OFFICIAL

SA Health

Allied Health
Assistant
Framework

September 2025

Allied and
Scientific
Health Office 2

OFFICIAL



OFFICIAL

Contents
ACKNOWIEAGEIMENES . ...ttt e oot e oo e a bt e e e e a ket e oo e a bt e e e aa b et e e e sb et e e e b b e e e e e anbe e e e e anbneeeennee 4
Statement of aCKNOWIEAGEMENL ...t et e e e e e e sabre e e e e 4
Acknowledgement of Framework CONIIDULOTS .........uuiiiiiiiiiie ittt 4
[D7=] 1101 (T o OO OSSP PPRPPR 5
F o] o] (=Y o (o] £ PO PT RS 6
1Y oTo [N ot oo OO PP PPRPPPR 7
PUIDOSE ...ttt e e e ettt e e e e e ottt e e e e e o e et e e e e e n e et e e e e e n e e e e e e a e e 8
AHA qQUAIfICALION FEOUIFEIMENT .....eiiiiiiii ettt et e e skt et e e s bbb e e e s bbbt e e s ann b e e e e snbneeesannneeas 9
Pillars underpinning successful AHA Service MOEIS ..........oeiiiiiiiiiiiiie e 10
YT L0 = U =T o= o S 10
CommMUNICALING WItN CONSUMIEIS .....uuuuiuiiiiiiiiieieieieieteteterersrerererererererersreeerere e rarassssesrsssenrssnsssssssnsnnnsnsnsnnnnnnns 10
Orientation aNd INAUCTION .........oiiiiieiieiiie e e s e e e e e et e e e e e e e eanrreeennnes 10
SeCtion 1: CHNICAI GOVEIMAINCE .......oiiiiiiiiie ittt ettt e et e s et bt e e ea b e e s e bt et e e aabbb e e e e anbe e e e e anbneeeennee 12
Accountabilities and responsibilities when working With AHAS .........uiiiiiii e 13
(011 (o] g We (=2 ol ] o] o] T O PO U PP PUPPTN 15
SECtioN 2: AHA SCOPE GNGA TASKS ....uuvuuuiuieieieisieieieieieietererereeerererererererererere—e—.—e—ererereererererererererererennrnrnnnrnnnrnrnnnnns 16
Determining iNdividual AHA SCOPE.........ooiiiiiiieeee ettt 16
POSSIDIE AHA SCOPE ..ottt ettt ettt ettt 17
REIEVANT AHA SCOPE ...ttt ettt ettt ekt e skttt e okt e e e e s bbbt e e s bbb et e s bbb e e e s nbeeeesnnnneeas 17
INAIVIAUBT AHA SCOPE ..ottt ettt et e s bt e okttt e okt et e e skt et e e s bbbt e e s bbb e e e s nbbeeesnnnneeas 19
Activities oULSIAE Of SCOPE TOF AHAS ...coo et s et e e e e abe e e e eneee 20
Section 3: AHA competency: training and aSSESSIMENT..........uuuuuuruieieiriiieieieieiereeee i ——————————————————————————————. 21
Understanding exiSting COMPELENCY ........coviiiiiiiiiiiii ettt 21
Competency development aNd ASSESSIMENT ... ...u.uuuuuuiuieieieirieiererererereeere————————————————.—————————————.———————.—————————. 22
Maintaining and developing AHA capability and COMPELENCY ........coicuiiiiiiiiiieiiiie e 24
(0] 0] o1 (=T o [0y YA (=T ot (o PP POUPPPPOTPPR 25
Section 4: Delegation of direCt ClINICAI TASKS ........uuiiiiiii e 26
Y (=T oI R B T=1 (o P o] e (=T o 1] o o S 27
Y (=T oI =1 (o P o] I 1 Ui o] o S 29
Y T R B I=1 (Yo P i o] g = Lot ot= o) = L[ = 29
] (] oI S =] Q1 o 1 (o] 1 o PR UOUPPPPRTPR 30
Step 5: Delegation fEEADACK ...........ei ittt e e b e araeeeeaa 33
Step 6: Task outcome analysis and INEGrAtiON ...........cueiiiiiiiii i sbree e e nreeeeean 33
Section 5: AHA pProfeSSionNal SUPEIVISION. ......o..uiiiiiiie ettt e e e e e e s bbb e e e e e e e e e aanbbbaeeeaaeeeaanns 34
AHA professional supervision requirements and guiding prinCiples ............eeeiii i 34
SUPPOItiNG QUAITY SUPEIVISION ...ttt ettt e ettt et e e e e e e e bbbt e e e e e e s e aan bbb e eeeaeeeeaannbbneeeaaeas 35



OFFICIAL

Supervision documentation and CoONfIdeNtIAlILY ...........cooiiiiiiiiiiie e 35
Appendix 1: Considerations when establishing/expanding AHA POSItIONS .........cooviiiiiiiiieee e 37
Appendix 2: Considerations when reviewing existing AHA POSItIONS..........ccoiiiriiiiiiieee e 38
Appendix 3: Tasks within POSSIDIE AHA SCOPE ......uiiiiiiiie et e e 39
Appendix 4: AHA relevant scope task decision making t00] ...........cuiviiiiiiiiiiiiiie e 41
Appendix 5: Documenting individual AHA scope example template...........cccvveeeiiiiciiieieeee e 42
Appendix 6: AHA compentency record (example teMPIAte)..........ceevevei i 43
Appendix 7: AHA professional supervision agreement teMPIAte ...........ccccvviiiiiee i 44
Appendix 8: AHA professional Supervision 10g teMPIALE .........c..eiiiiiiiii i 48
yET =] (= ot TSP P PP UPUPPP PP 49
DOCUMENT APPIOVAIS ..ottt ettt e e sttt e s bbbt e e skt e e e e s bbbt e e s bbbt e e s bbb et e s bbb e e e s annneeas 52



OFFICIAL

Acknowledgements

Statement of acknowledgement

We acknowledge and respect Aboriginal peoples as the state's first peoples and nations and
recognise Aboriginal peoples as Traditional Owners and occupants of land and waters in South
Australia. We pay our respects to Elders past, present and emerging.

The term ‘Aboriginal’ is used throughout this document as inclusive of people who identify as First
Nations, Aboriginal, and/or Torres Strait Islander peoples.

Acknowledgement of Framework contributors

The Allied and Scientific Health Office (ASHO) specifically acknowledges the significant role of the
Rural Support Service in co-authoring this framework, made possible through rural workforce funding.

Further, ASHO would like to acknowledge the generous contributions made by local health network
members of the Allied Health Assistant Framework Development Virtual Advisory Group who provided
early feedback and advice on framework content and concepts, and SA Health allied health staff more
broadly who participated in the consultation and feedback process.

This Framework is adapted from a range of allied health assistant frameworks and resources,
including but not limited to:

> Allied Health Assistant Framework (2020), NSW Government

> Allied Health Assistant Framework (2022) Office of the Chief Allied Health Officer, Clinical
Excellence Queensland

> Allied Health Assistant NT Health Framework (draft 2024)

> Allied Health Assistants Policy, WA Country Health Service, Government of Western Australia
(2025)

> Country Health SA Local Health Network Allied Health Assistant Framework (2018)

> Delegation Framework — Allied Health (2022), Office of the Chief Allied Health Officer, Clinical
Excellence Queensland

> Supervision and Delegation Framework for Allied Health Assistants (2023), Victorian
Government Department of Health

> Supporting and Developing the Allied Health Assistant Workforce (2015), Government of
Western Australia

> Victorian Allied Health Assistant Workforce Recommendations (2023), Victorian Government
Department of Health

A range of existing SA Health local health network based allied health assistant resources were also
considered, including existing allied health assistant focused procedures, frameworks, clinical task
instructions, and training/education modules. This content was highly valuable in supporting the
overall direction and refinement of Framework development.


https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2020_005.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/147500/AHAFramework.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/147500/AHAFramework.pdf
https://www.wacountry.health.wa.gov.au/~/media/WACHS/Documents/About-us/Policies/Allied-Health-Assistants-Policy.pdf?thn=0
https://www.wacountry.health.wa.gov.au/~/media/WACHS/Documents/About-us/Policies/Allied-Health-Assistants-Policy.pdf?thn=0
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/1170503/Delegation-Framework.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/1170503/Delegation-Framework.pdf
https://www.health.vic.gov.au/publications/supervision-and-delegation-framework-for-allied-health-assistants
https://www.health.vic.gov.au/publications/supervision-and-delegation-framework-for-allied-health-assistants
https://www.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Chief%20Health%20Professions%20Office/PDF/Supporting-and-Developing-the-Allied-Health-Assistant-Workforce-2015.pdf
https://www.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Chief%20Health%20Professions%20Office/PDF/Supporting-and-Developing-the-Allied-Health-Assistant-Workforce-2015.pdf
https://www.health.vic.gov.au/allied-health-workforce/victorian-allied-health-assistant-workforce-recommendations-resources
https://www.health.vic.gov.au/allied-health-workforce/victorian-allied-health-assistant-workforce-recommendations-resources

OFFICIAL

Definitions

Allied health assistant (AHA): A healthcare employee who carries out consumer-centred tasks
delegated and supervised by an AHP, consistent with the AHA’s demonstrated capability and
competencies.

AHA capability: The aggregate skills, knowledge and abilities of an individual AHA to practice safely
and effectively.

Allied health professional (AHP): A university-qualified healthcare professional who is not part of
medical, dental or nursing professions. These professionals possess specialised expertise in
preventing, diagnosing and treating a range of conditions and illnesses?.

Applying a cultural lens: Within professional supervision, the process of explicitly considering and
working towards the development of cultural awareness, capability and responsiveness in working
with diverse groups.

Applying an Aboriginal cultural lens: A focused approach within the broader concept of the cultural
lens, where cultural capability and responsiveness in working with Aboriginal people is specifically
considered and developed, in recognition of the unique sovereignty, histories, and cultural realities of
Aboriginal peoples.

Clinical governance: A systematic approach to maintaining, improving and safeguarding the quality
of consumer care within a health system.

Clinical Task Instruction (CTI): A document that describes the background, best practice process,
and competency assessment for AHA performance of a delegated direct clinical task. Some
professional groups may use other terms for this document (e.g. entrustable professional activity in
pharmacy).

Competency: Assessed capacity to apply the required knowledge, skills and abilities to successfully
perform a task.

Cultural safety: Creating environments that are safe and welcoming for Aboriginal people, where
cultural differences are acknowledged, respected and supported.? Cultural safety requires all people
to undertake an ongoing process of self-reflection and cultural self-awareness and an
acknowledgement of how these impact on interactions with others and service delivery.?

Delegation: A six-step process by which an AHP allocates a direct clinical task to an AHA who has
demonstrated the competency required to perform the task.

Direct clinical task: Direct clinical interaction with a consumer (in-person or via telehealth), delegated
by an AHP to an AHA and supported by a Clinical Task Instruction and Competency Assessment
process.

Indirect tasks: Administrative, operational, and other non-consumer facing clinical tasks undertaken
by an AHA in supporting care and consumer outcomes; assigned to an AHA and supported by
training, workplace instructions, procedures or protocols.

Performance Review and Development (PRD): A formal, collaborative process between a
supervisor and staff member to plan, develop and evaluate the staff member’'s work. The goal of the
PRD is to improve individual performance, support career development and ensure the delivery of
high-quality health services. Services may use different terms for this (e.g. development discussion).
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Professional supervision: A formal, regular and structured opportunity centred around reflective
practice, that supports and facilitates AHAs’ personal and professional development within and
beyond a clinical context.

Scope: The roles, functions, responsibilities, activities and decision-making capacity authorised to be
undertaken in a position. An individual AHA’s scope must align with the tasks and duties required of
the position by the service, and the AHA’s distinct capability to perform tasks safely and competently.

Service manager: Provides organisational oversight for clinical governance, team performance and
guality service outcomes. In this framework, the term service manager encompasses a variety of
position names used across SA Health, and will require interpretation by LHNs to align with local
governance structures.

Task monitoring: The process by which an AHP provides clinical oversight of an AHA undertaking
a task.

Abbreviations

ASHO Allied and Scientific Health Office
AHA Allied Health Assistant

AHP Allied Health Professional

CTl  Clinical Task Instruction

LHN Local Health Network

PRD Performance Review and Development
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Introduction

/Allied Health Assistants (AHAS) \
An AHA is a healthcare employee who carries out consumer-centred tasks delegated
and supervised by an AHP, consistent with the AHA’s demonstrated competencies.
AHAs may work within a single, multi-disciplinary or inter-disciplinary capacity,
depending on service models and consumer need. AHA tasks typically involve a mix of
direct clinical and indirect duties, together with AHPs delivering high quality allied health

Kcare to consumers. /

Allied health professionals (AHPS) represent more than one third of the Australian health workforce.
The workforce is growing rapidly as demand grows across the aged care, mental health, disability
and other health sectors.?

SA Health recognises the benefit that an appropriately skilled and supported AHA workforce can bring
to delivery of effective, responsive, consumer centred allied health services across a range of
professions, clinical settings and sectors.

Effective utilisation of AHAs can benefit consumers by:
> Increasing access to timely and effective care, especially in community and rural/remote settings
> Improving consumer satisfaction by providing more individualised care and assistance
> Enhancing clinical outcomes through higher frequency and/or additional therapy and services

Effective inclusion of AHAs within services can benefit AHPs by:
> Increasing time and capacity for delivery of high complexity clinical tasks through delegation of
less complex clinical tasks
> Increasing leadership and teaching opportunities whereby AHPs can teach, supervise and mentor
AHAs
> Reducing time spent on administrative, operational and other non-consumer facing clinical tasks
able to be assigned to AHAs

AHAs bring significant benefits to SA Health local health networks (LHNs) through:
> Collaboration and diversity, whereby AHAs bring different perspectives and experiences to teams
> Enhanced capacity, whereby AHASs assist to meet increasing service demands, and deliver new
and innovative models of care
> Increased efficiencies whereby each team member’s skills are used to better meet consumer
needs.

Improved AHA workforce structures also provide greater support and opportunities for employment
of Aboriginal people and diverse groups in allied health, both in AHA careers and as a pathway into
allied health profession training and employment. Improved representation of Aboriginal people in the
health workforce is a key strategy in improving the health outcomes of Aboriginal people and
communities.?* Offering employment pathways for people from diverse backgrounds also supports
the development of a workforce reflective of the South Australian community, in alignment with the
Department of Health and Wellbeing’s Diversity, Equity and Inclusion Strategy 2024-2026.°

The SA Health Workforce Strategic Directions 2022 recognises current critical allied health shortages,
and promotes a focus on supporting AHPs to work at the top of their scope and implementing
innovative models of care that support resource efficient, agile and responsive workforce practices.®
AHA supported service delivery models are a key strategy in supporting these outcomes. Similarly,
the SA Rural Allied and Scientific Health Workforce Plan 2021-26 identifies reviewing and embedding
an SA Health Allied Health Assistant Framework as a key action to achieve the objective of developing
attractive rural and remote allied and scientific health positions in regional South Australia.’
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As SA Health continues to develop of AHA workforce models and structures, it is expected that further
opportunities will emerge to expand the effective utilisation of AHAs.

Purpose

The SA Health Allied Health Assistant Framework has been developed to guide managers, clinical
seniors, allied health staff and other relevant health professionals in the safe and effective
employment and integration of the AHA workforce across LHNs.

The Framework aims to clearly define the roles and responsibilities of AHAs and AHPs in supporting
AHA service delivery in SA Health. It guides how AHPs can effectively develop, assess, supervise
and support AHAs, and appropriately delegate or assign direct clinical and indirect tasks. The
Framework has potential to facilitate further expansion of the AHA workforce to support the efficient
and timely delivery of allied health services.

A clear understanding of the AHA role, and recognition of the contribution they can make to consumer
care and the organisation, can lead to improved consumer outcomes, innovative and efficient service
development and increased job satisfaction for the AHA.

The Framework can be used by LHNSs to:

> provide a structure that supports safe AHA practice, ensuring provision of high-quality healthcare
that meets the needs of SA Health specific contexts

> assist AHAs, AHPs and service managers to better understand roles and scope of practice of the
AHA workforce

> recognise and meet the training and development needs of AHAS, ensuring they are supported to
undertake their roles

> support increased capability and value of the existing AHA workforce

> define AHA competency development and assessment processes and pathways

> support the inclusion of AHA positions within the development of allied health models of care and
service design

> enhance awareness of AHP managers, clinical seniors and AHPs regarding their roles and
responsibilities in AHA service models

> support AHPs to supervise and delegate safely and effectively to the AHA workforce

> inform a consistent approach in the development of new AHA positions.

Further guidance on service considerations when establishing/expanding AHA positions, or reviewing
existing AHA positions, is provided in Appendix 1 and Appendix 2.

This Framework specifically relates to AHA-classified positions (as described in the Allied Health
Professionals, Assistants and Psychologists Enterprise Agreement 20258) that provide services within
SA Health under the delegation and supervision of an AHP. This includes AHAs directly employed by
an LHN, and those who may be sub-contracted by an access appointed AHP who provides services
in an SA Health site. It does not extend to other support workers or ancillary employees employed
outside of the AHA classification, however there is scope for key principles from this Framework to
be utilised for these positions as deemed appropriate by LHNSs.

The Framework is intended to be used as a guide to flexibly meet the needs of the broad variety of
services and settings within SA Health. It should be used in conjunction with:
> ‘Understanding the SA Health Allied Health Assistant Framework’ online training course on iLearn
> Clinical Task Instruction (CTI) template (Attachment 1)
> Essential Competency Instruction and Assessments (Attachments 2, 3 and 4)
> Resources listed through this document


https://ilearn.sahealth.sa.gov.au/
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Where SA Health AHAs are providing services within externally funded programs (e.g. National
Disability Insurance Scheme, Aged Care sector), associated program standards and requirements in
addition to those outlined in this Framework must also be met.

AHA qualification requirement

AHA education pathways are strongly linked to qualifications and experience. The Allied Health
Professionals, Assistants and Psychologists Enterprise Agreement 20258 describes the minimum
gualifications required to employ AHAs across AHA position classification levels. Table 1 summaries
the education and task/skill requirements across these levels.

Table 1: Summary of education and task/skill requirements across AHA classification levels®

AHA
Classification

Education
Requirements

Tasks and skills

AHA1*

No formal
qualifications.

May possess
Certificate 1 or 2 in
Allied Health.

Undertake activities which require application of basic AHA
practical skills and knowledge. Work routines are established
with limited scope for interpretation. Works under close
direction and clinical supervision of an AHP.

AHA2

Possess or be
undertaking a
Certificate Il in
AHA or equivalent

Undertake the full range of AHAL clinical support tasks. Work
flexibly across a range of therapeutic and program related
activities. Some scope for use of limited discretion in skill
application and varied method by agreement with the AHP.
May be required to assist AHAL in their daily activities.

AHA3

Certificate IV in
AHA or equivalent

Undertake advanced AHA functions under direction of an
AHP. May use discretion in the application of skills. High level
communication and interpersonal skills.

May be required to assist in supervision of daily activities of
AHAL1 and AHAZ2 including allocation and monitoring of work,
determining priorities and providing on the job training and
mentoring.

AHA4

Certificate IV in
AHA or equivalent

Undertake a broad range of tasks that require specialisation
and/or detailed knowledge or training.

May maintain items by ensuring their operations within
established standards, design and develop specific
equipment, and contribute to recording, consulting and
preparing reports.

May provide supervision, coordination and leadership of a
small team at a health site.

With support from AHPs, may undertake training of less
experienced AHAs.

* Level 1 AHAs will automatically progress from AHAL to AHA2 within 6 months of appointment (unless subject to a

performance management plan) or on successful completion of Certificate in AHA, whichever is sooner.

Some AHAs have qualifications and experience other than a Certificate in Allied Health Assistance.
The following guidance supports matching an appropriate AHA classification to an applicant or

employee’s qualifications and experience:

> ASHO provides guidance on assessing an individual’'s AHA qualification equivalency, detailing
endorsed alternative Certificate Ill and Certificate IV qualifications and providing direction on
assessing other qualifications and relevant prior workplace experience.®

> Undergraduate students undertaking the 2", 3" or 4" years of an allied health profession degree
are also eligible for equivalency to a Certificate 11l or Certificate 1V in Allied Health Assistance,
with the AHA classification to be determined by the LHN based on the position description and
merit-based process undertaken for the position applied for.



https://www.sahealth.sa.gov.au/wps/wcm/connect/8b9af428-411e-465d-a797-cedfe3e04774/Allied+Health+Assistance+Qualification+Equivalency+2024.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-8b9af428-411e-465d-a797-cedfe3e04774-p21ihiw
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> Some AHAs commenced working in SA Health prior the introduction of a minimum qualification
requirement for AHAs in 2017. A grandparent clause was introduced to acknowledge their recency
of practice and ability to continue employment with SA Health as an AHA.

Regardless of their qualifications or experience, an AHA must always work within the scope of the
AHA position in which they are employed.

The above qualification pathways give way to two main cohorts of AHA employees:
> ‘Career AHAs’ with, or working towards, a certificate or equivalent qualification.
> Undergraduate AHPs working as AHAs until graduating with an allied health degree.

Service planning should consider the optimal mix of career and AHP student AHAs to support flexible,
efficient service delivery.

Pillars underpinning successful AHA service models

Mutual respect

Central to AHA service models is the assertion that “allied health assistants contribute significantly to
the delivery of quality allied health services and will continue to emerge as an important part of the
care landscape”.°

Mutual respect amongst all team members is key to the successful integration of AHAs into teams
and services, where the contribution and experience of individuals is respected, valued and promoted.
Mutual respect is a key factor in effective healthcare teams, supporting:

> collaborative work towards a shared team vision and goal(s)

> provision of high quality and safe consumer care

> capacity to openly communicate, particularly with respect to raising issues or concerns

> contribution to innovative service development.

Team culture and processes must ensure AHAS:
> are empowered to understand and describe their competence and learning needs
> can make valuable contributions into consumer care
> are supported to identify appropriate development opportunities to meet their individual learning
needs
> participate in, or lead quality improvement initiatives, depending on classification and experience
> are represented at appropriate service and leadership meetings.

Communicating with consumers

It is best practice for consumers to be provided with information by the AHP about the involvement of
an AHA in their care, including the role, scope and the nature of tasks the AHA will undertake with the
consumer. Information should include the benefits of having an AHA involved in providing therapy
(i.e. increased therapy dosage, increased access to services, reduction in geographical barriers,
reduced wait times), and provide the opportunity for the consumer to share queries or concerns. An
AHA should clearly identify themselves and their role when interacting with the consumer. This timely,
open communication assists in building a positive therapeutic relationship between the consumer and
the healthcare team.

Consumers may withhold their consent to receiving services from an AHA if they choose; if this is the
case, the AHP should clearly explain any associated implications and/or risks of this decision (e.g.
delayed, reduced or adapted services).

Orientation and induction

A timely, comprehensive and systematic orientation/induction must be completed to facilitate
appropriate clinical governance from the beginning of an AHA’s employment. As well as standard
orientation to the LHN, this should include relevant information on:

10
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organisational policies, procedures and protocols

AHPs employed within the team

models of care and funding streams in which care is provided
administrative requirements

scope and boundaries of the AHA position

AHP delegation process

AHA professional supervision

reporting lines (line management, professional supervision, team structure)
mandatory training requirements.

VVV YV VYV VYV VYV

Orientation and induction may be supported by a checklist and timeline of what is to be covered, by
whom and by when. It may be appropriate to draw on other team members (including AHPs and more
experienced AHASs) to support the orientation process as required.

Both the service manager and professional supervisor responsible for a newly employed AHA should
establish an understanding of their existing skills, knowledge, abilities and competencies at the
commencement of their employment (as outlined in Section 3 AHA competency: training and
assessment). This facilitates the matching of appropriate scope to the AHA, and an understanding of
further development and support required.

Newly employed AHPs must also receive orientation to the utilisation of AHAS in the service, including
a clear understanding of AHA position scope, AHP delegation processes and professional supervision
arrangements. The ‘Understanding the SA Health Allied Health Assistant Framework’ online training
course on iLearn is available to support AHA and AHP orientation.

11

infrastructure requirements including cross-site orientation, vehicle use, safety (i.e. bushfire plans etc)


https://ilearn.sahealth.sa.gov.au/
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Section 1: Clinical governance

Strong clinical governance supports delivery of health services which are safe, effective and
constantly improving. SA Health services are accountable for ensuring compliance with relevant
quality and safety standards (i.e. National Safety and Quality Health Service Standards, Aged Care
Quiality Standards and/or National Disability Insurance Scheme Practice Standards), in addition to
workplace health and safety standards. The SA Health Clinical Governance Framework for Allied
Health Professionals provides guidance regarding the minimum clinical governance requirements to
assume delivery of safe, effective, high quality continuously improving health services.!!

The governance of the AHA workforce is guided by the following key principles:
> service managers, AHPs, and AHAs have a clear understanding of their responsibilities and
accountabilities in AHA training, development, delegation and supervision
> operational and professional responsibilities of AHA positions are clearly described in
organisational structures and position descriptions.

Governance is further supported when the broader service has a clear understanding of AHA position
requirements in relation to:

> service/operational management

> professional supervision

> task delegation and monitoring.

The Framework supports strong clinical governance by clearly delineating roles of management,
supervision and delegation which:
> enables AHAs to safely and competently practice, supporting delivery of safe and effective
clinical care
> recognises the need to meet the training and development required for AHAs to undertake their
roles
> enhances the understanding of service managers and the allied health workforce regarding
their roles and responsibilities.

Appropriate governance for AHA positions is supported through clear documentation of management,
supervision and reporting relationships. In small teams, roles and responsibilities may be undertaken
by the same staff member (e.g. service manager may also be the professional supervisor). In
multidisciplinary AHA positions, task monitoring and clinical direction provided by AHPs must
correspond with the discipline-specific components of the AHA position.

In instances where AHP staffing is reduced (e.g. position vacancies) and there is reduced capacity to
provide management, supervision, delegation and task monitoring to AHAs, local contingencies to
ensure AHA support, quality care delivery and clinical risk management are required. This may
include but is not limited to:
> ceasing recruitment to new AHA positions until recruitment to AHP roles is achieved to ensure
staffing availability for AHA orientation, onboarding and support
> ceasing the delegation of AHA tasks if appropriate allied health clinical governance and task
monitoring cannot be provided

12
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Accountabilities and responsibilities when working with AHAs

The concepts of accountability and responsibility of AHAs and AHPs are vital to supporting
appropriate and safe AHA service provision. Accountability is defined as owning the result or outcome
of the action. Responsibility is defined as completing the required task and/or following the rules or
instructions.

Service managers, senior AHPs, workload supervisors (where present), professional supervisors,
delegating AHPs and AHAs each have their own accountabilities and responsibilities, as outlined
below. Broader health service accountabilities include ensuring compliance with quality and safety
standards including consumer safety, clinical governance, workplace health and safety and health
care equity. This includes adhering to any additional governance, delegation and supervision
requirements relating to AHA service provision into disability and aged care sectors.

Table 2 outlines the roles, accountabilities & responsibilities required when working with AHAs.

Table 2: Roles, accountabilities and responsibilities in working with AHAs

director, service
director, program
manager, profession
manager)

(May be an executive

oversight for clinical
governance, team
performance and
quality service
outcomes.

Ensuring the AHA
and AHP(s) receives
the required training
and supports to
support safe and
effective care within
the defined AHA
position scope.

Role Accountabilities Responsibilities
AHP Service Providing Service planning, resourcing, performance monitoring and
Manager organisational reporting.

Workforce planning, performance and standards, human
resources functions (recruitment, selection,
reclassification, leave).

Oversight of model of care, including local AHA delegation
model.

Provide day to day management of team.

Ensure compliance with externally funded program
requirements (e.g. National Disability Insurance Scheme,
Aged Care) where relevant.

Conduct (or appropriately delegate to line manager)
regular performance review and development (PRD) for
AHA as per SA Health policy.

Hold financial and line management delegation
responsibilities for the team or service.

Senior AHP

Provide oversight of
the AHA scope to
ensure effective and
safe clinical service
delivery.

Define tasks within scope to be completed by the AHA,
with consideration of position-specific clinical governance
and risk factors.

Provide clinical expertise to support clinical governance
and guide development and monitoring of the AHA model
of care.

Ensure AHA provided services are aligned to clinical best
practice.

Support the AHA to engage in education and development
opportunities, including access to and participation in
professional supervision.

Support recruitment and selection of AHAs, and their
orientation to the service.

(Optional role, suited
to multi-d teams
where AHA receives
delegated tasks from
multiple AHPs. May
be AHP, or an
appropriately skilled
AHA4)

Workload supervisor

Coordinating and
overseeing
appropriate AHA
workload on a day-
to-day basis.

Work with AHA to ensure workload is appropriate and
manageable.

Assist AHA to prioritise workload, particularly in
multidisciplinary and interdisciplinary teams where
delegated tasks may come from various professions
Liaise with delegating AHPs regarding AHA capacity.
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Role Accountabilities Responsibilities
Professional Providing reflective Support supervision, mentoring and capability building.
supervisor practice supervision Facilitate reflective practice supervision.

(May be AHP, or an
appropriately skilled
AHA4)

that supports AHA
skill and competency
development.

V V. V V

Contribute to the AHA’s PRD.

Use organisational process to support supervision
relationship i.e. supervision agreement, elective
professional supervision elements.

Delegating AHP

Implementing and
monitoring best
practice AHA
delegation
processes.

Deliver safe, effective clinical services through effective
AHA delegation.

Have clarity regarding own role and delegation
accountabilities.

Contribute to AHA training and development via feedback,
guidance and mentoring.

Provide oversight of consumer management, including
diagnosis, management and discharge plans within their
scope of practice.

Only delegate tasks within own scope, and which they are
competent to plan and implement.

Understand the individual scope of the AHA, and only
delegate tasks within this scope.

Provide mode and frequency of task monitoring and
clinical direction to support safe AHA care delivery.
Evaluate and integrate task outcomes into ongoing
consumer program or intervention plans.

Provide feedback to AHA on performance to inform
professional development planning and service-led skills
development.

Develop and maintain own delegation competence,
supported by completion of the ‘Understanding the SA
Health Allied Health Assistant Framework’ online training
course on iLearn, and supplemented by professional
supervision, orientation/induction and other local
resources.

Respect and reinforce delegation competence via
modelling AHA practice boundaries.

AHA

Safely delivering
consumer care
aligned to AHP
delegation
instructions and
defined individual
scope.

Provide information
to delegating AHP to
support clinical care
planning and
evaluation of
delegation.

Only accept delegated tasks within defined individual
scope.

Apply clinical and operational guidelines and procedures.
Seek clarification, additional information and support from
the delegating AHP or other practitioner as appropriate to
support task quality and safety.

Comply with documentation requirements.

Provide feedback and/or outcome of task to delegating
AHP as instructed.

Contribute to consumer care planning and coordination
within scope.

Actively participate in own development, including PRD,
education, training and professional supervision.
Undertake activities that support quality improvement and
team operational performance (matched to AHA
classification work level definitions).

Develop and maintain a clear understanding of own
responsibilities in delegation, supported by completion of
the ‘Understanding the SA Health Allied Health Assistant
Framework’ online training course on iLearn and
supplemented by professional supervision and other local
resources.
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Position descriptions

Position descriptions are a key governance element within an AHA service model. Accurate AHA
position descriptions that outline the key skills, experience and responsibilities are essential in
communicating to both AHA and AHP staff the key AHA position deliverables. AHA position
descriptions should clearly outline reporting lines relating to operational management, professional
supervision and task delegation and monitoring.

SA Health position descriptions are to be based on AHA specific work level definitions, as outlined in
the Allied Health Professionals, Assistants and Psychologists Enterprise Agreement 20258, and the
key responsibilities associated with the position. AHA position description templates are available on
the ASHO website and can be used as basis for development of local position descriptions. Position
descriptions can be reviewed by service managers to address changes in service provision and
demands (e.g. as part of the PRD process).
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Section 2: AHA scope and tasks

Scope refers to the roles, functions, responsibilities, activities and decision-making capacity
authorised to be undertaken in a position.

AHAs can work across a diverse range of clinical and geographical settings, and with different allied
health professions. The scope of an AHA position must supplement, not replace, AHP services. As
non-autonomous practitioners, AHAs must always work under the overarching supervision and
delegation of an AHP. While the boundaries of AHA scope will be consistent across SA Health, the
scope of individual AHA positions will vary between settings and services and may change over time,
influenced by:
> service needs and risks
> AHP workforce capability and capacity
> AHA education, experience, competency, and capability
> legislation, policy, guidelines, and standards. This includes those developed by some profession
associations or registration boards!? 1314
> the classification of the position, and the corresponding work level definitions (as per the_Allied
Health Professionals, Assistants and Psychologists Enterprise Agreement 2025)2
> Code of Ethics for the South Australian public sector®.

Services must have processes in place to:
> monitor the practice of each AHA to ensure they are operating safely and competently within their
individual scope
> support AHAs to practice within their individual scope
> periodically review the relevant scope of AHAs within their service to ensure it is matched to
service need.

Determining individual AHA scope

The scope of an AHA position must be matched to the setting and individual employed in the position.
Not all tasks that are within the possible scope of an AHA will sit within the identified relevant AHA
scope for a given setting, or be safe and appropriate for every individual AHA to undertake (Figure 1).

Figure 1: Representation of AHA possible, relevant and individual scope

Possible AHA Scope
The full spectrum of roles,
functions, responsibilities,
activities and decision-
making capacity authorised
to be undertaken by an AHA.

Relevant AHA Scope
Relevant tasks to the
position, and influenced
by service context and
position-specific
considerations.

Refer to Appendix 3 for list of
possible AHA scope tasks.
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Possible AHA scope

Possible AHA scope refers to the full spectrum of roles, functions, responsibilities, activities and
decision-making capacity authorised to be undertaken by an AHA. It is the responsibility of each
service to determine which aspects of possible scope are relevant to be undertaken by AHAs in a
given context.

A list of tasks within the possible scope of an AHA in SA Health is provided in Appendix 3.

Relevant AHA scope

Relevant scope refers to the AHA tasks and duties required of a position within a service. It will be
influenced by LHN policy, program requirements and allied health profession-specific guidelines, and
must account for position-specific considerations associated with clinical risk and governance.

The relevant scope must be reflected within the AHA position description. An AHA’s classification,
corresponding work level definition, and formal qualifications must also align appropriately to the
relevant AHA scope.

Relevant scope can be defined by identifying service-specific high frequency, high value tasks that
an AHA may perform to support delivery of quality allied health care. These will comprise of direct
clinical tasks, and indirect tasks.

Direct Clinical Tasks: Direct clinical interaction with a consumer (in-person or via telehealth).

> Delegated by an AHP to an AHA (refer to Section 4: delegation of direct clinical tasks):
¢ the AHA accepts responsibility for carrying out the task in accordance with the training,
education and delegation instructions they receive from the AHP. They must provide
timely communication to the delegating AHP regarding the performance and outcome of
the task.
¢ the AHP retains responsibility for clinical decision making, and accountability for clinical
outcomes and consumer care.

> Supported by a Clinical Task Instruction (CTI).
> Examples include:

e assisting and supervising consumers with transfers, mobility, and activities of daily living
assisting consumers to access socio-economic supports
delivering AHP prescribed intervention or therapy programs in person or via telehealth
administering a standardised risk screening tool.
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Indirect Tasks: Administrative, operational, and other non-consumer facing clinical tasks
supporting care and consumer outcomes.

>

Assigned to an AHA:
e the responsibility for performing the task passes to the AHA.
e the accountability for ensuring the AHA has the appropriate training and support to safely

perform tasks sits with the service manager or senior AHP (depending on the task type)

¢ the degree of task monitoring by an AHP will be proportional to the risk associated with

the task

Supported by training, workplace instructions, procedures or protocols.
Examples include:
e preparing and cleaning therapy spaces and equipment

managing and reporting on stock and equipment levels

liaising with other service providers and support agencies
collecting consumer demographic information using a proforma
preparing resources under instruction of an AHP.

Tasks within the relevant scope are to be defined by appropriate senior allied health decision makers.
This may include the executive director, service director, team leader, manager, professional lead or
senior AHP, with input from other AHPs and experienced AHAs. In doing so, the clinical risk and
governance associated with the following position-specific factors must be considered:

>

Degree of allied health clinical governance

The robustness of clinical governance structures and resources (including AHP4 and above), and
availability of senior allied health clinical leaders to define and ensure appropriate utilisation and
support of AHA positions.

Depth, breadth and complexity of tasks

The depth, breadth and complexity of tasks within the relevant scope will vary. AHA scope in a
multi-disciplinary position must be carefully considered and monitored in recognition of the
complexity of performing and maintaining competence in tasks across multiple professions and
settings. Specific characteristics of the consumer population must also be considered, including
clinical complexity, clinical stability, age, and behavioural factors.

Degree of task monitoring from AHPs

The level of task monitoring and clinical direction provided by AHPs on a day-to-day basis must
align to the AHA's classification, knowledge and experience, and the complexity of the position.
Simple and routine tasks require less frequent monitoring than complex and non-routine tasks.
The AHA’s scope may change where direct task monitoring and clinical direction is less available.

Degree and mode of professional supervision

AHA scope must be proportionate to the availability of appropriate professional supervision.
Supervision provided should align to the AHA’s classification, knowledge and experience, and
complexity and breadth of the position. Whether supervision is in-person, hybrid or remote should
also be considered. The AHA’s scope may change where in-person professional supervision is
less available.

Capability of the delegating AHP(s)

Appropriate delegation of tasks by an AHP is a fundamental component of AHA service provision.
AHPs must never delegate a task to an AHA that they, themselves, are not competent in
performing. It is also incumbent upon delegating AHPs to understand their responsibilities and
accountabilities when delegating a task to an AHA, including knowledge of the competencies
required of the AHA to effectively perform the task, and task documentation, monitoring, and
communication processes. AHPs must receive suitable training and support to develop and
maintain sound delegation practice. This is supported by the ‘Understanding the SA Health Allied
Health Assistant Framework’ online training course on iLearn.
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A decision-making tool to assist in determining if a task should be included within the relevant scope
of the AHA position is provided in Appendix 4.

Individual AHA scope
Individual AHA scope refers to the specific tasks and duties that will be undertaken by the individual
in the AHA position, considering their distinct capability to perform tasks safely and competently.

An individual AHA’s capabilities will be underpinned by skills and knowledge acquired through
nationally recognised training courses (e.g. Certificate in Allied Health Assistance or equivalent), and
complemented by experience, ongoing service-led and formal education, and competency-based
training and assessment.

When defining individual scope, the service manager and senior AHPs must establish that the AHA
has acquired the necessary:

Gnowledge, skills and abilities: \

Foundational: understanding of delegation principles and profession roles, AHA boundaries
and professional conduct, obtaining consumer consent, confidentiality, working in teams,
written and verbal communication, Aboriginal cultural capability and responsiveness, and
working with diverse communities.

Position specific: may include health literacy/terminology, use of specific equipment,
responding to challenging behaviours, understanding of consumer demographics, and IT

\capability. j

(Essential competencies: underlying competencies an AHA must demonstrate prior to\
independently undertaking any direct clinical tasks. All AHAs must demonstrate the essential
competencies of:

> Clinical documentation
> Clinical handover
> ‘When to stop’ a task

J

Task competencies: competency in direct clinical tasks and indirect tasks identified as within
the AHA'’s relevant scope.

Mechanisms to determine and support an AHA’s knowledge, skills and abilities are outlined in Section
3: AHA competency: training and assessment. Support for training, education and development is
required where an AHA has not yet developed the knowledge, skills and abilities required to perform
a task identified within the relevant scope of their role.

The individual scope will evolve over time particularly as the AHA develops knowledge, skills abilities
and competencies to match the relevant scope (Figure 2).
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Figure 2: Representation of individual AHA scope evolving to more closely align to relevant AHA
scope over time

Possible Possible

EXPERIENCE,TRAINING, COMPETENCY ASSESSMENT & SUPERVISION

Each individual AHA’s scope must be documented and communicated to provide a clear
understanding of roles and boundaries to all team members, and as a mechanism to maximise the
value of the AHA within the team and minimise clinical risk (an example template is provided in

Appendix 5).

Individual AHA scope should be regularly reviewed (e.g. during the PRD process) by the service
manager and senior AHPs to ensure it remains congruent to both the service needs, clinical
governance, clinical risk and the individual recruited to the AHA position.

Activities outside of scope for AHAs

Activities that require the integration of high-level clinical knowledge, clinical decision making, and
clinical skill sets are not consistent with an AHA'’s training and cannot be included in the scope of an
AHA. This includes:
> clinical interpretation of referrals
planning of assessments (e.g. determining information to be collected, activities to be undertaken)
interpretation of assessments to provide diagnosis
clinical decision making to determine suitable interventions
development, negotiation or modification of goals, programs and intervention plans with the
consumer without consultation with an AHP (including type, frequency and duration of services)
prescribing equipment or aids
prescribing or recommending medication or radiology interventions
providing counselling
discharge planning, including making decisions about discharging clients or referring to other
services.
> providing high clinical risk treatments or interventions, or undertaking invasive procedures (e.g.
administering local anaesthetic, debriding wounds)
> any activity beyond the standard clinical scope of an AHP.

V V V V

V V. V V

An AHP may delegate direct clinical tasks to an AHA as part of consumer assessment and intervention
processes, such as collecting information, administering a standardised tool, performing a measure
or test, or providing a prescribed intervention (e.g. provision of education, supplying or modifying a
piece of equipment). However, the AHP retains accountability for delegated tasks including ensuring
standards are maintained; and the responsibility for task outcome analysis and integration, and
conveying their clinical diagnosis and intervention plan to the consumer.
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Section 3: AHA competency: training and assessment

Competency-based training & assessment supports safe and effective practice, and increases
understanding of the individual AHA’s capabilities within the team. It directly informs the support and
development required by an AHA to undertake the position, and the AHA’ s PRD.

It can further support:

> enhancement of the individual AHA scope
reducing repetition in future training and assessments
transferability of AHA skills across positions and settings
greater confidence in the capabilities of AHAS
lifelong learning and development in AHAS.

V V V V

Understanding existing competency

An AHA'’s existing level of competency must be understood by their service manager and relevant
senior AHP(s). This will initially occur through the recruitment process. It will be influenced by:

1. Whether the AHA has completed a Certificate Ill or IV in Allied Health Assistance (or another
equivalent qualification), and the units of study undertaken. Awareness of the training an AHA has
undertaken supports maximal application of the AHA’s knowledge, skills and abilities in a clinical
context.

Education providers are responsible for assessing the competence of students against national
competency standards. It is reasonable to assume that an AHA has the required level of
competence for routine tasks associated with each unit of study undertaken to achieve their
Certificate. Competency standards for all units undertaken as part of the Certificate 11l and 1V in
Allied Health Assistance are available from training.gov.au. The core units required of both
Certificates®® '’ include:

> Interpret and apply medical terminology appropriately
Communicate and work in health or community settings
Work with diverse people
Assist with an allied health program
Recognise impact of health conditions
Apply basic principles and practices of infection prevention and control
Participate in workplace health and safety.

V V.V V V V

Additional units required of the Certificate 1V in Allied Health Assistance!’ include:
> Respond effectively to behaviours of concern
> Support relationships with carers and family
> Facilitate the empowerment of people receiving support
> Implement and monitor compliance with legal and ethical requirements
> Implement and monitor infection control policies and procedures.
AHAs undertaking a Certificate 1V in Allied Health Assistance are also able to undertake units to
develop competencies for specific professions.

Further consideration must be given to clearly understanding the competencies achieved by AHAs
who have completed a recognised equivalent qualification, or who are part way through their
formal training.

Itis expected that AHAs will need service-led, position-specific training and experience, in addition

to completing formal education, to be competent and confident in AHA tasks that sit within the
relevant scope of the position.
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2. What previous roles and responsibilities the AHA has held and clinical environments they have
worked or undertaken placement within, including direct clinical tasks they have demonstrated
competency in.

3. Whether the AHA has undertaken any previous on-the-job training or professional development
relevant to their current position.

Competency development and assessment

AHA competency in indirect tasks and the necessary skills, knowledge and abilities required of the
position is to be developed and supported through:
> orientation to position, profession, service and LHN
mandatory training
workplace instructions, procedures, and protocols
general or service-led professional development
role modelling by AHPs and more experienced AHASs.

V V V V

Assessment of the AHA’s performance of indirect tasks, and their demonstration of the necessary
skills, knowledge, and abilities specific to the position, may be required at the discretion of the service.

Essential AHA competencies are the underlying competencies an AHA must demonstrate prior to
independently undertaking any direct clinical tasks. They are an integral part of the onboarding
process for new AHAs working in SA Health.

They are assessed via an Essential Competency Instruction and Assessment process prior to the
AHA independently performing any direct clinical tasks. This process involves:
1. Instruction:

> Theoretical information provided in an instruction guide, followed by

> Practical education with an AHP (or AHA with competency).

Throughout the education phase, opportunity for the AHA to clarify their understanding with the
AHP or experienced AHA should be provided.

2. Assessment of competency by an AHP:
> Satisfactory completion of an oral and/or written assessment, followed by
> Satisfactory completion of simulated demonstrations, +/- observed demonstration (observed
demonstration not appropriate for ‘When to stop’).

Essential Competency Instruction and Assessment templates are provided in (Attachments 2, 3 and
4) for the three essential competencies (clinical documentation, clinical handover, and when to stop
a task). LHNs may also define additional relevant mandatory training requirements (e.g. manual
handling) that AHAs must meet prior to performing direct client tasks

AHA competencies in direct clinical tasks are to be developed and assessed via a competency
development and assessment process. This requires the development and use of a Clinical Task
Instruction (CTI) to describe the best practice process for AHA performance of the direct clinical task.
A competency development and assessment process will then confirm the AHA can safely and
independently perform the task

Services may create task specific CTls using the template in Attachment 1, which provides a structure
for communicating task objectives, safety and quality considerations, and specific task instruction
considerations. This will require the input of senior allied health team members and subject matter
experts. CTls are to be regularly reviewed and updated by subject matter experts in line with
evidence-based practice, and within the ‘next review’ date indicated in the CTI.

A competency development and assessment process can be used:
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> when a new AHA needs to develop and demonstrate competency for a direct clinical task within
their individual scope

> when an AHA’s individual scope is being extended to encompass a new direct clinical task

> when AHA competency needs to be reviewed or refreshed (for example after a period of not
performing a task) at an interval determined appropriate by the service

> for monitoring and clinical governance of an AHA'’s direct clinical tasks.

The process is not intended to be used:
> for indirect tasks
> when an AHA has recently demonstrated competency for the same direct clinical task in their
current role, or another service.

The competency development and assessment process can be structured around a staged approach
incorporating learning, observation, practice, competence assessment and competence review, as
outlined in table 3. Coordination of the AHA'’s training, and ongoing monitoring and direction relating
to the task may be provided by an AHP and/or a more experienced AHA, however the competency
assessment component may only be completed by an AHP who is competent in performing the task.

Table 3: Staged approach for competency development and assessment for direct clinical tasks
(adapted from Smith & Duffy, 20118 and Queensland Health, 2022'°)

Stage

Development approach

Learning

> AHA undertakes learning of underpinning knowledge relevant to the task. This will
include reviewing the CTI, as well as other relevant background, information, and
guidance from AHPs.

Observation

> AHA observes the AHP or experienced AHA performing the task to learn the practical
aspects of the task and allow them to safely ask questions to consolidate their
learning.

> The number of task observations will vary, depending on the complexity and
variability of the task, the variety of settings in which the task is undertaken, the
clinical risk associated with the task, and the baseline knowledge, skills and abilities
of the AHA.

Supervised
practice

> AHA performs the task for a period of supervised practice under direct monitoring
and support of the AHP (or AHA3/AHA4 where they have demonstrated competency
to perform the task). Where practical, this may include simulation/practice on a
model, followed by supervised practice with a consumer.

> The period of supervised practice is to be negotiated between the AHA and the AHP
considering the complexity of the task, the variability of settings and consumer
groups, the clinical risk associated with the task and the baseline knowledge, skills
and abilities of the AHA. The plan may be varied to reflect the pace of the AHA’s
development.

Competence
assessment

> The AHA demonstrates competence in the task and is ‘signed off’ by an AHP, who
is competent in the task, using the CTI.

> The AHP assesses the AHA’s task completion on at least one occasion, however the
number of assessments is at the discretion of the service. This may vary depending
on the complexity and variability of the task, the variability in consumer presentation,
the variety of settings in which the task is undertaken, the clinical risk associated with
the task, and the baseline knowledge, skills and abilities of the AHA. The AHA must
demonstrate competency in each of the task criteria at least once. The task can then
be safely delegated to the AHA to perform with appropriate task monitoring and
feedback (as outlined in Section 4: delegation of direct clinical tasks).

> It is recommended that a maximum number of times an AHA can be assessed for
competence in each task is set. If this number is reached without competency being
demonstrated, further training, supervision and support to address the specific gaps
should be provided before the AHA undergoes re-assessment. The development
area may also be reflected in the AHA’s PRD.
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Stage Development approach
Competence | AHA task competence must be periodically monitored to maintain clinical governance,
review and safety and quality. Competency review and refresh may take place:

refresh > in the course of usual service delivery, with an AHP directly observing an AHA
performing the task for the mutually acknowledged purpose of confirming
competence

> via a planned simulated assessment of competence.

The frequency for competency review will be negotiated between the senior AHP(s) and
AHA, and will vary depending on:

> task complexity

clinical risk

frequency of task performance

experience level of the AHA

task monitoring frequency and mode (direct, remote or indirect).

V V V V

The process for reviewing competence will depend on the number of AHAs and AHPs

working in a service, and the number of competencies to be maintained. It should

include:

> areview of education resources (e.g. CTls, information guides etc) and alignment to
latest evidence by the AHP

> allocated time for competency review to occur (e.g. prioritised as part of workload
allocation)

> documentation of the outcome of the competency review

> an audit to monitor staff compliance, satisfaction and feedback.

Maintaining and developing AHA capability and competency

AHA competencies are to be maintained and developed through ongoing formal and informal
professional training and development to support service quality and safety. AHA professional
development also supports AHA job satisfaction and retention.

Professional development activities for AHAs are to be identified and supported at a service level.
Appropriate training and development opportunities can be identified by all parties, including:
> service-led training, specific to AHAs or delivered to the broader service/team
professional supervision
AHA communities of practice, networking, peer learning and collaboration
work shadowing or side-by-side practice with AHPs or more experienced AHAs
training, support and mentoring by an AHP or a more experienced AHA3 or AHA4
professional development, training courses, and webinars.

V V V V V

AHPs are well placed to deliver profession specific development activities for AHAs. Providing
opportunities for AHAs to work closely with AHPs also complements and reinforces competency-
based training, creates shared knowledge of roles, and builds mutual respect and strong working
relationships.

Funding for external professional development opportunities will need to be identified and supported
at the discretion of the employer according to service delivery requirements, as AHAs are ineligible
for funding via the Allied Health Professionals Professional Development Reimbursement Program
(AHP+PDRP) and the Country Allied Health Clinical Enhancement Program plus (CAHCEP+). AHAs
may choose to self-fund external professional development activities that are of interest and relevant
their role.

The PRD process can be used to facilitate an AHA’s development in priority areas consistent with the

AHA'’s development goals and service requirements. The PRD is to be overseen by the AHA’s direct
line manager, with contribution by the AHA'’s primary supervisor or a senior AHP as required. Targeted
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learning goals can be identified by the AHA, line manager, or professional supervisor ensuring they
align with both the AHA’s development goals and service requirements.

Competency records

A register of essential competencies and clinical task competencies achieved by the AHA should be
confidentially maintained by the service manager. The AHA is strongly encouraged to keep a copy of
their competency records as evidence for recognition of skills attained for future roles and settings.

An example AHA Competency Record template is provided in Appendix 6.
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Section 4: Delegation of direct clinical tasks

AHA delegation is the process by which an AHP allocates a direct clinical task to an AHA.

On accepting the delegated task from the AHP, the AHA then carries the responsibility for completing
the task in accordance with their training and the direction they receive from the AHP, and for providing

timely communication to the delegating AHP regarding the performance and outcome of the task.

The delegating AHP retains responsibility for all clinical decision making, and accountability for clinical

outcomes and consumer care.

consumer facing clinical tasks that support care (for examples refer to Section 2: AHA
scope and tasks). These indirect tasks are assigned rather than delegated to an AHA, and
are supported by training, workplace instructions, procedures or protocols.

For assigned tasks:

> The AHA has the responsibility for completing the task in accordance with instruction
and their training

> The service manager or senior AHP (depending on the task type) has the accountability

AHAs also undertake indirect tasks including administrative, operational and other non- \

\ of ensuring the AHA has the appropriate training and support to safely perform the task./

AHA delegation requires a structured, consistent approach to minimise risk, and to ensure appropriate
governance, supports, communication and oversight processes are in place. The following principles

underpin safe and effective AHA delegation:

Motivation: The primary motivation for task delegation must be to support provision of timely, high
guality consumer care.

Scope: The task must be within the AHA and AHP’s scope of practice, and not be prevented by
law or policy from delegation to an AHA.

Training: AHA delegation is a skill that requires development. Both AHPs and AHAs must have
access to training to develop and maintain sound delegation practice. The ‘Understanding the SA
Health Allied Health Assistant Framework’ online training course on iLearn is available to support
this and may be supplemented by professional supervision and other local resources.

Competency: The AHA must have demonstrated competency to perform the task through a
Clinical Task Instruction and Competency Development and Assessment Process (refer to Section
3: AHA competency: training and assessment). The AHP must be competent in performing the
task themselves.

Consent: Consumer consent to receive care must be obtained by the AHA each time a delegated
task is undertaken, consistent with SA Health consent guidelines.?

Communication: Effective mechanisms must exist to support two-way communication between
AHA and AHP. The AHP must clearly communicate all task expectations and parameters, and
have task monitoring strategies in place. The AHA must seek additional task clarification or
direction as required, and provide feedback on task outcomes.

The AHA delegation process for direct clinical tasks consists of six steps (Figure 3).
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Figure 3: The six steps of AHA delegation

1
Delegation decision

6 2
Task outcome Delegation
analysis & integration instructions

3
Delegation
acceptance

5
Delegation feedback

4
Task monitoring

Step 1: Delegation decision

Determining whether a task is appropriate for AHA delegation is a complex professional process that
requires the AHP to consider risk and governance factors. Figure 4 outlines the key factors that should
be considered to support AHPs in determining whether a task is appropriate for delegation to an AHA.
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Figure 4: Flowchart to support AHP decision making on whether a task is suitable for delegation to
an AHA (adapted from Queensland Health, 20222%)

Is the task suitable to be delegated?

Consider:

> Does it sit within the AHA'’s individual scope and
classification?

> Does it sit within the AHP's scope?
> Risk and complexity of the task

YES to all?

Discuss role of
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benefits of AHA
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N

Is the specific context for the task’s implementation
appropriate for delegation?
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> Complexity and acuity of patient
> Service setting/environment risks

\/

Is the AHA competent and accepting of the
delegated task?
Consider:

> AHA demonstration of competency via competency
development and assessment process

> AHA'’s skills, knowledge and ability to perform the task

Can the task be appropriately monitored to minimise

clinical risk?

Consider:

> Mode and frequency of monitoring required (refer step
4 for further detail)

> Communication processes and access to AHP support

NN

Is the AHP competent to delegate?
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> AHP’s training and experience in delegation practice

> Knowledge of AHA competencies required to complete

the task
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effectively monitor.
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e AHA and AHP
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development

e monitoring
support

o task
modification
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~

J

T
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Step 2: Delegation instruction

The delegation instruction from the AHP to the AHA must include all relevant information required by
the AHA to safely perform the task. This requires a conversation between the AHP and AHA, or a
locally determined written process. The delegation instruction will be informed by the standard CTI
created for the task, which defines general task preparation, consent, positioning, procedure,
documentation and handover processes.

During delegation instruction the AHP must highlight any task-specific (e.g. weight bearing status,
number of repetitions, duration, assistive technology, dietary status, off-site safety) and/or consumer-
specific (e.g. past medical history, risk behaviours, personal equipment, cognitive status,
communication requirements, diversity considerations) parameters, along with any required variation
to the standard task instructions documented in the CTI.

If more than one task is required to be completed within a session, where practical, the AHP should
provide instructions on the intended order for the tasks to be carried out, along with any additional
monitoring and feedback requirements that must be met before proceeding with the next task.

It is the responsibility of the delegating AHP to document in the consumer’s medical record via a
locally agreed process:

> the plan for the task to be delivered by an AHA

> key task-specific and/or consumer-specific parameters

> any variation to the standard task instruction documented in the CTI.

Step 3: Delegation acceptance
The AHA accepts the task and seeks clarification of any unclear instruction or information.

It is the AHA’s responsibility to raise concerns regarding their experience level, confidence and
competence relevant to the task, and to request additional information or support as part of the
delegation acceptance process. This process should be allowed for by the AHP, and may result in
the modification of the task, provision of additional support or monitoring, or if necessary, the
withdrawal of the delegation instruction.

Figure 5 outlines key factors to be considered to support AHA decision making relevant to delegation
acceptance. Where the answer to any question is no, the AHA should discuss their concerns with the
delegating AHP. Following discussion with the AHP, if the AHA still feels the task is not appropriate for
them to undertake, they should speak with their line manager or a senior AHP.
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Figure 5: Flowchart to support AHA decision making on whether to accept a delegated task (adapted
from Queensland Health, 2022%1)

Scope
e s the task within the agreed scope of my AHA
position?

1

\_/

Individual competence

( \ e Do | hold required competency (via competency
development and assessment process)?

o If not, are there plans for my development to develop my
competency prior to, or as part of, task performance?

/T\
N\
|

Risk mitigation
¢ Do | have the skills, knowledge, and resources to

/T\

If YES to all, respond to task risks? If NO to an
—_— ITNO to any,
accept the ; .
delepated discuss with
J the delegating
task. Support and monitoring AHP

e Can | access appropriate support from the delegating
AHP (or agreed substitute), to successfully perform the
task?

L

Feedback and documentation
o Are task feedback (e.g. patient observations, information)
and documentation requirements agreed?

AT
L
{

N
J

Task Execution

¢ Do | feel confident in my ability to complete the task
required?

e Can | complete the task within the requested timeframe?

Acceptance of task delegation must only occur once there is a clear
understanding and agreement between the AHA and AHP on how, when, where
and with what support the task will be undertaken.

The delegated task can now be performed by the AHA.

Step 4: Task monitoring

The AHP must support safe and high-quality performance of the delegated task by providing
appropriate task monitoring. Monitoring allows the delegating AHP to:
> ensure the task is being completed by the AHA consistent with instructions and timeframes
indicated
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> modify the task and/or instruction as required

ensure the outcomes of the task are appropriate

> determine if the AHA may need further instruction, support or development to competently
complete the task.

\"

The intensity of task monitoring should be appropriate in both mode and frequency:
Mode:
> Direct, in person monitoring, where the AHP works alongside the AHA and can observe the
task and provide immediate feedback, guidance and intervention as required.
> Remote monitoring, where the AHP is off-site and monitoring in real-time via telehealth. This
allows the AHP to make real-time clinical decisions and if necessary, modify the delegation
instruction based on the response of the consumer, but does not allow for direct physical
intervention by the AHP.
> Indirect monitoring where the delegating AHP is not physically present. This requires clear
processes to ensure AHPs are easily accessible to provide direction, guidance and support to
AHAs if required. Task performance is tracked, and consumer progress monitored through AHA
feedback and reporting, and review of clinical notes.

Frequency: refers to how often the AHP is engaged in monitoring the task. This may range from
intermittent or occasional frequency, through to every time the task is undertaken.

To determine appropriate task monitoring intensity, the AHP must consider:

1. Task-specific factors, including the:
> complexity
> associated clinical risk
> possible variance of outcomes of the task
> frequency the task occurs in the service

2. Consumer-specific factors, including the:
> severity, complexity and stability of the consumer’s health status
> risk of deterioration in the consumer’s health status
> potential impact of the task on the consumer’s health status
> level of consumer engagement from a behaviour, cognitive and communication perspective
> the frequency in which the task will be undertaken

3. Setting/environmental factors, including:
> availability of the delegating AHP
> proximity to other health professionals and other support infrastructure (duress alarm,

mobile phone, vehicle)

4. Capability factors, including:
> AHA current knowledge, skills and competencies
> AHA experience and confidence in undertaking the task (or similar tasks)
> AHP experience and familiarity with the task, setting/environment and consumer group

Figure 6 provides further guidance to AHPs to determine an appropriate intensity of task monitoring.

Where task, consumer, setting or capability factors indicate the need for higher intensive monitoring,
a direct mode and/or higher frequency of monitoring should be provided by the AHP.
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Figure 6: Factors that influence intensity of AHP task monitoring (adapted from Queensland Health, 20222%)
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Step 5: Delegation feedback

On completion (or cessation) of the task or therapy session, the AHA is responsible for providing
comprehensive, timely feedback to the delegating AHP via the process agreed during delegation
instruction and acceptance. In cases where a block of therapy is being delivered by the AHA, there
may be agreement on the level of feedback to be provided after each session, versus at completion
of the therapy block.

The AHA must complete the required documentation based on the Essential Competency Instruction
for clinical documentation (Attachment 2), any required task-specific documentation (outlined in the
standard CTI for the task), and any applicable LHN-specific documentation requirements. The AHP
clarifies any information provided as part of the feedback process.

Step 6: Task outcome analysis and integration

Using clinical reasoning, the delegating AHP analyses and interprets the clinical and task outcome
information provided by the AHA during delegation feedback and integrates this into the consumer’s
care plan. This includes an evaluation of the decision to delegate the task to the AHA, based on the
task outcomes.

The AHP makes a decision for ongoing clinical care for the consumer, including:
> whether the task needs to be repeated, and if so whether it is suitable for ongoing AHA task
delegation, and if the delegation instructions need to change
> whether a new task needs to be undertaken (either by the AHP, or delegated to the AHA where
appropriate)

The process of delegation can continue as a repeated cycle over time. Throughout this cycle, the
clinical decision-making remains the responsibility of the delegating AHP. Likewise, every time AHA
delegation re-occurs, the AHP must evaluate task, consumer, setting/environment, and capability
specific factors to understand the cumulative clinical risk of delegating the task, and account for this
using appropriate levels of task instruction, monitoring and feedback. If the risk cannot be satisfactorily
managed, then the task should not be delegated to an AHA.
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Section 5: AHA professional supervision

Professional supervision is ”...a uniquely designed development activity, emphasising personalised
learning, skill and practice development and personal support.... It is co-designed with the supervisee
to ensure it is fit for purpose, in line with the supervisee’s learning needs, styles and learning stages”.?

Professional supervision provides wide-ranging benefits to consumers, individual staff members and
organisations. This includes supporting supervisees’ wellbeing, establishing workplace identity,
providing clarity around work roles and responsibilities, developing clinical skills, and supporting
professional skills such as problem solving, conflict resolution and teamwork. It also provides a safe
environment in which AHAs can discuss any issues or concerns. Combined, this positively impacts
consumer safety, service quality and staff retention.

AHA professional supervision provides a formal, regular, and structured opportunity to support and
facilitate each AHA'’s personal and professional development within and beyond a clinical context. It
has a strong self-reflective focus on clinical, personal, and professional experiences, attitudes, and
beliefs.

In the context of the AHA workforce, professional supervision is distinct from:
service, operational and line management

delegated task monitoring

workload supervision

cultural mentoring.

V V V V

AHA professional supervision requirements and guiding principles

As non-AHP classified staff, AHAs are not within the scope of the SA Health Allied Health Professional
Supervision Framework®, however the overarching principles of the Framework are relevant to
support the personal and professional development of AHAs.

To ensure quality professional supervision for AHAs, the following requirements adapted from the SA
Health Allied Health Professional Supervision Framework® apply:

> Each AHA will:
« participate in reflective practice supervision with a primary supervisor in-person or via videocall
platform
« have a co-designed AHA Professional Supervision Agreement that outlines the parameters of
the supervisory relationship (including purpose, roles, responsibilities, and confidentiality), and
identifies the AHA’s current supervision goals (Appendix 7).

> The minimum recommended time and frequency for professional supervision of AHAs is 1 hour
every 6 weeks (for all AHA classifications). Services may choose to provide more frequent
supervision based on factors such as competence, experience, scope and learning style.

> Reflective practice supervision may occur:
e 1:1 with an AHP or AHA4 who has the appropriate skills and experience to support the AHA’s
learning and development
e in a group setting with an experienced AHP supervisor.
Supervisors with an understanding of the AHA's scope and work environment, and the service’s
needs, are well placed to provide the most effective supervision.

> Reflective practice supervision may be supplemented by other professional supervision elements
outlined in the SA Health Allied Health Professional Supervision Framework?® where this meets
the AHA’s supervision goals. This may be particularly relevant for AHAs in multi-disciplinary
positions. Other professional supervision elements include:
e point of care supervision
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group supervision

peer supervision

extending professional self

facilitated learning.

Mentoring by a more experienced AHA3 or AHA4 may further supplement reflective practice
supervision.

Supporting quality supervision

AHAs and supervisors should be supported to understand reflective practice and their roles in
professional supervision. Relevant sections of the SA Health Allied Health Professional Supervision
Online Learning Modules (Professional Supervision Essentials, and Professional Supervision for
Supervisors) can be accessed by AHAs and their supervisors on iLearn to support this. Supervisor
skills and knowledge to support Aboriginal AHAs, and AHAs from culturally and linguistically diverse
backgrounds should also be developed.

The application of a cultural lens within professional supervision is a crucial strategy for supporting a
culturally safe and responsive AHA workforce. This can include reflecting on workplace experiences,
exploring how to integrate cultural training into clinical practice, and identifying resources to support
growth and capability. A cultural lens can be applied to all forms of professional supervision to facilitate
cultural learning, advice, and support, and should be tailored to the AHA’s scope and service setting.

> Applying an Aboriginal cultural lens is a focused approach within the broader concept of a
cultural lens, encouraging consideration and development of cultural capability and
responsiveness when working with Aboriginal people. While a cultural lens promotes
awareness across diverse backgrounds, an Aboriginal cultural lens ensures the unique
sovereignty, histories, and cultural realities of Aboriginal peoples are specifically centred.

> A broader cultural lens can be applied to support other diverse groups including culturally and
linguistically diverse people, people with disabilities, and those who identify as LGBTQIA+.

There may be some overlap between an AHA’s professional supervision goals, and work or
organisational priorities identified in PRD discussions. AHAs are encouraged to highlight professional
supervision goals they have achieved at their PRD and consider how professional supervision could
support work priorities and development areas identified in their PRD discussions.

Supervision documentation and confidentiality

The AHA Professional Supervision Agreement should be reviewed as needs or circumstances
change (minimum annually). This should include:
> discussion on the supervision relationship
> review of supervision goals
> identifying changes to ensure professional supervision is suiting both supervisee and supervisor
needs.

AHAs should maintain a professional supervision log detailing the date, duration, and method of
professional supervision (Appendix 8). More detailed supervision notes may be maintained for
reflective practice supervision sessions by both parties to promote accountability of actions and
decisions, and enable consistency from one session to the next. The proposed content of notes and
level of detail should be established within the AHA Professional Supervision Agreement (Appendix 7).

Notes and documentation relating to professional supervision are corporate records and must be
stored, retained and disposed of in accordance with the State Records Act 1997, SA Health’s
Corporate Records Management Policy and any relevant local records management procedures. In
line with the South Australian Information Classification System, supervision records should be
classified as ‘OFFICIAL:Sensitive’ and accessible only to the supervisor and supervisee unless legally
required by another party.
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Documentation of consumer-related information must be non-identified to maintain confidentiality.

Confidentiality within the supervisory relationship is vital to building trust and safety. The content of
professional supervision must remain confidential except where information is required to be
disclosed under law; or in response to an identified risk (e.g. risk to consumers, other staff, or the
supervisee). If disclosure is considered necessary by the supervisor due to an identified risk, they
must inform the supervisee of the reasons for disclosure and the process that will be followed.
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Appendix 1: Considerations when establishing/expanding AHA positions
(Adapted from NT Health, 2024 2%)

Step 1: Identify
Opportunity

Step 2: Planning

Step 3:
Implementation

Step 4: Evaluation
& Review

= |dentify clinical service functions

» |dentify volume, classification, scope, profession, geographical location of AHPs in
the service

= |dentify relevant service-specific high frequency and/or high value direct clinical
tasks and indirect tasks that are suitable to be undertaken by an AHA

=+ Determine resource and funding options

= Ensure appropriate clinical governance and position responsibilities and \\
accountabilities are defined to support appropriate and safe AHA services

= |dentify the capablities and competencies required for an AHA to deliver the
identified tasks

+ Consider the knowledge, skills and abilities required when recruiting to the AHA
position

» |dentify the AHP delegation and task monitoring responsibilities associated with
delegated tasks

» Consider what professional development and support is needed for the AHA and
delegating AHPs /

= Recruit to the AHA position ™,

= Provide orientation to the new AHA '

= Clearly communicate the AHA's scope to relevant stakeholders

« Determine which AHP or AHA4 position will provide the AHA's professional
supervision. Facilitate access to online supervision training for AHA and their
SUpervisor,

= Provide training and assessment regarding essential competency instructions and
clinical task instructions

= Determine which AHPs will have delegation responsibilities. Ensure AHPs recieve |
delegation training prior to commencing delegation

» Assess to impact of AHA position on consumers and service outcomes
(e.g.occasions of service, wait list, travel time)

» Determine if delegation responsibilities and accountabilites have been met,
including task monitoring and delegation feedback

» Determine if professional supervision requirements are being met

» Identify if relevant AHP and AHA professional development needs have been met J
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Appendix 2: Considerations when reviewing existing AHA positions
(Adapted from NT Health, 2024 2%)

Does the AHA have a Explore recognition and training
qualification relevant to their options located in:
position? Introduction

Does the AHA position have
appropriate clinical governance Review AHA clinical governance
with stakeholders understanding information located in:

their responsibilities & Section 1: Clinical Governance
accountabilites?

Review AHA scope information
located in:

Section 2: AHA Scope and Tasks

Does the AHA position have
clearly defined scope?

Explore appropriate professional
Does the AHA have access to development opportunities

relevant professional located in:

development opportunities? Section 3: AHA Competencies:
Training and Assessment

Refer to delegation principles and
Is the b6-step AHA delegation process located in:

process being followed? Section 4: Delegation of direct clinical

tasks

Explore training options located in:

Has the delegating AHP and Section 4: Delegation of direct
AHA received education on AHA clinical tasks

delegation? Access SA Health AHA Training
Modules (AHA & delegating AHPs)

Align supervision arrangements with
guidelines located in:
Does the AHA receive effective Section 5: AHA Professional
professional supervision? Supervision
Access SA Health AHP supervision
training modules [AHA & supervisor
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Appendix 3: Tasks within possible AHA scope

This list is intended as a guide to possible AHA scope tasks. It includes direct clinical tasks (requiring
a Clinical Task Instruction and Competency Assessment process), indirect tasks and other
responsibilities an AHA may undertake.

These tasks are sourced from the units of competency within the Certificate 1V in Allied Health
Assistance and a review of contemporary best practice for the AHA workforce in Australia. There will
be tasks in addition to those listed that are relevant to specific services and professions.

The following tasks can only be completed by an AHA:
> as instructed, and with the appropriate task monitoring by an AHP,
> where the AHA has received appropriate training, and
> where the AHA has been confirmed by an AHP as having the required capabilities and
competency to safely complete the task.

Area

Possible AHA tasks

Assessment
support

>

Gather background or routine information from case notes, consumers, family
and service providers to support the AHP’s clinical assessment

Prepare assessment resources

Prepare equipment for assessments and assist with equipment operation
Assist AHPs with clinical assessments

Conduct standardised screening

Care
Coordination

Collect information to assist with intake or triage

Coordinate referrals initiated by AHPs

Assist with arranging appointments

Liaise with other service providers and support agencies

Make routine reminder calls and follow up non-attendance

Monitor consumer journey and provide updated information to AHPs
Identify consumer eligibility for additional supports (e.g. financial assistance)
Provide practical support to consumers preparing for hospital discharge
Coordinate and plan community visits

Deliver resources and disseminate information to consumers

Intervention

V|IVVVVYVVVVYVV|VVYVYV

V V VYV VYV

\%

Prepare and maintain therapy rooms and resources, including packing up and
cleaning therapy rooms and resources

Assist with set up and troubleshooting for telehealth appointments

Create therapy resources

Prepare consumers for therapy

Escort and/or organise transport for consumers to and from therapy

Assist with and participate in group and individual therapy programs

Provide assistance in therapy where two or more people are required for safety
(e.g. to assist with positioning or manual handling)

Carry out predetermined therapy programs with consumers under direct or
indirect supervision

Provide practical support to consumers to access government benefits and
other external supports and agencies

Support consumers to access and navigate the community

Monitor consumer response to therapy and modify to meet their level of
function, in line with CTI

Liaise with AHPs regarding consumer progress and their response to therapy
Travel with AHPs to support safe regional or consumer home visits

Education

V V|V V

Prepare venues and resources for education sessions
Deliver predetermined education to consumers/carers/family
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Documentation

Area Possible AHA tasks
Equipment > Maintain consumer equipment and general clinical supplies required for
services including ordering, receipt of, storage and maintenance of stock
> Assemble aids or equipment
> Asset tag new equipment
> Assist AHPs to issue and adjust aids or equipment for consumers
> Assist in equipment loan programs including supply and retrieval of equipment
> Maintain equipment databases
> Undertake equipment reprocessing including general checks, maintenance and
cleaning
> Undertake equipment audits
Advocacy > Promote the Australian Charter of Healthcare Rights
> Engage in service and team promotional activities
> Promote awareness, and use, of available allied health services
> Support communication with key stakeholders about allied health services,
including scheduled visits
> Assist consumers, carers, families and communities to access and participate
in health interventions
> Assist consumers to understand and access services and benefits for which
they are eligible
> Support consumers and families to communicate their needs and concerns
and understand information that has been provided.
Clinical > Assist with preparation of documentation and supportive resources

Document in patient information systems with adherence to documentation
standards

Quality > Participate in service and team quality activities, research and evaluation
Assurance/ > Collect and process data to provide information on consumer progress or
services
RESEEIE > Maintain required statistics, record accurate and timely workload data
> Prepare resources and participate in health promotion activities
Supervision > Participate in professional supervision

Supervise less experienced AHAs (AHA4 only)
Support and mentor less experienced AHAs and AHA students as appropriate

Professional
Development

Maintain and develop knowledge and skills aligned to the position
requirements
Participate in relevant professional development opportunities

Vehicles

Coordinate and prepare vehicles for trips

Adapted from NT Health, 2024 24
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Appendix 4: AHA relevant scope task decision making tool

[ 1. Is the task listed within "Activities cutside of scope for AHAS™ (p20)

[ Yes
¥ ¥
2. Is there any legislation, policy, guidelines or standards that FTOF: The task is not within scope of
relate to an AHA undertaking the task? an AHA
F "" .
(™ =
28 Does the legislation. policy, guideline ar \I Yes
standards preclude the AHA undertsking the task? J +
Mo STOP: The task is not within scope of
an AHA
Procesd with appropriate
QOVEImance; ensure
adherence to guidelines
3. Does the task exceed the AHA position classification and
comesponding work level definitions?
J I
2] Yes
38. s there a higher classified AHA In & position to
complete the task?
|
3
' = He ?
Include the task 3b. Can the task be modified
in higher- and supported fo align with the
classified AHAs classification and work level ¥
relevant scope definiions of the position? STOP: The task is not to be
urdertaken by the AHA
Yy
¥
4. Is the task of high freguency andfor high value in supporiing -
the service to deliver high gquality care? ¥
PAUSE: Consider if inclusion in AHA
Ve | scope is warranted
" B.lsthere appropriate allied health clinical governance in e ————— :
—# place within the service to support the task to be completed by r"“' ¥ .
. the AHAT ) FAIISE: The task is not to be
| undertaken unless appropriste sllisd |
Yes . heslth clinical governance is in place
i it
- I
| G. Hawe all clinical risks besn identifizd. and sppropriste L - —
mitigation strategiss agreed by service leaders? PAUSE: Assess risks and identify |
L. o . - -
— T mitigetion strategies
" 7. Can the service appropriately support and monitor the AHA ﬂ"c_ ___________________ ,
—#  wnderisking the task proportionate to its associated dinical ~— Mo ¥
A - P . .
. risk, including task ’ET”““" mechanisms? /' |PAUSE: The task is not to be included in
es AHA scope until sppropriate monitaring
" h and supervision is in place
- 2. Do delegating AHPs understand their responsibilities and | oo T

accountabilities when delegating AHA tasks?

Wims

r =,
PALUSE: The fask is not to be
imcluded in AHA scope until the AHF |

. receives delegation iraining  support |

L»‘ Include task in AHA relevant scope |-€ ---------------------------- :
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Appendix 5: Documenting individual AHA scope example template
Individual AHA Scope Summary

Role title:

LHN:

Department/Work area:

Individual AHA scope
created/ last reviewed date:

The AHA position described will function according to the key result areas defined in the relevant
position description.

This ‘Individual AHA Scope Summary’ provides further detail on the direct clinical tasks, indirect
tasks and other responsibilities the individual AHA will undertake, in line with the service or work
area requirements and the AHA’s knowledge, skills and abilities. It is to be shared with relevant team
members to provide a clear understanding of AHA roles.

Practice Area Individual AHA Scope Comments
Assessment o
Care coordination o
Intervention o
Education o
Equipment o
Advocacy o
Clinical o
documentation

Quality assurance/ o
research

Supervision o
Professional o
development

Vehicles o
Other o
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Appendix 6: AHA compentency record (example template)

AHA competency record

Name:

LHN:

Competency Date assessed | Assessor name Assessor position
(Essential competencies; as competent title

direct clinical task competencies)
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Appendix 7: AHA professional supervision agreement template

AHA Professional Supervision Agreement

Allied Health Assistant

Delegating profession(s)

Primary supervisor

Profession of primary supervisor

Line manager

Review date

Supervision Agreement Sign Off

Name

Allied Health Assistant Signature

Date

Name

Primary Supervisor Sighature

Date

The Supervision Agreement should be reviewed annually at a minimum.
Changes to the agreement may be made at any time with the agreement of both parties.

Supervision Agreement

1. Practicalities

Frequency of supervision:
(refer to SA Health AHA Framework
for minimum recommended intervals)

Responsibility for scheduling:

Location of supervision:

Acceptable reasons for
cancellation or rescheduling:

Notice of cancellation (e.g. phone,
SMS, email, page):
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2. Responsibilities

The supervisee will prepare for
supervision by:

The supervisor will prepare for
supervision by:

3. Learning Preference

Consideration of supervisee’s preferred feedback style, learning style, previous supervision
experiences and other factors that may contribute to the success of supervision:

4. Confidentiality

The content of professional supervision is confidential and is only to be shared outside of the
supervisory relationship under the following circumstances:

> As required by policy or legislation (e.g. as required under law, or where disclosure of information
is required in response to identified risk to consumers, other staff or the supervisee). If disclosure
is considered necessary by the supervisor due to an identified risk, they must inform the supervisee
of the reasons for disclosure and the process that will be followed.

> With the consent of both parties (e.g. to support a supervisor’s reflection in their own supervision
sessions; to seek further opinion relating to an ethical dilemma).

Other considerations e.g. how will consent to share be obtained?

5. Record Keeping

A Supervision Log should be maintained for clinical governance record keeping purposes and stored
securely according to LHN requirements.

Records created during supervision sessions must be stored, retained and disposed of in accordance
with the State Records Act 1997, SA Health’s Corporate Records Management Policy and any relevant
local records management procedures.

In line with the South Australian Information Classification System, supervision records should be
classified as ‘OFFICIAL:Sensitive’ and accessible only to the supervisor and supervisee unless legally
required by another party.

In the event of the supervisor leaving their position, a discussion should occur to determine the
supervisee’s preference for the previous supervision notes to be transferred to a new supervisor or
archived with the department’s approved temporary storage provider until their scheduled destruction.

How will personal supervision records be stored?

What will happen to records when a supervisor or
supervisee leaves their position?
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6. Conflict Resolution

Should conflict arise between supervisee and supervisor, all efforts should be taken to resolve or
negotiate the conflict in the first instance. Where this has been unsuccessful, it is appropriate to engage
an agreed mediator (usually a senior AHP) to assist in facilitating a path to resolution.

Any further considerations on how conflict will be addressed, or the process to be used when
managing conflict?

7. Feedback and Evaluation

Consideration of opportunities for informal feedback, reflection and evaluation of supervision should be
incorporated into supervision sessions.

How and when will informal feedback on the style, content and effectiveness of supervision be
provided by the supervisee and supervisor?

8. Supervision Goals
> ldentify goals that can be met through professional supervision.
> Consider which supervision elements can help achieve these goals (reflective practice, point of
care, group, peer, extending professional self, facilitated learning).
> Reflect on learnings and impact on practice once each goal has been achieved
> New goals may be added as supervision goals are achieved, and new goals are identified

Goal 1

Supervision element(s) and

- . Indicators this goal has been met
activities to achieve goal

Date Goal

Once achieved: Reflections on learnings and impact on practice

Goal 2

Supervision element(s) and

o . Indicators this goal has been met
activities to achieve goal

Date Goal

Once achieved: Reflections on learnings and impact on practice
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Goal 3

Supervision element(s) and

Date Goal o ;
activities to achieve goal

Indicators this goal has been met

Once achieved: Reflections on learnings and impact on practice

Goal 4

Supervision element(s) and

Date Goal o ;
activities to achieve goal

Indicators this goal has been met

Once achieved: Reflections on learnings and impact on practice

Goal 5

Supervision element(s) and

Date Goal - .
activities to achieve goal

Indicators this goal has been met

Once achieved: Reflections on learnings and impact on practice

Goal 6

Supervision element(s) and

Date Goal o .
activities to achieve goal

Indicators this goal has been met

Once achieved: Reflections on learnings and impact on practice
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Appendix 8: AHA professional supervision log template

AHA Professional Supervision Log

Allied Health Assistant

Primary Supervisor

Date of session | Supervision element*

Duration

Outcomes & actions

* Supervision elements include reflective practice, point of care, group supervision, peer supervision,

extending professional self, facilitated learning
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