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Abstract 

Background Task shifting is an approach where specific tasks are transferred, when convenient, from health work-
ers with high qualifications to health workers with less training and lower qualifications. This approach is mainly used 
to utilize the available human resources for health. Tasks that are traditionally linked to the physician role have increas-
ingly been transferred to registered nurses during the last decade. Knowledge regarding the experiences and reflec-
tions of physicians and their leaders related to giving up tasks or how such policies can best be implemented is lim-
ited. This study aimed to explore physicians’ and their leaders’ perspectives on task shifting, especially to registered 
nurses, in different Norwegian emergency departments.

Methods The study was carried out from June to October 2022. It had an explorative and descriptive qualitative 
design and an inductive approach, semi-structured interviews was used. The study involved ten physicians and lead-
ers from three different regional hospitals in south-eastern Norway. Manifest and latent content analysis were used 
to analyse the data. The COREQ guidelines were applied in the study.

Results From the three categories 1) The rationale for task shifting, 2) Teambuilding and 3) Implementation of task 
shifting, with nine subcategories. One overall main theme emerged: It is not the task, it is the shifting – moving 
towards a person-centred culture.

Conclusions The study indicates that developing a person-centred culture and fostering a team approach in emer-
gency departments is more important than simply shifting tasks, as task shifting may lead to fragmented care 
and resistance from physicians. Hospital leaders must invest time and effort into organising teams and providing clear 
leadership to support the redesign of professional roles, recognising the cultural and traditional challenges involved. 
Policymakers should promote guideline development, team training programs, and cooperation methods to support 
a person-centred culture and effective task shifting in emergency departments.
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Background
Countries at all levels of economic development are fac-
ing a growing need both for well-qualified healthcare 
professionals and to optimize human resources [1]. The 
global shortage of healthcare professionals poses a chal-
lenge to current organisation and delivery of healthcare 
services [2]. It is therefore urgent to identify approaches 
that support a sustainable use of healthcare profession-
als’ competencies [3]. Task shifting in the healthcare 
services has been identified as one of many approaches 
[4]. Task shifting is defined as “[the] delegation of tasks, 
and sharing roles within health professions, between 
different groups of health professionals, and also shifts 
to patients or to machines”  [5]. The context of care for 
task shifting affects what tasks are relevant to shift from 
one healthcare professional to another. When examining 
task shifting in a specific care context, it is crucial to con-
sider the views of the health professionals involved and 
the effects task shifting may have on the organisation of 
healthcare within that context. Research studies on task 
shifting from physicians to registered nurses in emer-
gency department settings in high-income countries are 
limited, but the existing evidence shows that task shifting 
can be successful and potentially result in increased qual-
ity of care and cost savings [1, 2, 6].

Research exploring task shifting between physicians 
and registered nurses in acute care hospitals in nine Euro-
pean countries demonstrated that partial rather than full 
task shifting is already practiced in registered nurse–led 
follow-up of breast cancer and acute myocardial infarc-
tion [7]. Task shifting can strengthen healthcare services 
when accompanied by adequate planning, resources, 
education, training and transparency [8]. Previous stud-
ies highlight challenges with professional boundaries 
in the process of task shifting [8], indicating a need for 
understanding emergency department culture to influ-
ence the capacity to improve patient outcomes and safety 
[9]. Economic resources and access to healthcare profes-
sionals are important driving forces to look at new ways 
to a) utilize the competencies of registered nurses and 
physicians and b) ensure the sustainable organisation of 
healthcare services. When reviewing the literature, task 
shifting seems to be an efficient approach to addressing 
the issues of how to utilize different competencies and to 
create a sustainable healthcare service [2, 8].

Registered nurses with continuous professional educa-
tion at the master’s degree level, such as Nurse Practi-
tioners [10] anaesthetic nurses [11] and nurse midwives 
[12], undertake tasks traditionally performed by physi-
cians. Two examples of task shifting are nurse-driven 
injection clinics, [13, 14] and emergency department 
nurse–led femoral nerve blocks in hip fracture patients 
[15, 16]. One Norwegian study investigated registered 

nurses’ perspectives regarding the implementation of 
the Nurse Practitioner role in emergency departments 
and what tasks would be relevant for Nurse Practitioners 
to take on. The results indicated that Nurse Practition-
ers could take on tasks that were normally performed by 
interns and physicians, such as advanced health assess-
ments, and contribute to non-urgent patient care in the 
emergency department [17]. Furthermore, a compari-
son of the insertion of difficult intravenous access using 
ultrasound in emergency departments by nurses and 
physicians found a significant improvement in time to 
intravenous access [18]. A qualitative study investigating 
registered nurse–led bone marrow examination in acute 
care hospitals in Norway found that task shifting involves 
more than the development of new technical skills. It 
requires changing how care is organized and building a 
team-oriented culture to motivate registered nurses to 
take on non-traditional responsibilities [19]. The expan-
sion of registered nurses’ roles in emergency depart-
ments is not always supported by physicians, underlining 
that task shifting challenges professional boundaries. 
However, clear professional boundaries are essential to 
maintain patient safety [20]. The importance of person-
centred factors for patient safety has been demonstrated. 
In acute care settings, there are examples of person-
centred work in relation to improving the quality of pain 
assessment and continuity of care [21, 22].

Knowledge about physicians’ perspectives on shifting 
tasks to registered nurses with additional master’s level 
education or to registered nurses within the emergency 
department is limited. Moreover, a deeper understand-
ing of physicians’ and their leaders’ viewpoints regard-
ing new ways of working and transferring tasks that are 
traditionally linked to the physician’s role is essential for 
implementing change [23]. Therefore, this study aimed to 
explore physicians’ and their leaders’ perspectives on task 
shifting to registered nurses in Norwegian emergency 
departments.

Person‑centred practice (framework)
The framework of Person-Centred Practice (PCP) was 
developed by McCance & McCormack (2023). The 
authors argue that a person-centred culture can be 
viewed as the outcome of PCP underpinned by shared 
values, person-centred language, and behaviour. The PCP 
framework highlights both macro and micro levels in the 
framework, thus both system and persons, emphasizing 
the five pillars of the framework: 1) working with the per-
son’s beliefs and values, 2) engaging authentically, 3) shar-
ing decision making, 4) being sympathetically present, 
and 5) working holistically [24]. To promote and aim for 
a person-centred culture, it is important to explore values 
and beliefs of the persons working and practicing within 
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the culture. The practice environment within this frame-
work also encompasses elements such as power sharing, 
appropriate skill mix, shared decision-making systems 
and supportive organisational systems [22]. Knowledge 
regarding this topic linked to task shifting is scarce. 
Access to healthcare professional and economic factors 
are the driving forces to look at new ways to utilise differ-
ent areas of competencies, for example among nurses and 
physicians and the organisation of healthcare services. 
Thereby, bringing forward the concept of task shifting 
and raising the question of how to achieve the most sus-
tainable utilisation and organisation of healthcare profes-
sionals’ competence for effective healthcare services.

Methods
Study design
This is a qualitative study using an exploratory, descrip-
tive and inductive approach. This approach is suitable 
for the exploratory phase of research, when exploring 
task shifting. The descriptive design is suitable for gain-
ing an in-depth and detailed view of the task shifting as 
a phenomenon and the inductive reasoning underlines 
the openness in the interviews, then moving further to 
broader generalisation of phenomena of interest; task 
shifting [25, 26]. The Consolidated Criteria for Reporting 
Qualitative research (COREQ) checklist [27] was applied 
in the study (Supplementary file 1).

Setting
The setting for this study was three regional hospitals in 
South-Eastern Norway offering acute healthcare services 
to a population of approximately 900,000 people. In Nor-
way, an emergency department is an in-hospital facil-
ity that is staffed 24 h a day, 7 days a week and provides 
unscheduled outpatient services to patients whose con-
dition requires immediate care. In Norway, emergency 
departments provide universal access to emergency care 
regardless of the patients’ financial situation. There is 
always availability of highly specialised healthcare per-
sonnel, as well as modern medical equipment and tech-
nology supporting the diagnosis and treatment of acute 
conditions.

Participants / sampling
A purposeful snowball sampling strategy was used to 
recruit the participants in this study; this recruitment 
stategy is appropriate when participants are selected 
based on their characteristics, knowledge, experiences 
or other specific criteria [25]. The principles of snow-
ball recruitment process were applied to purposively 
identify persons with first hand knowledge or experi-
ence from task shifting in the emergency department 

at different hospital trusts. Ten participants were there-
fore recruited during the data collection period.

Data collection
Individual semi-structured interviews were conducted 
at three different emergency department from June 
until October 2022. The first author, conducted all 
ten interviews using an interview guide developed for 
this study (Supplementary file 2). The development of 
the interview guide was based on two previous stud-
ies aiming to: 1) investigate development of a training 
program for nurse-led ultrasound guided femoral nerve 
block [28], and 2) test the nurse-led procedures up to 
the standard of care [29]. The experience from these 
two studies showed that despite the registered nurses 
learned and managed well the ultrasound guided femo-
ral nerve blocks, the implementation of nurse-led ultra-
sound guided femoral nerve block did not occur.

The interview guide explored three main topics: 1) 
the participants’ overall views regarding task shift-
ing as a means of action in healthcare services; 2) the 
advantages and disadvantages of transferring tasks tra-
ditionally linked to the physician’s role to registered 
nurses; and 3) important factors to take into consid-
eration regarding possible implementations of shifting 
tasks from physicians to registered nurses in emer-
gency departments. The interview guide was piloted 
with the first participant in this study and since the data 
provided considerable insight and knowledge related 
to the aim of the study, the interview was included in 
the overall data material, and no revisions were needed 
regarding the interview guide.

Each interview started with an open-ended question: 
Can you please tell me about your overall views regard-
ing task shifting as a means of action in the healthcare 
services? The participants were encouraged to speak as 
freely as possible and asked follow-up questions such 
as: You just mentioned … could you please explain more? 
Individual viewpoints and experiences were verified 
against other participants’ responses to obtain a rich pic-
ture of the experiences [25]. At the end of the interview, 
a short summary was provided and a final question was 
asked to give the participant an opportunity to present 
additional information. The interviews took place in a 
private, quiet workplace setting in line with the partici-
pants’ preferences. The interviews lasted between 30 and 
74  min (mean 37  min) and were audio recorded with 
the permission of the participants. When ten interviews 
were conducted, a consensus decision was made by the 
first and last author that data saturation seemed to be 
reached, as no new perspectives on the main themes in 
the interview guide were presented in the interviews.
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Data analysis
The interviews were analysed using manifest and latent 
content analysis, following the approach described by 
Graneheim and Lundman [30]. Initially, the interviews 
were conducted, recorded and transcribed verbatim by 
the first author (ES). Thereafter, all authors familiarized 
themselves with the transcriptions to gain a compre-
hensive understanding of the participants’ experiences.

Subsequently, the data were divided into meaning-
ful units, which were condensed and coded. Theses 
codes were collaboratively discussed and labelled by 
the first and last authors (ES and KS) and were sub-
sequently compared and grouped into subcategories 
and, later, categories. Consistent with Graneheim and 
Lundman [30], the initial phase of the analysis focused 
on the manifest content, encompassing explicit or sur-
face-level descriptions present in the data. This phase 
involved a back-and-forth process with a constant 
critical perspective when identifying and categorising 
descriptions evident within the texts, as illustrated in 
Table 1. In the subsequent phase, we turned our atten-
tion towards comprehending the deeper, underlying 
meaning conveyed by the data. This entailed reflect-
ing on the identified categories and subcategories to 
uncover broader themes and implicit messages inher-
ent in the texts. This process was supported by asking, 
‘What are the texts really communicating?

The first steps of the data analysis also involved the 
exploration of the manifest content in a back-and-forth 
process with a constant critical perspective during the 
analysis, as illustrated in Fig.  1. Finally, in the latent 

part of the analysis, we reflected on the categories and 
codes and asked ourselves what the texts were talking 
about, and an overall theme emerged that identified the 
underlying meaning of the data from a global view of 
the coded categories [30].

To enhance credibility during the process of ana-
lysing the data, the first and last authors analysed the 
data separately, but with ongoing discussion about the 
emerging subcategories and the categories. The data 
analysis involved therefore the process of moving back 
and forth between different phases of the content anal-
ysis. When interpretations between the two authors 
differed, the researchers explored the possible sources 
of the difference and returned to the text to reach con-
sensus about the interpretation of the data. To aim for 
reliability in the interpretation, the preliminary findings 
were presented for the whole research team and one 
external expert and critically discussed in a one-day 
workshop. This discussion of the preliminary finding 
led to adjustments of and changes to subcategories and 
renaming of categories, and the overall theme.

Results
Characteristics of the sample
To secure the participants identity, exact information 
regarding gender, age and work experience is not given 
in more details then listed in this section. All ten par-
ticipants were native Norwegians and had an educa-
tion at the master’s degree level or higher. The sample 
included four females and six males (n = 10), aged from 

Fig. 1 Themes, categories, and subcategories to explain participants perspectives of task shifting in emergency departments
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40 to 65 years, and work experience in present position 
ranged from 3 to 21 years.

Presentation of the results
The content analysis revealed three main categories: 1) 
rationale for task shifting, 2) team approach for task-
shifting and implementation of task shifting, 3) result-
ing in the overall theme: It is not the task, it is the 
shifting – moving towards a person-centred culture. 
Figure  1 illustrates the theme, categories, and subcat-
egories. In the following text, the categories and sub-
categories are presented leading up to a summary of the 
results, outlining the overall theme of the data analysis.

Category 1: Rationale for task shifting
This category represents the rationale for tasks shifting 
from a physician to a registered nurse. Three subcat-
egories constitute this category: finding the low-hang-
ing fruit, understanding the responsibility and building 
competence and confidence in new tasks.

Finding the low‑hanging fruit
Different perspectives among the participants regard-
ing what qualifies as a suitable task for task shifting 
were identified. It seemed important to most of the 
participants that the task meant for task shifting had 
to be the “right task” to “give away”. One participant 
explained, “So, if those who perform and are going to 
perform the current procedure are more readily avail-
able, they do it more frequently and gain volume in 
training. That should be the principle one must adhere 
to.” (Participant 1).

In the interviews identified several tasks suitable for 
task shifting, also referred to as “low hanging fruits”, 
such as managing pain conditions, wound care, and 
simple fractures, which were considered accessible 
and feasible. Participants had varying views on how 
to determine suitable tasks, with some advocating for 
pre-assessed tasks by physicians and others support-
ing tasks fully managed by registered nurses. Over-
all, the main objective of task shifting was to enhance 
patient care quality.This is highlighted by one of the 
participants: “But it is probably a hard pill to swallow, I 
believe, because there are serval tasks that you actually 
don’t want to transfer, but it benefits the patients, and 
to ensure that they receive better treatment, and that 
should decide” (Participant 8).

The participants emphasized two key criteria for task 
shifting. Firstly, the tasks should enhance care efficiency, 
and secondly, they should be practiced frequently to 
maintain quality standards. They highlighted the need 
for specific education levels for certain tasks, citing 

ultrasound procedures as complex and better suited for 
physicians. Some suggested increasing physician num-
bers instead of shifting tasks to registered nurses.

The participants expressed that from their perspec-
tive, patients do not care whether a task is executed by a 
registered nurse or a physician. The quality of care, and 
being met with person-centred values, was mentioned 
by several participants as the most important factor for 
patients. One participant said that patients often do not 
care if they are treated by a registered nurse or a physi-
cian: “They [the patients] just want to receive pain relief 
and care, to be looked after and communicated with. It is 
even more important to talk to them.” (Participant 7).

Several participants speculated that offering registered 
nurse–led ultrasound-guided femoral nerve blocks would 
lead to a reduction in the waiting time for pain relief and 
contribute to comprehensive follow-up of patients.

Understanding responsibility
From the perspectives of the physicians, it was important 
that the registered nurses were capable of taking respon-
sibility for a given task. Some of the participants had 
experienced that tasks were assigned to health care per-
sonnel lacking the necessary competence, possibly lead-
ing to ineffective task shifting with adverse consequences 
for the quality of care. One participant gave the following 
example: “Ambulance workers with a vocational back-
ground, despite being well-trained, very faithful to their 
procedures, and doing what they are supposed to do, they 
don’t fully see the consequences of their actions “ (Partici-
pant 8).

As a consequence of task shifting, the participants 
expected registered nurses to take full ownership, inclu-
sive responsibility, not just to perform a certain proce-
dure but also to provide full patient care and to do so 
independently. Some had experienced “registered nurses’ 
unwillingness to take on the responsibility” for tasks. 
One physician said: “It may be related to education or 
individual choices regarding assuming responsibility, reg-
istered nurses have more aversion to responsibility than 
physicians” (Participant 2).

The capability to take responsibility was linked to per-
sonality type, including qualities such as willingness to 
challenge professional boundaries and expand the nurs-
ing profession further. However, several participants had 
experienced that registered nurses with continuing pro-
fessional education, such as those specializing in anaes-
thesia or intensive care wanted more “physician tasks” 
and to manage more responsibility, compared to regis-
tered nurses in general. Despite this, registered nurses 
would quickly hand over the responsibility for the task 
to the physician if the situation became too challenging. 
This is illustrated in the following quotation: “When the 
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shit hits the fan, the registered nurses let everything go, 
they are not responsible. I have heard and observed this so 
many times. They [registered nurses] say: “You are a phy-
sician you have to take responsibility” (Participant 7).

According to the participants, the healthcare system 
itself can be a barrier to task shifting since physicians are 
lawfully responsible for all aspects of a patient’s medical 
treatment. This means that laws, local regulations and 
traditions function as barriers for registered nurses tak-
ing full responsibility for tasks traditionally performed by 
physicians despite their being both capable and compe-
tent. One participant said: “…the system makes it difficult 
because the system doesn’t trust registered nurses. You 
should trust that everyone in the healthcare system takes 
into account what you have expertise in and acts accord-
ingly” (Participant 3).

Some participants expressed a lack of confidence in 
registered nurses’ ability to stay updated. The example 
was given of registered nurses learning how to perform 
ultrasound-guided femoral nerve blocks in hip fracture 
patients, some participants doubted registered nurses’ 
ability to take responsibility for implementing new and 
updated nerve block techniques.

Many of the participants pointed out that although 
some registered nurses are capable of taking on compli-
cated tasks and taking responsibility for the treatment, 
the system itself was a great barrier to this change.

Building competence and confidence in new tasks
To facilitate the development of registered nurses’ com-
petence and confidence to perform new tasks, the par-
ticipants highlighted the importance of developing 
high-quality training programmes driven by the physi-
cians themselves. The development of specific train-
ing programmes for registered nurses could ensure safe 
and high-quality performance of tasks and could include 
directives to follow in case of adverse events. Therefore, 
it was important to the physicians to be in charge of the 
content of the training programmes, “I need to know that 
the training is of high quality; [training] must come from 
us” (Participant 7). Another positive aspect of tailoring a 
specific training programme for registered nurses could 
be the prevention of fragmentation of patient care by 
highlighting the holistic approach of the task shifting.

Some of the participants emphasised one challenge 
of training by physicians, namely that not all physicians 
are qualified to teach and supervise. In reference to reg-
istered nurses providing femoral nerve blocks to hip 
fracture patients as an example of a task that had been 
transferred, one participant explained: “…when a physi-
cian learns a new procedure, the see one, do one, teach 
one approach still applies. They have not had a one-day 

training programme like the registered nurses here have” 
(Participant 2).

Some of the participants highlighted the negative con-
sequences of task shifting. These include lacking the 
competence to perform complicated procedures and los-
ing both dexterity and personnel resources. One of the 
participants gave an example: Physicians are mandated 
to complete a specific number of procedures during their 
education programme. However, it might be difficult to 
meet this requirement if registered nurses were to take 
over these procedures. One of the participants suggested 
how the training programme could contribute to building 
both confidence and competence among a few registered 
nurses, who, in turn, could function as supervisors for 
new physicians. This would be a win–win situation for 
both the physicians and the registered nurses.

Collectively this category has presented the partici-
pants perspectives on the rationale for tasks shifting from 
a physician to a registered nurse, which brings the atten-
tion to the next category regarding the importance of 
enhance team approach for task shifting.

Category 2: Team approach to task shifting
This category signifies the findings on how the partici-
pants experiences with task shifting often being linked 
to motivation for experienced registered nurses to stay, 
team approach to sustainability, and empowerment 
within a team.

Motivate experienced registered nurses to stay
Most of the participants described task shifting as a way 
to increase the recognition of registered nurses’ com-
petence, and at the same time an important measure to 
increase work satisfaction among the most experienced 
registered nurses. As one participant explained: “The 
registered nurses in the emergency department quit when 
they are at their best, it makes no sense. Trust, responsibil-
ity, exciting tasks, you have to look for such factors to keep 
them” (Participant 4).

Most of the participants said that their emergency 
departments relied on the most experienced registered 
nurses and if the best registered nurses were to quit to 
pursue more challenging tasks, this could reduce the 
physicians’ and healthcare services’ ability to provide a 
high quality of care. Some of the participants expressed 
a positive attitude towards task shifting as an impor-
tant strategy for developing future nursing roles and 
for motivating registered nurses to stay in their current 
workplace.

Team approach to sustainability
Collaboration in teams (physicians and registered nurses) 
was frequently suggested as an important factor for 



Page 8 of 15Saga et al. BMC Nursing  (2024) 23:571

successful task shifting. This made it possible to ensure 
high-quality training to support for the registered nurses, 
and to avoid fragmentation of care. When asked to elabo-
rate, one of the mangers pointed out the following: “We 
should implement a team organisation as a safety mecha-
nism, then task shifting will not be so ‘dangerous’ after all. 
Team organisation around task shifting provides a safer 
framework for everyone and can help to reduce resistance 
to task shifting” (Participant 1).

Other participants expressed their worries about losing 
track of responsibility because they had experienced that 
important information could get lost when the responsi-
bility for caring for patients was divided among multiple 
carers. The participants further elaborated on different 
solutions regarding the organisation of teams, such as 
working together to develop high-quality training pro-
grammes, implementing new and updated procedures, 
encouraging reflection on complex cases and ensuring 
that practitioners have information that embraces the 
totality of the situation.

The participants claimed a team approach could miti-
gate the risks associated with task shifting. Because the 
team allows the team members to develop their skills 
over time, understanding the risks, contraindications. 
One concrete example that was highlighted by the par-
ticipants was the development of autonomy among team 
members, enabling them to make independent decisions 
regarding the timing of procedure execution and the 
need for assistance. This approach serves to diversify the 
decision-making process, reducing reliance on external 
directives and fostering autonomous choices that pri-
oritize the patient’s well-being. Consequently, the col-
laborative environment created by the team structure 
empowers individuals to leverage the collective expertise 
and support within the team, thereby improving patient 
safety and enhancing the quality of care provided.

Empowerment within a team
Some of the participants had experienced that a team 
approach helped registered nurses gradually take more 
responsibility and use the team for support in case 
of adverse events. Simultaneously, some participants 
pointed to concerns that physicians may not always be 
a suitable choice to educate and supervise registered 
nurses in certain procedures due to a lack of competence 
or experience in different procedures. Some participants 
said they would rather have a procedure performed by 
an experienced registered nurse than an unexperienced 
physician.

Further, the participants reported communication and 
relational gaps between healthcare workers in different 
departments who do not necessarily know each other 
or understand each other’s work-related challenges and 

therefore do not trust each other. Participants said that 
responsibility and trust could not be taken for granted, 
but were developed through the formal rules of the sys-
tem and by getting to know one’s colleagues over time.

The link between empowerment and trust in the con-
text of task shifting appeared to be important. It is con-
sidered easier from the perspectives of the physicians and 
leaders in this study to empower the registered nurses 
the authority, autonomy, and confidence to make deci-
sions and take actions independently within their scope 
of practice when it is within a interprofessional team and 
the team is given time to know each other to build trust. 
As one of the participant expressed: “Team organisation 
can increase trust, as you know what they [the team mem-
bers] stand for, what they can do” (Participant 9).

The content of Category 2 reflects the participants 
viewpoint on the importance of a team approach for task 
shifting, drawing attention to Category 3 focussing on the 
implementation of task shifting.

Category 3: Implementation of task shifting
The participants described the challenges of imple-
menting task shifting between physicians and registered 
nurses in emergency departments and possible solutions. 
Their responses can be divided into three subcategories: 
first, they shared their perspectives on the change in roles 
of the professions involved; second, they emphasized 
the importance of recognizing leadership and rules; and 
finally they acknowledge that change takes time.

Challenges for professional boundaries
The participants found it challenging to let other profes-
sionals, including registered nurses but also physicians 
outside their own medical specialty, take over tasks they 
traditionally performed. This was especially challenging 
in the case of high-status tasks, also referred to as “sexy 
tasks” (Participant 7).

The participants raised some concerns regarding the 
recruitment of physicians if practical procedures were 
to be transferred to registered nurses. Nevertheless, they 
recognized the relevance of context; for instance, some 
participants were well aware that registered nurses often 
perform traditional physician tasks in rural hospitals that 
face understaffing. One participant said: “…registered 
nurses perform [certain tasks]…in other hospitals…, which 
I am not against, but we have basically settled on a differ-
ent strategy in our department” (Participant 10).

The participants frequently mentioned the fear of los-
ing status when registered nurses took over their tasks. 
However, the participants claimed they did not speak for 
themselves but on behalf of their colleagues. Several of 
them mentioned that losing or giving up tasks that were 
experienced as a typical “physician thing” might make the 



Page 9 of 15Saga et al. BMC Nursing  (2024) 23:571 

job more boring and that practical procedures are per-
ceived as an advantage of the medical profession.

Many of the participants also claimed that it was easier 
for a registered nurse to take over a task from a physi-
cian, but for a physician to hand off a task to registered 
nurses was perceived as a defeat. When registered nurses 
are handed a task from a physician it is considered an 
achievement for the nurse but was seen as degrading for 
the physician. One manager explained: “…task shifting 
sideways is not so popular, and shifting downwards even 
less so” (Participant 1).

The participants encountered some hierarchy chal-
lenges related to task shifting, not exclusively in terms of 
physician-nurse conflicts but also conflict among regis-
tered nurses. Some tasks are perceived to be beneath reg-
istered nurses, especially among registered nurses with 
comprehensive education. Several of the participants 
had experienced that having Intensive Care Unit nurses 
and registered nurse anaesthetists help out in other hos-
pital wards during the Covid-19 pandemic led to con-
flicts because the registered nurses claimed this work 
was utilizing their expertise in the wrong way. Moreover, 
according to the participants, it challenges the position 
these nurses feel they have in the system and their loss of 
identity, and raises issues concerning prestige in all pro-
fessional groups, not just among physicians.

One participant said: “Everyone wants the cool tasks. 
Some feel like they’ are being deprived of tasks that they 
find cool, or good, or fun, right? Tasks that give them sta-
tus, I think we’re all a bit concerned about that” (Partici-
pant 8).

Recognising leadership and culture
The participants highlighted the importance of leader-
ship and management for the successful execution of task 
shifting. They recognized informal leaders as both obsta-
cles and enablers. This is because administrative leaders 
are not always physicians and hence may not necessarily 
uphold the prevailing culture: “…the administrative and 
clinical levels differ in [terms of ] power. Sometimes the 
administrative one is the strongest and other times the 
clinical one is the strongest. If you are going to implement 
something and there is friction and potential conflict, it 
is almost impossible to change anything” (Participant 4). 
Some of the participants claimed that physicians make 
some tasks, such as the ultrasound-guided femoral nerve 
block, more complicated than they really are, to preserve 
their status.

Formal and informal structures determine who has 
the authority and duty for various tasks. Physicians hold 
decision-making authority, which often leads them to 
perform tasks that may seem meaningless, such as com-
pleting requisition forms. Formalities hinder registered 

nurses from taking on more authority. The authorisation 
system does not always clearly define who is allowed to 
perform which tasks. This lack of clarity prevents the 
smooth transition of tasks from physicians to registered 
nurses. For instance, a physician must sign an X-ray req-
uisition without knowing the patient’s identity or the 
body part to be examined.

This was illustrated by one of the senior physicians: “…
then the registered nurses came running to have my sig-
nature on an x-ray requisition… I could have signed with 
Winnie the Pooh; I did not even know if the requisition 
was for the correct leg” (Participant 3).

Change takes time
All the participants expressed their concerns regarding 
the time needed to implement task shifting. Time was 
highlighted in particular because it takes time to learn 
new skills and ensure sufficient preparation, and time 
was therefore experienced as both a risk and a success 
factor. Furthermore, it takes time for registered nurses to 
be able to perform complex tasks independently. Some 
participants mentioned procedures involving the use of 
ultrasound skills as being particularly time consuming: 
“Then you train a group to use ultrasound. The practical-
ity of it is challenging and must take time to master. It is 
fundamental. What is ultrasound, and what do we use it 
for and how does it work?” (Participant 8).

The importance of taking one step at a time was 
described as a success factor for implementing regis-
tered nurse–led tasks. All the participants noted that the 
health services sector does not have a culture that facili-
tates change because efficiency trumps quality when it 
comes to patient care and staff training. However, if sys-
tems, rules and e-learning programmes are available, the 
time needed to provide bedside supervision during train-
ing is almost nothing.

Most participants highlighted the importance of estab-
lishing a strategy to implement new ways of working and 
that opposing forces and decision-makers must be identi-
fied early in change processes, and the importance of tak-
ing the time to identify who actually makes decisions.

The participants described the challenges of imple-
menting task shifting between physicians and registered 
nurses in emergency departments, highlighting issues 
such as changes in professional roles, the importance of 
leadership, and the time needed for successful imple-
mentation. They noted concerns about maintaining pro-
fessional boundaries, potential conflicts related to status 
and identity, and the critical role of clear authority and 
decision-making structures.

In the previous three categories task shifting pre-
sents opportunities to enhance efficiency and patient 
care in emergency departments. However, its successful 
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implementation hinges on overcoming cultural, leader-
ship, and training challenges through a holistic and col-
laborative approach. Moving on to the overall theme, we 
focus more about the culture than the specific task.

The overall theme
The manifest findings from category 1–3 were reflected 
upon, raising the question: What are these finding telling 
us? This led to the following theme: It is not the task, it is 
the shifting – moving towards a person-centred culture. 
This theme describes the underlying (latent) structure 
in our findings. The results indicate a moderate level of 
interaction, particularly in the areas of the importance of 
building confidence and competence for new tasks, and 
how new tasks and responsibilities are best delivered 
through a team approach. Furthermore, a team approach 
and the importance of empowering the team members 
is highlighted. This empowerment process is not just 
the responsibility of the team members; the participants 
frequently pinpointed the importance of leaders and the 
organisation to acknowledge the time it takes to imple-
ment changes. The culture of the emergency department 
does not acknowledge the time required to gain trust, 
responsibility, competence and confidence within a team. 
The participants themselves did not see the transfer of 
certain tasks as an issue. However, they found cultural 
and organisational change, as well as the time it takes to 
function cohesively as a team, challenging.

Discussion
The aim of this study was to explore the perspectives of 
hospital leaders and physicians regarding task shifting in 
emergency departments. The most prominent finding in 
this study is that shifting tasks in an emergency depart-
ment can encourage a more person-centred workplace 
culture.

Establish a team
The study findings suggest that an important starting 
point for implementing task shifting should be to iden-
tify appropriate tasks to transfer. This is in line with 
the EU report highlighting the importance of avoiding 
inappropriate task shifting, which can lead to increased 
workloads and fragmentation of care [4]. Furthermore, 
the process of task shifting includes more than focusing 
on “just the task”; it also involves clarifying why a task is 
being transferred [8]. As an example, existing tools for 
stakeholders planning and implementing task shifting 
appear to take a more holistic approach, taking all the dif-
ferent aspects of task shifting into consideration [8].

This study identifies different aspects of task shifting 
processes: a) The instrumental aspect involves tasks 
like performing a femoral nerve block, b) Professional 

competence is foundational for understanding task 
complexity, and c) Personal capability, such as bravery 
and resilience, is essential for taking on tasks. Master-
ing a task involves understanding its complexity and 
taking responsibility. It also hinges on an individual’s 
professional competency, which is tied to their capabil-
ity – their ability to perform effectively [31]. Capability 
goes beyond competency in that it requires a relational 
understanding of context and critical analysis of the 
situation to allow for the flexible application of knowl-
edge and deciding who is the right person for the task 
[31]. Therefore, a more holistic understanding of task 
shifting includes the development of professional com-
petency among registered nurses, also referred to as 
professional empowerment [32].

Studies indicate that authentic leadership and struc-
tural empowerment significantly influence experienced 
registered nurses’ perceptions of interprofessional collab-
oration, and several studies have identified that managing 
responsibility is a major barrier to task shifting among 
registered nurses [4, 13, 19, 32]. It is therefore paramount 
for leaders across healthcare settings to understand what 
encourages registered nurses to take over a task and 
what challenges and facilitating factors they encounter 
when doing so [31]. This understanding helps leaders to 
develop organisational commitment among healthcare 
professionals [31].

The development of organisational commitment 
involves developing a person-centred culture highlight-
ing concepts such as success and personal and profes-
sional growth [24]. The main obstacles for leaders when 
trying to cultivate a person-centred culture in acute care 
environments stem from the various cultural aspects 
within the organisation [22]. These include the organi-
sational culture, the culture of learning and the culture 
of care [33]. Emergency departments are known for the 
high amount of stress and unpredictable working days 
[34].

The study findings highlight the value and importance 
of working and learning as a team in the process of shift-
ing tasks. This is in line with findings from an Indone-
sian study investigating stakeholders’ perspectives on 
task shifting in mental health care, which underlined 
the value of sharing and collaboration [35]. Creating an 
environment and culture that enables teamwork, creativ-
ity, adaptability and innovation is a powerful strategy in 
when it comes to building teams and person-centred cul-
tures [34], referred to as shared decision-making systems 
[36]. Implementing shared decision-making teams con-
sisting of registered nurses and physicians can contribute 
to more sustainable task shifting processes. Shared deci-
sion-making teams can support the instrumental, per-
sonal, and professional aspects of task shifting, thereby 
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establishing a more person-centred culture in the context 
of care.

The PCP framework emphasises the value and impor-
tance of working and learning as a team in the process of 
shifting tasks. This approach encourages collective lead-
ership with the main goal of providing high-quality care 
in emergency departments.

Empowering the team members
The participants in the study shared their concerns about 
task shifting leading to fragmentation in patient care 
when the responsibility for tasks was divided among 
multiple health care professionals. At worst, this could 
lead to adverse patient outcomes, such as extended hos-
pital stay, increased risk of readmission to hospital, and 
increased mortality [37]. A Swedish study found that the 
provision of care in the emergency department exhib-
its fragmentation, with nursing care often viewed as 
an extension of medical practice and registered nurses 
sometimes undervaluing their unique nursing role [38]. 
While medical goals remain clearly delineated, nursing 
goals lack distinct boundaries [39]. The establishment of 
strong interdisciplinary teams with clear role boundaries 
tailored to specific care contexts can help prevent frag-
mentation of care [4, 39].

Closely connected to perspectives on the fragmenta-
tion of care is the aspect of managing the responsibil-
ity for the task shifting. One of the findings in the study 
was perspectives on whether registered nurses had the 
confidence to manage the responsibility that came with 
task shifting. Furthermore, the participants expressed 
taking responsibility was more closed linked to the phy-
sician role as a matter of tradition and through medical 
education. The perspective of crossing the line between 
medicine and nursing in relation to task shifting has been 
addressed in previous studies [40], which have suggested 
focussing on teambuilding rather than on transferring 
specific tasks [41]. One recent study highlighted team-
work as one of the most important factors for quality of 
care, noting that a lack of teamwork can contribute to 
burnout among physicians and adverse events [42]. This 
supports the importance of building a resilient team 
when implementing task shifting both to prevent frag-
mentation of patient care and to help registered nurses 
manage the responsibility of providing treatment. In this 
way, organisations facilitate a team approach to build 
trust and psychological safety, which allow registered 
nurses to practice responsibility with support from physi-
cians [4]. The findings in this study suggested an under-
standing of “task sharing” within the team approach that 
did not necessarily entail shifting responsibility for a 
task entirely but rather sharing the task within the team. 

Leaders should facilitate team relationships, considering 
in particular the need to build competence over time and 
bolster registered nurses’ ability to take full responsibility 
for tasks traditionally performed by physicians [43].

By highlighting the task sharing approach within inter-
disciplinary teams, conflicts can be avoided and physi-
cians’ professional identity can be preserved. Professional 
identity is achieved in stages over time, during which the 
characteristics, values and norms of the medical profes-
sion are internalized, resulting in an individual thinking, 
acting and feeling like a doctor [44]. Shifting a task from 
one profession to another will most likely transform the 
status of both the person taking over the task and the one 
giving it away [40].

The PCP framework emphasizes power sharing and 
having an appropriate skill mix. It also promotes shared 
decision-making systems and a team approach to task 
sharing. This framework encourages collective leadership 
with the goal of providing high-quality care in emergency 
departments. These aspects might be more important 
than specific tasks, such as who injects nerve blocks or 
signs x-ray requisitions, this might also be more signifi-
cant than who initiates the next step of treatment. Reg-
istered nurses working in interprofessional teams have 
reported greater well-being and less risk of burnout [9, 
34], which is the one of the most urgent issues facing 
healthcare today [45, 46].

Understanding the complexity of expanding professional 
boundaries
It is most common to transfer traditional physician 
tasks to registered nurses, primarily because the latter 
form the largest group of healthcare professionals. Their 
extensive capabilities and widespread availability across 
nearly every healthcare facility make them essential con-
tributors to the delivery of quality care  [47]. Our study 
highlights that the tension that exists in task shifting is 
not a result of the specific task so much as the shifting 
process. Therefore, it is necessary to identify what ben-
efits patients in terms of quality of care and which health-
care professionals are capable of learning and taking 
responsibility for new tasks. However, taking over tasks 
that physicians perceive as high-status might lead to a 
change in status for registered nurses. The alteration in 
status due to task redistribution is not solely a concern 
for the relationship between physicians and registered 
nurses, but also for relationships among registered nurses 
themselves. A qualitative Norwegian study reported 
instances of envy and fears of change in status [19]. The 
study underscores the significance of managing negative 
emotions in the workplace and building a team-centric 
culture [19]. Challenges resulting from factors related to 
hierarchy are shaped by context and cultural factors [48], 
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which also shape patient safety culture, and will differ 
from one country to another, and even from one hospi-
tal to another in the same country. This highlights com-
plexities in the workplace, and the culture that call for 
different ways of implementing task shifting, as well as an 
assessment of the organisational system [4, 19]. The PCP 
framework supports empowering all healthcare profes-
sionals, regardless of their hierarcical position to contrib-
ute to patient safety and care. It is therefore imperative 
that leaders understand both the workplace culture and 
the driving factors within their organisation if they are to 
work against many of the deeply engrained structural and 
social norms that prevail [49].

Registered nurses’ workload must be acknowledged 
in any discussion of task shifting [50]. It is important to 
reconsider the need for transferring traditional physi-
cian tasks to registered nurses if this leads more work 
overload. Shifting tasks from registered nurses to other 
health care workers, such as registered nurse assis-
tants or health secretaries, must also be considered. As 
a result, team building in relation to task shifting can 
involve physicians, registered nurses and registered nurse 
assistants. The findings in the study highlights the impor-
tance that leaders acknowledge leaders to acknowledge 
the complexities of task shifting and allow sufficient time 
to adjust when changing professional boundaries. The 
absence of time was perceived as a barrier created by 
hospital leaders and politicians due to years of focus on 
efficiency and cost savings rather than on quality of care. 
Previous studies have reported lack of organisational sup-
port as a barrier for task shifting [40, 51, 52]. By focusing 
on establishing and empowering interdisciplinary teams, 
leaders can support the emergence of a more person-cen-
tred care culture in emergency departments.

Strengths and limitations
A key strength of our study is that we believe it to be 
the first to explore task shifting from the perspective of 
hospital physicians and leaders in the emergency depart-
ment setting in high-income countries. A limitation of 
the study is the choice to explore only the perspectives of 
physicians and leaders. The perspectives of other health-
care professionals such as registered nurses, while equally 
important, are not within the scope of this study.

Several measures have been taken to ensure trust-
worthiness and transparency, such as member checking 
[53]. First, the first and last authors cooperated closely 
throughout the analysis process and held a workshop 
with experts and co-researchers with the goal of avoid-
ing bias [54]. Second, the research team members have 
different perspectives due to their various professional 
competences and research backgrounds. This mix of 
competencies and perspectives helped the team avoid 

unidimensional interpretation of findings, thereby 
improving trustworthiness.

Another strength is the inclusion of thick descriptions 
in the form of verbatim quotations in the manuscript. 
These descriptions contribute to the transparency and 
credibility of the interpretation of latent content by help-
ing to uncover the researcher’s thinking during data anal-
ysis and how that thinking influences the creation and 
application of codes [55].

Having a registered nurse and physician who had 
worked in hospitals for several years on the research 
team was important to critically discuss the findings. It 
was, however, a possible limitation that their pre-under-
standings might have influenced their interpretation of 
task shifting between physicians and registered nurse 
[56]. However, two additional members of our research 
team (despite their limited familiarity with task shift-
ing and lack of experience in emergency departments) 
brought extensive expertise from analogous environ-
ments, as well as in data analysis, coding and critical 
thinking. Their ability to analyse critically from a fresh 
perspective enhances the credibility of our analysis, and 
strengthens the trustworthiness of our results.

Finally, the first author is a registered nurse and some 
of the participants were fellow workers, previous lead-
ers and colleagues. This could be considered a strength 
as it presented a unique opportunity to have easy access 
to informants and it meant that trust was already estab-
lished. However, the researcher had to be careful and 
reflect on the impact of their preconceptions on the valid-
ity of the findings because of their previous knowledge of 
the participants. Furthermore, because the participants 
were physicians and leaders, power relations had the 
potential to be challenging due to the fact that the regis-
tered nurse–physician relationship is known to be influ-
enced by the power of authority, social status, gender and 
other factors [57]. The first author therefore discussed 
their feelings and immediate experiences from the inter-
views with the co-authors to avoid interpretations based 
on the first author’s relationship with the participants.

Conclusions
Developing and promoting person-centred culture and 
fostering a team approach in emergency department set-
tings appears to be more important than simply shifting 
tasks. Task shifting can lead to fragmented responsibility, 
which may result in fragmented care. A fragmentation of 
care is likely to be the primary reason for physicians’ resist-
ance to registered nurses taking over their tasks. The PCP 
framework emphasizes the importance of creating a sup-
portive and collaborative environment, ensuring that task 
shifting does not compromise the quality of care provided.
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In practice, a team approach for task shifting may sup-
port those involved in the process of redesigning their 
professional roles, both in terms of giving away and of tak-
ing responsibility for tasks. Such processes take time, and 
hospital management must be willing to put an effort into 
organizing teams. Healthcare workers need clear leader-
ship in the task shifting process that both recognises the 
time this process can take and also engages in the task 
shifting process, because traditions and culture can often 
stand in the way of development. Further research in joint 
planning to facilitate a team approach that can lead to 
more a person-centred culture in emergency departments 
should be undertaken. In addition, context-related stud-
ies involving the development of guidelines, team train-
ing programmes and methods that promote cooperation 
between professionals need to be addressed.

The significance of the finding of this study highlights 
following recommendations: a) leaders in Emergency 
Department should focus on developing a person-cen-
tred culture and fostering a team approach, b) hospital 
leaders should invest time and effort, by acknowledging 
the cultural and traditional challenges in task shifting, 
and c) to support person-centred culture and effective 
task shifting in Emergency Departments more focus is 
needed on the development of guidelines, team training 
programs and collaboration strategies.

Summary of recommendations for healthcare leaders 
and policymakers

• Emergency Department leaders should focus on 
developing a person-centred culture and fostering a 
team approach

• Hospital leaders must invest time and effort, 
acknowledging the cultural and traditional challenges 
in task shifting

• Policy makers should promote further research and 
development of guidelines, team training programs, 
and cooperation methods to support a person-cen-
tred culture and effective task shifting in emergency 
departments

Abbreviation
PCP  Person-Centred Practice
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