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Purpose: The pressure on professionals within the healthcare workforce is increasing due to staffing shortages, economic demands 
and changing care models. Through boundary work theories, our study explores how task-shifting in hand osteoarthritis (OA) care 
impacts the professional boundaries and division of labor between rheumatologists and occupational therapists (OTs) in Norwegian 
specialist healthcare.
Methodology: Seventeen semi-structured qualitative interviews were conducted at two hospitals in Norway. Participants included ten 
rheumatologists and five OTs. Data were analyzed using reflexive thematic analysis.
Results: The analysis resulted in three themes (1) Forms of responsibility and task transfers, (2) Circumventing the rules to ensure 
efficient practices and appropriate patient care, (3) Broadening and specializing; movement of professional demarcations. Overall, we 
found that medical tasks in hand OA care are increasingly delegated to, and adopted by, OTs, blurring the rheumatologist-OT 
boundary. Some of the task delegations skirted Norwegian legal boundaries, in efforts to streamline clinic operations. OTs expanded 
their scope of practice by adopting new tasks, whereas rheumatologist increased their specialist status by shedding unwanted tasks.
Conclusion: Task shifting between rheumatologists and OTs in hand OA care was characterized by boundary blurring activities. The 
results support a shift in hand OA management from rheumatologists to OTs.
Keywords: professional boundaries, boundary work, interprofessional collaboration, hand osteoarthritis

Introduction
Professional boundaries within the healthcare workforce face escalating pressures due to staffing shortages, economic 
demands and changing care models.1–4 Additionally, the pressure on existing healthcare systems is rising due to 
increased life expectancy, and an ageing population living with chronic conditions.5 To address these challenges, global 
trends emphasize a shift towards allied health professional-led care, involving the formal or informal delegation of tasks 
and responsibilities traditionally held by medical doctors (MDs) to other health professionals.6–10 This process is 
implemented at various levels within healthcare models, and is often referred to as task shifting.11

Task shifting involves the redistribution of tasks and responsibilities from one occupation to another and may be defined as the 
process of matching skills to changing needs and opportunities.11 (p1379) 

It is a strategy used to address health personnel shortages, optimize available resources and ensure that the most 
appropriate healthcare professional delivers the best and timeliest patient care.4,12 It additionally serves as a tool to create 
and improve workflow in everyday work.13
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Allied health professions have gradually expanded their scope of practice, often through task delegation and 
substitution from higher-ranking professionals such as MDs.8,14–16 Within rheumatology, task shifting between MDs 
and allied health professionals has been implemented and evaluated for various rheumatic conditions. One study explored 
physiotherapist-led care for patients with knee osteoarthritis (OA) entering specialist healthcare, where findings revealed 
no discernible differences in health-related quality of life between patients assessed by physiotherapists versus MDs.17 

Nurse-led care has been implemented for patients with rheumatoid arthritis and the results from a systematic review 
suggested that nurse-led care surpassed traditional physician-led care in accessibility and appropriateness.18 A systematic 
review and meta-analysis found that physical therapy delivered by either an occupational therapist (OT) or physiothera-
pist resulted in improvements of pain and functionality in patients with thumb base OA.19 Additionally, a review of 
rheumatologists’ role in hand OA management concluded that the quality of the care could be improved if rheumatol-
ogists referred patients with hand OA to OTs or physiotherapists more frequently.20 Thus, emerging evidence supports 
a shift in rheumatic care from MDs to allied health professionals.

The Current Study
The current study is nested within a larger project investigating task shifting between rheumatologists and OTs in hand 
OA care, where OTs conduct initial patient consultations.21 It complements the findings of a previous study,22 by 
exploring (1) how the division of tasks and responsibilities change between rheumatologists and OTs in Norway and (2) 
how task shifting influences the professional demarcations between rheumatologists and OTs.

Hand OA is a highly prevalent, chronic rheumatic joint disease23 common in people aged ≥50 years, and more 
frequently affecting women than men.24 It is considered a heterogeneous disease with multiple risk factors, but the exact 
cause and pathogenesis is currently unknown.25 Hand OA can cause substantial pain and physical disability, and there are 
currently no disease-modifying drugs available for the condition.26

The growing number of people living with hand OA places a significant socioeconomic burden on healthcare 
systems.27 Simultaneously, the rheumatology workforce faces a shortage of rheumatologists, exacerbating existing 
challenges,28,29 resulting in prolonged wait times, delayed surgeries and sub-optimal patient care. In Norwegian 
healthcare, patients with hand OA are typically referred from general practitioners (GPs) to rheumatologists, who further 
refer them to OTs in specialist healthcare. OTs play a crucial role in hand OA care as they provide recommended first- 
line conservative treatment, consisting of non-pharmacological interventions such as information, hand exercises, and the 
provision of assistive devices outlined in international guidelines of hand OA management.30

The Norwegian Health Personnel Act oversees the work of health professionals, without delineating responsibility for 
particular tasks and services among different professionals.31 An exception exists for “Matters concerning medicine” 
(section 4), where the primacy of MDs in making diagnosis and treatment decisions is made explicit, aligning with 
studies of medical dominance.32 Thus, the main task of rheumatologists is to confirm a diagnosis in ambiguous clinical 
cases and provide pharmacological therapy in limited instances.20 Besides this, they have little to offer compared to OTs. 
Nevertheless, many patients with already confirmed hand OA are referred to rheumatologists, contributing to bottlenecks 
and long wait times.33,34 Simultaneously, they may receive more appropriate care from OTs.30 A possible solution is task 
shifting from rheumatologists to OTs, where OTs are the primary assessors during the initial consultation in specialist 
healthcare.

Theoretical Framework
Significant literature exists that explores professional boundaries and boundary work in the social organization of 
healthcare.1,2,14,35–37 Boundaries are markers of difference which make for separation and exclusion.38 They establish 
order and classification systems for groups and individuals and can be structural, physical, social, mental, cognitive or 
symbolic39 and may vary in terms of flexibility and permeability.40 Professions are continuously subjected to external and 
internal forces that affect their demarcations. Such forces may be aimed at creating, maintaining, blurring or shifting 
boundaries, often called boundary work.35

The concept of boundary work was coined by Gieryn (1983) to describe how scholars used language to distinguish 
the demarcation between science and non-science.41 In healthcare, boundary work gained attention as a framework for 
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understanding how tasks and authority are upheld, contested and changed within healthcare systems.36 Thus, interprofes-
sional collaborations in healthcare may prompt professionals to engage in behaviors aimed at changing the boundaries 
between or within them.

Boundary work has its own motivations and implications, and can be grouped into categories; the most common 
being competitive and collaborative boundary work.42 Competitive professional boundary work is characterized by 
defending, contesting and creating boundaries, where the aim is to distinguish themselves from others. At its core, it is 
a mechanism for acquiring resources, power, social position and status.42 Collaborative boundary work, however, is 
characterized by burring or realigning boundaries to foster collaboration and facilitate effective accomplishment of 
everyday work. Here, boundary work tactics focus on connection and boundary realignment between groups.

Nancarrow and Borthwick (2005) developed 4 analytical terms to describe ways in which professional role 
boundaries may change; diversification, specialization, vertical and horizontal substitution. Diversification refers to the 
expansion of existing professional roles by adding new tasks or finding new ways to perform existing tasks. When novel 
therapies or medications are introduced, it requires healthcare professionals to adapt and integrate these advancements 
into their practice. Similarly, the implementation of innovative approaches and technologies in healthcare can catalyze 
the diversification of professional roles. For instance, the ownership and use of antibiotics by doctors expanded their 
professional roles and allowed them to claim additional responsibilities, thereby enhancing their autonomy and strength-
ening their profession.1,43 Conversely, specialization involves the:

adoption of an increasing level of expertise in a specific disciplinary area that is adopted by a select group of the profession and 
legitimized through the use of a specific title, membership or closed sub-group of the profession, and generally requires 
training.1 (p907) 

Specialization is embedded within the medical profession and is associated with higher levels of expertise. Examples 
include specialized doctors, such as rheumatologists and orthopedic surgeons.

Interdisciplinary changes may be analyzed as vertical and horizontal substitution. Vertical substitution refers to the 
delegation or adoption of tasks across disciplinary boundaries where the levels of training or expertise are not equivalent 
between workers.1 This can occur when tasks typically performed by one profession are delegated to other healthcare 
staff with lower levels of training. For example, nurses in some countries have gained prescribing rights, and thus 
perform a task traditionally owned by MDs. This often leads to higher status, and may even form a sub-specialty within 
their profession, yet often without increased formal reward and status.1 Horizontal substitution occurs

when providers with a similar level of training and expertise, but from different disciplinary backgrounds undertake roles that 
are normally the domain of another discipline 

,1 (p911) for example substitutions between OTs and physiotherapists. These theoretical underpinnings are used to inform 
our analysis of how task shifting may impact the professional boundaries between rheumatologists and OTs.

Methodology
Study Design and Setting
This qualitative study took place at two Norwegian hospitals in health regions with different care pathways for patients 
with hand OA. Hospital A had a traditional rheumatologist-led care pathway where patients referred for hand OA were 
seen by a rheumatologist. However, as part of a study trial,21 Hospital A also implemented a pilot OT-led care pathway in 
parallel to the rheumatologist-led care pathway. Hospital B had an OT-led care pathway, which was implemented in 
2012. All hand OA referrals that indicate a clear case of hand OA were sent directly to an OT, making OTs the primary 
assessors responsible for the initial consultation.

Research Team
The first author, SZ, is currently a PhD student with a health psychology background, and previous experience working 
within the field of behavior change and public health research. The co-authors are both professors with OT backgrounds. 
MF is also a sociologist. An international advisory board was consulted intermittently, comprised by researchers with 
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diverse professional backgrounds and experience working within the field of hand OA. Additionally, we included two 
patient research partners, who helped develop the interview guide, assessed the questions and topics for relevance, and 
provided feedback for improvements.

Participants and Recruitment
Fifteen participants were recruited through purposive sampling,44 facilitated by study coordinators at both hospital sites. 
After agreeing to participate, SZ contacted the participants with further study information and made interview arrange-
ments. See Table 1 for the distribution of participants per hospital. The majority of participants were female (n= 13), 
between 30 and 65 years of age and had over 20 years of experience working within the field of rheumatology. See 
Table 2 for relevant participant characteristics. Interviews lasted 90 minutes on average (range: 45–120 minutes).

Data Generation
Data were generated through individual semi-structured interviews, following a topic guide consisting of six broad topics 
to guide the conversations. Follow-up questions and prompts were included to ensure conversational flow, encourage 
reflections and provide thick descriptions. One master topic guide was developed with questions relevant to each 
professional group at each hospital site. The guide was tailored to include questions pertaining specifically to each 
profession’s practice to capture profession-specific knowledge. Context-specific questions were also included. The semi- 
structured interview guide was piloted with a rheumatologist and an OT; feedback was incorporated and used to amend 
the guide, enhancing relevance and clarity.

All interviews were conducted by the first author and originally planned as in-person interviews. Due to COVID-19 
restrictions, 11 interviews were conducted in person, one over the telephone and five via Zoom (2021). To ensure safe 
data handling, we used a recording app developed by the University of Oslo, which immediately encrypts audio files and 
transfers them to secure platforms for sensitive data storage in compliance with Norwegian privacy regulations. We used 
the concept of information power to guide our decisions about sample size and information adequacy.45 Information 
power is based on the study aim, participant specificity, use of established theory, dialogue quality and analysis strategy.45 

During the data analysis, the research team deemed that the information power criteria were not fully met in certain areas 

Table 1 Distribution of Participants per Hospital. Numbers 
in Brackets Refer to Follow-Up Interviews

Hospital A Hospital B Total

Rheumatologists 6 4 10
Occupational Therapists 3(1) 2(1) 5

Total 9 6 15

Table 2 Relevant Participant Characteristics

Rheumatologists Occupational Therapists

Gender
Male 2 –

Female 8 5
Age

Under 40 – 1

40–60 7 3
Over 60 3 1

Years of professional experience with hand OA

Under 5 – 1
5–20 3 2

20–40 7 2
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of the empirical material. To enhance information power and ensure adequate data for analysis, we included one 
additional rheumatologist from Hospital A and scheduled two follow-up interviews with one OT at each hospital. 
Following the inclusion of additional interviews, the information power was considered satisfactory, and informed our 
decision to stop at 17 interviews.

Data Analysis
The analysis was underpinned by critical realism,46 which combines a realist ontology – assuming there is something 
“real” to discover – with a relativistic epistemology,47 which reflects the belief that reality is unattainable in its purest 
form because our perception of it is inevitably shaped by social context, social positioning and language.48 The analyses 
were conducted using reflexive thematic analysis (RTA), outlined by Braun and Clarke,49 to report patterns of shared 
meaning within the data. They were primarily conducted independently by SZ, as RTA encourages a single-coder 
approach, but discussions with the research team regarding the results were held intermittently. The majority of inter-
views were transcribed manually and verbatim by SZ (one interview was transcribed by a research assistant, and follow- 
up interviews were transcribed automatically using Whisper software), allowing for a deep level of familiarization and 
immersion in the data from the outset.50 Following transcription, the data were read and re-read before the initial coding 
took place. The first round of coding was done inductively, where SZ developed a series of codes at both the semantic 
and latent levels. Last and first authors then discussed codes and interpretations and introduced relevant theories to 
enhance the analytical process, resulting in a second round of coding. Codes were grouped together, and initial themes 
consisting of patterns of shared meaning were generated. Finally, the themes were refined until they were considered 
adequate and representative of the data. Data structuring was completed in NVivo R1, 2020.

Ethical Considerations
The project was granted ethical approval by The Regional Committee for Medical and Health Research Ethics (case 
numbers 2017/742, 2020/8450), and the Norwegian Centre for Research Data (reference number 197320). We conducted 
the study in accordance with the Declaration of Helsinki. Participants were informed of the study objectives, and that 
they could withdraw at any point. Participants provided written consent, which included approval for the publication of 
their anonymized responses, and were assured of the confidentiality of their data. Throughout interactions with 
participants, SZ, as a PhD student, emphasized her background in health psychology and minimal experience with 
clinical work and hand OA. This clarification was aimed at ensuring participants understood that the research did not 
intend to evaluate their professional knowledge or abilities, but rather viewed them as experts in their professional fields.

Results
The qualitative analysis resulted in 3 themes: (1) forms of responsibility and task transfers – how interprofessional task 
shifting occurs between rheumatologists and OTs in hand OA care; (2) Circumventing the rules to ensure efficient 
practices and appropriate patient care- how task shifting sometimes leads to workarounds that contradict lawful 
practices within healthcare systems; (3) Broadening and specializing: movement of professional demarcations – how 
task shifting impacts the boundaries of the two professions.

Forms of Responsibility and Task Transfers
We found that OTs conducted several new, medically-related tasks previously outside their scope of practice, due to 
vertical delegation1 from rheumatologists. For example, our participants expressed how OTs have increased engagement 
with differential diagnostics, where OTs are more involved in identifying potential alternative conditions that might share 
similar symptoms with hand OA, especially when they are the primary assessors for this patient group:

It is my responsibility to filter out the ones that maybe have something else than hand osteoarthritis. I have uncovered people 
with psoriatic arthritis. It is pretty similar and not so easy to distinguish. (OT1B) 

Given that hand OA symptoms can overlap with several other diagnoses,51 our respondents highlight the importance for 
OTs to recognize and differentiate these conditions. OTs describe that they experience more complex hand OA 
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consultations, with an increased influx of patients with diffuse symptoms. As a response to this shift, OTs state that they 
changed the way they work; they are more meticulous and attentive in their patient consultations, to ensure differential 
diagnoses are not missed:

Things have actually become quite different. I don’t know if it has to do with the kinds of patients we see, or generally that we 
see more of not just osteoarthritis, but osteoarthritis plus other things. You think a bit more about what else it could be and 
examine them more thoroughly in a way. (OT3A) 

To do this, OTs highlight the importance of experiential knowledge:

It requires that you are versed in spotting differential diagnoses and able to set them apart from hand osteoarthritis if there is 
something different. (OT1B) 

This notion was echoed by rheumatologists:

They must have seen a lot of hands and a lot of hand osteoarthritis to pick out what’s not hand osteoarthritis, so it’s useful to 
have seen a lot of this for them to manage differential diagnostics. (RT4A) 

Despite informally delegating diagnostic work to OTs, rheumatologists were clear about their role as diagnosticians:

The occupational therapists have to be able to sniff out if there is something more or something else than osteoarthritis, but they 
can’t sniff out what. So that no, they cannot diagnose, but they can filter out the ones who need to come for a differential 
diagnostic assessment by a doctor. (RT4A) 

The rheumatologists viewed OTs as

sifters’ rather than diagnosticians, and considered diagnosing a key task within their own jurisdiction: ‘Our responsibility is first 
and foremost to make a diagnosis’ (RT2B). By clearly distinguishing themselves and positioning themselves above OTs in 
diagnostic work, they protect their position within the medical hierarchy,32 while acknowledging OTs 

ability to engage in some level of differential diagnostics.
OTs also discussed how they, through agreement with rheumatologists, had begun to inform patients about pharma-

cological therapies, particularly analgesics:

We give some information to patients about medicines now, and we haven’t really done that before. Previously, we asked them 
what they take, and said “this is something you have to discuss with your doctor”, but now, we have together with the 
rheumatologists agreed on what we can recommend. (OT1A) 

Moreover, one OT discussed how she even made drug recommendations to GPs in the patient case summaries she sent:

I allow myself to write to the GP that we have discussed pharmacological treatment and that Vimovo is considered the first 
choice in relation to hand osteoarthritis. I allow myself to write that so it’s kind of a request to the GP. I might move outside my 
area but at the same time it follows international guidelines, so I refer to them. (OT1B) 

Information about medical pain management was previously not within OTs’ scope of practice. The OT recognized that 
she crossed a disciplinary boundary, which made her particularly careful about supporting her recommendations with 
evidence-based practice.

At the time of interviewing, both hospitals ran injection clinics where patients with hand OA and joint inflammation 
could be referred. Traditionally, these referrals were exclusively done by MDs, as they require diagnostic evaluations and 
decision-making about medical treatment. Now, however, OTs were able to refer patients directly for corticosteroid 
injections without consulting a rheumatologist:

We are more free - the rheumatologists have said that we can refer patients to the injection clinic if we see the need for it, 
without discussing it with them. (OT2A) 

OTs simultaneously experienced high levels of trust from the rheumatologists, with one OT stating:
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They trust our assessments a lot. I think it has only happened once actually that my referral was stopped by a rheumatologist. 
(OT2B) 

These results indicate vertical substitution of several medical tasks and responsibilities from rheumatologists to OTs at 
both hospitals, where OTs now conduct tasks that traditionally belong within the rheumatologists’ jurisdiction.

Circumventing the Rules to Ensure Efficient Practices and Appropriate Patient Care
Some of the delegated tasks occasionally skirted Norwegian legal boundaries. This primarily occurred at Hospital A. In 
interviews, OTs at Hospital A expressed that they had permission to refer patients for diagnostic imaging without 
consulting a rheumatologist. Moreover, to authorize referrals, OTs made them in a rheumatologist’s name by using their 
credentials:

Yeah, with X-rays and things like that. We are allowed to just use the doctor’s name and ID; we just go in and get it. We have in 
a way gained authority from the doctor to do this…so we don’t need their signature. (OT2A) 

Traditionally, rheumatologists were responsible for authorizing diagnostic imaging because diagnostic judgment and risk 
assessment were needed regarding X-ray exposure. However, responsibility for these assessments was vertically 
delegated to OTs. In interviews, OTs discussed how it seemed counterintuitive that a rheumatologist who was uninvolved 
in the patient and their care, should make the referral:

We have a close collaboration, which makes them go ‘yeah but just refer in my name’ as opposed to a rheumatologist having to 
go in and refer without having seen the patient. (OT1A) 

This transfer of signature and approval was based on verbal agreement, as confirmed by a rheumatologist in discussions 
with SZ:

RT6A: The OTs often order X-rays on me, if they feel a need for it (…). We have an agreement on this. 

SZ: Is it a formalized agreement?
RT6A: No, we have only talked about it.
Although rheumatologists transfer the task of making diagnostic imaging referrals to OTs, they still hold medical 

responsibility because their credentials are necessary for task completion. Referrals cannot proceed without their sign-off, 
leading to OTs utilizing medical professional’s IDs. These workarounds contribute to the maintenance of a hierarchical 
structure within the healthcare system and highlight medical authority and dominance.

A similar example is the application for hand orthoses by OTs in a rheumatologist’s name. While OTs historically 
conducted this task, the attached administrative responsibility was vertically delegated. OTs at Hospital A report being 
permitted to prescribe these devices themselves, using doctors’ signatures:

They facilitate for us, so that we can complete the referral forms for orthopedic assistive devices because it’s just easier if we do 
it. (OT3A) 

Responsibility for the task shifted from rheumatologists to OTs, yet task completion still hinges on a rheumatologist’s 
credentials. OTs cannot finalize the task using their own signatures. Rheumatologists consider this practice inefficient, 
advocating for OTs to file the applications themselves using their own credentials:

Occupational therapists must also have the opportunity to prescribe orthopedic assistive devices, so that they don’t need to go 
via a doctor. We have sorted it here and allowed them to do it in some doctor’s name. It is ridiculous that they have to go back 
and we sign it. So that there is no delay. If they need a thumb orthosis or wrist orthosis or something, they are allowed to 
prescribe them. (RT1A) 

Thus, rheumatologists facilitate and employ workarounds that bypass official regulations to enhance patient care, 
streamline clinic operations and save time.

At Hospital B, the practices differed, and workarounds were not employed. One OT described these practices with 
dismay:
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I have to physically go to a doctor or send the application form with the internal post at the hospital. When I send it, I take the 
application form and put it in the doctor’s postal shelf. Then, they sign it. Then, they put it back in the shelf. Then, we pick it up 
and send it. It takes a lot of time. (OT2B) 

She highlighted that these patients are solely assessed by OTs, raising ethical questions about the requirement for 
a rheumatologist’s signature:

It requires a doctor’s signature. And that doctor has had nothing to do with the evaluation of the patient, had nothing to do with 
the evaluation of treatment and so on. (OT2B) 

She found it odd that tasks they are legally authorized to perform cannot be fully executed by them because the task’s 
administrative component disallows them to authorize applications for the necessary orthopedic device:

We are authorized by statutory legislation that we, occupational therapists, can fit orthoses. But we are not allowed to apply for 
them. So we have made progress now that it is a statutory regulation…but I think absolutely we should be able to apply for it. 
(OT2B) 

Furthermore, she described how such referral practices undermine their competence and autonomy, expressing a desire to 
use their own names to complete the task:

It would acknowledge our competence if we had the opportunity to sign these forms ourselves. (OT2B) 

The existing system governing referrals compels healthcare professionals to find workarounds for formal rules. These 
circumventions prioritize time management and optimal patient care. Allowing OTs to use rheumatologists’ signatures 
and IDs expedites procedures, unlike the standardized, more time-consuming process at Hospital B. The workarounds 
showcase a high level of trust in OTs’ competencies, fostering collaborative practices. However, this practice still 
showcases the status and power of rheumatologists, given that their credentials remain pivotal for task completion.

Broadening and Specializing: Movement of Professional Demarcations
The analysis indicates that task and responsibility shifts affected the professional boundaries of rheumatologists and OTs. 
Delegations from rheumatologists to OTs expanded OT’s scope of practice and widened their professional boundaries:

I think maybe we have in a way become broader and better at seeing…not just walking around with our hand osteoarthritis 
glasses on but that we think about what else it can be. (OT3A) 

OTs at both hospitals consistently viewed the broadening of their role favorably. An OT at Hospital B described the shift 
as: “a very exciting challenge” (OT1B). Another OT described a sense of accomplishment when they managed to 
successfully identify differential diagnoses as part of their expanded role:

And it’s kind of weird to say, but I was satisfied when I managed to catch that ‘there is something else here’ and then it turned 
out that the patient actually had something else. There was one that had hemochromatosis and one that had rheumatoid arthritis 
that had not been discovered. (OT1A) 

OTs described how working outside their traditional scope of practice using different methods to piece together the 
clinical picture as professionally stimulating, especially when they adopted more investigative tasks:

It’s kind of cool when you find stuff out. If there are things that aren’t quite clear, like what causes the symptoms, that you 
assess both with x-rays and that you manage to unravel what the problems actually are. (OT3A) 

Being able to master the responsibility that came with extended roles increased OTs’ confidence in themselves, which 
was viewed as imperative when conducting the first consultation.

It is reassuring that you actually manage … not that you manage to diagnose, but that you are able to catch if there is something 
else because that’s kind of what we have to be confident that we manage to do. (OT1A) 
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Although the extended professional role was positively viewed, one OT expressed feelings of anxiousness, which 
accompanied the added responsibility of being the first point of contact for this patient group. In addition to being 
responsible for primary hand OA management, they also acted as “gatekeepers” to further treatment:

It was scary for me when I started taking over the patients who were originally referred to a rheumatologist … it’s 
a responsibility you receive when you have to sit there and actually assess whether or not the patient needs to see a doctor, 
and what you advise them to do. (OT2B) 

To further extend their professional roles, OTs reported a wish to enhance their competence by incorporating technology 
such as ultrasound into their scope of practice:

I think it would be an advantage if we could use ultrasound to almost screen if you have a patient and you’re wondering ‘hmm, 
is there any inflammation here?’ (OT1A) 

With their increase in diagnostic and evaluative work, OTs consider ultrasound to be an important tool. They consider 
rheumatologists to be privileged in their consultations compared to them, due to their ability to use ultrasound:

When doing an assessment, rheumatologists have an advantage because they use ultrasound, so they have the opportunity to 
look inside the joints. (OT1A) 

However, they were very clear about the distinction of usage, as they emphasized that they were not using ultrasound the 
same way as doctors:

The rheumatologists use it for diagnosing. I shall not diagnose, but I have to be able to screen the patients and then call on 
a rheumatologist. (OT1A) 

OTs assert that diagnostic work remains the domain of medical doctors. Despite the broadening of their professional 
boundaries, they are cautious about encroaching excessively on MDs task area: “It is still the doctor who. yeah, they are 
doctors and we are occupational therapists” (OT1A).

An important aspect of the extended OT role was clarification of professional roles to the patient. With OTs as 
primary assessors, they expressed that they intentionally spent time with patients explaining the referral: “We have to 
start the consultation a bit differently, and explain to them why they are seen by an OT and not a doctor” (OT2B). OTs 
stressed the importance of providing clarification at the beginning of the consultation because it set the tone for the 
interaction. Some incidents were reported where patients had expressed confusion or frustration about being seen by an 
OT when they were initially expecting to see a rheumatologist:

Because we can’t deny that there are quite a few patients when they are referred to a rheumatologist, and then they come to us, 
that they can be a bit dissatisfied with that. And it’s pretty obvious when they come in and say, ‘I expect to see a doctor when 
I am referred to a doctor, so I don’t understand what I am doing here.’ That’s a pretty common sentence that we hear pretty 
often. (OT2B) 

This was described as is an important aspect of reconfigured role boundaries. Transparency of the referral process, and 
managing patient expectations starting at the GP level, was considered pivotal.

The professional demarcation of the rheumatologists changed differently. While the OTs expanded and broadened 
their scope of practice, rheumatologists increasingly specialized due to vertical delegation of certain tasks. They 
narrowed down their scope of practice, but retained tasks considered to be of higher status. These tasks were profession- 
specific and required the use of medicine and medical interventions to treat medical problems, such as administering 
corticosteroid injections and using ultrasound to diagnose patients. By retaining tasks only they could perform based on 
their training and expertise, they enhanced their specialist status. Because they lacked a medical solution or treatment for 
hand OA, they felt limited in what they could offer this patient group:

If you see it from our point of view, there is very little to do about hand osteoarthritis. We may give a corticosteroid injection if 
it is inflamed. (RT2A) 
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Making a diagnosis was reported to be their main responsibility:

I think my biggest contribution is diagnosing, and then I, as a rheumatologist, don’t have anything further to contribute with in 
terms of treatment. (RT3A) 

In cases where the diagnosis was unclear, rheumatologists perceived it as their responsibility to clarify this and arrive at 
the correct diagnosis:

My biggest task is differential diagnosis, confirm the diagnosis and give advice and information. (RT4A) 

Rheumatologists explained that the lack of pharmacological treatment for osteoarthritis supported their wish to vertically 
delegate tasks related to hand OA to other health professionals and utilize their time elsewhere, preferably on conditions 
that could be medically managed: “Because there is no solution and we can’t solve osteoarthritis the same way we can 
solve rheumatoid arthritis” (RT1A). Due to lack of medical treatment for hand OA, tasks related to this diagnosis were 
described as boring and unattractive:

Nothing works for hand OA. And it’s extremely uninspiring to evaluate whether NSAIDs or paracetamol gives the same bad 
effect. (RT1A) 

They explained that, until pharmacological treatment potentially becomes available for hand OA, they fail to see the 
benefit of their involvement with these patients. If, however, new pharmacological treatment becomes available, they 
wish to reinstate themselves in hand OA care:

But like I said, things can change if we suddenly get a medicine that works, because then us doctors have to join … But as long 
as we don’t have that, it’s okay the way it is. (RT2B) 

Rheumatologists felt that they were the incorrect professionals to care for patients with hand OA. They discussed that 
treatment recommendations in international guidelines match the expertise of OTs, who they claimed were better suited 
to care for this patient group:

They know a lot better than us what exists of assistive devices and what can help the patients in their daily life to achieve good 
physical functioning. They don’t need to come to a medical specialist, they don’t need it. They don’t need to be referred to us. 
(RT1A) 

Rheumatologists at hospital B reported that their capacity had increased following the implementation of the OT-led care 
pathway, contributing to reduced wait times. They also had more time to spend on other patient groups, who needed their 
expertise more:

We’ve stopped seeing the least ill patients. And then we can concentrate more on seeing the sickest patients, which is sensible. 
(RT3B) 

By delegating the tasks and responsibilities associated with this patient group to OTs, they increase their specialist status 
by retaining tasks only they can perform. They advocated for more time to be spent treating patients who they believe fit 
into their scope of medical practice. Thus, the tasks that remain within rheumatologists’ jurisdiction became more 
specialized as their non-pharmacological tasks decreased. By vertically delegating these tasks, they enhanced their 
position as specialists.

Discussion
This study aimed to explore how the division of tasks change between Norwegian rheumatologists and OTs in hand OA 
care and how task shifting influences professional boundaries between the two occupational groups. We employed the 
concept of boundary work to guide our analysis. Our results showed changes in professional boundaries. 
Interprofessional changes occurred through vertical substitution, where certain tasks traditionally performed by rheuma-
tologists were delegated to OTs, blurring the rheumatologist–OT boundary. Intraprofessional changes occurred as 
a consequence of these delegations, where the demarcations of the professional boundaries moved. OTs’ professional 
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roles expanded and became diversified when adopting medical tasks. Rheumatologists’ boundaries became narrower but 
more specialized by relinquishing unwanted tasks.

Blurred Boundaries and Collaborative Boundary Work
Our results indicate that task shifting in this particular context facilitates interprofessional collaborative boundary work.35 

According to Langley et al, collaborative boundary work is characterized by people realigning the boundaries separating them 
to facilitate collaboration.42 In our study, rheumatologists delegated several tasks traditionally within their jurisdiction – 
including work related to differential diagnostics, referrals to injection clinics, diagnostic imaging referrals and orthopedic 
assistive device prescriptions – to OTs to ensure appropriate and timely patient care and streamline clinic operations.1 The 
boundaries between OTs and rheumatologists were downplayed by renegotiating the borders surrounding these tasks.22

Although there is a clear shift in tasks between rheumatologists and OTs, symbolic boundaries remain, which uphold 
rheumatologists position within the healthcare hierarchy.38 According to Lamont et al, symbolic boundaries have a key 
role in the creation of inequality and power.52 In our study, this was showcased by OTs inability to perform certain tasks 
in their own names. Rheumatologists credentials operated as the “activating agents” for certain tasks, specifically 
referrals, which emphasizes rheumatologists’ higher status and authority. The referral process initiated by a medical 
doctor’s identification is crucial for OTs to perform tasks within their expanded roles, highlighting the continued 
perception of MDs as the primary authority figures, despite the delegation of medical tasks. These symbolic boundaries 
may have implications for the autonomy of OTs. Our results suggest that OTs experience discrediting of their competence 
when they are unable to complete task such as orthotics prescriptions in their own names. This aligns with findings from 
a review of professional autonomy among physiotherapists, who reported restrictions on decision-making and practice 
due to medical interference and dominance.53 Awareness of the symbolic boundaries and power differentials is important 
to promote collaborative work in patient-centered care. By acknowledging symbolic boundaries, healthcare systems can 
work towards a more integrated and cohesive approach.

Our analysis indicates that rheumatologists delegate tasks and responsibilities related to hand OA for several reasons. 
First, they reported that patients could receive better care from OTs who possess specialized knowledge within this field. 
Second, rheumatologists acknowledged that they lacked a therapeutic solution for hand OA. Additionally, they men-
tioned that hand OA was an uninspiring condition to work with. This aligns with Hughes’ (1958) concept of “dirty work” 
where high-status professionals, such as rheumatologists, retain the most desirable work, delegating the less desirable 
work to other professionals of a lower status.54 In this case, the tasks related to hand OA management were considered 
low-status and superfluous to their professional role.

The perception of hand OA as a low-status condition may also contribute to the willingness of rheumatologists to 
secede much of their responsibility with this patient group. Chronic conditions without available pharmacological 
therapies often fail to reach a high enough status to be of sufficient interest to specialized doctors. Album and 
Westin’s (2008) study on prestige hierarchies of diseases, found that chronic conditions without visible or available 
treatment options, along with elderly patients, ranked lowest in terms of status among physicians and medical students.55 

In our data one rheumatologist discussed how they would be reinstating their involvement if pharmacological treatment 
modalities became available. This suggests that the hand OA patients regain their attractiveness when pharmacological 
modalities exist, and thus the tasks surrounding their care are redefined.

Despite the absence of manifest competition, the results show that doctors retain tasks associated with higher status. 
According to Currie et al, the professional elite retain their power and status by delegating routine tasks to other health 
professionals. It was argued by the rheumatologists that the tasks surrounding hand OA care are low-skilled and require 
little expertise. Although rheumatologists are already considered specialist medical doctors, they adopted an increasing 
level of expertise by delegating tasks within their jurisdiction that were solvable by another professional group.

Circumventions and Workarounds
A significant finding in our study is that vertical substitution of tasks sometimes leads to workarounds that circumvent formal 
rules and regulations. To ensure effective operations and resource use, health professionals apply workarounds, which 
involves improvising within the existing work system to overcome obstacles or achieve desired goals.56 According to 
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Abbott (1988), professionals who work together within organizations often adapt to the specific demands of their specific 
workplace, in order to ensure worksite flow.13 This means that professional boundaries often dissipate, especially in 
overworked worksites, such as the hospital. Thus, sub-ordinate professionals learn a “craft version” of a given profession’s 
knowledge system, via knowledge transfers on the job.13 This is also referred to as workplace assimilation. In this study, OTs 
used a doctor’s signature to authorize referrals for diagnostic imaging to support their work in differential diagnostics and 
disease monitoring. However, in Norway, medical radiation is strictly regulated by the Health Personnel Act and the 
Norwegian Radiation and Nuclear Safety Authority, and only a few professional groups are legally allowed to refer patients 
for diagnostic imaging; OTs are not one of them. This raises concerns about OTs making medical judgments without proper 
training and formal qualifications, as well as the potential risks of overuse of diagnostic imaging. Recent studies have 
documented an exponential growth rate for X-ray examinations, causing concern about the potential harm caused by exposure 
to X-ray irradiation.57 Moreover, one study found a medical overuse of diagnostic imaging in rheumatology practices58 

specifically, further highlighting the need for discussions about this type of task shifting.
A Swedish study aimed to formalize such practices by evaluating an extended physiotherapist role, where phy-

siotherapists in primary care referred patients with musculoskeletal disorders for plain X-rays.59 They found that all the 
referrals were of good quality according to basic quality criteria and concluded that physiotherapists’ extended role was 
safe and feasible. Importantly, as part of formalizing and implementing this procedure, the researchers provided a one- 
day training program to physiotherapists within the study, ensuring the acquisition of required knowledge before 
allowing them to make x-ray referrals. The program consisted of education about radiation physics, the x-ray examina-
tion, and how to write referrals. In our context, however, such formalized procedures and training practices were absent, 
making it difficult to judge the safety and appropriateness of X-ray referrals. Moreover, the referrals were conducted 
using a rheumatologist’s credentials in their absence. Credential sharing however, is not uncommon, with one study 
documenting high prevalence of credential access-sharing in healthcare, especially when accessing electronic medical 
records.60 OTs are expected to provide relevant and efficient patient care, which may create conflict between their duty 
towards high-quality, timely patient care and their obligation to meet security regulations. This conflict creates a need for 
them to be granted privileges currently ungranted to them, leading to rule circumventions.

Shifting boundaries and enhancing the OTs roles made it easier and less time-consuming to complete certain tasks, such as 
ordering X-rays and applying for orthopedic assistive devices, enabling collaborations to increase efficiency.14 The health 
professionals were clear about this being a time-saving strategy. In this instance, boundary blurring facilitated workarounds, as 
informal agreements circumventing the rules were made by rheumatologists and OTs. Circumventions, however, may lead to 
security breaches and misuse of sensitive patient data. Policy changes may be needed to better regulate credential sharing and 
afford access to a broader group of health professionals to ensure the security of electronic medical records.

Increasing awareness of how and what processes are worked around in this context permits the reconfiguration of 
these processes to resolve gaps.61 For the authorities, task shifting is a tool to enhance efficiency in line with new public 
management strategies14 and as task shifting continues to gain prominence and become increasingly implemented within 
healthcare systems, it is crucial that policy makers are aware of potential pitfalls. The blurring of professional boundaries 
and the informal agreements that lead to rule circumvention need to be addressed in policy design. With task shifting 
becoming increasingly common in healthcare systems, policies could aim to resolve breaches, ensure safety and 
appropriateness of care, and maintain regulatory compliance.

Clinical Implications
The study’s findings have several implications for clinical practice in hand OA care. With OTs adopting an expanded 
role, there is a clear need for adequate training and support to equip them with the skills and technologies required for 
tasks traditionally performed by rheumatologists. The study also brings attention to ethical and legal considerations 
arising from workarounds, such as the use of rheumatologists’ credentials by OTs, raising concerns around legal liability, 
and patient safety. While task shifting can enhance clinical efficiency, robust systems and clear guidelines must be in 
place to manage task delegation, promoting professional integrity and patient care without compromising regulatory 
adherence.
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Strengths & Limitations
Our study design and theoretical stance allowed us to gain a deep and comprehensive understanding of the task shifting 
practices of rheumatologists and OTs in hand OA management. We strived to provide a detailed analysis and thick 
descriptions of our data to enhance transferability of the results.62 However, there are some limitations. The data obtained 
in this study stems from individual interviews at the workplace level. Focus group interviews might have offered 
interesting interactional insights into boundary work dynamics within interprofessional teams. However, we chose 
individual interviews, primarily due to possible power disparities between rheumatologists and OTs, which could hamper 
conversational flow within possible focus groups.63 We also believe that interviewing representatives of the professional 
association might have offered important supplementary information. In addition, observational data might have 
strengthened our holistic understanding of the boundary work that occurred between rheumatologists and OTs.

Future Directions
Future research may address the limitations presented above by including focus group interviews, observation and key 
informants such as professional representatives.

We also need future studies that explore how the political and organizational contexts of referral systems uphold task 
shifting barriers and how professional hierarchies create demarcations and hindrances for safe and effective care. As the 
study showed that OTs welcomed the expansion of their professional roles, further research may also explore how such 
role expansions impact job satisfaction and retention among OTs across different hospitals or regions. In addition, 
a comparative study across different healthcare systems could provide valuable insights into how task shifting and 
boundary-blurring activities are managed in different cultural and regulatory contexts. In this particular study, the 
professionals involved in the task-shifting in care of hand OA patients were rheumatologists and OTs. We do however 
recognize that task-shifting to other health professionals, such as physiotherapists may be relevant in other countries. 
Lastly, future research may investigate how policy changes can effectively regulate and support task shifting without 
compromising the quality of healthcare or creating undue burdens on health professionals.

Conclusion
In this article, we have shown how task shifting takes the form of collaborative boundary work between OTs and 
rheumatologists in hand OA care at the workplace level in two Norwegian hospitals, supporting a shift in hand OA care 
from rheumatologists to OTs. Collaborative boundary work was characterized by boundary-blurring activities,42 denoted 
by vertical substitution of tasks within the rheumatologist’s jurisdiction to OTs, in turn affecting their professional 
boundaries. OTs adopting tasks that belong within rheumatologists’ jurisdiction expanded their professional role, and was 
positively viewed by both OTs and rheumatologists. Rheumatologists relinquished tasks related to hand OA care, as they 
viewed them as uninteresting and beneath their level of expertise. However, some of the delegated tasks still required 
their credentials for task completion, which prompted professionals to engage in rule-circumventing workarounds. This 
upholds the authority and power of medical elites, whilst simultaneously streamlining clinic operations.

This study offers insight into the processes that occur when the healthcare workforce is reconfigured. Importantly, it 
demonstrates how task shifting may force health professionals to engage in workarounds that circumvent rules and regulations 
at the workplace level. We need future studies that explore how the political and organizational contexts of referral systems 
uphold task shifting barriers and how professional hierarchies create demarcations and hindrances for safe and effective care.
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