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Abstract
Background  Nurses’ understanding of their scope of practice is essential for coordinating safe and optimal 
home-based care for older people with complex needs. Contextual modulators, workload pressures, and limited 
opportunities for clinical leadership may hinder enactment of core aspects of this scope. Uncertainty regarding 
nurses’ scope of practice persists, particularly in home-based care. The aim of this study was to explore how nurses 
experience their own and each other’s scopes of practice, and what characterises their scope of practice in home-
based care.

Methods  A qualitative descriptive design using focused individual interviews was employed with eight registered 
nurses and eight non-registered nurses from three home-based nursing teams in south-east Norway. Although 
interviews were conducted individually, data were analysed dyadically using an adapted Framework Method to 
enable systematic comparison of perspectives.

Results  Nurses’ scope of practice was characterised by ongoing clinical observation, assessment, and response to 
change, supported by continuity of visits and in-depth knowledge of service users. Activities ranged from household 
chores and basic care to advanced clinical procedures, with substantial overlap between the nurses. Registered 
nurses articulated greater analytic depth and system-level accountability. Despite shared conceptual understandings, 
nurses experienced a parallel scope of practice with divergent responsibilities. Registered nurses assumed primary 
accountability in acute, complex, and transitional care situations, and tensions were evident regarding responsibility 
distribution and decision-making.

Conclusions  Scope of practice in home-based care was dynamic and context-dependent, enacted through an 
embodied nursing process reflecting rapid, experience-based cognition and analytic decision-making. Although 
nurses described shared understandings, enactment involved overlapping activities alongside distinct responsibilities. 
Registered nurses’ scope of practice extended beyond direct care to coordination, clinical leadership, and 
accountability for care completion. These findings highlight risks of implicit responsibility shifting and emphasise the 
need to clearly define and empirically ground nurses’ scope of practice to support safe practice, leadership, workforce 
sustainability, and future research on continuity, responsibility, and decision-making in complex care settings.
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Background
Nurses’ internalised understanding of their Scope of 
Practice (SoP) in home-based care is fundamental to 
their ability to coordinate and deliver meaningful care 
for the growing number of older people with complex 
health needs. In this study, SoP is conceptualised as 
nurses’ responsibilities and authority (role), the activi-
ties and tasks they perform (function), and their capac-
ity for clinical decision-making [1–3]. Internalising these 
components is particularly important in the inherently 
multiprofessional context of home-based care, where 
registered nurses (RNs), who are anticipated to take pri-
mary clinical leadership, need to collaborate closely with 
various occupational groups, most importantly health-
care workers, here referred to as non-Registered Nurses 
(non-RNs, i.e., vocational training without the RNs cre-
dential). In the following, when both registered and non-
registered personnel are relevant, the term “nurse(s)” 
will be used to refer collectively to these roles. Research 
across home- and facility-based care indicates that RNs 
frequently adapt and extend their roles to meet com-
plex care needs and organisational demands, performing 
additional activities and decision-making beyond formal 
task lists, which is associated with higher workload and 
may impact care quality [4, 5]. RNs must advocate for 
their professional remit and clarify role boundaries to 
prevent confusion [6] and avoid the risk of nursing roles 
being diluted or reduced to merely “filling gaps” in care 
[7, 8], potentially diminishing the recognition of nursing 
as a distinct professional discipline. Non-RNs are often 
described as a valuable extension of RNs [9], primar-
ily providing and monitoring direct care and reporting 
to RNs, highlighting the importance of understanding 
both similarities and differences in their respective SoP. 
Such understanding provides RNs with a foundation for 
fulfilling their responsibilities for clinical leadership and 
decision-making. At the organisational level, this also 
highlights the importance of clear task allocation, sup-
portive leadership, and structured delegation practices to 
ensure that RNs and non-RNs can work effectively within 
their respective scopes of practice, maintain care quality, 
and reduce the risk of role ambiguity or work overload.

Clinical decision-making and clinical leadership are 
core components of RNs’ scope of practice and, accord-
ing to the literature, key elements that distinguish them 
from non-RN colleagues. Studies in both home- and 
facility-based care show that RNs’ ability to enact their 
core responsibilities can be constrained by modula-
tors such as stress, fatigue, and limited opportunities for 

clinical leadership [4, 5] Flyum et al., manuscript under 
review. Despite differences in care contexts, these stud-
ies report similar challenges in managing older people 
with complex care needs, highlighting the relevance of 
these findings across settings. RNs appear to spend a 
disproportionate amount of time on assessment while 
devoting minimal time to evaluating care. This is impor-
tant, as effective decision-making and clinical leadership 
are autonomous RN competencies central to care qual-
ity and outcomes. Clinical decision-making is a complex, 
multidimensional process that underpins all nursing care, 
guiding decisions about what to do, when, and how [10, 
11], as well as directing clinical leadership and delega-
tion to non-RNs. Nurses in home- and facility-based care 
have been found to characterise their practice as reactive, 
intuitive, and experience-based, with limited articulation 
of the rationale underlying their clinical decision-mak-
ing [12]. Reliance on this approach without the integra-
tion of more analytic processes may increase the risk of 
suboptimal decisions, particularly in high-stress situa-
tions or when nurses lack the necessary experience and 
competence.

With the rising complexity of home-based care—driven 
by an increasing number of older people with chronic 
conditions and growing resource constraints—RNs’ 
competence and confidence in their SoP are increas-
ingly important. Insufficient internalisation of their pro-
fessional role may contribute to rationed care [13] and 
unmet care needs [14], with potential consequences for 
both care recipients and nurses, regardless of role or edu-
cational background.

Contemporary RNs continue to grapple with founda-
tional questions regarding what constitutes their work, 
why it is performed, and how it should be enacted. 
Although efforts to define and operationalise nursing 
practice have a long history [e.g., 15, 2, 3], scholars argue 
that the nursing profession still struggles to articulate 
who they are as professionals, why they do what they 
do [16], and the essential nature of their practice—the 
“what” of nursing [17]. Some scholars have described 
nursing work as ‘invisible’ [18], which may obscure the 
responsibilities, decision-making authority, and profes-
sional recognition that are central to SoP.

To frame the nurses’ practice, we drew on two comple-
mentary references. Malone and Cliffe’s Framework for 
Remote and Isolated Practice [1] provides guidance for 
understanding professional roles in contexts with lim-
ited resources, emphasising accountability and collabora-
tion. The Royal College of Nursing’s updated definition of 

Trial registration  Not applicable.
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nursing [2] clarifies RNs’ remit, focusing on role, respon-
sibilities, and clinical decision-making. Together, these 
references offer a conceptual lens that allows the opera-
tionalisation of SoP in terms of role (responsibilities, 
authorisation) and function (e.g., activities, tasks), while 
avoiding a prescriptive or rigid framework [19, 20]. This 
lens guided exploration of the nurses’ own interpreta-
tions of their practice in home-based care. However, it 
remains unclear how issues related to role boundaries, 
responsibility distribution, and decision-making manifest 
in everyday practice for nurses in home-based care, high-
lighting the need for detailed empirical examination [21]. 
The aim of this study was to explore how nurses experi-
ence their own and each other’s scopes of practice, and 
what characterises their scope of practice in home-based 
care.

Methods
Study design
A qualitative descriptive design was used to capture 
practice-proximate data reflecting nurses’ experiences 
in home-based care [22]. Data were collected through 
individual focused interviews [23]. Although interviews 
were conducted individually, the data were subsequently 
analysed using the Framework Method for non-dyadic 
data [24], with dyads constructed a posteriori to allow 
systematic comparison of nurses’ perspectives [see Data 
Analysis section]. SoP was used as a guiding concept to 
inform data collection and analysis, operationalised as 
role (responsibilities and authorisations), function (tasks, 
activities), and decision-making, without applying a for-
mal theoretical framework [19, 20]. The study is reported 
in accordance with the Standards for Reporting Qualita-
tive Research (SRQR) [25].

Study setting and recruitment strategies
This study was conducted in three Norwegian home-
based nursing teams within a municipal home healthcare 
service. In Norway, home-based nursing care predomi-
nantly serves older people, many of whom have complex 
care needs [26]. Primary healthcare is organised at the 
municipal level, with municipalities legally responsible 
for the provision of home-based nursing care. Services 
are publicly funded and delivered through multidisci-
plinary teams. In this context, care is primarily provided 
by Registered Nurses (RNs), who hold a three-year bach-
elor’s degree, and healthcare workers with vocational 
training (non-RNs), who complete two years of upper-
secondary education followed by an apprenticeship lead-
ing to a trade certificate and licensure [27, 28]. RNs hold 
formal responsibility for clinical assessment, care plan-
ning, and clinical decision-making, while non-RNs pro-
vide much of the direct daily care. The formal distinction 
between them is anchored in national health legislation. 

The Health Personnel Act assigns RNs independent 
responsibility for professional judgement, clinical deci-
sion-making, and delegation of care, whereas non-RNs 
practise under delegation and supervision [29, 30]. This 
legal framework is further clarified through national 
guidance and regulatory oversight provided by the Nor-
wegian Directorate of Health and the Norwegian Board 
of Health Supervision [31, 32]. In the home-based con-
text, nurses often work autonomously in patients’ homes, 
frequently without immediate physician presence, which 
places substantial demands on clinical decision-making, 
coordination, and role clarification. This organisational 
and regulatory context shapes how scope of practice 
is enacted in everyday home-based care and forms the 
backdrop for the experiences explored in this study.

Participants
Participants were purposively recruited [33, 34] from 
a pool of thirty-two nurses who had previously taken 
part in a larger two-step research project – the DECIDE 
project. The first step [Flyum et al., manuscript under 
review] involved direct structured observations focus-
ing, amongst others, on the same overarching nursing 
phenomena as explored in this study, whereas the current 
study represents the second step. All 16 nurses included 
here had consequently been observed in their work dur-
ing the first step of the DECIDE project. The insights 
from these direct structured observations provided con-
textual knowledge informing the study design, interview 
question, and probing prompts. Following this contex-
tual preparation, eight nurse dyads were constructed a 
posteriori by randomly pairing one RN and one non-RN 
from the same nursing team and who had been observed 
on the same day. Alternative pairings were possible, 
but recruitment was stopped once 16 participants were 
included. This sample size was considered sufficient 
based on information power, as previous research sug-
gests that meaningful themes can be captured after 6–12 
interviews when participants are relatively homogeneous 
and the study aim is specific [35, 36].

Inclusion criteria were: (1) permanent or long-term 
temporary employment within one of the three partici-
pating nursing teams, (2) direct involvement in nursing 
care for older people with complex needs, and (3) pro-
ficiency in Norwegian. Recruitment was carried out in 
collaboration with team leaders and professional devel-
opment RNs and included informational meetings and 
distribution of flyers in team break rooms.

Data collection
Data were collected through individual focused inter-
views [23] conducted separately, resulting in non-dyadic 
data [24]. Interviews were conducted between March 
and June 2025 and lasted between 43 and 112  min 
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(mean = 75  min). Time and location were arranged col-
laboratively with each participant. All interviews were 
audio-recorded and transcribed using Intelligent Speech 
Recognition Technology (ISRT) [37], followed by manual 
verification to ensure accuracy. Interviews were con-
ducted in Norwegian, and the team verified translations 
into English for analysis to ensure accuracy.

The first author conducted all interviews and had pre-
viously carried out the direct structured observations 
in Step I; coding and analysis were undertaken collab-
oratively by the research team, with the last author over-
seeing the interpretive process. Although observations 
in Step I informed the interview focus, potential influ-
ence on interpretation was addressed through collab-
orative analysis and ongoing reflexive discussions within 
the research team. To ensure data quality, two senior 
researchers reviewed the first two interview recordings; 
both were assessed as meeting quality standards and 
were retained in the dataset.

The interviews were guided by a single open-ended 
question: I am interested in hearing how you experience 
your practice in home-based care, what characterises 
your practice, and how it differs from that of colleagues 
in a different nursing role. The question did not delib-
erately explicitly mention “scope of practice,” as nurses 
in clinical practice rarely use formal SoP terminology; 
instead, it was intended to capture participants’ respon-
sibilities, activities, and decision-making inherent to their 
positions in everyday language. Probing prompts such 
as “Could you elaborate?” or “Can you give an example?” 
encouraged detailed and reflective responses. The final 
wording of the open-ended question was informed by 
insights gained from the preceding structured observa-
tions and was piloted for clarity, requiring only minor 
refinement.

Data analysis
The Framework Method, adapted for non-dyadic data 
[24], guided the inductive analysis. This analytic strat-
egy enabled comparison of perspectives that may be less 
accessible in joint interviews. Separate analytic pathways 
were intentionally maintained for RNs and non-RNs 
throughout the early stages of analysis, with convergence 
of the datasets occurring only from Stage 5 onwards. 
This approach facilitated analysis at multiple levels: indi-
vidual interviews, within professional groups, and across 
professional groups. It enabled identification of overlaps 
(i.e. similar descriptions reflecting shared concepts and 
largely congruent conceptualisations) as well as con-
trasts (i.e. similar descriptions underpinned by different 
conceptualisations or understandings) in participants’ 
experiences and interpretations. This analytic strategy 
provided a more comprehensive account than analysis of 
individual interviews alone, thereby supporting a more 

comprehensive account of participants’ perspectives [24, 
38].

The analysis was conducted collaboratively by the 
research team to enhance rigour and reflexivity and 
comprised eight iterative stages. Stage 1 involved tran-
scription and de-identification of interviews, followed 
by Stage 2, familiarisation through repeated reading of 
transcripts. In Stage 3, relevant content (text excerpts) 
was extracted and coded in relation to the study focus. 
Inter-rater reliability was assessed by randomly selecting 
one nurse dyad, with all team members independently 
extracting content corresponding to the interview ques-
tion from the first four transcript pages of each dyad par-
ticipant; the agreement rate was 98%. In Stage 4, codes 
were organised into a general thematic table (Table  1). 
Data were coded using a primarily inductive approach, 
allowing the general themes to emerge directly from 
participants’ accounts while remaining informed by the 
study’s conceptual focus on scope of practice. Stage 5 ini-
tiated dyadic analysis, during which dyadic codes were 
developed by bringing together codes from each indi-
vidual interview within dyads and between dyads. Stage 6 
involved development of an analytical framework, Stage 
7 its iterative refinement, and Stage 8 application of the 
framework, together with insights from earlier stages, 
to guide interpretation. The process was highly iterative, 
with theme development and refinement continuing as 
familiarity with the data deepened (Table 1).

Ethical considerations
This study was conducted in line with the established 
ethical guidelines of the Declaration of Helsinki [39], 
with general principles focused on the participants’ 
health and interests, and acting as a guarantor for the 
respondents’ autonomy and integrity. It was reviewed by 
relevant ethical bodies in both Norway and Sweden: the 
Regional Committees for Medical and Health Research 
Ethics in Norway (ID 733476), the Norwegian Agency for 
Shared Services in Education and Research (ID 349256), 
the Research Ethics Committee at Karlstad University, 
Sweden (ID C2024/636), and the Swedish Ethical Review 
Authority (Dnr 2025-00816-01). The Regional Commit-
tees in Norway and the Swedish Ethical Review Author-
ity raised no ethical objections but concluded that the 
project did not fall within their remit. All participants 
received verbal and written information about the study 
and provided written informed consent.

Rigour and reflexivity
All authors of this study are RNs from Norway or Swe-
den. The research team comprised two professors of 
nursing, one reader of nursing, one doctoral-level nurse 
researcher, and one PhD student in nursing science. 
Three members had extensive experience in long-term 
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care, including home-based care, while two had limited 
prior experience in this setting. The team’s combined 
research expertise and diversity of clinical backgrounds 
supported ongoing discussions and reflexive consider-
ation throughout the study.

The first author conducted all interviews and had pre-
viously observed the participants in their work; this prior 
engagement was actively considered during data collec-
tion, analysis, and manuscript preparation. Regular team 
meetings facilitated reflection on naive readings, inter-
pretations, and potential preconceptions.

Results
Eight nurse dyads were included in this study. The RNs 
comprised five females and three males, with a mean 
age of 40.1 years (range = 24–68; SD = 15). The non-
RNs included five females and three males, with a mean 
age of 49.4 years (range = 40–56; SD = 5.8). Overall, 
the mean age of the sixteen participants was 44.8 years 
(range = 24–68; SD = 12). Work experience ranged from 
10 months to 29 years, with RNs having a mean of 10.7 
years’ experience and non-RNs a mean of 17 years (over-
all mean = 13.8). Six participants had completed further 
education, two of whom were non-RNs (Table 2).

The framework analysis identified four overarching 
themes: modulators of the professional practice envi-
ronment; the contours of nurses’ responsibilities (role); 
the contours of nurses’ activities and tasks (function); 
and parallel scope, divergent responsibilities. Together, 
these themes reflected both overlapping and contrasting 
descriptions of how nurses characterised their own prac-
tice and that of their colleagues in a different nursing role.

General Theme 1: Modulators of the professional practice 
environment
The first general theme, modulators of the professional 
practice environment, was articulated through four char-
acteristics: an unpredictable environment, a constant 
re-shuffling of the action list, bugs in the environment, 
and alone but not lonely. In accordance with the dyadic 
framework analytic approach, the first three characteris-
tics were largely overlapping across the nurses' accounts, 
whereas alone but not lonely reflected similar experien-
tial descriptions with differing connotations.

The professional practice environment was described 
as characterised by uncertainty and continually shift-
ing prerequisites for fulfilling both role and function. 
This unpredictability was described through accounts of 
never knowing a care recipient’s condition when open-
ing the door, or what unexpected situations might arise. 
The nurses described the need to avoid complacency by 
remaining mentally prepared, ensuring access to poten-
tially required materials and equipment, and staying 
several steps ahead to respond to unforeseen situations 
(Table 3).

The professional practice environment was also 
described as involving unremitting flexibility and con-
tinual re-shuffling of the daily action list. The nurses 
described reorganising visit sequences, trading visits with 
colleagues, and adapting care delivery to users’ prefer-
ences during visits (Table  4). While this flexibility was 
described in overlapping ways by both groups, RNs more 
often described its necessity for managing organisational 
demands and supporting colleagues in acute situations, 
whereas non-RNs more frequently linked flexibility to 
visit order and user preferences.

Several bugs within the professional practice environ-
ment were described in overlapping ways. These included 
a lack of functional equipment, unsupportive home envi-
ronments, increasing numbers of visits combined with 
reduced time for care delivery, and limited opportunities 

Table 2  Participant characteristics
Dyad numbers Age (years) Working experience (years)
Dyad I: RN 25–30 3

Dyad I: Non-RN 50–55 26

Dyad II: RN 50–55 25

Dyad II: Non-RN 40–45 12

Dyad III: RN 65–70 19

Dyad III: Non-RN 50–55 15

Dyad IV: RN 40–45 10

Dyad IV: Non-RN 40–45 19

Dyad V: RN 40–45 19

Dyad V: Non-RN 50–55 4

Dyad VI: RN 30–35 3.5

Dyad VI: Non-RN 50–55 22

Dyad VII: RN 20–25 1

Dyad VII: Non-RN 55–60 29

Dyad VIII: RN 30–35 5

Dyad VIII: Non-RN 45–50 9
Abbreviations: RN= Registred Nurse, Non-RN = Non-Registed Nurse

Table 3  An unpredictable environment
RN Dyad 5 Non-RN
‘So, if there are many admission 
reports, then you check whether 
there’s anything you need to 
respond to. And you answer phone 
calls. People call us – users, rela-
tives, people from the hospital or 
the out-of-hours service. It doesn’t 
happen every day, but suddenly it 
does, and it’s the responsible nurse 
who must answer, who has a 
role in getting things in place and 
responding to all those questions. 
… So, you always must be two or 
three steps ahead.’

‘We never know what will 
happen when we open their 
doors, right? A lot of things 
can happen — they might 
have fallen, and you may 
need to call an ambulance. 
Anything can happen, so 
you’re never completely sure 
of what you’re walking into 
when you enter that flat, 
you know?’
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for clinical observation (Table  5). The nurses described 
these challenges as intensifying in relation to organisa-
tional and systemic changes, resulting in stress, concerns 
about care adequacy, a fast-paced work environment, 
omissions in care, and suspicions that colleagues were 
cutting corners. The RNs additionally described chal-
lenges related to ensuring appropriate competence 
among staff, uncertainty regarding sources of support, 
and difficulties arising when responsibilities “fell between 
chairs.” These included task-shifting without adequate 
follow-up, lack of essential equipment, and shortcomings 

in assessment, documentation, reporting, and follow-up. 
RNs alone also reported increased responsibility during 
periods when managers were absent or unavailable.

The final characteristic reflected a balance between 
working independently and having access to collegial 
support. Although described using similar language, 
this carried different connotations for the nurses. Both 
groups described being alone during visits, with some 
highlighting positive aspects such as time for reflection. 
However, RNs more often described independent deci-
sion-making, whereas non-RNs highlighted the reassur-
ance in knowing they could contact an RN for support 
when needed (Table 6).

General Theme 2: The contours of the nurses’ 
responsibilities (role)
The second general theme, the contours of the nurses’ 
responsibilities (role), was nuanced through two charac-
teristics: ongoing clinical observation and administration 
versus point-of-care responsibilities. The first character-
istic was largely overlapping, while the second reflected 
similar descriptions with some differing emphases.

The nurses described their responsibilities as encom-
passing continuous observation to detect deviations from 
a user’s habitual status, assessment of potential causes, 
initiation or coordination of appropriate actions, and 
evaluation of outcomes. They emphasised knowledge of 
users and continuity of care as central to early detection 
of change. However, the RNs alone highlighted a ten-
sion between improved detection following short gaps 
between visits and the risk that longer intervals could 
delay identification of deterioration. They also stressed 
the need for sustained vigilance, even during basic tasks 
and under time pressure, particularly in complex situ-
ations where changes could occur rapidly and delayed 
detection could have serious consequences. The non-RNs 
additionally, and besides their described responsibility 
for continuous observations, underlined independent 
reporting, and in some cases decision-making, although 
with less analytic elaboration (Table 7).

The contours of the nurses’ responsibilities were fur-
ther nuanced through accounts highlighting the interplay 
between administrative and point-of-care responsibili-
ties. Although described in overlapping ways, this char-
acteristic also reflected some distinctions between the 
nurses.

Accounts described how nurses’ administrative respon-
sibilities were closely intertwined with the delivery of 
high-quality point-of-care. Tasks such as updating care 
plans, ensuring their accuracy and completeness, order-
ing and managing medications, and preparing neces-
sary equipment and materials were described as shaping 
the prerequisites for effective bedside care. The nurses 
described shared responsibilities in ensuring that users 

Table 4  A constant re-shuffling of the action list
RN Dyad 7 Non-RN
‘It’s just about trying to find a bit 
of time. If I don’t manage to get 
all the tasks done in a day, then 
I look at whether it’s because I’m 
focusing on the essential tasks for 
that day. If there is something left, 
I prioritise whether I can leave it, 
or whether it’s something I can do 
another day instead. ’

‘So, it’s something you think a 
lot about as you go out and 
start figuring out how the list 
should be organised so that 
it works as well as possible for 
me too, so that I don’t have 
to drive back and forth. […] 
So that not so much time is 
lost on driving. … The driving 
time isn’t included in the lists; 
it’s just added on top.’

Table 5  Bugs in the environment
RN Dyad 1 Non-RN
‘And then, as I understand it, it’s 
the department manager’s re-
sponsibility to provide us with the 
right equipment — equipment 
that works. And that’s where we 
had another problem, which is a 
bit specific to home nursing: the 
equipment often can’t tolerate 
the cold. So, if you bring your bag 
with you and it’s been left out in 
the car, some of the equipment 
can get damaged. Because it’s 
often cold out there, since we use 
electric cars, and they switch off 
when we go in to see the users’

‘Well, there are some people 
who move very quickly and 
probably suspect that not 
everyone is always offered 
the help they really should 
be offered. Yes, that’s the 
case. But then there are 
some for whom it’s more 
important that they are 
offered the support they 
should receive’

Table 6  Alone but not lonely
RN Dyad 3 Non-RN
‘But I make most of the decisions 
myself. If something comes up 
and there’s another nurse on 
duty, then sometimes I’ve called 
and asked, “What do you think 
I should do?” Or she or he calls 
me and asks, “What do you think 
I should do?” But when there 
aren’t two of us, then I rarely 
call another colleague. There 
is someone I can call […] I ask 
him, because he knows everyone 
so well.’

‘We are a team, but still, when 
we’re out in the field, we are 
on our own. We do have 
support behind us from other 
professionals, but in those 
moments when we’re with the 
service user, we are indepen-
dent. We are alone in there. It’s 
up to us to carry out our work 
and observe the users—if 
something happens or any-
thing changes. Because I can’t 
just call the nurse and say: “I 
can see that she’s unwell.’



Page 8 of 15Flyum et al. BMC Nursing          (2026) 25:425 

received appropriate care and that essential aids were 
available during visits. They described that these admin-
istrative activities were not merely clerical but directly 
supported safe, timely, and personalised care. While both 
professional groups stressed the importance of teamwork 
and mutual support, the RNs alone described a broader 
scope of administrative and coordination responsibili-
ties. This included overseeing colleagues’ well-being, 
monitoring workload distribution, providing decision-
making support, and following up on completion of care 
tasks (Table  8). They were also responsible for ensuring 
adequate staffing levels, maintaining professional compe-
tence within the team in the absence of managers, liaising 
with GPs, hospitals, and other significant stakeholders, 
and coordinating the users’ overall medical and care tra-
jectory. Additionally, the RNs described taking ownership 
of creating, updating, and validating care plans, as well as 

ordering, preparing, and managing medications, reflect-
ing a dual focus on clinical and organisational oversight.

The non-RNs described differences in the distribution 
of administrative and point-of-care time, noting that the 
RNs spent more time than them on administrative work. 
Reactions varied: some expressed frustration, while oth-
ers described deliberately shifting administrative tasks to 
the RNs or emphasised the importance of detailed up-to-
date care plans for optimal care delivery. The RNs alone 
stressed that the scope and volume of administrative 
responsibility were substantial and that insufficient time 
for these tasks increased the risk of missed or omitted 
care.

General Theme 3: The contours of the nurses’ activities and 
tasks (function)
The third general theme, the contours of the nurses’ 
activities and tasks (function), was nuanced through two 
interrelated characteristics: continuity as the bedrock of 
quality of care, and from household chores to advanced 
care. While continuity was described in largely overlap-
ping ways by the nurses, the breadth of activities and 
tasks reflected both overlap and differing connotations in 
how responsibilities were understood and enacted.

The contours of their activities and tasks were 
described in overlapping ways, and they described 
detailed knowledge of users, encompassing prefer-
ences, routines, habitual functional status, and typical 
patterns of behaviour, as fundamental to performing 
activities effectively and in a tailored manner (Table  9). 
This continuity of knowledge was described as enabling 
early detection of change, more rapid and appropriate 
responses, and increased user comfort, trust, and sense 
of safety. They emphasised that repeated encounters with 
the same users supported subtle observational work that 
could not easily be captured in care plans alone. When 
continuity was lacking, they described how they adapted 
their practice by relying more heavily on documenta-
tion, care plans, and handovers from colleagues, while 

Table 7  Ongoing clinical observation
RN Dyad 2 Non-RN
‘But as a nurse, I do observe 
everyone. I’m constantly notic-
ing how they are, and I know 
many of them quite well. So, 
from the moment I come in 
and greet them, I notice how 
awake they are and whether 
they recognise me… and from 
the contact I have with them I 
can tell whether they’re sitting 
up watching television, follow-
ing the news, or lying in bed. 
Some show very little interest 
in my presence, seem tired, or 
don’t really have the energy to 
get up or to talk. So, the spec-
trum is quite wide. But these 
are things I’m continuously 
observing. And it’s important 
for us to document this, so that 
we can follow it up properly.’

‘We observe, for example, 
when we serve food. He 
eats very little, or much less 
than before. And there are 
also some patients who 
usually dress themselves or 
take care of their personal 
hygiene, and then suddenly 
one day they don’t – they 
don’t look properly dressed, 
right? They may not even 
have their clothes on. So, 
we think that something 
has changed. It means 
their abilities may have 
decreased.’

Table 8  Admin vs. point-of-care
RN Dyad 6 Non-RN
‘My role? Yes – for example, I make 
changes to the care plans for the service 
users. If a service user has seen the 
doctor and the doctor has prescribed 
sleeping tablets for four weeks, I need 
to make sure the care plan is updated. 
That way, the staff who visit the service 
user can see that they are now on 
sleeping medication. And if the doctor 
later stops the medication, then I must 
remove it from the plan, so that we are 
always following up and keeping it 
accurate. ’

‘So, if it’s a multi-dose 
roll, and something is 
missing, we just take 
it from the back of the 
roll, and then we order 
it for the next delivery 
from the pharmacy. 
We order extra, or it’s 
the RNs who do that. I 
don’t have access to the 
digital ordering system, 
so I let a RN know. They 
order an extra daily 
dose for the next roll.’

Table 9  Continuity, the bedrock of quality of care
RN Dyad 1 Non-RN
‘Try to follow up with the 
users you’ve been assigned as 
much as possible to maintain 
continuity in the work. And it’s 
also because they expect that 
more people with dementia 
will continue living at home, 
and it’s good for them to have 
a few regular carers they can 
relate to—people who know 
their routines and can gradually 
adapt to them as well.’

‘Things are much easier to 
understand if you’ve visited 
the person several times, yes. 
And things are much simpler 
when you can go to the 
same person repeatedly and 
get to know them. It’s easier 
for us, and it’s easier for those 
who receive our support.’
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simultaneously acknowledging that this could not fully 
compensate for embodied, experiential knowledge of the 
user.

Beyond continuity, the nurses described a broad range 
of activities and tasks extending from household chores 
to advanced clinical care. In overlapping accounts, they 
described engaging in activities such as changing bed-
ding, washing dishes, tidying, doing laundry, and address-
ing minor safety hazards in users’ homes (Table  10). 
Although these activities were typically outside formal 
action lists, nurses consistently described them as inte-
gral to users’ quality of life and, in some cases, essential 
to maintaining safety and dignity in the home setting. 
They also emphasised the need to balance these activities 
against time constraints and competing clinical demands.

In contrast to household tasks, basic care activities, 
including personal hygiene, dressing, meal preparation, 
assistance with compression stockings, and support with 
sleep routines, were described as forming part of the daily 
work of the nurses. Similarly, simpler medical-technical 
procedures were described as shared activities, including 
oral and subcutaneous medication administration, basic 
wound and stoma care, intermittent catheterisation of 
females, dialysis-related tasks, blood glucose monitoring, 
and basic clinical assessment and decision-making.

The RNs were additionally described as undertak-
ing advanced care procedures that extended beyond the 
scope of the non-RNs. These included intramuscular and 
intravenous therapy, sterile procedures, medication prep-
aration and management, intermittent catheterisation of 
both females and males, and complex clinical assessment 
and decision-making (Table  11). The RNs emphasised 
that these advanced tasks required not only technical 
competence but also responsibility for evaluating risk, 
coordinating care, and responding to rapidly changing 
clinical situations. Here, the non-RNs, while acknowledg-
ing these distinctions, highlighted their own involvement 
in acute situations, including recognising deterioration, 
initiating emergency responses, and providing immediate 
support until further assistance was available.

While many descriptions of activities and tasks over-
lapped, differing connotations were evident. Some RNs 
highlighted the value of non-RNs performing certain 
medical-technical procedures as alleviating workload 
and reducing pressure on RNs. Conversely, some non-
RNs expressed frustration with systemic changes that 
restricted advanced procedures to RNs, particularly 
when they felt excluded from caring for seriously ill users 
despite having extensive knowledge of the individual. 
These accounts illustrate how functional overlap coex-
isted with boundaries that were experienced as both nec-
essary and, at times, contested.

General Theme 4: Parallel scope, divergent responsibilities
The fourth general theme, parallel scope, divergent 
responsibilities, was nuanced through the characteristic: 
Same, same but different. This characteristic reflected 
both overlap and similar descriptions with some distin-
guishing connotations.

Nurses’ parallel scope but divergent responsibili-
ties was depicted as involving largely the same activi-
ties and tasks, albeit with distinct areas of responsibility. 
Although accounts were overlapping, some differences 
were evident. The nurses agreed that they performed 
much the same activities, and that RN-specific tasks 
could at times be difficult to distinguish, noting that 
the RNs also assisted with personal hygiene and meal 
preparation. However, the non-RNs expressed frustra-
tion that some RNs were reluctant to engage in the most 
basic activities, such as personal hygiene. Despite these 
mostly overlapping accounts of nurses’ activities, certain 
responsibilities differed. The RNs were primarily respon-
sible when users were seriously ill, when holistic assess-
ment was required, during transitions from hospital to 
home, or in acute situations. At the same time, the nurses 

Table 10  From household chores to advanced care
RN Dyad 7 Non-RN
‘But sometimes, if the rela-
tives don’t live nearby, we 
also do the washing up. If 
we prepare something and 
there are dishes, we wash 
them, and we also help 
with the laundry.’

‘…there might be rugs 
they could trip over, so we 
straighten them, or perhaps 
ask whether they should be 
removed. And sometimes a 
light bulb goes, and we must 
replace it. But mostly we tidy 
up a bit and do the things 
that help the place look pre-
sentable. Of course, there are 
limits to how much we can 
tidy up, because we don’t 
have much time for that.’

Table 11  From household chores to advanced care
RN Dyad 4 Non-RN
‘There are also several service 
users who need help with meals 
…In those cases, we assist with 
meals, sleep routines, personal 
care, and some nursing proce-
dures. Medication management 
is also included. So, there are 
many different tasks that we 
carry out… Yes, there are several 
nursing tasks that others cannot 
carry out. Medication, for ex-
ample – that is our responsibility. 
Everything related to medicines 
…is a nursing duty.There are also 
several procedures that are specif-
ically nursing procedures, such as 
catheter care, fluid therapy, and 
everything involving intravenous 
or sterile procedures.’

‘We may have to help 
them put on their support 
stockings, and sometimes 
we must call the emergency 
department. And then 
there are situations where 
we must save their life in 
an acute situation. So, the 
range of what we do is quite 
wide. There are many differ-
ent tasks involved.’



Page 10 of 15Flyum et al. BMC Nursing          (2026) 25:425 

stressed the substantial responsibilities held by non-RNs 
in home-based care. The RNs additionally highlighted the 
value of competent non-RNs in supporting care delivery 
and reducing the risk of errors by relieving pressure on 
them (Table 12).

The RNs were described as responsible for medica-
tion management, medical care, communication with 
GPs, development of specific procedures, and advanced 
clinical decision-making. Some of these responsibilities, 
such as communication with GPs, were reported to shift 
temporarily to non-RNs in the absence of a responsible 
RN. The non-RNs were also described as “first in line” 
observing changes and reporting back to RNs. There 
was a shared understanding of differences in knowledge 
and competence between the two roles: most non-RNs 
described recognising when RNs’ expertise was required, 
while some RNs reported being expected, or expecting 
themselves, to detect more subtle changes than non-RNs. 
RNs also described having responsibility for supporting 
non-RNs in communication with users when advanced 
knowledge was needed to explain procedures or treat-
ments. However, some accounts reflected dissatisfaction 
or disagreement with the distribution of responsibility. 
Some non-RNs described not prioritising contact with 
RNs in acute situations, instead making an autonomous 
decision to contact a doctor or emergency services. There 
was also disagreement regarding the need for the RNs to 
always hold responsibility for users who were seriously ill 
and during transitions from hospital to home (Table 13).

Discussion
In this paper, we explored how nurses experienced their 
own and each other’s SoP, and what characterised their 
SoP in home-based care. Using framework analysis, 
we identified four overarching themes: modulators of 
the professional practice environment; the contours of 
nurses’ responsibilities (role); the contours of nurses’ 
activities and tasks (function); and parallel scope, diver-
gent responsibilities. Each theme was further nuanced 
through characteristics reflecting the nurses’ descriptions 
and experiences. The discussion that follows focuses on 

the most salient findings and considers how nurses’ SoP 
in home-based care is shaped by the contextual condi-
tions in which nursing is enacted.

Within these contextual conditions, the demanding and 
unpredictable nature of home-based care requires nurses 
to combine professional expertise with personal adapt-
ability to respond effectively to complex modulators of 
practice. Consistent with previous research [40], nurses 
experienced their professional practice environment as 
fundamentally unpredictable and increasingly shaped by 
cumulative pressures, including limited organisational 
and collegial support, persistent time constraints, and 
challenges related to professional competence. These 
modulators were described as affecting both nurses and 
their service users, contributing to experiences of stress, 
mental strain, and accelerated or unfinished care. Nurses 
were required to remain adaptable, both in direct interac-
tions with service users and in care coordination. These 
demands were further intensified by the structural real-
ity that most home visits are conducted by a single nurse, 
which heightens the importance of professional indepen-
dence and a clear understanding of one’s competence 
and autonomy. Contemporary perspectives increasingly 
characterise nursing as a complex intervention rather 
than a set of discrete tasks, embedded within a complex 
system of interacting components [9, 41]. From this sys-
tems viewpoint, phenomena such as scope of practice 
(SoP) can be understood as system-level events within 
the professional practice environment, shaped dynami-
cally by organisational structures, practitioner actions, 
and contextual modulators, rather than as isolated 
behaviours. Empirical evidence shows that SoP is influ-
enced by factors such as workload, interruptions, staffing 
constraints, and organisational pressures, which directly 
affect responsibilities, tasks, and decision-making in both 
home- and facility-based care [4, 5].

Despite well-documented negative effects of stress, 
mental strain, and unfinished care on nurses’ retention 
and ability to fulfil their roles [42, 43], there appears to 
be limited evidence of sustained change in practice. 

Table 12  Same, same but different
RN Dyad 5 Non-RN
‘A doctor cannot function without a 
RN. It’s exactly the same here. An RN 
without a skilled non-RN is not quite 
one hundred per cent a RN. You need a 
good non-RN around you — someone 
who understands their role, supports 
you, and helps you. […] If everything 
falls on you, there is a high risk of mak-
ing mistakes.’

‘If that’s what you 
mean, then of course 
the nurse always 
makes the final 
assessment. That is 
their [RNs] responsi-
bility, isn’t it? But we 
[non-RNs] also assess 
— in fact, we have to 
assess. It’s not that we 
can; we must.’

Table 13  Same, same but different
RN Dyad 3 Non-RN
‘I think it’s more in relation 
to if something acute hap-
pens, or if they have ques-
tions about medications 
[what distinguishes RN 
from non-RN]. Also, perhaps 
sometimes not everyone — 
then it becomes an overall 
assessment.’

‘Because I’ve also seen it with very 
seriously ill patients. It’s not only 
RNs who can go there; it’s not 
necessary when the patient is 
unstable or critically ill. There are 
those who are very unwell but 
stable, right? And in those cases, 
you don’t need 100% RN care. 
Why couldn’t a non-RN go there? 
On the days when there isn’t 
a RN available, what happens 
then? We haven’t been there, and 
we don’t know them [says RN].’
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This lack of action may reinforce negative perceptions 
of home-based care and may further undermine reten-
tion of competent nurses [44]. Our findings indicate 
that nursing phenomena like SoP operate as complex, 
system-level events influenced by numerous stakehold-
ers and contextual factors rather than as a set of discrete 
tasks. The Medical Research Council's Frameworks for 
complex interventions further emphasise that context 
and its modulators interact with roles, norms, and care 
processes [41], underlining that understanding SoP in 
isolation risks oversimplification. In response to these 
challenging conditions, nurses must condense the nurs-
ing process into brief, time-limited encounters, necessi-
tating continuous assessment and prioritisation of care. 
The nurses described observing, assessing, initiating, and 
evaluating care, core elements of the nursing process, 
as ongoing responsibilities embedded across all home 
visits and activities. This continuous responsibility was 
intensified by limited access to service users’ daily rou-
tines, requiring nurses to maximise insight within short 
encounters while managing time pressure and restricted 
opportunities for dialogue. This condensation appeared 
to be facilitated through an embodied and largely auto-
matic enactment of the nursing process, resembling what 
Gladwell has described as rapid, experience-based cogni-
tion [45]. While this process falls within heuristic deci-
sion-making, it extends beyond tacit knowledge [46] or 
intuition alone [47]. Rather, it reflects a rapid, experience-
based process of situational data gathering and interpre-
tation, grounded in pattern recognition. Our findings 
align with Gladwell’s [45] notion of “thinking without 
thinking” and with Benner and Tanner’s [48] conceptuali-
sation of intuition.

The literature indicates that nurses in home- and facil-
ity-based care tend to draw on experiential and intuitive 
knowledge, while the reasoning underpinning their deci-
sions often remains implicit [12]. The embodied enact-
ment identified in the current study was evident among 
the nurses; however, differences emerged in the extent 
to which each group articulated analytic reasoning, 
likely reflecting differences in education and professional 
preparation. Familiarity with service users’ habitual 
states stood out as essential across professional groups, 
enabling detection of subtle deviations. RNs especially 
emphasised the complexity of balancing continuity of 
care with the need to preserve sufficient cognitive capac-
ity to interpret change. Previous research has highlighted 
the importance of familiarity [12] and trust [49] in home-
based care; our findings extend this knowledge by under-
scoring the temporal gap between visits as critical for 
efficient change detection. Furthermore, research has 
shown that both feeling competent and being recognised 
for such competence influence nurses’ well-being [50].

Given the expanding scope and growing complex-
ity of home-based care, there is a need to recognise 
and support the competence required to balance rapid, 
experience-based decision-making with slower, ana-
lytic reasoning. Building on these cognitive and clinical 
demands, the findings highlight the complexity of RNs’ 
roles, which encompass multi-layered responsibilities 
ranging from direct care provision to care coordination 
and support of nursing staff competence. These respon-
sibilities require broad and adaptable professional capa-
bilities. The nurses engaged in direct and indirect care; 
however, the RNs in our study held overarching and 
system-level responsibilities, underscoring their clini-
cal leadership role. Non-RNs primarily assumed direct 
care responsibilities, including observation and report-
ing, positioning them as a valuable extension of RN prac-
tice while remaining dependent on clear professional 
boundaries [cf. 9]. The expanding responsibilities of RNs, 
extending from direct care to staffing, collegial support, 
and oversight of decision-making, add a system-level 
dimension to nursing practice and substantially extend 
expected clinical leadership competence. In contrast 
to findings from other contexts [4], RNs in this study 
remained actively engaged in direct care despite increas-
ing indirect and coordinating demands. Studies examin-
ing RN-specific teams in home-based care [51], similar 
to Swedish organisational models, suggest that while pre-
dictability and utilisation of RN expertise may improve, 
responsibility burdens increase and care may become 
more fragmented. In addition, local managerial influ-
ence emerged as a critical modulator of how the nurses' 
SoP was enacted. Managers structured work allocation, 
delegated responsibilities, and provided oversight that 
clearly shaped nurses’ ability to enact their legal and pro-
fessional remit. In some cases, managerial prioritisation 
of tasks over professional judgement created tensions 
between formal responsibility and actual practice. Our 
findings highlight that organisational leadership not only 
supports or constrains practice, but managerial practices 
appear to mediate how both direct and indirect responsi-
bilities are distributed in daily practice. This may expand 
or constrain both groups’ autonomy, as well as RNs’ clini-
cal decision-making, thereby influencing the enactment 
of SoP in daily practice.

There is a need to clarify and actively advocate for the 
professional remit of RNs, particularly in relation to role 
boundaries, responsibility distribution, and decision-
making authority. Without such clarification, there is a 
risk of role confusion [6] and uncontrolled expansion of 
RNs' SoP, potentially diluting or erasing the essence of 
nursing. The latter was reflected in our study as encom-
passing the integration of professional competence, rela-
tional continuity, and accountability for decision-making. 
While RNs assumed system-level responsibilities and 
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non-RNs provided essential direct care, the nurses con-
tributed to the core nursing function of delivering safe, 
responsive, and coordinated care. By framing essence in 
terms of enacted practice rather than abstract traits, we 
highlight how professional values and competencies can 
be realised in context. Norwegian legislation [29, 30], for-
mally assigns responsibility for clinical decision-making 
and delegation to RNs, while non-RNs practise under 
supervision. However, our participants’ accounts suggest 
that these are negotiated in practice in response to work-
load, contextual demands, and organisational expecta-
tions. These legal and organisational structures provide a 
formal framework for SoP, yet their translation into prac-
tice appears to be socially mediated and dependent on 
managerial and team-level regulation.

The breadth of tasks undertaken by the nurses further 
intensifies challenges related to continuity, directly shap-
ing nurses’ capacity to deliver safe and coherent care. 
They performed activities ranging from basic domestic 
tasks to advanced nursing procedures. While this aligns 
with previous research [5, 52, Flyum et al., manuscript 
under review], our findings demonstrate that nurses fre-
quently exceed predefined task lists, even when basic 
activities were formally excluded. This willingness to 
provide comprehensive care, despite multiple contextual 
constraints, reflects a strong commitment to nursing val-
ues and ethos [53]. At the same time, they were acutely 
aware that lack of continuity constrained their ability, 
and that of colleagues, to deliver comprehensive care. 
Continuity was unanimously emphasised as a fundamen-
tal function of nursing in home-based care. In line with 
research on older people’s experiences [54], our findings 
highlight the importance of a core group of nurses to fos-
ter trust and familiarity, reflecting both longitudinal and 
relational continuity [55, 56]. Importantly, this study adds 
a nursing perspective by demonstrating how longitudinal 
continuity underpins informational continuity, which in 
turn enables flexible decision-making and tailored care 
for older people with complex needs.

Despite a shared conceptual understanding of roles and 
functions, their practical enactment revealed ambigui-
ties that fundamentally challenged professional clarity. A 
key tension emerged where the nurses engaged in simi-
lar activity repertoires while assuming markedly unequal 
levels of responsibility and attributing different meanings 
to these differences. This dissonance was particularly evi-
dent in relation to responsibility distribution, time allo-
cated for indirect care, and judgements about when RN 
expertise was required. Such divergences may reflect 
unclear role boundaries and insufficient communication 
regarding differentiated responsibilities. These findings 
highlight potential risks of missed observations, inad-
equate reporting, missed care, or failure to rescue when 
care is delivered without appropriate competence. These 

risks are further amplified by ongoing task-shifting prac-
tices, while responsibility shifting often remains implicit 
and unexamined. Returning to Malone and Cliffe’s [1] 
conceptualisation of SoP, responsibilities, activities, and 
tasks must be appropriate to the nurse’s education, com-
petence, and authorisation. Our findings illustrate the 
tension between the formally regulated scope of prac-
tice and how scope is enacted in everyday home-based 
care. When this principle is overlooked or poorly com-
municated, risks arise for both nurses and service users, 
particularly in contexts where responsibility is diffuse 
and implicit. The dissonance identified underscores the 
importance of managerial oversight and organisational 
structures in supporting appropriate enactment of SoP, 
reinforcing professional boundaries, and enabling safe 
delegation and leadership.

Our study suggests that the essence of nursing in 
home-based care extends beyond tasks or legal mandates, 
residing instead in the integration of clinical judgment, 
relational continuity, rapid analytic decision-making, 
and accountability within complex, variable contexts. 
This understanding, grounded in both legislation and 
described practice, also reveals how the often ‘invisible’ 
nature of nursing work can shift responsibilities and cre-
ate uncertainty about professional scope, underscoring 
the need for clearer role definition and communication.

Methodological considerations
The use of a qualitative descriptive design enabled the 
study to capture participants’ own understanding and 
descriptions of nursing phenomena, rather than pro-
ducing highly interpreted results [22]. This design was 
chosen to ensure the findings remained grounded in 
participants’ experiences. To enhance transferability, an 
information-rich sample of RNs and non-RNs working in 
Norwegian home-based care was recruited, which may 
be transferable to similar community-based, primary, 
or long-term care settings, while recognising that trans-
ferability is bounded by the organisation of Norwegian 
home-based care and the broader Nordic welfare model 
with comparable interprofessional configurations [55]. 
Sample size was guided by the concept of information 
power, recognising that smaller, purposive samples can 
yield sufficient data when the study aim is focused and 
participants are relatively homogeneous [35, 36].

The prior structured observations in Step I of the 
project informed the development of the open-ended 
interview question and probes, as well as the a poste-
riori construction of dyads. This provided contextual 
knowledge while supporting analytic independence 
through collaborative team coding and reflexive dis-
cussion. These observations form part of the broader 
DECIDE project, within which the present study rep-
resents a second step focusing on interview-based 
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exploration, complementing prior observational work. 
The findings should therefore be interpreted within 
this broader study context. Including both RNs and 
non-RNs in dyads enabled systematic comparison of 
multiple perspectives within shared contextual condi-
tions. Transferability remains bounded by the organ-
isation of Norwegian home-based care and the broader 
Nordic welfare model, which may limit applicability to 
other healthcare systems.

Focused interviews using a single open-ended ques-
tion with probing prompts enabled participants to 
reflect openly on their experiences while keeping 
the interviews aligned with the study aim [22]. This 
approach facilitated the collection of rich, grounded 
data that would be difficult to achieve with more stan-
dardised methods. All interviews were conducted by 
the first author to enhance consistency, with review of 
the first two interviews by senior researchers to sup-
port trustworthiness and dependability. Prior obser-
vations informed the interview focus, and although 
potential influence on coding and interpretation was 
addressed through collaborative analysis and reflexive 
discussions, such influence cannot be fully excluded 
and should be considered when interpreting the find-
ings. The interview question was deliberately phrased 
to capture nurses’ descriptions of their practice in 
everyday language rather than explicitly asking about 
scope of practice, reflecting how clinicians naturally 
discuss their work. Scope of practice was operation-
alised as a sensitising concept, guiding coding without 
imposing a formal theoretical framework [19, 20].

Individual interviews (non-dyadic data) were ana-
lysed as posterior dyads using the adapted frame-
work method [24]. This analytic strategy facilitated 
identification of overlaps and contrasts within dyads, 
within professional groups (RN/non-RN), and between 
groups, supporting a more comprehensive understand-
ing of similarities and differences across perspectives 
than analysis of individual interviews alone. Further-
more, coding and analysis were conducted collabora-
tively by the research team, with interpretive oversight 
by the last author to ensure analytical coherence and 
consistency. This approach enabled exploration of 
multiple levels of understanding within the data and 
strengthened interpretive depth and analytic robust-
ness in accordance with established trustworthiness 
criteria in qualitative research [57–59]. The systematic 
and transparent nature of the framework method [24], 
combined with team collaboration, consistency checks 
across researchers, and detailed documentation of 
analytic decisions, further strengthened the credibility, 
dependability, and confirmability of the study [57–60]. 
Nevertheless, analytic decisions remain interpretive 
and shaped by the study design; as the study is based 

on participants’ accounts of their practice, the findings 
reflect experiences and perceptions rather than direct 
observation of behaviour, and these considerations 
should be borne in mind when evaluating the findings 
[60].

Conclusions and implications
This study suggests that nurses’ SoP in home-based 
care is shaped by complex contextual modulators, 
requiring continual professional adaptability in unpre-
dictable and time-constrained environments. Nurses’ 
responsibilities were characterised by a condensed 
and embodied enactment of the nursing process, 
albeit with differentiated levels of responsibilities 
between the nurses, reflecting rapid, experience-based 
cognition with more deliberate assessment and pri-
oritisation. Although the nurses articulated a shared 
conceptual understanding of roles and functions, their 
practical enactment revealed parallel and overlapping 
activities alongside divergent responsibilities. The 
RNs’ SoP was found to be simultaneously expanding 
and intensifying, encompassing direct care in addition 
to coordination, clinical leadership, and accountability 
for care completion. The coexistence of parallel activ-
ity repertoires with unequal responsibilities highlights 
ambiguities in SoP that may contribute to risks of 
implicit responsibility shifting and missed care. These 
findings highlight the need for empirically grounded 
and clinically nuanced descriptions of nurses’ SoP in 
home-based care that explicitly account for contextual 
conditions, continuity requirements, and differenti-
ated responsibilities. Such clarity is essential to inform 
nursing education, support clinical and organisational 
nursing leadership, strengthen nursing unit culture, 
and guide future research, and may be important to 
prioritise before further organisational changes are 
introduced.
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