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Abstract: 

Aim: To describe the activities nurses perceived to be delegable to other staff (delegable 

activities) in order to estimate the time nurses spend on delegable activities and explore nurses’ 

reasons for not delegating these activities. 

Design: Mixed-methods explanatory sequential. 

Methods: 236 nurses from 27 medical and surgical wards of five hospitals in northern Italy 

completed a web-based survey during a single shift between June/July 2022. Minutes spent on 

delegable activities, staff member to whom participants could have delegated, and reason(s) for 

not delegating were reported. Chief nurses provided specific wards’ characteristics using a 

paper-and-pencil questionnaire. Twenty semi-structured interviews were conducted to explore 

delegable activities and reasons for not delegating. Quantitative and qualitative results were 

merged using joint displays. 

Results: Participants spent approximately one-quarter of their time performing delegable 

activities, mainly delegable to nurse aides or nurse clerks, and performed due to a lack/shortage 

of staff or their concurrent participation in other activities. Participants recognised that activities 
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requiring clinical assessment and decision-making skills cannot be delegated, whereas technical 

activities and indirect care should be delegated. Organisational, structural, and cultural factors, 

as well as patient characteristics, available staff, and experience affected delegation, leading 

nurses to perform delegable activities to ensure patient care. 

Conclusion: Nurses spend a considerable part of their time on delegable activities due to a lack 

of staff or support services and suboptimal organisation, which could be addressed by optimal 

staff management, but also to the complexity of the contexts, including individual and cultural 

factors that should be addressed through policy interventions.  

Impact: This study estimates the time nurses spend on delegable activities in acute care settings. 

Our findings highlighted the reasons that sustain the decision not to delegate that policymakers, 

healthcare managers, and nurse educators should consider to promote nurses’ delegation skills. 

Reporting methods: MMR checklist. 

Patient/Public Contribution: None. 

Keywords: 

Acute care, Nurse, Unlicensed nursing workers, Delegation, Mixed-methods. 

 

What does this paper contribute to the wider global clinical community? 

- This is the first study to measure the time that nurses spend on activities they perceived outside 

their scope of practice but are unable to delegate; time that could be spent on activities they 

consider within their scope of practice. 

- Nurses felt that they were often used transversally between roles to cover the shortcomings of 

the system, highlighting organisational, cultural, and personal difficulties that limited their 

ability to delegate activities to other staff. 

- Given the tendency of healthcare systems to employ a growing number of unlicensed nursing 

workers and foreign-educated workers, interventions should be implemented at an 

organisational and educational level to facilitate nurses’ ability to delegate appropriate tasks. 
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1. Introduction 

 Nurses are essential for patient care, disease prevention, and health promotion within 

hospital and community care facilities (1). The global shortage of nurses, together with an 

increase in life expectancy and the prevalence of chronic diseases, has progressively increased 

the pressure on national healthcare systems; pressure that has been further worsened by the 

COVID-19 pandemic, threatening the adequacy and safety of care (2). The World Health 

Organisation estimated that 9 million nurses and midwives would be needed by 2030 to 

replenish the workforce (3). Italy has a shortage of about 60,000 nurses, and this number could 

grow given recent legislation that aims to increase the use of nurse-led community care 

facilities, and staff them by transferring nurses from hospitals, which could reduce resources in 

acute care units (4). Considering the annual number of graduating and retiring nurses (5), it 

would take a decade for the Italian Healthcare System to bridge this deficit. 

 Unlicensed nursing workers (also known as healthcare assistants, nurse aides, or 

assistants-in-nursing (6,7)) represent one solution to support the nursing workforce and limit 

healthcare costs (6,8). These workers can perform direct care activities (e.g., bathing, dressing, 

mobilising, feeding, and monitoring signs and symptoms) and indirect care activities (e.g., 

making beds or housekeeping, transporting patients and or supplies, and administrative 

duties)(9,10). Depending on local regulations, unlicensed nursing workers can perform more 

complex tasks, such as administering medication or simple wound dressing (9,11). Other 

countries, like Italy, have no strict regulations regarding the activities unlicensed nursing 
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workers can perform, so activities tend to overlap: nurses perform activities outside their scope 

of practice (12,13), and unlicensed nursing workers perform activities that border on the nursing 

scope of practice (14).  

2. Background  

 Despite the shortages, nurses’ attitudes toward delegation are poor. This increases the 

risk of misunderstanding in nurses’ scope of practice, job dissatisfaction, and burnout, and it 

ultimately could threaten patient safety (15,16). Delegation is the process of giving an activity 

for which one is responsible to another party, who takes the responsibility for completing the 

activity appropriately (6). In acute care, nurses most commonly delegate tasks themselves, i.e., 

direct delegation. In settings with higher staffing levels, several activities may also be delegated 

by default or internal policy, i.e., indirect delegation (17). Professional responsibility and 

accountability also belongs to the delegating party, who must personally ensure that the activity 

is completed as expected (18). To delegate safely, one must take into account the nature of the 

activity, environmental circumstances, patient characteristics, appropriate supervision, and 

effective communication (19).  

 Although healthcare policy-makers have shown increasing interest in delegation by 

nurses as a way to address the nursing shortage, current studies that focus on such delegation 

in acute care settings are still scarce (6). A recent Australian mixed-methods study on the 

delegation of tasks by nurses to unlicensed nursing workers in a tertiary teaching hospital 

focused on nursing attitudes and risk perception, not the contextual factors that influence 

delegation (15). Moreover, previous studies explored the impact of increasing non-nursing staff 

on nursing-sensitive outcomes (20) and hours of care provided (21), rather than describing the 

activities that nurses could delegate to other staff. From a healthcare organisation perspective, 

it is crucial to gain a deeper insight into the time nurses spend on activities that could be 

performed by other staff (22), especially given the increased time nurses spend on such 

activities. In the acute care wards, nurses are not usually expected to provide intensive care or 
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perform high-level technological tasks, so some of their non-complex tasks could be delegated 

to other staff. However, the demand to respond to complex patient needs and the higher 

patient:staff ratio in acute care wards means that sometimes nurses still perform delegable 

activities. Furthermore, since there is consensus that acute care wards are complex systems that 

can be made even more complex by their context (21,23), a deeper exploration of contextual 

factors, the parties to whom nurses would delegate if they could, and nurses’ reasons for 

performing delegable activities is warranted.  

 Understanding which activities nurses perceive to be delegable would be valuable in 

contexts in which activities performed by unlicensed nursing workers are standardised. 

Furthermore, knowledge of the time nurses spend on delegable activities could help adjust 

models of care and work organisation, which would ensure adequate quality of care, patient 

safety, and consistent use of resources (24). Lastly, nursing managers may benefit from 

knowing nurses’ reasons for performing delegable activities, as with this knowledge, they could 

target their recruiting and better allocate staff to limit nurses’ workload. 

3. The study  

Aims 

 This study described the activities nurses perceived to be delegable to other staff in order 

to estimate the time nurses spend on delegable activities and explore nurses’ reasons for not 

delegating these activities. 

4. Methods 

4.1 Design 

 The study followed a mixed-methods, explanatory sequential design (Figure 1), reported 

following the checklist for Mixed Methods Research (MMR) Manuscript Preparation and 

Review (25). In the quantitative phase, the time nurses spent on delegable activities in a single 

shift was assessed, and to whom they would have delegated these activities if they could. The 

subsequent qualitative phase explored the reasons nurses provided for not delegating these 
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activities. A mixed-methods approach was chosen to achieve a deeper understanding of the 

subject matter, by which qualitative data collection and analysis further refined and clarified 

the quantitative findings by explaining organisational culture and habits. Mixed-methods 

studies are straightforward and allow for the in-depth exploration of quantitative findings, 

especially when they are rooted in an underlying culture (26,27).  

4.2 Study Setting  

 All 33 medical and surgical wards (i.e., acute care wards) of five hospitals (bed capacity 

150-922) with different characteristics (i.e., publicly-funded or private, teaching or not-

teaching, urban or suburban) in the Piedmont Region of Italy were invited to participate. 

Piedmont is the second largest of Italy’s 20 regions in terms of surface area (25,300 square 

kilometres) and the seventh most populous (4.3 million inhabitants in 2019). Considering the 

Italian context, in this study unlicensed nursing workers were defined as nurse aides, who 

performed care activities, or nurse clerks, who performed administrative activities. 

4.3 Procedure and Overall Sample  

 Data collection occurred between June and July 2022. Twenty-seven wards (14 medical 

and 13 surgical) accepted to participate in the study and chief nurses completed a paper-and-

pencil questionnaire which collected the organisational characteristics of their ward, including 

the number of full- and part-time nurses and nurse aides, monthly overtime hours, number of 

beds, the presence of multispecialty or ICU beds, the percentage of patients admitted from their 

hospital’s ED, and the percentage of elderly patients (over 85 years old) admitted in the last 3 

months. Chief nurses were also asked to report the availability of transport and cleaning services 

(support services), the number of additional staff they would need to work at expected 

standards, the care model applied (functional, team, or primary nursing (28)) during each shift 

(morning, afternoon, night), and their rating of the ward’s organisational climate (from 0, 

horrible, to 10, excellent). A final, open-ended question asked them to provide any additional 

details. 
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 For each of the participating wards, two index days, one on a weekday (Monday-Friday) 

and one on a weekend, were scheduled in collaboration with the chief nurse. The morning, 

afternoon, and night shifts on the index days, each lasting 8 hours, were included. The chief 

nurse provided a list of all nurses who worked on the index days (n=320).  

4.4 Quantitative Sample and Data Collection 

 All nurses working in the 27 wards during the index days (n=320) were invited through 

their institutional email address, regardless of their experience, part-/full-time status, or 

contract. The invitation included a link to an online survey, which nurses were asked to 

complete during the observed shift. In total, 248 (77%) nurses started the survey, 236 of them 

were included in the final quantitative analytical sample. The online survey was designed using 

LimeWire software and comprised five sections.  

 Section 1 covered socio-demographic characteristics including sex, age, educational 

background, overall and ward-specific working experience, employment status, and working 

hour profile. Section 2 collected information on the shift, i.e., weekday/weekend shift, 

morning/afternoon/night shift, number of staff (specifically: nurses, nurse aides, and clerks) on 

duty, number patients assisted (rated by nurses as totally/partially dependent, or independent), 

and availability of support services. Sections 3 and 4 provided a list of 15 direct and 18 indirect 

care activities, respectively (Supplementary File-Table S1). These lists were theoretically based 

on the Nursing Intervention Classification, which defines direct care activities as those 

performed through interaction with the patient, and indirect care activities as those performed 

away from patients, but on their behalf, that support the effectiveness of direct care activities 

(29). In sections 3 and 4, nurses were asked to report a) which of the listed activities they 

performed during the shift, b) which of these activities they perceived to be delegable to non-

nursing staff (delegable activities), c) the amount of time (in minutes) they spent on delegable 

activities during the shift, d) the non-nursing staff member (nurse aides, nurse clerks, other 

healthcare provider, other services) to whom they would have delegated, and e) the cause(s) 
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which led them to perform the delegable activity. Section 5 used three questions to assess 

participants’ intentions (from 0-unlikely, to 10-likely) to change ward, change hospital, or leave 

the nursing profession in the next 6 months. 

 Nurses had to consent to participate before they could access the online survey. The 

survey could only be opened once, and nurses had to complete and update it throughout the 

shift. Before submitting the survey, participants had the option to provide their contact 

information if they were interested in participating in the qualitative phase of the study, and 73 

nurses did so. 

4.5 Qualitative Data Collection 

 Recruitment to the qualitative phase employed a maximum variation approach. Of the 

73 nurses who expressed interest in participating in the qualitative phase, a purposeful sample 

of 55 participants of varying sex, age, education, working experience, hospital types, and wards 

were invited, 20 of whom gave their consent and were interviewed. A semi-structured interview 

guide was developed based on the available literature (6,17) and the quantitative analyses from 

this study. The interview guide included questions that explored delegable activities and the 

reasons why delegation was not possible in a working context. The interview guide was initially 

tested on 10% of participants in the qualitative phase (30), after which minimal changes were 

made (Supplementary File-Table S2). Participants could choose to be interviewed in-person or 

virtually. Two research assistants who were nurses, previously trained, and external to the 

selected hospitals conducted the semi-structured interviews (six in-person, 14 virtual), which 

lasted between 25 and 55 minutes. All interviews were recorded, and field notes were taken; 

recordings were then transcribed, and a researcher (SG) checked the transcripts for accuracy.   

4.6 Data Analysis 

 Data analysis was performed in three stages: quantitative data analysis, qualitative data 

analysis, and data integration. Quantitative analysis used IBM SPSS Statistics (Version 27.0) 

for descriptive statistics (means; standard deviations, SDs; and frequencies) to assess the total 
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time nurses spent on delegable activities by summing the minutes reported for each direct and 

indirect care activity (presented as medians with interquartile range (IQR)), stratified by 

medical and surgical wards. This also included frequencies of staff members to whom direct 

and indirect care activities could have been delegated, and the causes that participants reported 

leading them to perform the activities, which were coded based on their content. Median tests 

and univariate analyses were performed to assess differences in the time nurses spent on 

delegable activities by ward (medical, surgical), shift, or contextual characteristics (i.e., 

presence of support services), and based on the ratio of nurse:nurse aides and the number of 

dependent patients during shifts. All tests were two-tailed and a p-value <0.05 was considered 

significant. Qualitative data from semi-structured interview transcriptions of were 

independently coded by two researchers and inductively analysed using content analysis (31) 

using ATLAS.ti 8.1 software. Credibility and dependability were ensured using an audit trail, 

verbatim transcription, and member verification of transcripts by three participants. Field notes 

were used to refine the results. All categories and themes are presented with significant 

interview excerpts and labelled using an alphanumeric code (hospital number, ward, sex, and 

age). Data integration involved a three-level approach, analysing responses case-by-case, and 

combining quantitative and qualitative findings using joint displays, generating inferences and 

meta-inferences. The qualitative phase was given priority (26), as it focused on explanations of 

the quantitative results. 

4.7 Ethical Considerations 

 The study design was approved by the Bioethical Committee of the University of Torino 

(Resolution n° 2013A of the January 17th 2022). All participants were volunteers, and all signed 

a written, informed consent form before their inclusion in the study. During this investigation, 

all applicable institutional and government regulations on the use of human volunteers were 

observed. Anonymity was guaranteed during data transcription and presentation by assigning 

participants a numerical code. 
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5. Results 

5.1 Characteristics of the Sample 

 Participating acute care wards had a similar number of beds, ranging from 14 to 54 for 

medical wards and from 10 to 42 for surgical wards (Table 1). A team nursing care model was 

mostly applied during morning (n=18, 67%) and afternoon (n=14, 52%) shifts, whereas a 

functional nursing care model was applied during night shifts in 21 acute care wards (78%). 

Chief nurses reported that they would need to add a median of two (IQR 1-4) nurses, two (IQR 

2-4) nurse aides, and one (IQR0-1) nurse clerk to their staff to provide the expected level of 

care. The need for a transport service was expressed by 12/27 (44%) of chief nurses, and two 

said they were unable to staff their night shifts with nurse aides. 

 Participants in the quantitative and qualitative phases were mostly women (age range 

22-62 years, Table 2). Medical wards were the most represented, as were participants with more 

than 10 years of nursing experience. Less than one-third of nurses reported that they completed 

post-graduate education. 

5.2 Quantitative Phase 

 A total of 236 nurses provided information on the 139 and 97 shifts in medical and 

surgical wards, respectively. These were mainly afternoon shifts performed on weekdays. A 

median of three nurses (IQR 2-3) and two nurse aides (IQR 1-2) were on duty during the shifts; 

nurse clerks were present in only 13 shifts (5.4%). No statistically significant differences were 

identified in the number of patients assisted; the number of nurses, nurse aids, and nurse clerks; 

or the availability of support services between the observed shifts in medical or surgical wards.  

 In the medical wards, nurses assisted a mean of 12 patients each shift (SD ± 6.8); of 

these, a mean of 8.5 were dependent (SD ± 5.6). A median of three nurses (IQR 2-3) and two 

nurse aides (IQR 1-2) were on duty. During night shifts (n=27), a median of two nurses (IQR 

2-2) and one nurse aide (IQR 0-1) were on duty, and they assisted more patients (mean 13.5; 

SD ± 5.0), with a mean of 10 dependent patients (SD ± 5.6). A transport service was available 
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in only 27 shifts (19.4%), while a cleaning service was available in 95 (68.3%). Statistically 

significant differences were found in the number of nurses (fewer in the afternoon and night 

shifts, p=0.03) and nurse aides (fewer in the night shifts, p<0.01) on duty. Furthermore, during 

night shifts, cleaning (p<0.01) and transport services (p=0.03) were significantly less available. 

No statistically significant differences were found in the number of patients assisted across 

shifts.   

 In the surgical wards, nurses were responsible for a mean of 12 patients each shift (SD 

± 5.9); of these, a mean of 7.1 were dependent (SD ± 4.6). A median of two nurses (IQR 2-3) 

and two nurse aides (IQR 1-3) were on duty. During morning shifts (n=33) there was 

significantly more nurses, nurse aids, and nurse clerks on duty (p<0.01; nurses: median 3, IQR 

2-4; nurse aids: median 3, IQR 2-3). During night shifts (n=24), a median of two nurses (IQR 

2-2) and one nurse aide (IQR 0-1) were on duty and they assisted more patients (mean 13.9; 

SD ± 6.3), with a mean of 7.3 dependent patients (SD ± 3.6). A transport service was available 

in only 14 shifts (14.4%), while a cleaning service was available in 50 (51.5%). During night 

shifts, a cleaning service was significantly less available (p<0.01). No statistically significant 

differences were found in the number of patients assisted and the availability of transport 

services across shifts. 

 Hospitals 1 and 2 accounted for the highest number of shifts (Table 3). In 94% (n=131) 

of the 139 shifts in medical wards, participants reported spending a median total time of 105 

minutes (IQR 45-215) on delegable activities. A median of 59 minutes (IQR 26-110) was spent 

on delegable direct care activities, while a median of 50 minutes (IQR 24.75-135) was spent on 

delegable indirect care activities. The most frequently reported delegable direct care activities 

were diaper changing (n=61; 44%), monitoring blood glucose (n=59; 42%), and taking vital 

signs (n=57; 41%). The most time-consuming delegable activities were bathing and dressing 

completely dependent patients (30 minutes; IQR 15-52.5), taking vital signs (30 minutes; IQR 

20-45), and bathing and dressing independent patients (20 minutes; IQR 10-30). The most 
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frequently reported delegable indirect care activities were answering the telephone (n=91; 

65%), answering call bells (n=81; 58%), and scheduling patient transports (n=41; 29%). The 

most time-consuming delegable indirect care activities included filling out menus (60 minutes; 

IQR 20-60), filling out pharmacy requests (30 minutes; IQR 20-60), and transporting critically-

ill patients (30 minutes; IQR 20-40).  

 In 82 of the 97 shifts in surgical wards (84%), participants reported that they spent a 

median of 95 minutes (IQR 42.5-172.5) performing delegable activities. Delegable indirect and 

direct care activities accounted for a median of 60 minutes (IQR 30-100) and 45 minutes (IQR 

20-90), respectively. The most frequent delegable direct care activities were diaper changing 

(n=33; 34%), taking vital signs (n=31; 32%), and bathing and dressing independent patients 

(n=26; 27%). The most time-consuming direct care activities were taking vital signs (20 

minutes; IQR 10-30), bathing and dressing independent patients (17.5 minutes; IQR 10-30), 

and mobilising patients for feeding (15 minutes; IQR 5-33.75). The most frequent delegable 

indirect care activities included answering the telephone (n=51; 53%), answering call bells 

(n=46; 47%), and replenishing non-clinical charts or forms (n=22; 23%). The most time 

consuming delegable indirect care activities were filling out pharmacy requests (37.5 minutes; 

IQR 26.25-60), answering the phone (30 minutes; IQR 20-60), and transporting clinically stable 

patients (30 minutes; IQR 15-60). 

 No statistically significant differences in median time spent on delegable direct and 

indirect care activities were found between hospitals or wards. Similarly, in both medical and 

surgical wards, no statistically significant differences were found in the median time spent on 

delegable direct and indirect care activities between weekday and weekend shifts, or between 

shifts in which support services were available. The only difference found was for median time 

spent on delegable direct care activities (p=0.02) in medical wards during night shifts, which 

was significantly lower than during the other shifts. In medical wards, univariate analyses 

showed that more time spent on delegable direct care activities was associated with a higher 
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number of dependent patients (F=5.41; p=0.02). No associations were found for the nurse:nurse 

aide ratio in either context.  

 Nurses reported performing 1525 delegable activities; they reported the staff member 

to whom they could have delegated the activity in 994 cases, and reported a cause leading them 

to not delegate the activity in 970/994 cases (Table 4). In medical wards, nurse aides and nurse 

clerks were most often listed as the staff to whom nurses would have delegated direct (n=300; 

84%) and indirect (n=101; 39%) care activities. A lack or shortage of staff and their concurrent 

participation in other activities were the most reported causes leading nurses to perform 

delegable direct (n=284; 83%) and indirect (n=228; 88%) care activities. In surgical wards, 

nurse aides were most often listed as the staff to whom nurses would have delegated direct 

(n=164; 81%) and indirect (n=101; 57%) care activities, but the lack or shortage of staff and 

their concurrent participation in other activities was still the main cause for not delegating direct 

(n=140; 72%) and indirect (n=135; 77%) care activities. Other causes were related to the 

tendency of nurses to relieve nurse aides of their tasks to save time, and because participants 

did not consider nurse aides adequately qualified. In medical wards, a small portion of delegable 

activities were performed by nurses due to ward culture (n=27; 5%), and in surgical wards, 12% 

(n=45) of the reported delegable activities were performed by nurses due to a work organisation 

that prioritised patient needs. 

5.3 Qualitative Phase 

 The qualitative data analysis identified seven themes related to delegable activities and 

reasons for not delegating.  

5.3.1 Direct Care Activities 

 Most interviewees perceived direct care activities as delegable when patients were not 

clinically complex. Hygiene, mobilisation, assistance at mealtimes, positioning bedpans, or 

changing diapers were the activities most frequently mentioned by nurses as delegable to nurse 

aides. 
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 "Patient mobilization is in our agenda. The orthopaedic patient must be moved. Nurse 

aides take care of this in our ward. They take a course that involves mobilising the patient, so 

they don't need me for it".(H2, surgical ward, M, 27 years) 

 However, nurses still performed these activities when nurse aides were busy with other 

tasks, were too few to satisfy patients’ care needs, or when no nurse aide was scheduled, which 

happened often during the night shift (Table 5–Quotation 2). Nurses agreed that direct care is 

an opportunity to assess the patient, for example, with respect to the onset or recovery of 

pressure injuries, or nutritional or bowel routines (Table 5–Quotation 3). Technical activities 

like measuring blood glucose or taking vitals were often perceived as delegable to nurse aides 

if they were properly trained. 

 "Technical activities that require minimal clinical knowledge, such as haemoglucotest 

can be delegable… as for all vital parameters, you should know when it is time to call the 

nurse".(H3, medical ward, F, 37 years) 

5.3.2 Indirect Care Activities  

 Interviewees perceived indirect care activities like booking clinical exams, transporting 

patients within or outside the hospital, informatics management, admission/discharge 

procedures, replenishing chart forms, printing blood test labels, requests for devices, blood and 

instrumental tests, or obtaining signed standard hospital consents (e.g., acceptance of hospital 

regulations) as always delegable to nurse clerks. 

 “We are in charge of printing the blood test labels but this is purely an administrative 

matter”.(A1, medical ward, F, 29 years) 

All interviewees perceived the management of telephone calls to be stressful, especially when 

patients were looking for administrative information like how to book exams, how the hospital 

works, or how to contact physicians with questions about treatment (Table 5–Quotation 6). 
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 Most interviewees perceived pharmacy requests or checking expiration dates on drugs 

as delegable to staff like chief nurses, nurse clerks, or pharmacists, but they still performed this 

activity often during the night shift (Table 5–Quotation 7). 

 Some interviewees reported performing activities like cleaning patients’ rooms, making 

empty beds, filling out menus, and distributing meals. These activities were generally perceived 

as delegable to nurse aides, but some nurses found them useful to identify patient needs or 

provide data for patient assessment. 

 “I may not consider meal distribution as a nursing task, I mean physically taking the 

tray from the cart… well, sometimes I choose to do meal distribution because I need to know 

what that patient is eating, I’m responsible for the diet of my patients…”.(H1, medical ward, 

F, 30 years) 

 Similarly, all interviewees perceived non-urgent transports of clinically stable patients 

as delegable, and transport of clinically unstable patients as something that fell within nursing 

competence (Table 5–Quotation 9). 

5.3.3 Structural Factors 

 Most interviewees expressed that structural factors at the hospital level kept them from 

delegating, including redundant bureaucracy, malfunctioning technology with no digitisation 

of instrumental reports, and a lack of transport or blood samples/instrumental report services. 

Furthermore, when transport services were available, their hours of operation (i.e., only on 

weekdays and up to early afternoon) did not always fit the needs of the ward (Table 5–

Quotations 10-12). 

 "I have to complete 1000 paper test orders, and then call logistics to replenish the paper 

forms… well, I have to scan handwritten requests, open emails, and send scans by email…it 

would be faster with a single portal".(H1, surgical ward, F, 36 years) 

5.3.4 Human Resource Factors 
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 Several interviewees complained that a lack of human resources, e.g., few nurse aides 

or no nurse clerks in the ward, influenced delegation (Table 5–Quotation 13).  

 "There should be a person who takes care of administrative stuff… unfortunately, we 

do not have such a person, and we have to do all the admin by ourselves".(H2, medical ward, 

F, 43 years) 

When there were no nurse clerks, nurses were in charge of answering the phone, including 

external calls forwarded by the hospital switchboard. Indeed, the switchboard often transferred 

unrelated calls, so and nurses had to manage calls and provide information that had nothing to 

do their work (Table 5–Quotation 15). 

5.3.5 Organisational Factors  

 The organisation of the ward had a great impact on nurses’ activities, and interviewees 

argued that work should be organised by staff competence (Table 5–Quotation 16). 

Organisational dynamics at the ward level, like the lack of nurse aides on the night shift, nurses 

who had to work as nurse aides due to internal regulations, or poor work organisation by chief 

nurses, also influenced nurses’ activities (Table 5–Quotations 17-18). 

 "For a while we had nurse aides at night, but then they were taken away… I think that 

they are really needed during the night shift, well, you know, you can skip most basic care… 

Obviously, you help if they are in need, but you could focus more on post-surgery patients who 

require tight monitoring".(H2, surgical ward, F, 35 years) 

5.3.6 Cultural Factors  

 Ward culture greatly affected nurses’ activities. Some participants reported that, in their 

ward, nurses attended clinical rounds to assist physicians rather than to collaborate, and they 

felt pressured to comply with this culture for fear of being criticised (Table 5–Quotations 19-

20).  
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 "These activities become part of the culture and if you don’t do them, you are seen like… 

because you don’t carry them out, you aren’t doing in the way everyone is used to…".(H2, 

surgical ward, F, 48 years) 

Some interviewees perceived nurses as intermediaries between physicians and nurse aides, and 

thought they needed to fill structural, organisational, and technological deficiencies (Table 5–

Quotation 21). Several interviewees expressed that both the lay community and the healthcare 

organisation have a limited understanding of the nursing profession and are unclear about the 

scope of nursing practice, which hindered them in delegating activities (Table 5–Quotation 22). 

5.3.7 Individual Factors   

 Some interviewees recognised that they had difficulty prioritising and delegating 

activities to nurse aides. The more work experience nurses had, the easier it was for them to 

prioritise and better organise their work (Table 5–Quotation 23). Some interviewees reported 

performing delegable activities because they thoughts that looking for a colleague was a waste 

of time or preferred to satisfy the patient’s need themselves (Table 5–Quotation 25).  

 "If you need to do something urgently, it’s easier to do it yourself than to look for the 

person who could do it for you and waste time".(H3, medical ward, F, 37 years) 

Relational and generational dynamics also played an important role. Some interviewees stated 

that nurse aides, particularly those with more work experience, reacted badly, especially when 

novice nurses were delegating tasks. Other interviewees did not delegate activities to nurse 

aides because they did not trust in their competence (Table 5–Quotations 26-27). Nursing 

education also influenced the delegation of activities. Newly-qualified nurses were more likely 

to delegate indirect care activities to nurse aides, while older nurses, and nurses with a higher 

education level perceived that all activities were within their competence. This sometimes led 

to internal conflicts, but it also prompted constructive dialogue (Table 5–Quotation 28). 
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 "I have been reflecting more on this since I have colleagues a decade younger who have 

a different view… when I attended university, all these things were of my competence and maybe 

in my mind they still are a little bit…”.(H2, surgical ward, F, 35 years) 

5.4 Mixed-methods Findings 

 A comparison of the quantitative and qualitative data produced two discordant, two 

confirmed, and three expanded findings under the main identified themes (Table 5). The 

discordant findings referred to organisational and cultural factors. Regarding the former, chief 

nurses reported a good organisational climate and said that few nurses covered nurse aides’ 

tasks, while nurses were dissatisfied with the nursing care models adopted, and felt a lack of 

support from the chief nurse. With regard to the latter, in the quantitative analysis, cultural 

factors appeared poorly related to delegation, whereas nurses cited ward culture as a key reason 

why they performed delegable activities. The confirmed findings concerned the delegability of 

indirect care activities and the role that a lack of human resources (i.e., nurse aides, nurse clerks) 

played in the delegation process. The expanded findings included nurses’ perception of the 

extent to which direct care activities could be delegated and the role of structural and individual 

factors in delegating activities. Nurses reported that direct care activities fall into their 

competence when they are also used to assess patients and adjust care plans, and are delegable 

when patients are not clinically complex. Similarly, qualitative data expanded the information 

on structural factors, highlighting organisational inefficiencies due to redundant bureaucracy 

and malfunctioning informatics systems, which led nurses to waste their time. Finally, 

interviews revealed several individual factors that influence the delegation process, including a 

lack of trust in the competence of nurse aides, poor prioritisation skills, negative relational 

dynamics, poor reflective attitudes, a desire to save time, and a desire to satisfy patient needs. 

6. Discussion 

 The most valuable benefit of applying a mixed-methods approach in studying the 

delegation of activities was the ability to emphasise the complexity and multidimensionality of 
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this process in acute care settings (6), which should be approached from multiple perspectives. 

Participants confirmed that delegation is influenced by a patient’s condition, the availability of 

resources, staff characteristics, and the confidence nurses have in the process (15). These factors 

did not vary significantly between medical and surgical wards, as in both of these contexts, the 

amount of time spent on delegable activities was considerable, and the specificity of the context 

and type of patients influenced the performance of these activities. The multifaceted 

characteristics of delegation that were observed should discourage the application of simple, 

ready-to-use solutions for changing the amount of time that nurses spend on delegable 

activities; instead, a stronger focus should be placed on the appropriate use of nurses’ working 

time. 

 Our findings highlighted the well-known nursing shortage, which was associated with 

an improper use of nurses’ time. Indeed, acute care nurses in our sample spent approximately 

one-quarter of their time on delegable activities. With a median of three nurses on duty in the 

observed wards, this means that approximately 6 hours of nursing time each shift could be 

invested differently if tasks were delegated to other staff. Participants recognised that direct 

care activities cannot be delegated, as they require clinical assessment and decision-making 

skills. Similarly, some direct care activities were considered essential to establish an authentic, 

caring relationship with patients, thereby addressing fundamental care (32,33). This explains 

the attitude of some nurses who performed delegable direct care activities in order to maximise 

their time and strengthen their relationship with patients, or to evaluate patients’ clinical and 

emotional status. However, many participants emphasised the extensive use of nurses in 

delegable activities, and for activities that fell outside of their perceived role. For example, 

routine technical activities involving non-complex patients were considered delegable, but were 

still sometimes performed by nurses who wanted to be sure that these activities were completed 

correctly (15). Nurses believed that they should be responsible for care activities that required 
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their specific, specialised skill set, based on clinical reasoning derived from patient assessment, 

but felt that they were too often enlisted for delegable activities.  

 Another key finding from our study is the importance of organisational and cultural 

factors in the delegation process. In our study, challenging work organisation stemmed directly 

from an overall shortage of nurses, unlicensed nursing workers, and support services, which 

meant that participants could only ensure patient care by performing normally delegable 

activities themselves. These challenges were clear for administrative activities, due to a lack of 

nurse clerks, but also during night shifts, when no delegable parties were available. This led to 

organisational models that used nurses for any activity, regardless of their complexity, to 

support the system. One such model is the functional nursing care model, which is more feasible 

during shortages, but shows poorer performance with regard to continuity of care (34). This 

cultural tendency of hospital managers to use nurses as a stopgap when there are system 

weaknesses may explain the discordance we observed in organisational ward climate between 

chief nurses, who saw the climate as positive because care activities were completed, and 

nurses, who were dissatisfied. Nurses are more often called upon to perform activities outside 

of their scope of practice (12) and will complete these activities even in the absence of adequate 

organisational support due to their ethical and moral commitment to patients (35). Cultural 

factors influencing the delegation of activities are difficult to generalise, as they are specific to 

a country’s distinct perspectives and values. Participants’ challenges in having their role 

recognised by other healthcare providers could have caused them to manage incomplete tasks 

alone, which may have stifled the development of their delegation skills. In our sample, newly-

qualified and more experienced nurses handled delegation differently, with the latter being 

more inclined to bridge organisational failures.  

 The nursing shortage is a globally recognised problem that has not been seriously 

addressed and that is associated with a perceived increase in nurses’ workload (36). Some 

countries have hired unlicensed nursing workers to support nurses, or expanded these workers’ 
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scope of practice and standardised their activities to relieve nursing nurses’ workload and 

ensure continuity of care (9). Nevertheless, there are concerns about a model that replace nurses 

with unlicensed nursing workers, as this could dilute the skill-mix and lead to worse nursing-

sensitive outcomes and higher costs (9,21,37). On the other hand, a complementary model that 

adds unlicensed nursing workers could increase the amount of patient care hours provided 

(9,20). Our participants experienced delegation as the result of a decision-making process that 

was influenced by the characteristics of the patients, available staff, and delegating nurses. The 

willingness of nurses to focus on patient safety, e.g., not delegating care of unstable patients 

(15), may suggest that delegated activities cannot be standardised, as such standardisation if 

often determined by managers who have limited clinical expertise. This may explain nurses’ 

negative attitudes towards delegation when it is standardised (15). Staff skills and knowledge 

can also influence delegation (15). Unlicensed nursing workers receive experiential training 

rather than continuing education (9), so they might perform some care activities independently. 

It follows that nurses reported that delegated activities were often not completed to their 

expectations and had to be redone. Delegation is a leadership skill influenced by nurses’ 

confidence, experience, and training (6). Lack of confidence in delegation could be attributed 

to a lack of education on the subject and limited professional opportunities to practice. Contrary 

to our findings, previous studies showed that newly-qualified nurses had the greatest difficulties 

in delegation. The amount of time spent on delegation is an additional barrier for nurses. 

However, avoiding delegation can lead to overtime, delayed or omitted care, decreased quality 

of care, and additional burdens on hospital management (38).  

6.1 Strengths and limitations 

 Data were collected in five hospitals in a single Italian region, limiting their 

generalisability due to the specific context of the Italian National Health Service. Furthermore, 

data collection focused on two index days in June and July, thus the understaffing we observed 

may have been influenced by the summer vacation periods, although staff shortages were stable 
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throughout the year. The use of a self-reported tool, not validated but purposefully developed 

for this study, and its application in a hectic, acute care ward setting may have led to response 

bias. Moreover, as chief nurses knew which staff were on duty during index days, participants 

could have minimised organisational issues for fear of repercussions. Finally, our findings are 

not generalisable to long-term care, critical care, or community settings. 

 However, this study provided a first look at the time nurses spend on delegable 

activities, the staff to whom these activities could be delegated, and the reasons that nurses do 

not delegate them. Furthermore, the inclusion of chief nurses and the collection of data from all 

shifts (including night shifts) provided an in-depth understanding of important organisational 

factors. An additional strength of the study lies in the data collection, which was performed 

throughout the observed shifts, not retrospectively or limited to a restricted time frame. Lastly, 

the corroboration of quantitative data with qualitative data allowed a deeper understanding of 

the factors that affect delegation in acute care wards.  

6.2 Recommendations for Further Research 

 Future collaborations between the nursing and management engineering fields could 

improve workflow processes and the development of tailored information technology systems 

(39). In particular, investment in time-saving technological devices that assess patients' needs 

in real-time (e.g., interactive call bells, telemonitoring systems) may allow nurses to delegate 

necessary activities more appropriately.  Further studies are needed to assess the impact of 

nursing time spent on delegable activities on nursing-sensitive outcomes, as well as to deepen 

knowledge about how nurses experience their inability to delegate.  

6.3 Implications for Policy and Practice 

 Recovering the time that nurses spend on delegable activities is one of the most valuable 

solutions to the current nursing shortage and should be a priority in healthcare policies, as 

educating a new nursing workforce will take time (3). Immediate solutions that could allow 

nurses to recuperate their time include investing in transportation, warehousing, and cleaning 
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services (23,40), and outsourcing administrative activities and information technology services. 

A thoughtful reorganisation of work processes is needed now more than ever to optimise 

staffing. For example, the delegation of activities that have historically been performed by 

nurses, such as drug expiry control and therapy preparation, to pharmacists, can increase patient 

safety and render potential time and cost savings (41,42).  

 The recruitment of unlicensed nursing workers might address the nursing shortage in 

the short-term, but it must be complemented by longer-term solutions. Such solutions could 

include training nurses in delegation skills during their undergraduate education and throughout 

their professional career, investing in education programmes aimed at improving nurses’ 

communication and teamwork (43,44), and the use of tools to support decision-making that are 

designed to enhance timely and effective delegation (45,46). Nurses’ awareness of their 

accountability in the delegation process could be achieved by structured, shared assessment of 

delegated activities, rather than assuming an autonomous reporting by staff (14), thus limiting 

the frustration related to the supervision demand (15). 

7. Conclusion 

 Nurses spend a considerable part of their working time on activities that could be 

delegated to other staff. This is due to several reasons, including a lack of human resources and 

a suboptimal work organisation, as well as structural (e.g., dysfunctional informatic systems 

and poor support services), individual, and cultural factors. These factors, combined with ward 

culture, inadequate delegation skills, deficient relational dynamics, and lack of self-confidence, 

contribute to the increased time nurses spend on delegable activities. 
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Table 2. Characteristics of participants in the quantitative and qualitative phases 
  Quantitative phase n=236  Qualitative phase n=20 
 Female, n (%) 196 (83.1)  16 (80.0) 
 Age in years, mean (min-max) 39.3 ±10.8 (22-62)  36.0 (24-50) 

 
 Educational background, n (%)  
  Vocational diploma 72 (30.5)  3 (15.0) 
  Bachelor’s degree 164 (69.5)  17 (85.0) 
  Professional master’s diploma 43 (18.2)  5 (25.0) 
  Master’s degree 5 (2.1)  1 (5.0) 

 
 Nursing experience in years, mean (min-max) 14.7 ±10.7 (1-41)  10.2 (1-30) 
 Specific unit experience in years, mean (min-max) 8.2 ±8.7 (0-34)  5.9 (0.6-22) 

 
 Medical ward, n (%) 139 (58.9)  13 (65.0) 
 Surgical ward, n (%) 97 (41.1)  7 (35.0) 

 
 Observed shifts, n (%)a    
  Morning 85 (37.1)   
  Afternoon 93 (40.6)   
  Night 51 (22.3)   

 
  Monday-Friday 136 (58.1)   
  Weekend 98 (41.9)   

 
 Total patients attended, mean (min-max) 12.0 ±6.4 (1-71)   
 Dependent patients attended, mean (min-max) 7.9 ±5.2 (0-29)   
 Independent patients attended, mean (min-max) 4.4 ±4.2 (0-25)   

 
 Perceived adequacy of number of nurses during the 

observed shift, mean (min-max) 
5.80 ±2.9 (1-10)   

 Perceived adequacy of number of nurse aides during the 
observed shift, mean (min-max) 

5.0 ±3.1 (1-10)   

a presence of missing data 
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Table 4. Staff members to whom participants would have assigned activities and causes 
Medical wards - Direct care activities n=536 Surgical wards - Direct care activities n=249 
 Staff member n=357  Staff member n=202 
 Nurse aides 300  Nurse aides 164 
 Other HCPs 44  Other HCPs 23 
 Other figures or services (e.g., transport team, 

cleaning service) 
13  Other figures or services (e.g., transport team, 

cleaning service) 
15 

 Cause n=342  Cause n=194 
 Lack/Shortage of staff 146  Staff employed in other activities 75 
 Staff employed in other activities 138  Lack/Shortage of staff 65 
 Relief of nurse aides in their tasks 22  Work organisation based on patients’ needs 17 
 Other 36  Other 37 
 
Medical wards - Indirect care activities n=469 Surgical wards - Indirect care activities n=271 
 Staff member n=258  Staff member n=177 
 Nurse aides 94  Nurse aides 101 
 Other HCPs 31  Other HCPs 14 
 Clerks 101  Clerks 48 
 Other figures or services (e.g., transport team, 

cleaning service) 
32  Other figures or services (e.g., transport team, 

cleaning service) 
14 

 Cause n=258  Cause n=176 
 Lack/Shortage of staff 182  Lack/Shortage of staff 105 
 Staff employed in other activities 46  Staff employed in other activities 30 
 Ward custom 18  Work organisation based on patients’ needs 28 
 Other 12  Other 13 
 
HCPs: health care providers 

 



Table 5. Joint display of the key quantitative and qualitative study findings 
Overarching themes Quantitative results Qualitative results - Quotations Mixed methods meta-inferences 
Direct care activities Nurse questionnaire 

Medical wards 
a) Participants reported performing direct care activities that could have 
been assigned to other staff in 115/139 shifts, which took them a median 
time of 59 (26-110) minutes 
b) The most frequent delegable activities were diaper changing (n=61; 
44%), monitoring blood glucose (n=59; 42%), and taking vital signs 
(n=57; 41%) 
c) The most time-consuming delegable activities were bathing and 
dressing completely dependent patients (30 minutes; IQR 15-52.5), taking 
vital signs (30 minutes; IQR 20-45), and bathing and dressing independent 
patients (20 minutes; IQR 10-30) 
d) More time spent on direct care activities was associated with a higher 
number of dependent patients (F=5.41; p=0.02) 
e) Participants would have assigned 300/357 (84%) delegable indirect 
care activities to nurse aides. 
 
Surgical wards 
a) Participants reported direct care activities that could be assigned to 
other staff in 61/97 shifts with a median time of 45 (20-90) minutes 
b) The most frequent were diaper changing (n=33; 34%), taking vital signs 
(n=31; 32%), and bathing and dressing independent patients (n=26; 27%) 
c) The most time-consuming were taking vital signs (20 minutes; IQR 10-
30), bathing and dressing independent patients (17.5 minutes; IQR 10-30), 
and mobilising patients for feeding (15 minutes; IQR 5-33.75) 
d) Participants would have assigned 164/202 (81%) indirect care activities 
to nurse aides 
 

1. "Patient mobilization is in our agenda. The orthopaedic patient must be moved. 
Nurse aides take care of this in our ward. They take a course that involves 
mobilising the patient, so they don't need me for it." (H2, surgical ward, M, 27 
years) 
 
2. “At night, there often is no nurse aide; therefore, nurses must perform basic 
care”. (H3, surgical ward, F, 32 years)    
 
3. "Hygiene may fall close to your field of competence, you can see that a dressing 
is dirty and change it while doing the hygiene." (H1, medical ward, F, 24 years) 
 
4. "Technical activities that require minimal clinical knowledge, such as 
haemoglucotest can be delegable… as for all vital parameters, you should know 
when it is time to call the nurse." (H3, medical ward, F, 37 years)  
 
 

Expanded. Nurses reported that several direct care 
activities, such as hygiene, mobilisation, assistance at 
mealtime, positioning bedpans, or changing pads are 
delegable to other staff. However, they also perceived 
that such activities are within a nurse’s competence 
when they represent an opportunity to assess the 
patient. 
The nurses noted that such activities can be a way to 
assess patients and adjustment the nursing care plan. 
When direct activities are technical in nature and 
require limited clinical knowledge, they can be 
delegated. Most participants would have delegated 
direct care activities to nurse aides.   
 
 
 
 

Indirect care activities  Nurse questionnaire 
Medical wards 
a) Participants reported performing indirect care activities that could be 
assigned to other staff in 122/139 shifts, which took them a median time 
of 50 (24.75-135) minutes 
b) The most frequent delegable activities were answering the telephone 
(n=91; 65%), answering call bells (n=81; 58%), and scheduling patient 
transports (n=41; 29%) 
c) The most time-consuming were filling out menus (60 minutes; IQR 20-
60), filling out pharmacy requests (30 minutes; IQR 20-60), and 
transporting critically-ill patients (30 minutes; IQR 20-40; 10 nurses) 
d) Participants would have assigned 101/258 (39%) indirect care activities 
to nurse clerks 
 
Surgical wards 
a) Participants reported indirect care activities that could be assigned to 
other staff in 75/97 shifts with a median time of 60 (42.5-172.5) minutes 
b) The most frequent were answering the telephone (n=51; 53%), 
answering call bells (n=46; 47%), and replenishing non-clinical charts or 
forms (n=22; 23%) 
c) The most time consuming were filling out pharmacy requests (37.5 
minutes; IQR 26.25-60), answering the phone (30 minutes; IQR 20-60), 
and transporting stable patients (30 minutes; IQR 15-60) 
d) Participants would have assigned 48/177 (27%) indirect care activities 
to nurse clerks 

5. “We are in charge of printing the blood test labels but this is purely an 
administrative matter”. (A1, medical ward, F, 29 years) 
 
6. "Discharged patients often need to contact the doctor since they are not clear 
about the prescribed therapies, or patients call the ward to get information about 
the day hospital because someone has given them the wrong number."  (H2, surgical 
ward, F, 48 years)  
 
7. "We have request and control activities scheduled on the night shift each 
weekday, such as [checking] the expiration date of drugs, devices, […] Well, this is 
within my competence, but not my specific competence. A pharmacist or a clerk 
could do it ... It simply requires checking the integrity of packaging and the 
expiration date." (H2, medical ward, M, 49 years) 
 
8. “I may not consider meal distribution as a nursing task, I mean physically taking 
the tray from the cart… well, sometimes I choose to do meal distribution because I 
need to know what that patient is eating, I’m responsible for the diet of my 
patients…”. (H1, medical ward, F, 30 years) 
 
9. "I totally agree that nurses should perform transports when the clinical situation 
is unstable, but I do not feel other transports are within my competence." (H1, 
medical ward, F, 30 years)   
 

Confirmed. The survey responses were confirmed by 
the qualitative responses, which indicated that nurses 
often perceived indirect care activities as delegable to 
other staff. Only 10/139 nurses in medical wards 
reported that transporting clinically complex patients 
did not fall within their competence. Indeed, most 
identified clinical severity as a deciding factor in 
identifying delegable activities. Most participants 
would have assigned indirect care activities to nurse 
clerks. 
 
 
 
 



Structural factors  Chief nurse questionnaire  
a) Only three hospitals (2, 3, and 4) had a transport service available, while 
all had a cleaning service available. 
b) 12/27 chief nurses reported that their ward needed a transport service 
 
Nurse questionnaire 
Medical wards 
a) A transport service and a cleaning service were available in 27 (19%) 
and 95 (68%) of the observed shifts, respectively. 
  
Surgical wards 
a) A transport service and a cleaning service were available in 14 (14%) 
and 50 (52%) of the observed shifts, respectively.  
 

10. "We do not have a transport service, so if there are 7-8 transports during the 
shift, we have to help nurse aides bring patients to the x-ray or CT scan." (H1, 
medical ward, M, 35 years) 
 
11. "I have to complete 1000 paper test orders, and then call logistics to replenish 
the paper forms… well, I have to scan handwritten requests, open emails, and send 
scans by email…it would be faster with a single portal." (H1, surgical ward, F, 36 
years) 
 
12. "The reports from x-rays and CT scans are not available on the internet portal, 
so we have to go to the radiology to get them when the nurse aides are busy with 
other tasks." (H1, medical ward, F, 29 years) 
 
 

Expanded. Qualitative interviews expanded the 
quantitative data. Specifically, the nurses reported 
that the opportunity to assign activities was 
influenced by structural factors, including the 
presence of a transport service and its operating 
hours.  
Participants also highlighted how redundant 
bureaucracy and malfunctioning or outdated 
informatics led to a waste of time, hindering their 
ability to delegate activities. 
 
 
 
 
 

Human resource 
factors  
 
 

Chief nurse questionnaire  
a) Chief nurses reported they would need a median of 2 more nurses on 
staff to meet patient needs 
b) Chief nurses reported they would need a median of 2 more nurse aides 
on staff to meet patient needs 
c) 21/27 chief nurses reported they would need at least one nurse clerk 
on duty 
 
Nurse questionnaire 
a) Four medical wards and one surgical ward were equipped with nurse 
clerks. 
 
Medical wards 
a) Median number of nurses on shift, 3 (IQR 2-3); median number of 
nurse aides on shift, 2 (IQR 1-2)  
b) Fewer nurses during the afternoon p=0.03) and night shifts (p=0.03), 
and fewer nurse aides during the night shifts (p<0.01). 
c) 146/342 (42%) direct care activities not delegated due to a shortage of 
staff 
d) 182/258 (71%) indirect care activities not delegated due to a shortage 
of staff 
 
Surgical wards 
a) Median number of nurses on shift, 2 (IQR 2-3); median number of 
nurse aides on shift, 2 (IQR 1-3)
b) Higher number of nurses (p<0.01) and nurse aides (p<0.01) in the 
morning shift.  
c) 65/194 (34%) direct care activities not delegated due to shortage of 
staff  
Surgical wards:  
d) 105/176 (60%) indirect care activities not delegated due to shortage of 
staff 
 

13. " Two nurse aides for 20 patients are nothing with patients like ours that need 
to be changed from head to toe, patients who often demonstrate the traits of a child 
and an adult combined …you start sanitising before approaching the patient. Some 
patients require half an hour." (H1, medical ward, F, 49 years) 
 
14. "There should be a person who takes care of administrative stuff… 
unfortunately, we do not have such a person, and we have to do all the admin by 
ourselves." (H2, medical ward, F, 43 years) 
 
15. “The switchboard sends all calls to my ward …. Patients ask for information 
about everything and I often have to make a call [to find out something] that has 
nothing to do with general surgery.”  (H3, surgical ward, F, 32 years) 
 

Confirmed. Qualitative findings confirmed the 
quantitative data, pointing out that the absence of 
nurse clerks or nurse aides negatively affected the 
opportunity to delegate activities. 
 
 
 

Organizational factors  Chief nurse questionnaire  
a) 3/27 chief nurses reported that they asked nurses to cover nurse aides’ 
tasks  
b) 2/27 chief nurses reported that it was impossible for them to equip the 
night shift with nurse aides 
c) Organization climate: median 7 (range 4-10) 
d) Model of care 

16. "Working in small teams would be a good model. Reorganising work according 
to a competence-oriented model could improve some things." (H3, medical ward, 
F, 37 years) 
 
17. "For a while we had nurse aides at night, but then they were taken away… I 
think that they are really needed during the night shift, well, you know, you can skip 
most basic care… Obviously, you help if they are in need, but you could focus more 

Discordant. Survey results from chief nurses 
indicated a good organisational climate. Moreover, 
only in a few cases did chief nurses reported that they 
asked nurses to cover nurse aides’ tasks. However, 
nurses’ interviews pointed out several organisational 
problems, dissatisfaction with the organisational 



Morning shift 
Functional nursing care model: 7 (26%) 
Team nursing care model: 18 (67%) 
Primary nursing care model: 2 (7%) 
 
Afternoon shift 
Functional nursing care model: 11 (41%) 
Team nursing care model: 14 (52%) 
Primary nursing care model: 2 (7%) 
 
Night shift 
Functional nursing care model: 21 (78%) 
Team nursing care model: 4 (15%) 
Primary nursing care model: 2 (7%) 
 
Nurse questionnaire 
Medical wards 
a) 138/342 (40%) direct care activities not delegated since staff was 
employed in other tasks 
b) 46/258 (18%) indirect care activities not delegated because staff was 
employed in other tasks 
 
Surgical wards 
a) 65/194 (34%) direct care activities not delegated because since staff 
was employed in other tasks 
b) 30/176 (17%) indirect care activities not delegated because staff was 
employed in other tasks 
 

on post-surgery patients who require tight monitoring." (H2, surgical ward, F, 35 
years) 
 
18. "Our chief nurse is absent, we had several organisational problems and would 
have needed his help […]. Where was our chief nurse in all this? [...]. He is not a 
support for us or the ward... [...]. We don't have anyone who takes matters into their 
own hands and says ‘It’s time to change things, let's adopt another organisational 
model’, so you have to adapt..." (H1, medical ward, F, 24 years) 
 
 
 
 
 

model, and said that they frequently covered nurse 
aides’ tasks.   
 
 

Cultural factors  Nurse questionnaire  
a) 196/236 (83%) participants reported they would not change ward in 
the next 6 months 
b) 204/236 (86%) participants reported they would not change hospital 
in the next 6 months 
c) 229/236 (97%) participants reported they would not leave the 
profession in the next 6 months 
 
Medical wards 
a) 9/342 (3%) direct care activities not delegated due to ward culture  
b) 18/258 (7%) indirect care activities not delegated due to ward culture  
 

19. "I have to stand behind a physician who simply asks me to lift a patient for 
auscultation… which they could do with the help of a nurse aide or even by 
themselves… At times, the physician even called me to help with autonomous 
patients." (H1, medical ward, M, 35 years) 
 
20. "These activities become part of the culture and if you don’t do them, you are 
seen like… because you don’t carry them out, you aren’t doing in the way everyone 
is used to…." (H2, surgical ward, F, 48 years) 
 
21. "The nurse is in the middle and must fill the shortcomings of others. We are the 
glue between physicians and nurse aides, they can say ‘it’s not my responsibility’, 
we can’t." (A2, medical ward, F, 43 years) 
 
22. "Unlike other healthcare professionals, nurses [roles] are not yet known. 
Patients and families perceive nurses as handymen. Also, physicians interact 
differently with nurses compared to speech therapists or physiotherapists: I heard 
the speech therapists to be referred as “the specialists in…”. Well, as a nurse, I’m 
a specialist, too! I’m specialized in caring." (H1, medical ward, F, 24 years) 
 

Discordant. The survey results indicated that ward 
culture rarely affected nurses’ decision to delegate 
activities to other staff. Moreover, this was limited to 
the medical wards. Instead, during the interviews, 
nurses often referred to ward culture as a reason to 
perform delegable activities regardless of the care 
setting. Although nurses perceived ward culture to be 
very stressful, they would rarely change wards, 
hospitals, or leave the profession. 
 
 
 

Individual factors Nurse questionnaire 
a) Almost one-third (31%) of participants had a vocational diploma 
b) Only 5 (2%) nurses had a Master degree 
 
Medical wards  
a) 13/342 direct care activities not delegated due to time saving 
b) 2/258 indirect care activities not delegated due to time saving 

23. “We often do [patient] transports that someone else could do perfectly well. 
Why do we do this? We don't even wonder why we do what we do… it’s just a habit 
and we do it”. (H3, surgical ward, F, 36 years) 
 
24. "If you need to do something urgently, it’s easier to do it yourself than to look 
for the person who could do it for you and waste time." (H3, medical ward, F, 37 
years) 
 

Expanded. The quantitative phase identified several 
participants with a vocational diploma, and themes of 
time saving and perception of colleagues not being 
adequately qualified emerged as reasons to not 
delegate activities. Qualitative interviews confirmed 
that nursing education, the lack of trust in nurse aides’ 
competence, and the desire not to waste time were 
factors that influenced the delegation of activities. 



c) 14/342 indirect care activities not delegated because staff was not 
adequately qualified 
d) 1/258 indirect care activity not delegated because staff was not 
adequately qualified 
 
Surgical wards 
a) 13/194 direct care activities not delegated due to time saving 
b) 6/176 indirect care activities not delegated due to time saving 
c) 8/194 direct care activities not delegated because staff was not 
adequately qualified 
d) 6/176 indirect care activity not delegated because staff was not 
adequately qualified 

25. “It makes me feel good, I am responding to a person’s unmet need”. (H2, 
surgical ward, F, 48 years) 
 
26. “I did it [patient transport] so that nurse aides wouldn’t start to complain… I 
was done with my business, and said, ‘I don't want to hear you complain, I'm going 
to get him...’". (H1, surgical ward, F, 36 years) 
 
27. "It’s a problem when you have a person [nurse aide] to delegate tasks to but 
you don’t even know where (s)he is!"  (H1, medical ward, F, 24 years) 
 
28. "Colleagues with 20-30 years of experience make beds and set up the units with 
the nurse aides… I always refused to do it! At first, they looked at me very badly… 
that’s an individual choice! I honestly prefer to use that time to write the handover, 
look at the patients’ exams, and prepare for the clinical round to speed it up”. (H2, 
surgical ward, M, 27 years) 
 
29. "I have been reflecting more on this since I have colleagues a decade younger 
who have a different view… when I attended university, all these things were of my 
competence and maybe in my mind they still are a little bit…”. (H2, surgical ward, 
F, 35 years) 
 

Qualitative data shed further insight into the 
motivations that guides the delegation of activities, 
including poor prioritisation skills, poor reflective 
attitudes, feeling well in satisfying a patient’s need, 
and relational dynamics.  
     
 
 

 
IQR: interquartile range; ICU: intensive care unit; ED: emergency department 
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Diagram explaining the Mixed-methods sequential explanatory design
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