therapists (OT), across

many specialities)

Qualified OTs

OT assistants
n=70

To examine the use of occupational therapy
assistants in occupational therapy practice, the
supervision and training of assistants and
practitioners' attitudes toward the use of

assistants.

Demonstrated widespread use of assistants. Most respondents
followed guidelines for direct daily supervision of assistants.
Major benefits of using assistants related to freeing the
practitioner's time, increasing efficiency, and expanding service
availability. Concerns about using assistants related to lack of
adequate training and supervision, pressure for overuse,
inappropriate billing, and a potential decrease in quality of

services.
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SURVEY:

There is wide variation in skill mix and in the delegation of tasks

10 physiotherapy Qualified PTs: . . o
. . . . to physiotherapy assistants. When delegation is supported
. ) . departments, 5 in n =60 To establish what tasks were being carried out . . . o
Saunders 1995% Mixed methods including o . . . operationally, physiotherapy assistants carry out clinical tasks
. . . District general . . PT Assistants by helpers and physiotherapists and to . . . .
semi-structured interviews . . Physiotherapists (PT) . ) . . delegated to them by physiotherapists. Physiotherapists were more
hospitals and 5 in n=30 establish the attitudes of physiotherapists and . .
England and a survey . . . . likely to express concern about assistants applying ultrasound,
community hospitals INTERVIEWS: managers to enlarging the assistants' role L . .
) . under supervision, in sites where the assistants performed mainly
(in the Trent Region) Managers .
procedural and clerical tasks.
n=10
Out-patient Qualified PT: To impl t delegati ding to th
ualified PTs: 0 implement delegation according to the
Before and after control physiotherapy . 'p . J . g . Delegation was successfully set up in all sites using the CD model.
Saunders, . o . . . . n==6 principles in the constructive delegation (CD) . . . . .
study including interviews  departments, 2 in Physiotherapists (PT) . ) No loss of quality due to the increased involvement of assistants in
1998 (Nov)® . L o PT assistants model. Also, to measure the extent to which . R
with staff to elicit views and  District general Musculoskeletal . . . patient care. The CD model offers a scientific and structured
. . . ) . n=4 delegation was achieved by analysing the .
perceptions and a patient hospitalsand 1 in a outpatients . o o approach to delegation.
England . . . Patients effects on the service in terms of activity and
questionnaire. community .
. n = not reported quality.
hospital.
. . To test and implement delegation and to . .
Outpatient Qualified PTs: . . . Clear commitment to delegation by managers but full
. . . analyse current practice using the constructive L
Saunders, Structured interviews physiotherapy . . n=13 . o implementation did not occur.
. . ; . Physiotherapists (PT) . delegation (CD) model. To identify factors . o . . .
1998 (Jan)® (manager, physiotherapists,  departments in 5 sites: PT assistants . . ) . . . Professional decisions were preventing delegation from taking
. ) S . Musculoskeletal involved in setting up delegation with the view . :
England assistants) and direct 4indistrictand 1 ina . n==6 . . . place. The CD model was able to measure delegation through its
. . . outpatients to improving and altering the level of . .
observation of assistants. large community Managers deleqati ability to generate a scoring system.
. elegation.
hospital n=5
Qualified SLTs To explore the feasibility and initial validity of Using assistants to complete mealtime observations was
. n=5 (3 were using trained AHAs to complete structured comparable to having a qualified therapist complete the
Comparison of structured . . . . . . . . . o .
] ) . interviewed) mealtime observations of patients with observation. Consistent training and the availability of therapist
Schwartz et al, patient observations carried . . ) ) . . . ]
. SLT assistants dysphagia. Also, to determine perceptions of  support and guidance in the delegation process are important
20187 out simultaneously by SLPs ] ] ] )
) Speech and Language n =7 (6 were both AHAs and SLPs regarding this new role, contributors to high levels of agreement.
and AHAs (looking at level Secondary care . . ) o o )
) Therapists (SLT) interviewed) as well as providing preliminary evidence
Australia of agreement across the two . o .
Patients regarding direct cost comparisons

groups) and semi-structured
interviews

n =50 (they did not
participate in the

interviews)
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. Mixed methods including
Somerville et al,

qualitative data collected via

Multiple settings

Multiple clinical
specialties of AHPs
e.g. audiology, music
therapy, speech and

2015% . Qualified AHPs To identify areas where allied health assistants . ) . . o
focus groups and a (primary and language therapy, ) . The skills of AHAs are not being optimally utilised. Significant
o . n=2703 (AHAs) are not working to their full scope of . .
. quantitative survey secondary care, mental social work, . . . opportunity exists to reform the current
Awustralia . practice in order to improve the effectiveness . . .
health, aged care psychology, orthotics, . . AHPs workforce and increase its capacity to meet future demands.
. ] Allied Health of the allied health workforce.
services, local podiatry, ]
. Assistants
government and physiotherapy,
. . n =350
private occupational therapy,
providers) nutrition/dietetics, and
exercise physiology
4 centres. 1 ferti Physiotherapists Qualified PTs: To get the views of physiotherapy service Changes are essential in assistant training and role. Shortages in
centres, 1 tertia . . . . . o
Wazakili et al, 2000% 1 d Y (PT) n=3 providers (PSPs) in selected areas in the physiotherapy services should be addressed by training more
and 1 secondar
hospital. 2 Y Assistants Western Cape Metropolitan area, over issues  physiotherapy assistants.
ospital, . .
South Africa N p. ) n=6(4PT&2 surrounding the need for physiotherapy
. . . rehabilitation projects o .
Semi-structured interviews . . rehabilitation assistants.
which provided a .
. assistants
variety of health care
Managers

services (including

physiotherapy)

n=4(2PT &2 from
community projects)
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Table 2a: MMAT assessment of qualitative studies

Paper

Do the collected data allow to address the
Is the qualitative approach appropriate to
answer the research question?

Are there clear research questions?
research questions?

Mackey (2004)'#

Mackey & Nancarrow (2005)%°

Nancarrow et al (2015)%°

Parry & Vass (1997)%?

Saunders (1995)%*

Saunders (1998 Nov)®

Saunders (1998 Jan)%

Schwarz et al (2018)%’

Somerville et al (2015)%

Wazakili & Mpofu (2000)%°

methods adequate to address the research

Are the qualitative data collection
question?

Cannot
tell

Is the interpretation of results sufficiently

Are the findings adequately derived from
substantiated by data?

the data?
Is there coherence between qualitative

data sources, collection, analysis and

interpretation?

Cannot
tell

Cannot
tell

Cannot Cannot Cannot
tell tell tell
Cannot Cannot Cannot

tell
Cannot

tell tell

Cannot Cannot Cannot Cannot Cannot
tell tell tell tell tell
Cannot Cannot Cannot

tell tell tell

Table 2b: MMAT assessment of quantitative descriptive studies

Paper

Do the collected data allow to address the

Are there clear research questions?
research questions?

Is the sampling strategy relevant to
address the research question?

Russell & Kanny (1998)23

Saunders (1995)%*

Saunders (1998 Nov)%®

Schwarz et al 2018%7

Somerville et al 201528

21

Is the sample representative of the target

population?

Is the statistical analysis appropriate to

Is the risk of nonresponse bias low?
answer the research question?

Are the measurements appropriate?

Cannot
tell

tell

Cannot Cannot
tell tell

Cannot
tell



MMAT assessment of RCTs

Table 2c
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Table 3: Summary of findings on delegation themes and sub themes (with references)

Analytical |Perspective |Descriptive themes & studies contributing | Assessment of Assessment of Assessment of Assessment of | Assessment of | Comments/ Explanation of
themes to the review finding Methodological Relevance Coherence Adequacy Confidence Judgement
Limitations

Qualified Appropriate training for qualified staff 14202429 Minor concerns of Direct relevance No or very minor Minor concerns | Moderate Graded moderate confidence due

therapists one study?®, moderate concerns as patterns | due to limited Confidence to the concerns regarding
concerns of one are consistent across | data methodological limitations

Facilitators study?® and major studies
of delegation concerns of two
in clinical studies?*?
practice Confidence regarding the competences of the Minor concerns of Direct relevance No concerns as Minor concerns | Moderate Graded moderate confidence due
allied health assistants in relation to the delegated | one study*®, moderate patterns are consistent | due to limited confidence to the concerns regarding
task 1920.22.26:28 concerns of two across studies data methodological limitations
studies?®?2and major
concerns of two
studies??
Clear implementation framework i.e. appropriate | Minor concerns of Direct relevance No concerns as Minor concerns | Moderate Graded moderate confidence due
systems and processes in place to facilitate two studies 827 patterns are consistent | due to limited Confidence to the concerns regarding
delegation 18:2022:24.25.26.21 moderate concerns of across studies data methodological limitations and
two studies?®?? and adequacy of data
major concerns of
three studies*>%

Assistants Appropriate training for qualified staff 1° Minor concerns Direct relevance Difficult to assess due | Serious concerns | Low Graded low confidence because
regarding to the finding being about adequacy | Confidence of serious concerns with
methodological restricted to one study | due to limited coherence and limited data
limitations'® data

Appropriate training for assistants to carry out the | Minor concerns Direct relevance No or very minor Moderate Moderate Graded moderate confidence
delegated clinical tasks!1%2” regarding concerns as patterns | concerns about | Confidence because of concerns with
methodological are consistent across | adequacy due to methodology and adequacy of
limitations in all studies limited data data
studies'®*92

Patients Close working between qualified and assistant®® Moderate concerns Direct relevance Difficult to assess due | Major concerns | Low Graded low confidence because
about methodological to the finding being due to limited Confidence of serious concerns with
limitations? restricted to one study | data methodology and limited data
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Qualified Lack of clarity in relation to delegation including | Minor concerns Direct relevance No concerns as Moderate Moderate Graded moderate confidence
therapists what tasks should be delegated and accountability | regarding patterns are consistent | concerns about Confidence because of concerns with
Barriers to of delegated tasks!®1925:26.27 methodological across studies adequacy due to methodology
delegation in limitations of three limited data
clinical studies®1*?” and
practice major concerns
related to
methodology of two
studies®%
Direct relevance Some concerns due to | Moderate Low confidence | Graded low confidence because
Not being prepared for the task of delegating work | Minor concerns of the findings restricted | concerns about of major concerns with
to and supervising assistants%?° one study*® and major to two studies adequacy due to methodology and limited data
concerns related to limited data
methodology of the
other study?®
Assistants Unwillingness of qualified staff to delegate clinical | Minor concerns Direct relevance No concerns as Moderate Moderate Graded moderate confidence
tasks 18:1924.29 related to patterns are consistent | concerns about | Confidence because of concerns with
methodology of two across studies adequacy methodology and limited data
studies'®*°and major
concerns for the other
two studies?4?
Patients N/A N/A N/A N/A N/A N/A N/A
Patients Trust in the employing organisation to ensure that | Minor concerns Direct relevance Difficult to assess due | Serious concerns | Low Graded low confidence because
the assistant had the necessary skills to deliver the | regarding to the finding being about adequacy | Confidence of the limited data
Others care they required® methodological restricted to one study | due to limited
limitations of the data
study*® Graded low confidence because
Acceptance of assistant role if it increased the Moderate concerns Direct relevance Difficult to assess due | Serious concerns | Low of the limited data
volume of treatment received? regarding to the finding being about adequacy | Confidence
methodological restricted to one study | due to limited
limitations? data

24



Supplementary Tablel: Search Strategy OVID MEDLINE search strategy

The following table is an explanation of the symbols used in the search strategy below.

/ indicates an index term (MeSH heading)

.ti,ab. indicates a search for a term in title/abstract

* at the end of a term indicates that this term has been truncated

# within or at the end of a search term indicates that a character has been substituted

adjn indicates a search for two terms where they appear adjacent within n words of each other

1. ("allied health").ti,ab

"ALLIED HEALTH OCCUPATIONS"/ OR "OCCUPATIONAL THERAPY"/ OR "PHYSICAL

THERAPY SPECIALTY"/

"ALLIED HEALTH PERSONNEL"/ OR "PHYSICAL THERAPIST ASSISTANTS"/

("art therap*").ti,ab

"ART THERAPY"/ OR "SENSORY ART THERAPIES"/

("drama therap*").ti,ab

PSYCHODRAMA/

("music therap*").ti,ab

9. "MUSIC THERAPY"/

10. (chiropod* OR podiatr*).ti,ab

11. PODIATRY/

12. (dieti#ian* OR nutritionist*).ti,ab

13. NUTRITIONISTS/

14. ("occupational therap*").ti,ab

15. REHABILITATION/

16. (operating ADJ2 practitioner*).ti,ab

17. "OPERATING ROOM TECHNICIANS"/

18. (orthoptist*).ti,ab

19. (orthoptics*).ti,ab

20. ORTHOPTICS/

21. (osteopath®).ti,ab

22. "OSTEOPATHIC MEDICINE"/ OR "OSTEOPATHIC PHYSICIANS"/

23. (physiotherap*).ti,ab

24. ("physical therap*").ti,ab

25. (prosthetist* OR orthotist*).ti,ab

26. (prosthetics).ti,ab

27. (orthotics).ti,ab

28. (radiograph*).ti,ab

29. RADIOGRAPHY/

30. ((speech OR language) ADJ3 therap*).ti,ab

31. "REHABILITATION OF SPEECH AND LANGUAGE DISORDERS"/ OR "VOICE TRAINING"/

32. (non registered OR nonregistered OR unregistered).ti,ab

33. (assistant*).ti,ab

34. ("auxiliary personnel™).ti,ab

35. (unlicensed).ti,ab

36. (aide OR aides).ti,ab

37. (technician®).ti,ab

38. (1OR20OR30OR40OR50R60R70R80OR90OR100R110R120R 130R 14 0OR 150R 16
OR 17 0OR 18 OR 19 OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR 29 OR 30
OR 31 OR 32 OR 33 OR 34 OR 35 OR 36 OR 37)

39. (delegat*).ti,ab

40. "PERSONNEL DELEGATION"/

41. "DELEGATION, PROFESSIONAL"/

42. (skill* ADJ3 mix*).ti,ab

43. ((profession* OR personnel* OR role*) ADJ3 substit*).ti,ab

44. (39 OR 40 OR 41 OR 42 OR 43)

45. (38 AND 44)

N
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