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A B S T R A C T   

Objectives: Allied Health Professionals (AHPs) have a crucial role in reducing health inequalities. However, there 
is a lack of evidence regarding the ways they can fulfil this role. This rapid review explores the ways in which 
AHPs can decrease health care or health outcome inequalities; address inequalities in the social determinants of 
health; and support disadvantaged groups at an individual, organisational and system level. 
Study design: Rapid review following Cochrane criteria and narrative synthesis. 
Methods: MEDLINE, EMBASE, CINAHL, Web of Science and AMED were searched combined with grey literature, 
to identify quantitative or qualitative review articles published between January 2010 and February 2021. 
Results: From 8727 references, 36 met the inclusion criteria. The methodological quality of the studies was 
assessed with the AMSTAR tool and was generally low. Meta-analysis was not possible due to the heterogeneity 
of the studies, and a narrative synthesis was produced. Three themes emerged at patient and organisational level: 
1) access to AHP services; 2) quality of care; and 3) social determinants of health. Two themes emerged at system 
level: 1) unequal workforce distribution and 2) lack of inclusive clinical guidelines. 
Conclusions: This rapid review offers a broad range of evidence on the ways AHPs can contribute to the reduction 
of inequalities in health care, both in terms of access and quality of care and in health outcomes. More research is 
needed to further understand the impact of AHPs on inequalities affecting specific groups and their contribution 
to equitable distribution of social determinants of health.   

1. Introduction 

Health inequalities refer to differences in health between or within 
populations on the basis of socio-economic status, ethnicity, gender, 
ability, sexuality or other dimensions that reflect social stratification 
hierarchies operating in a given context [1]. They involve inequalities in 
health care (e.g., access, utilisation, quality of care) and health outcomes 
(e.g., morbidity, and mortality) [2]. They result from the unequal con
ditions in which people are born, grow, live, and work (i.e., the social 

determinants of health), and therefore, are considered systematic and 
avoidable [3,4]. 

Allied Health Professionals (AHPs) have a crucial role in addressing 
health inequalities as they are an essential component of health and care 
services, working in multiple settings beyond health, including social 
care, education, independent and voluntary sectors (see Appendix 1 for 
a definition and list of professions as defined by NHS England). They 
build bridges between clinicians, social care workers, and communities, 
and promote the health of groups with intersecting vulnerabilities (e.g., 
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patients with chronic conditions and low socio-economic status) [5,6]. 
Due to their position at the interface between sectors, professional 
groups, and levels of care, AHPs can affect health inequalities directly 
through targeted interventions and equity focused care and indirectly 
through facilitating access to other care services and social determinants 
of health like employment [7,8]. 

However, given that policies vary across countries and patients’ 
groups, AHP services are not universally accessible, and it has been 
found that socio-economic deprivation is associated with barriers in 
access to AHP services even in contexts where there is universal access to 
healthcare overall [9,10]. Furthermore, AHP services when provided 
without serious consideration of the recipients’ needs can in their turn 
increase inequalities [11–13]. Such findings obscure the landscape 
around the role of AHPs in reducing health inequalities and stress the 
need for comprehensive evidence. This is a global study addressing this 
gap and exploring the ways in which AHPs can directly or indirectly 
decrease health care or health outcome inequalities. 

2. Methods 

2.1. Literature search 

We conducted a rapid review, based on an a priori protocol (not 
registered) in line with Cochrane’s guidelines [14]. We focused on re
views published between January 2010 and February 2021. Our search 
took place on February 2, 2021 and covered MEDLINE, EMBASE and 
AMED via Ovid, CINAHL via Ebsco, and Web of Science Core Collection. 
We used three groups of search terms: 1) allied health professionals 
terms based on Fowler-Davis et al. [8], 2) equity terms based on Prady 
et al. and inclusion health terms [15], and 3) quantitative and qualita
tive review terms adapted from SIGN terms [16]. Searches were piloted 
with the review team and an expert panel of AHPs. The template of the 
full search strategy for Medline is provided in Appendix 2 and was 
translated for the rest of the databases. 

In our protocol, we stated that we would undertake forward and 
backward citation tracking of the included articles. However, as the 
searches resulted in a large volume of relevant articles, this was not 
necessary. Additionally, for each of the AHP roles, we reviewed grey 
literature using a web search engine and a targeted search of organisa
tions’ websites (e.g., Royal College of Speech and Language Therapists). 
Finally, we consulted AHP experts to identify any missing key literature. 

We included reviews of studies of any design which focused on care 
or interventions delivered by AHPs and assessed the impact of AHP 
provided services on health care or health outcome inequalities, or so
cial determinants of health, or the effectiveness of interventions targeted 
to disadvantaged groups. Reviews including studies only from low- or 
middle-income countries were excluded due to the heterogeneity of 
health care services. Conference abstracts and editorials were also 
excluded. 

Titles and abstracts were screened by three reviewers (OOA, MRJA 
and KRD) using Rayyan [17], with 20% of records double screened by 
JF. Articles with unclear eligibility status were reviewed by a second 
reviewer and agreement was reached through discussion. Full-text ar
ticles were screened also by OOA, MRJA and KRD with 20% of eligible 
studies additionally screened by JF to ensure consistency and accuracy. 
The included articles at full-text stage were shared with AHP experts 
who were also consulted about the relevance of articles with unclear 
eligibility status. 

Data were extracted using a bespoke data extraction table by OOA, 
MRJA, KRD and AG and checked for accuracy and completeness by JF. 
Extracted data items included: study aim, design, target population, 
AHP group, type of intervention and key findings. We assessed the 
studies for quality and risk of bias using the AMSTAR 2 tool [18]. Due to 
the heterogeneity of the studies, meta-analysis was not possible. Instead, 
we produced a narrative synthesis of the main themes and principles 
discussed in the literature. 

3. Results 

3.1. Study characteristics and quality 

The literature search yielded 8727 results, of which 97 were taken 
forward to full-text screening and 36 met the inclusion criteria (see 
Fig. 1). The number of primary studies covered in the included reviews 
ranged from 4 to >900 including qualitative, quantitative, and mixed 
methods designs. A summary of the included reviews is available in 
Table 1. Of the 36 included reviews, 22 (61%) were of critically low 
quality, six (17%) of low quality and eight (22%) of moderate quality. 
Assessment of study quality for all included studies is reported in full in 
Appendix 3. 

3.2. Themes 

The reviewed literature included studies reporting on inequalities in 
accessing AHP services, quality of care, AHPs’ role in promoting social 
determinants of health, workforce distribution and inclusive practice 
guidelines. However, we did not find any studies on the direct impact of 
AHPs on inequalities between groups in health care provision or health 
outcomes. Below we present the main themes identified mapped across 
patient, organisational and system level (see Fig. 2). 

3.2.1. Patient & organisational level 

3.2.1.1. Inequalities in access. Much of the reviewed literature focused 
on inequalities in access to AHP services [19,20], and interventions 
aiming to increase access [21–23]. Data from the Netherlands and the 
United States (US), show that people with lower levels of education, and 
ethnic minorities are less likely to access AHP services for arthritis (e.g., 
physiotherapy), post-stroke rehabilitation, hip-fracture rehabilitation, 
spinal cord injury care and brain injury care [20]. Importantly, this is 
often the case even when these groups report greater need than groups 
in higher socio-economic strata (e.g., highly educated) [19]. A charac
teristic example concerns homeless people who are less likely to use 
podiatric services, whilst the prevalence of foot problems in these groups 
often exceeds 50% and care is sought in shelters or emergency de
partments [24]. Similarly, people on the autistic spectrum are often 
excluded from AHP services despite their increased need and often 
intersecting vulnerabilities (e.g., lower income, minority background 
and severe symptoms) [25]. 

Telehealth and rapid access processes seem to be an effective way of 
increasing access to AHP services for marginalised groups who face 
increased geographical or transport barriers [21–23]. Similarly, mobile 
services, like mobile mammography units, seem to increase access and 
service utilisation for ethnic minority and lower income groups [26]. 

3.2.1.2. Quality of care: effectiveness. The literature suggests that access 
to AHP services is likely to impact on both health and social and 
behavioural outcomes [27]. Indicatively, access to music therapy is 
associated with lower anxiety and better sleep for people who have 
experienced domestic abuse [28]. Occupational and dietetic therapy 
improve overall wellbeing among people with severe mental illness, 
especially when interventions focus on client-centred goals and include 
cognitive and social-based components [29,30]. Speech and language 
therapy is a necessary component of effective rehabilitation in
terventions for patients with aphasia after a stroke and depression [31]. 
Finally, access to nutrition interventions is associated with improve
ments in self-efficacy and health behaviours [32]. 

3.2.1.3. Quality of care: patient experience and need for tailored services. 
Quality of care also concerns patient experience among disadvantaged 
groups when accessing AHP services. Research reveals that stereotyping 
based on various demographic characteristics such as sex, gender, race, 
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ethnicity, socioeconomic status, age, sexual orientation, mental health, 
weight, speech intelligibility, and drug use often result in biased deci
sion making among AHPs which harms people with multiple intersect
ing vulnerabilities [33,34]. 

Interventions to tackle stereotyping and discriminatory treatment (e. 
g., rude behaviour) include the use of inclusive language, relevant cul
tural education pre- and post-qualification, and building an affirming 
health care environment [34]. Additionally, studies highlight the 
importance of culturally tailored interventions for ethnic minority 
groups as they seem to be more effective than usual care [35,36]. Evi
dence suggests that shifting away from western cultural assumptions 
facilitates the cultivation of reciprocal relationships and an affirming 
environment [37], while tailoring involves much more elements than 
language. Studies discuss the importance of tailoring in terms of active 
and passive strategies, gendered influences on pain management, 
cultural-spiritual beliefs, illness perceptions and expression of pain, 
satisfaction with treatment, and access to services [38]. 

3.2.1.4. Social determinants of health. Services provided by AHP pro
mote access to social determinants of health especially for disadvan
taged groups but are also affected by social determinants. On the one 
hand, there is evidence that occupational therapy interventions, 
particularly goal setting for obtaining work, as part of rehabilitation 
programmes for low back injuries or depression increase return to work 
rates [39,40] and improve occupational performance among people 

with serious mental illness [27]. Moreover, improving access to occu
pational therapy whilst also advocating for long-term housing solutions 
can support occupational engagement among homeless people [41,42]. 
These interventions contribute to recipients’ financial stability and 
living conditions that eventually improve health. 

On the other hand, social determinants of health interfere with the 
outcomes of services provided by AHPs. Moorcroft et al. reviewed the 
barriers and facilitators to the provision and use of Augmentative or 
Alternative Communication (AAC) systems (i.e., systems to supplement 
or replace verbal communication through low-tech means or high-tech 
electronic devices) for people with complex communication needs and 
their families [43]. They concluded that interventions need to be 
modified, considering financial resources and suitable home environ
ments, while AHPs need to work in partnership with communities to 
address social determinants of health. 

3.2.2. System level 

3.2.2.1. Unequal workforce distribution and lack of inclusive clinical 
guidelines. Literature at system-level is limited. Two reviews [44,45] 
highlight the underrepresentation of AHPs in rural areas which may 
disproportionately affect people with increased and complex social and 
health needs e.g., through limited appointments or treatment duration. 
The reviews suggest that addressing workforce inequalities requires a 
longitudinal, multifaceted approach including education strategies, 

Fig. 1. PRISMA search flow diagram.  
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regulatory change, financial incentives, personal and professional sup
port, and clinical placement models with motivational components such 
as community development. Finally, a review of 36 published low back 
pain physiotherapy clinical practice guidelines [46] shows that only 15 
of these include sex and gender terms. Most of these are used in relation 
to epidemiology, risk, or prognostic factors and less so in relation to 
diagnostic or management recommendations [46]. 

4. Discussion 

4.1. Statement of principle finding 

This review explored the ways in which AHPs can directly or indi
rectly decrease health care or health outcome inequalities. We analysed 
data from 36 reviews and organised our findings across patient, organ
isational and system level themes in line with previously published 
frameworks [47]. Risk of bias assessment showed that the reviews were 
generally of low quality. Overall, there is a lack of evidence regarding 

the direct impact of AHPs on health inequalities between groups. 
However, there is a large body of research describing how AHPs can 
impact health outcomes inequalities indirectly. There is a larger body of 
literature discussing the patient and organisational level factors than 
system factors, which seems to reflect the dominant trend in public 
health interventions that tend to focus on modifying individual rather 
than structural factors. 

4.2. What the results mean 

At the patient and organisational level, ensuring equitable access to 
AHP provided services is key for the reduction of health care inequalities 
and indirectly for the reduction of health outcomes inequalities. This 
involves targeting AHP provided services to specific disadvantaged 
groups, including ethnic minorities, homeless people, people with lower 
socio-economic status, learning and communication disabilities, or 
living in rural areas [31,33,45]. Furthermore, ensuring high-quality of 
care when disadvantaged groups access allied health services is also 
crucial. This study highlights that both the effectiveness of interventions 
and patients’ experience can be undermined by stereotyping and 
unrecognised biases against disadvantaged groups affecting AHPs’ de
cision making and behaviour [35,37]. Co-developing culturally appro
priate services with communities and ensuring alignment with their 
needs, worldviews and cultural references is suggested as an effective 
way to both enable access and tackle inequalities in quality of care 
[37–40]. 

Research exploring the impact of AHP provided services on social 
determinants of health focuses on occupational therapy and the way it 
may enable access to housing and employment [41,48]. However, more 
evidence is needed to understand who is more or less likely to benefit 
from such interventions. Importantly, this review shows that social de
terminants of health influence the effectiveness of health promoting 
interventions rendering social determinants of health and their fair 
distribution as a strategic domain of action against health inequalities 
for AHPs regardless of their professional category. 

4.3. Strengths and limitations 

A major strength of the review is the broad view of AHPs and iden
tification of key patterns and principles in the data. The focus on 
breadth, rather than depth, allowed us to highlight the extent of the 
impact that AHPs can have on health inequalities through multiple 
pathways and levels of action. 

There are also some limitations. First, the review was not systematic 
and therefore, we may have missed important primary studies. How
ever, we are confident that by undertaking an additional broad grey 
literature search, seeking advice from experts in the field and co- 
designing the search with an experienced information scientist, we 
minimised the risk of missing key studies. Also, given that our review 
covered a broad range of international literature from high-income 
countries, 14 different groups of AHP and a broad range of target 
groups, it is likely that our results are not equally generalisable and 
transferrable across countries, AHPs and target groups. Finally, most of 
the reviewed studies were conducted before the Covid-19 pandemic and 
did not identify evidence regarding the role of AHPs and the range of 
interventions that could effectively address inequalities that have 
emerged during this period. Accounting for these limitations, we 
abstracted data to a transferable level to ensure relevance across a range 
of contexts, professional and target groups. Although, the definition of 
AHPs varies across countries, there is a consensus that the scope of AHPs 
practice encompasses the individual, household and community level 
and includes components that are relevant with health care adminis
tration. From this viewpoint, we consider that equitable access to ser
vices, inclusive professional practices, patient centred and culturally 
tailored services and a holistic approach that includes the social de
terminants of health are principles that are relevant in AHPs service 

Table 1 
Summary of included reviews (N = 36).  

Characteristics Number of 
reviews (%) 

Location(s) of included 
studies 

International 30 (83) 
US 5 (14) 
UK 1 (3) 

Review type Systematic 20 (56) 
Scoping 11 (31) 
Integrative 3 (8) 
Narrative 2 (6) 

Number of studies 
included 

<10 4 (11) 
10–30 18 (50) 
31–50 4 (11) 
51–100 6 (17) 
>100 4 (11) 

AHP groups in focus Mixed AHPs 11 (31) 
Occupational therapists 8 (22) 
Dietitians 5 (14) 
Radiographers 4 (11) 
Art or music therapists 4 (11) 
Physiotherapists 3 (8) 
Podiatrists 1 (3) 

Target population Mental health 6 (17) 
Ethnic minority groups 6 (17) 
Mixed disadvantaged 
populations 

5 (14) 

Rural populations 4 (11) 
People with disabilities 4 (11) 
People who are homeless 3 (8) 
Lower socio-economic groups 3 (8) 
Offenders or those at risk of 
offending 

1 (3) 

Sexual and gender minorities 1 (3) 
Autism 1 (3) 
Women 1 (3) 
Intimate partner abuse 1 (3) 

Focus of interventions Routine AHP services 28 (78) 
Health promotion 2 (6) 
Workforce intervention or 
placements 

2 (6) 

Telehealth 2 (6) 
Depression support specific 
interventions 

1 (3) 

Decision making 1 (3) 
Relevant outcomes 

reported 
Access and use of services 10 (28) 
Mental wellbeing 7 (19) 
Employment, employability and 
life skills 

5 (14) 

Inclusive care and implicit bias 4 (11) 
Diabetes outcomes 3 (8) 
Functioning or mobility 2 (6) 
Weight or dietary outcomes 2 (6) 
Recruitment of workforce 2 (6) 
Health promotion 1 (3)  
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delivery regardless of the specificities of national or professional 
context. 

4.4. Comparison with existing literature 

There are a few existing reviews and policy documents which 
examine the impact of AHPs on public health outcomes. Fowler-Davis 
and colleagues studied the contribution of AHPs to the wider public 
health workforce in 2017 which was updated in 2020 [43,44]. They 
identified two main areas of intervention, namely health inter
vention/public health and secondary prevention/health improvement. 
In contrast to our work, they did not identify interventions that could be 
categorised as addressing the social determinants of health. On the 
contrary a framework published in the UK in 2019 [49] highlights the 
potential impact of AHPs on public health and health inequalities 
through supporting the wider determinants and health protection. In 
this review, we found a few studies examining the wider determinants as 
described and we assume that evidence in this domain is currently 
emerging. 

4.5. Policy implications 

It is paramount that policy makers recognise the important role of 
AHPs in addressing health inequalities. Policy makers need to adopt a 
broader conceptual framing of inequalities that captures the breadth of 
inequalities in access to quality care and system factors and shifts away 
from narrow definitions (e.g., the life expectancy gap between socio- 
economic groups), which create a sense of fatalism and powerlessness 
among the AHP workforce. It is important that AHPs are enabled to 
identify connections between their roles with individuals and social 
determinants of health across the population (e.g., offering rehabilita
tion services to people with a traumatic brain injury enables recipients 
to return to work which in turn has an overall positive health impact that 
is likely to go beyond the individual). Policy makers should also ensure 
that AHP practice and national guidance is inclusive, encompassing the 
diversity of communities and populations. Finally, policy should adopt a 
multi-level perspective as interventions at the individual level can 
mitigate imbalances at the system level. For example, both workforce 
distribution and inclusive practice that emerged as system level factors 
affecting health inequalities are linked with interventions at the patient 
level and specifically with the provision of mobile services to groups 

who deal with increased geographical or transport barriers; and with the 
tailoring of services for the creation of an inclusive atmosphere that will 
improve marginalised patients’ experience. A framework for AHP pub
lished recently by King’s Fund offers guidance in these directions [50]. 

4.6. Future research 

Future research should seek to build the evidence base for specific 
inequalities for certain AHP and target groups, for example, reviewing 
the primary research for physiotherapy interventions which improve the 
quality of care for deprived groups and ethnic minorities. Second, to 
understand the range of impact of AHPs on inequalities in the social 
determinants of health, AHP research should include social outcomes (e. 
g., employment, housing, education) in addition to traditional 
biomedical ones. 

5. Conclusions 

Allied Health Professionals have an important role in addressing 
inequalities in health care and health outcomes. This is likely to call for 
action at different levels of health care systems: national, local systems, 
organisational and individual. Patient and organisation level actions 
should focus on ensuring equity of access and high-quality patient 
experience for disadvantaged groups and supporting the social de
terminants of health. System level actions should aim to ensure a fair 
workforce distribution and inclusive national practice guidance. 

Ethical approval 

This study is based exclusively on secondary data; hence, no ethical 
approval is necessary. 

Funding statement 

This work was commissioned and funded by Public Health England 
(via JF’s Honorary Academic Contract; Date of Agreement March 01, 
2021). 

Author contributions 

All authors contributed to the protocol and study design. JF led the 

Fig. 2. Map of evidence relating to how AHPs can impact health inequalities.  

A. Gkiouleka et al.                                                                                                                                                                                                                              



Public Health in Practice 3 (2022) 100269

6

project. IK led the development of the search strategy. AK, MA, OO, KvD 
were responsible for screening and data extraction. KT, RB, RS and ETM 
provided clinical expertise. JF is the guarantor of the work. 

Declaration of competing interest 

The authors declare that the research was conducted in the absence 
of any commercial or financial relationship that could be construed as a 
potential conflict of interest. 

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.puhip.2022.100269. 

References 

[1] G. McCartney, F. Popham, R. McMaster, A. Cumbers, DEfining Health and Health 
Inequalities,” Public Health, vol. 172, Elsevier B.V., 01-Jul-2019, pp. 22–30. 

[2] J. Ford, S. Sowden, J. Olivera, C. Bambra, A. Gimson, R. Aldridge, C. Brayne, 
Transforming health systems to reduce health inequalities, Future Healthc. J. 8 (2) 
(2021) e204. 

[3] Public Health Scotland, Fundamental Causes - Health Inequalities, 2021 [Online]. 
Available: http://www.healthscotland.scot/health-inequalities/fundamental-caus 
es. (Accessed 30 March 2021). 

[4] J.C. Phelan, B.G. Link, P. Tehranifar, Social conditions as fundamental causes of 
health inequalities: theory, evidence, and policy implications, J. Health Soc. Behav. 
51 (1_suppl) (Mar. 2010) S28–S40. 

[5] Health and Care Professions Council, A year in highlights 2019-20 [Online]. 
Available: https://www.hcpc-uk.org/about-us/insights-and-data/reports/a-year- 
in-highlights-2019-20/, 2020. (Accessed 30 March 2021). 

[6] General Osteopathic Council, Annual report and accounts, 20.” [Online]. Available: 
https://www.osteopathy.org.uk/news-and-resources/document-library/about-the 
-gosc/annual-report-and-accounts-2019-20/, 2019. (Accessed 22 April 2021). 

[7] S. Fowler Davis, P. Enderby, D. Harrop, L. Hindle, Mapping the contribution of 
Allied Health Professions to the wider public health workforce: a rapid review of 
evidence-based interventions, J. Public Health 39 (1) (Mar. 2017) 177–183. 

[8] S. Fowler Davis, et al., A rapid review and expert identification of the Allied Health 
Professions’ interventions as a contribution to public health outcomes, Public 
Health Pract. 2 (Nov. 2021), 100067. 

[9] A. Lowe, L. Campbell, B. Ramaswamy, H. Horobin, S. McLean, Does deprivation 
influence treatment outcome in physiotherapy? Phys. Ther. Rev. 19 (4) (Aug. 
2014) 225–233. 

[10] K. Hanna, F. Rowe, Orthoptic home visits for stroke survivors: results from a UK 
professional practice survey, Br. Ir. Orthopt. J. 15 (1) (Jun. 2019) 105–114. 

[11] N. Yam, A. Murphy, M. Thew, Occupational therapy for south asian older adults in 
the United Kingdom: cross-cultural issues, Br. J. Occup. Ther. 84 (2) (Feb. 2021) 
92–100. 

[12] T. Lorenc, M. Petticrew, V. Welch, P. Tugwell, What types of interventions generate 
inequalities? Evidence from systematic reviews, J. Epidemiol. Community Health 
67 (2) (Feb. 2013) 190–193. 

[13] M. Cruice, C. Woolf, A. Caute, K. Monnelly, S. Wilson, J. Marshall, Preliminary 
outcomes from a pilot study of personalised online supported conversation for 
participation intervention for people with Aphasia, Aphasiology (Jul. 2020) 1–25. 

[14] Cochrane, Cochrane Rapid Review (RR) Definition, 2020. 
[15] S.L. Prady, E.P. Uphoff, M. Power, S. Golder, Development and validation of a 

search filter to identify equity-focused studies: reducing the number needed to 
screen, BMC Med. Res. Methodol. 18 (1) (Dec. 2018) 106. 

[16] Scottish integrated guidelines network, “search filters [Online]. Available: htt 
ps://www.sign.ac.uk/what-we-do/methodology/search-filters/, 2020. (Accessed 
30 March 2021). 

[17] M. Ouzzani, H. Hammady, Z. Fedorowicz, A. Elmagarmid, Rayyan — a web and 
mobile app for systematic reviews, Syst. Rev. 5 (2016) 210, https://doi.org/ 
10.1186/s13643-016-0384-4. 

[18] B.J. Shea, et al., AMSTAR 2: a critical appraisal tool for systematic reviews that 
include randomised or non-randomised studies of healthcare interventions, or 
both, BMJ 358 (Sep. 2017) 4008. 

[19] I.N. Ackerman, L. Busija, Access to self-management education, conservative 
treatment and surgery for arthritis according to socioeconomic status,” Best 
Practice and Research: clinical Rheumatology, Best Pract. Res. Clin. Rheumatol. 26 
(5) (Oct-2012) 561–583. 

[20] L.E. Flores, M. Verduzco-Gutierrez, D. Molinares, J.K. Silver, Disparities in health 
care for hispanic patients in physical medicine and rehabilitation in the United 
States: a narrative review, Am. J. Phys. Med. Rehabil. 99 (4) (2020) 338–347. 

[21] R. Speyer, et al., Effects of telehealth by allied health professionals and nurses in 
rural and remote areas: a systematic review and meta-analysis, J. Rehabil. Med. 50 
(3) (2018) 225–235. 

[22] C. Camden, G. Pratte, F. Fallon, M. Couture, J. Berbari, M. Tousignant, Diversity of 
practices in telerehabilitation for children with disabilities and effective 
intervention characteristics: results from a systematic review, Disabil. Rehabil. 42 
(24) (2020) 3424–3436. 

[23] K. Dennis, et al., Rapid access palliative radiotherapy programmes, Clin. Oncol. 32 
(11) (2020) 704–712. 

[24] M.J. To, T.D. Brothers, C. Van Zoost, Foot conditions among homeless persons: a 
systematic review, PLoS One 11 (12) (2016), e0167463. 

[25] A.R. Dallman, J. Artis, L. Watson, S. Wright, Systematic review of disparities and 
differences in the access and use of allied health services amongst children with 
autism spectrum disorders, J. Autism Dev. Disord. 18 (18) (2020). 

[26] S. Vang, L.R. Margolies, L. Jandorf, Mobile mammography participation among 
medically underserved women: a systematic review, Prev. Chronic Dis. 15 (2018) 
E140. 

[27] M. Ikiugu, R. Nissen, C. Bellar, A. Maassen, P.K. Van, Clinical effectiveness of 
occupational therapy in mental health: a meta-analysis, Am. J. Occup. Ther. 71 (5) 
(2017), 7105100020 1–9. 

[28] L. Duffy, J. Adams, D. Sibbritt, D. Loxton, D. Mischoulon, Complementary and 
alternative medicine for victims of intimate partner abuse: a systematic review of 
use and efficacy, Evid. base Compl. Alternative Med. 2014 (2014), 963967. 

[29] M. D’Amico, L. Jaffe, J. Gardner, Evidence for interventions to improve and 
maintain occupational performance and participation for people with serious 
mental illness: a systematic review, Am. J. Occup. Ther. 72 (5) (2018), 
7205190020 1–720519002011. 

[30] S.J. Cherak, et al., Nutrition interventions in populations with mental health 
conditions: a scoping review, Appl. Physiol. Nutr. Metabol. 45 (7) (2020) 687–697. 

[31] C. Baker, L. Worrall, M. Rose, K. Hudson, B. Ryan, L. O’Byrne, A systematic review 
of rehabilitation interventions to prevent and treat depression in post-stroke 
aphasia, Disabil. Rehabil. 40 (16) (31-Jul-2018) 1870–1892. 

[32] J.L. King, J.L. Pomeranz, J.W. Merten, Nutrition interventions for people with 
disabilities: a scoping review, Disabil. Health J. 7 (2) (2014) 157–163. 

[33] R. Featherston, L.E. Downie, A.P. Vogel, K.L. Galvin, Decision making biases in the 
allied health professions: a systematic scoping review, PLoS One 15 (10) (2020) 15. 

[34] R. van de Venter, H. Hodgson, Strategies for inclusive medical imaging 
environments for sexual and gender minority patients and radiographers: an 
integrative literature review, J. Med. Imag. Radiat. Sci. 51 (4) (2020) S99–S106. 

[35] S. Nam, S.L. Janson, N.A. Stotts, C. Chesla, L. Kroon, Effect of culturally tailored 
diabetes education in ethnic minorities with type 2 diabetes: a meta-analysis, 
J. Cardiovasc. Nurs. 27 (6) (2012) 505–518. 

[36] M. Carolan-Olah, M. Duarte-Gardea, J. Lechuga, A systematic review of 
interventions for Hispanic women with or at risk of Gestational diabetes mellitus 
(GDM), Sex. Reprod. Healthc. 13 (2017) 14–22. 

[37] T. White, B.L. Beagan, Occupational therapy roles in an indigenous context: an 
integrative review, Can. J. Occup. Ther. 87 (3) (2020) 200–210. 

[38] K. Yoshikawa, B. Brady, M.A. Perry, H. Devan, Sociocultural factors influencing 
physiotherapy management in culturally and linguistically diverse people with 
persistent pain: a scoping review, Physiotherapy 107 (2020) 292–305. 

[39] H.A. Désiron, A. de Rijk, E. Van Hoof, P. Donceel, Occupational therapy and return 
to work: a systematic literature review, BMC Publ. Health 11 (1) (2011) 615. 

[40] M. Arbesman, D.W. Logsdon, Occupational therapy interventions for employment 
and education for adults with serious mental illness: a systematic review, Am. J. 
Occup. Ther. 65 (3) (01-May-2011) 238–246. American Occupational Therapy 
Association. 

[41] L. Roy, C. Vallee, B. Kirsh, C. Marshall, R. Marval, A. Low, Occupation-based 
practices and homelessness: a scoping review, Can. J. Occup. Ther. 84 (2) (2017) 
98–110. 

[42] C.A. Marshall, L. Boland, L.A. Westover, R. Isard, S.A. Gutman, A systematic review 
of occupational therapy interventions in the transition from homelessness, Scand. 
J. Occup. Ther. (1–17) (2020). 

[43] A. Moorcroft, N. Scarinci, C. Meyer, A systematic review of the barriers and 
facilitators to the provision and use of low-tech and unaided AAC systems for 
people with complex communication needs and their families, Disabil. Rehabil. 
Assist. Technol. 14 (7) (2019) 710–731. 

[44] S. Walsh, et al., The role of national policies to address rural allied health, nursing 
and dentistry workforce maldistribution, Med. J. Aust. 213 (2020) S18. 

[45] A. Moran, S. Nancarrow, C. Cosgrave, A. Griffith, R. Memery, What works, why and 
how? A scoping review and logic model of rural clinical placements for allied 
health students, BMC Health Serv. Res. 20 (1) (2020). N.PAG-N.PAG. 

[46] T. Rathbone, et al., Sex and gender considerations in low back pain clinical practice 
guidelines: a scoping review, BMJ Open Sport Exerc. Med. 6 (1) (2020), e000972. 

[47] A. Andermann, Taking action on the social determinants of health in clinical 
practice: a framework for health professionals, CMAJ (Can. Med. Assoc. J.) 188 
(17–18) (06-Dec-2016) E474–E483. Canadian Medical Association. 

[48] C. Hand, M. Law, M. McColl, Occupational therapy interventions for chronic 
diseases: a scoping review, Am. J. Occup. Ther. 65 (4) (2011) 428–436. 

[49] UK Allied Health, Professions public health strategic framework 2019-2024 
[Online]. Available: https://www.health-ni.gov.uk/publications/uk-allied-health- 
professions-public-health-strategic-framework-2019-2024, 2019. (Accessed 30 
March 2021). 

[50] D. Dougal, D. Buck, My role in tackling health inequalities: a framework for allied 
health professionals [Online], https://www.kingsfund.org.uk/publications/tacklin 
g-health-inequalities-framework-allied-health-professionals, 2021. 

A. Gkiouleka et al.                                                                                                                                                                                                                              

https://doi.org/10.1016/j.puhip.2022.100269
https://doi.org/10.1016/j.puhip.2022.100269
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref1
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref1
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref2
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref2
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref2
http://www.healthscotland.scot/health-inequalities/fundamental-causes
http://www.healthscotland.scot/health-inequalities/fundamental-causes
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref4
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref4
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref4
https://www.hcpc-uk.org/about-us/insights-and-data/reports/a-year-in-highlights-2019-20/
https://www.hcpc-uk.org/about-us/insights-and-data/reports/a-year-in-highlights-2019-20/
https://www.osteopathy.org.uk/news-and-resources/document-library/about-the-gosc/annual-report-and-accounts-2019-20/
https://www.osteopathy.org.uk/news-and-resources/document-library/about-the-gosc/annual-report-and-accounts-2019-20/
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref7
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref7
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref7
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref8
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref8
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref8
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref9
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref9
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref9
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref10
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref10
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref11
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref11
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref11
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref12
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref12
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref12
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref13
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref13
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref13
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref14
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref15
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref15
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref15
https://www.sign.ac.uk/what-we-do/methodology/search-filters/
https://www.sign.ac.uk/what-we-do/methodology/search-filters/
https://doi.org/10.1186/s13643-016-0384-4
https://doi.org/10.1186/s13643-016-0384-4
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref18
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref18
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref18
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref19
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref19
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref19
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref19
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref20
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref20
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref20
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref21
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref21
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref21
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref22
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref22
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref22
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref22
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref23
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref23
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref24
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref24
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref25
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref25
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref25
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref26
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref26
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref26
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref27
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref27
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref27
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref28
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref28
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref28
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref29
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref29
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref29
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref29
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref30
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref30
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref31
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref31
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref31
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref32
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref32
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref33
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref33
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref34
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref34
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref34
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref35
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref35
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref35
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref36
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref36
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref36
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref37
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref37
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref38
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref38
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref38
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref39
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref39
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref40
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref40
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref40
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref40
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref41
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref41
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref41
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref42
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref42
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref42
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref43
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref43
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref43
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref43
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref44
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref44
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref45
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref45
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref45
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref46
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref46
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref47
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref47
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref47
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref48
http://refhub.elsevier.com/S2666-5352(22)00045-3/sref48
https://www.health-ni.gov.uk/publications/uk-allied-health-professions-public-health-strategic-framework-2019-2024
https://www.health-ni.gov.uk/publications/uk-allied-health-professions-public-health-strategic-framework-2019-2024
https://www.kingsfund.org.uk/publications/tackling-health-inequalities-framework-allied-health-professionals
https://www.kingsfund.org.uk/publications/tackling-health-inequalities-framework-allied-health-professionals

	Allied health professionals: A promising ally in the work against health inequalities- A rapid review
	1 Introduction
	2 Methods
	2.1 Literature search

	3 Results
	3.1 Study characteristics and quality
	3.2 Themes
	3.2.1 Patient & organisational level
	3.2.1.1 Inequalities in access
	3.2.1.2 Quality of care: effectiveness
	3.2.1.3 Quality of care: patient experience and need for tailored services
	3.2.1.4 Social determinants of health

	3.2.2 System level
	3.2.2.1 Unequal workforce distribution and lack of inclusive clinical guidelines



	4 Discussion
	4.1 Statement of principle finding
	4.2 What the results mean
	4.3 Strengths and limitations
	4.4 Comparison with existing literature
	4.5 Policy implications
	4.6 Future research

	5 Conclusions
	Ethical approval
	Funding statement
	Author contributions
	Declaration of competing interest
	Appendix A Supplementary data
	References


