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ABSTRACT

Background: As the number of nursing home residents with multiple healthcare needs grows, the demand for nursing expertise
increases. The implementation of new care models involving nurses with expanded roles is crucial for ensuring quality care in
nursing homes.

Objectives: To investigate the characteristics and activities of nurses employed in nursing homes in expanded roles and the
factors associated with variation in the activities performed.

Methods: This multicentre cross-sectional survey in Switzerland collected data from a convenience sample of 118 nursing
homes between September 2018 and October 2019. From a subsample of 62 nursing homes, we analysed the characteristics
and activities of 104 nurses in expanded roles. Associations between the activities performed and the educational back-
ground of the nurses in expanded roles, their direct supervisors' positions and the presence of physicians in the nursing
homes were examined.

Results: Most Registered Nurses in expanded roles were diploma educated (48%), with fewer having a bachelor's (35%) or mas-
ter's degree (17%). Overall, direct clinical practice and guidance and coaching activities were conducted monthly to weekly;
consultation, evidence-based practice, collaboration and ethical decision-making activities were conducted monthly. We saw
variations where a higher educational background was associated with more frequent evidence-based practice activities (z=3.47,
p<0.001), and if direct supervisors were ward managers, nurses in expanded roles worked more frequently below their scope of
practice (z=4.10, p<0.001).

Conclusion: This is the first study to use Hamric's integrative Advanced Practice Nursing model to examine the activities of
nurses in expanded roles in nursing homes. We found considerable variation in their activities, where nursing homes seem to
adapt their roles to their educational background and the local context.

Implications for Practice: Our findings show the importance of clarifying role expectations for Registered Nurses in expanded
roles, allowing them to practice at the top of the licence to meet residents’ complex healthcare needs.

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any medium, provided the

original work is properly cited and is not used for commercial purposes.
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Summary
What Does This Research Add to Existing
Knowledge in Gerontology?

o Nursing homes (NHs) introduce new care models
that involve nurses with different educational back-
grounds taking on expanded roles.

« The activities of Registered Nurses in expanded roles
(RNXs) include education, clinical practice and clin-
ical leadership in NHs. Their overall role resembles
that of Clinical Nurse Specialists.

» The scope of RNXs' practice varies depending on their
educational background, the physician model and the
position of their direct supervisor.

What Are the Implications of This New Knowledge
for Nursing Care for and With Older Adults?

« RNXs are a possible approach to address the lack of
care for older people's expertise in NHs to guide lower
qualified staff.

» Considering the difficulty of recruiting RN, the pro-
fessional development of staff already working in NHs
to take up expanded roles seems key to maintain the
quality of care.

« Given the diverse backgrounds of RNXs, their suc-
cessful implementation will require NH management
to invest in clarifying their roles and providing them
with continuous education.

How Could the Findings Be Used to Influence
Practice, Education, Research, and Policy?

o The description of RNXs' characteristics and activities
informs health policy and practice regarding their use
and provides a basis for the further advancement of
new care models.

The development of formal descriptions and financial
compensation for RNX roles could help to ensure that
NH residents receive high-quality care. While our
study did not directly evaluate financial compensa-
tions or the contributions of RNXs towards quality of
care, our findings lay a foundation for future research
to address these potentially facilitating factors and
outcomes.

The further development of a regulatory context that
allows nursing specialists, for example, Advanced
Practice Nurses, to work to their full potential as inde-
pendent practitioners has the potential to increase the
effectiveness of care delivery in NHs.

1 | Introduction

As the number of nursing home (NH) residents with multiple
and extended healthcare needs grows, there is an increased
demand for nursing expertise (Dai et al. 2020). In response,
governments and international health organisations actively
develop and implement new care models featuring clinical care
specialists as key components. These models significantly en-
hance the care provided to NH residents who have chronic con-
ditions, are multimorbid, or are in end-of-life situations (World
Health Organization 2015).

Acknowledging new care models as effective solutions to
address well-known challenges such as qualified healthcare
staff shortages and the ongoing need to improve care qual-
ity and efficiency (World Health Organization 2007), nu-
merous countries have introduced models that utilise nurses
with diverse educational backgrounds in expanded roles.
These include Registered Nurses (RNs) with diploma educa-
tion (short-cycle tertiary education, RNs), bachelor-educated
RNs and Advanced Practice Nurses (APNs) with master's de-
grees (Chavez, Dwyer, and Ramelet 2018; Maier, Aiken, and
Busse 2017). They are collectively referred to as Nurses in
expanded roles (RNXs) (Basinska et al. 2021). As limited in-
formation exists about the characteristics of RNXs and their
nursing activities, this study aimed to offer an overview of the
characteristics and activities of RNXs employed in Swiss NHs
and to examine factors associated with variations in the nurs-
ing activities they perform.

1.1 | Background

As an increasing number of older persons choose to age in place
and enter NHs at later stages, they often exhibit higher degrees
of frailty and multiple health conditions that may contribute to
sudden declines or complications. The increasing demand for
high-quality professional care in NHs calls for new care models
that address the limited availability both of general practitioners
and of nurses with advanced clinical skills (World Health
Organization 2015).

Research demonstrates APNs' significant contributions to NH
care. APNs, who possess at least a master's-level education
and whose characteristics are shaped by their practice con-
text (Hamric et al. 2014), provide comprehensive care, support
residents in maintaining their health and utilise resources
effectively (Chavez, Dwyer, and Ramelet 2018; Popejoy
et al. 2017). They have been recognised for achieving equal
or better outcomes compared to physician-only care (Chavez,
Dwyer, and Ramelet 2018). Their services are prompt, reduce
overtreatment, enhance treatment adherence, decrease hos-
pital (re-)admissions, contribute to infection control during
outbreaks and result in higher resident satisfaction (Maier,
Aiken, and Busse 2017; Popejoy et al. 2017; World Health
Organization 2007).

Although APNs are widely used internationally, few countries
have reported their experiences with APNs (World Health
Organization 2020); and those that have are predominantly from
English-speaking countries (Popejoy et al. 2017). Furthermore,
many countries either do not have any APNs or have insufficient
numbers to meet NHs needs.

In Switzerland, for example, nurses have had access to
master's-level education in Advanced Nursing Practice since
2001. Since the inception of academic nursing education pro-
grammes in Switzerland, 828 students have earned Master
of Science in Nursing (MSN) degrees from Swiss universities
(Swiss Association for Nursing Science 2021). However, few
MSN-prepared nurses work in NHs: in 2022, only about 8.4%
worked in NHs postgraduation (Schweizer Berufsverband der
Pflegefachfrauen und Pflegefachminner [SBK] et al. 2022).

20of 15

International Journal of Older People Nursing, 2024

ASUSDI'T suOWWO)) dA1EAI)) d[qedridde ayy Aq pauIaA0S a1 SIOIUE V() oSN JO S3[II 10§ KIeIqIT duI[uQ) AS[IA UO (SUOHIPUOI-PUB-SULID}/W0d K[ 1M ATeiqr[aut[uo//:sdpy) suonipuo)) pue suua ] ayy 338 “[$70¢/L0/12] uo Kreiqry auruQ £3[1A © 18990 o euIqes Aq 1¢9g [ udo/[ 110 1/10p/wod Ka[im°A1eiqiaur[uo//:sdiy woiy papeo[umoq v ‘70T ‘ShLESYLI



To address the growing demand for nursing expertise, Swiss
NHs employ RNXs with diverse educational backgrounds
(Basinska et al. 2021). RNXs in NHs require skills that range
from advanced assessment and care plan development to
care coordination, coaching, prevention, education and ad-
vocacy for residents, families and staff (Chavez, Dwyer, and
Ramelet 2018). To fulfil these expanded roles, many RNXs
in Switzerland have acquired skills through educational pro-
grammes, such as the RNs' short-cycle tertiary education,
bachelor's degrees in nursing (BSN) or master's degrees in
nursing (MSN) (Basinska et al. 2021). A short-cycle tertiary
education serves as an intermediary level, designed to bridge
the gap between secondary education and BSN programmes.
It aims to equip individuals with the essential practical, tech-
nical or occupational skills and knowledge required for spe-
cific job roles within the healthcare sector, including certain
nursing roles. Short-cycle tertiary education programmes are
typically shorter in duration compared to BSN programmes.
They provide a focused curriculum that hones in on the prac-
tical application of skills, preparing individuals for immedi-
ate entry into the workforce (OECD 2018). In the context of
nursing, these programmes provide foundational nursing ed-
ucation and training, enabling graduates to take on roles as
RNs in a variety of healthcare settings, including NHs. The
three Swiss educational programmes described align with
International Classification of Education (ISCED) levels 5
(i.e., RN) to 7 (i.e., MSN) (OECD 2018). Additionally, after
completing their initial degree programmes, some RNXs have
completed Master of Advanced Studies (MAS) programmes
(e.g., focusing on dementia, care for older persons or pallia-
tive care), which typically last at least 1year. Many RNXs
also complete educational programmes outside of ISCED
standards, such as Certificates of Advanced Studies (CAS) or

Diplomas of Advanced Studies (DAS), which last from 0.2 or
0.4years (UNESCO Institute for Statistics 2021). Other nurses
transition into these roles through ongoing professional de-
velopment or work experience in response to individual NH
needs. Although RNXs are increasingly implemented in Swiss
NHs, data are limited regarding their characteristics or activ-
ities (Basinska et al. 2021; Favez et al. 2023).

To describe the variation in activities, roles and responsibil-
ities of RNXs in this study, we used components of Hamric
et al.'s (2014) integrative APN model as a theoretical framework
to group their activities (Table 1). While Hamric's model was
originally constructed for use with APNs, it focuses on the activ-
ities needed for any nurses to take up extended roles, for exam-
ple, in coaching and guidance. As a result, it allows researchers
to depict RNXs' key activities.

Acknowledging older persons' evolving healthcare needs, the
growing demand for healthcare providers, and the limited
understanding of RNXs, we sought to explore the character-
istics and activities of RNXs in Swiss NHs. A questionnaire
survey allowed us to reach a broad sample of eligible nurses
and develop an initial overview. The supervisory structure in
NHs may impact the work environment, autonomy and scope
of practice of RNXs, thereby affecting the quality of care de-
livered to residents. The quality of the supervisor-nurse rela-
tionship also significantly influences job satisfaction among
nurses (Lopez-Ibort et al. 2021). Additionally, the role of se-
nior nursing staff is recognised as pivotal in providing high-
quality healthcare, emphasising the importance of effective
clinical leadership and management for resident care in NHs
(Rankin et al. 2016). The presence or absence of on-site phy-
sicians can alter the collaborative dynamics within the NHs,

TABLE 1 | Areas of activities in the integrative advanced practice nursing model (Hamric et al. 2014) to describe activities of nurses in expanded

roles.

Areas of activity

Description

Direct clinical practice

The necessary foundation for coordinated care with identified care outcomes based on practice

standards and informed decisions about preventive, diagnostic and therapeutic interventions

Guiding and coaching

Interaction of advanced practice nurses' interpersonal and clinical experiences, technical

competencies and self-reflection influenced by individual and contextual factors

Consultation

Providing residents with essential resources to address their needs and utilising

advanced practice nursing expertise to enhance colleagues’ nursing practice

Evidence-based practice

The ability to make evidence-based decisions while implementing them in a clinical

environment. It contains (i) the interpretation and use of evidence-based practice in the
individual decision-making process, (ii) the interpretation and use of derived knowledge for
residents’ care and (iii) the evaluation of the clinical practice using evidence-based practice

Leadership

Leadership includes three distinct characteristics: mentoring (e.g., supporting and

encouraging others in their development), innovation (e.g., acting as change agents at
the individual or system level) and activism (e.g., assessment of clinical microsystems
and understanding influential factors, i.e., macrosystems, determining the need for
redesign; fostering safety, quality and reliability; and evaluating the results)

Collaboration

Teamwork or partnership that positively impacts professionals and residents. It is dynamic and

often performed simultaneously with other competencies, shifting when the situation changes

Ethical decision-making skills

Identifying problems and developing strategies to improve

the ethical climate surrounding the resident
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influencing RNXs' engagement in advanced practice activ-
ities, and their ability to respond promptly to acute health-
care issues. RNXs with relevant competencies are shown to
improve care in NHs, suggesting that their educational back-
ground could play a vital role in determining the scope and
effectiveness of their practice (Basinska et al. 2021). By de-
scribing RNXs' characteristics and activities, we can inform
health policy about how to implement their roles, establish a
foundation for future advancements in care models and ad-
dress current knowledge gaps.

2 | The Study
21 | Aims

With this study, we aimed to examine the characteristics and ac-
tivities of RNXs in Swiss NHs. Specifically, our objectives were
to determine the frequencies at which RNXs perform various ac-
tivities and to explore how these activities vary based on RNXs'
educational backgrounds, their direct supervisors and the pres-
ence of physicians in their NHs.

2.2 | Design

We conducted a secondary data analysis utilising data from the
Swiss Nursing Homes Human Resources Project (SHURP 2018)
(zuaiiga et al. 2019), a multicentre, cross-sectional Swiss NH
study. The overarching goal of the SHURP 2018 study was to
improve our comprehension of the relationship between various
organisational and staff factors and the quality of care in Swiss
NHs. The study included collection of data about RNXs' char-
acteristics and activities for a national report available from the
study website (Zuniga et al. 2021).

2.3 | Participants

This study used secondary data from a convenience sample of
118 NHs in Switzerland. Switzerland has around 1543 NHs.
Of these, 46% are private, accounting for 100,856 resident beds
(Bundesamt fiir Statistik 2023). Swiss NHs have a mean of 65
beds. These are mostly divided among multiple wards with des-
ignated staff. Wards have a mean of 26 beds (Zuiiiga et al. 2021).
NHs need cantonal recognition to be able to bill their services
to the insurance companies. They are responsible for 24 h/day,
7day/week care and provide a broad range of services, includ-
ing long-term care, dementia care, palliative care, older peo-
ple psychiatric care, rehabilitation and might offer in addition
day and night care (Zuiiga et al. 2021). Roughly 29% of staff
have a short-cycle tertiary education (Swiss Health Observatory
[Obsan] 2023).

For the SHURP 2018 study, all NHs that participated in the
SHURP 2013 study (Schwendimann et al. 2013) were invited.
They were included upon acceptance of the invitation. As previ-
ously reported by Ausserhofer et al. (2021), to increase our sam-
ple size, we also sent invitations to randomly selected NHs and
allowed other interested NHs to contact the study team directly
for participation. To enhance the participation rate further, we

collaborated with various NH associations. NHs were enrolled
in the study from December 2017 until March 2019. At the NH
level, the inclusion criterion was recognition as an NH by can-
tonal authorities. The RNX sample size was determined by the
participating NHs that employed such nurses and agreed to dis-
tribute the questionnaire to them.

This secondary data analysis focuses on RNXs working in NHs.
The RNX sample consists of RNs with short-cycle tertiary or di-
ploma education, and those with either a BSN or MSN degree.
RNs are professionals who have completed a diploma-level edu-
cation and have passed a national licensing examination to ob-
tain RN status. In the context of Swiss NHs, RNs often perform
arange of clinical tasks, including direct patient care and coordi-
nation of care with other healthcare professionals. BSN-prepared
nurses in Switzerland completed an undergraduate programme
that allows them to register as nurses. The programme typically
covers a wide range of subjects, including anatomy, physiology,
pharmacology, nursing theory and practice, research methods
and healthcare ethics, and can serve as a stepping stone towards
advanced nursing education. MSN-prepared nurses possess an
in-depth understanding of nursing theory, research and advanced
clinical skills. In Swiss NHs, they may take on clinical leadership
roles in interprofessional teams, oversee care delivery and engage
in evidence-based practice to enhance the quality of care provided
to residents. Inclusion criteria for RNXs included working in this
role for a minimum of 20% (i.e., 8h/week) for at least 1 month,
possessing expertise in NH care (e.g., acquired through further
education), and, in collaboration with the Director of Nursing,
being responsible for practice development, supporting interpro-
fessional collaboration or providing coaching to staff members.
Regular nursing staff were excluded from the sample.

2.4 | Data Collection

The SHURP 2018 research team provided facility- and RNX-
level questionnaires to all participating NHs. Participants were
given 12weeks to complete and return their questionnaires.
NHs had the option to participate between September 2018 and
October 2019. The facility-level questionnaire, which assessed
administrative data (e.g., size, legal form, staffing), was com-
pleted by the Director of Nursing or the NH Administrator. NHs
distributed RNX questionnaires to their RNX staff. Each RNX
questionnaire included an ID code that allowed the research
team to match it to the facility, but not the individual who filled
it out. The research team sent three reminders via email at ap-
proximately 3-week intervals. Every questionnaire included a
pre-stamped return envelope, enabling each participant to send
the questionnaire directly back to the research team.

2.5 | Measures
2.5.1 | Organisational Characteristics

‘We measured organisational characteristics including the NH's
ownership status (i.e., public or private), its bed capacity, the
number of RNXs employed and the presence of on-site physi-
cians (yes/no). Additionally, we asked about the NH managers'
perceptions concerning the difficulty of hiring RNs or nurses
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with higher education (BSN, MSN). The presence of on-site phy-
sicians was used as an independent variable.

2.5.2 | Demographic Characteristics of RNXs

For our analyses, we asked RNXs for data on 11 demographic
and job-specific variables: educational background (RN, BSN
and MSN), gender (i.e., female and male), age (i.e., <30, 31-40,
41-50 and >51years), further education (yes/no), RN and RNX
work experience, RNX work experience in NHs and the current
NH, their role in the NH (i.e., clinical, leadership, educational
and research/innovator), direct supervisor's position (i.e., NH
administrator, director of nursing, physician or ward manager;
the latter was defined as the person overseeing and managing
a specific ward or unit with designated staff within the NH),
employment percentage (i.e., % of working hours in relation to
full-time job), usual shift (i.e., day/other) and the number of resi-
dents they were responsible for (i.e., their area of responsibility).
RNXs' educational background and direct supervisor's position
served as independent variables.

2.5.3 | RNXSs' Activities and Clinical Focus

2.5.3.1 | RNXs' Activities. We developed the survey
questionnaire to measure RNXs' activities based on data from
the INTERCARE study(Basinskaetal. 2021), the EverCare Nurse
Practitioner Role and Activity Scale (ENPRAS) (Abdallah
et al. 2005) and a literature review (Canadian Nurse Practitioner
Initiative 2006; Donald and Martin-Misener 2011). In
collaboration with nurse experts working in NHs, the items were
selected using an iterative process according to their relevance
to the Swiss NH setting.

Based on Hamric's APN model, we assessed seven areas of ac-
tivity (e.g., direct clinical practice, guiding and coaching). The
full list of 37 variables, divided into seven areas, including RNX-
reported data on how often they performed the activities on a
7-point frequency scale (0 =never, 1 =1X every 3months, 2=1X
amonth, 3=1x a week, 4=3-4x a week, 5=1X a day, 6 =more
than 1x a day) can be consulted in Appendix S1.

To reduce the number of dependent variables in the anal-
yses, we built composite scores to bundle variables per area
of activity. To prepare for this step, we first generated one or
several scales per area, as described below. We applied the-
oretical considerations and factor scores of orthogonally
rotated principal component analysis (PCA) to combine vari-
ables into scales (Abdi and Williams 2010). For our purposes,
Cronbach's «>0.70 indicated acceptable internal consistency
(Schober, Mascha, and Vetter 2021). As dependent variables, if
factor scores and Cronbach's alphas were acceptable, we fol-
lowed the PCA guidance and used the composite score over
several items, calculating the mean score over all included
items. If the Cronbach's alpha was unacceptable, that is, no
score could be built, we used single items (see Appendix S1 for
further information).

2.5.3.1.1 | Direct Clinical Practice. We measured
direct clinical practice using 10 items. Two individual items

assessed Direct clinical care as an RNX, for example, focusing
on advanced, specialised nursing services provided, such as
care coordination, education, advocacy or research, and Direct
clinical care below one’s scope of practice, for example, situations
where RNXs, regardless of their training and education, provide
care that is below their competency level or outside their defined
scope of practice, for example, providing basic care services that
do not utilise their advanced training and expertise, essentially
functioning at the level of a RN with diploma education or even
alower level healthcare provider. Based on the PCA, the Perform
assessments scale included five items. These involve the RNXs
conducting physical, functional, psychological and social
assessments, and monitoring chronic diseases while taking
the necessary measures when required («=0.83, factor loadings
ranging from 0.302 to 0.378). The Prescribing of nursing
interventions scale consisted of three items: one concerning
RNXs prescribing nursing interventions; one on prescribing
interventions in deteriorating health states or acute situations;
and one on prescribing interventions in challenging situations
(=0.86, factor loadings ranging from 0.341 to 0.446, see
Appendix S2).

2.5.3.1.2 | Guiding and Coaching. Based on theoretical
considerations, we assessed guiding and coaching using
nine items. The Guiding and coaching residents scale, which
is comprised of three items related to RNXs (a) providing
information about residents' current health status; (b)
offering information about treatment; and (c) engaging in
complex discussions with residents and relatives («¢=0.92,
factor loadings ranging from 0.393 to 0.411). The Guiding
and coaching nurses scale included five items on how RNXs (a)
evaluate residents’ situations; (b) coach and mentor the nursing
staff to implement clinical skills; (c) create and evaluate
care plans; (d) promote interprofessional collaboration; and (e)
conduct discussions with residents and relatives (a=0.88,
factor loadings ranging from 0.308 to 0.386, see Appendix S3).
We used Exchanging information with other RNXs as an
individual item.

2.5.3.1.3 | Consultation. We measured Initialising
consultations using a single item.
2.5.3.2 | Evidence-Based Practice. We assessed

evidence-based practice (EBP) using two items. The Applying
research findings scale evaluated RNXs' application of research
results to resident care and employee education and support
(a¢=0.85, both factor loadings were 0.707, see Appendix S4).

2.5.3.21 | Clinical Leadership. We measured clinical
leadership using six items. The Contributing to care while in
hospital scale consisted of two items related to RNXs' commitment
to ensuring the availability of all relevant documents during
residents’ hospitalisation and to contacting the hospital regarding
resident transfers («=0.84, both factor loadings were 0.707, see
Appendix S5). Further activities for clinical leadership included
Supervising the residents’ charts, for example, ensuring that
the medical history, diagnoses, treatment plans and other relevant
information is accurately and comprehensively recorded in their
charts, Analysing adverse events, Conducting meetings at the round
table and Monitoring drug plans. These were used as single items,
as no scale could be formed for them.
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2.5.3.2.2 | Collaboration. Considering theoretical aspects,
we utilised the three items measuring collaboration as single items:
Contacting the physician when the condition of a resident changes,
Conducting visits with a physician and Reviewing polypharmacy.

2.5.3.2.3 | Ethical Decision-Making Skills. We measured
ethical decision-making skills using seven items. The Ethics
in end-of-life care scale consisted of five items related to RNXs
enhancing the residents’ and their relatives’ understanding
about the resident's condition; creating an emergency plan with
residents and/or their relatives; supporting communication,
dealing with end-of-life issues between the residents and their
physicians; supporting treatment at the end of life according to
residents’ wishes, and consulting with relatives in preparation
for the transition to the end phase of the resident's disease (¢ =0.92,
factor loadings between 0.423 and 0.471, see Appendix S6).
We were unable to assign two items—uverifying the validity
of current advance directives with residents and, if necessary, make
adjustments and Identifying and addressing ethical conflicts—to
the factor. Therefore, we used them as single items.

2.5.3.3 | RNXs' Clinical Focus. We measured RNXs
clinical focus utilising nine binary (yes/no) items. The dementia
care scale consisted of three items: dementia care, care for family
members and resident safety (¢=0.72, factor loadings between
0.532and 0.612, see Appendix S7). Theoretical considerations led
to the decision to use palliative care and older people psychiatric
care as individual items. We were unable to assign four items—
wound care, hygiene, care for older people and transitional
care/rehabilitation—to the factor. Therefore, we used them as
single items.

2.6 | Ethics Statement

The Swiss ethics committee did not require authorisation for
SHURP 2018 (BASEC Nr.: Req-2018-00420). We assured respon-
dents that the research team would treat their questionnaires
with full confidentiality, although we could not guarantee ano-
nymity since several NHs had only one RNX, and their names
often appeared on NH websites. Participants indicated their
consent to participate in the study by completing and returning
the questionnaire.

2.7 | Data Analysis

We performed all statistical analyses using R, version 4.0.2 (R
Core Team 2020), with the tableone (Yoshida and Bartel 2020),
psych (Revelle 2020) and rstatix (Kassambara 2021) packages.
First, we calculated the frequencies (n), percentages (%), means,
standard deviations (SDs), medians and interquartile ranges
(IQRs) to describe the characteristics of RNXs and the fre-
quency of each activity they performed. Second, we performed
Kruskal-Wallis tests to assess differences in RNXs' activities
by educational background, direct supervisor and the presence
of a physician in the NH. We then estimated the effect size by
measuring eta-squared (%) to evaluate the strength and im-
portance (meaningfulness) of that relationship’s intervariable
relationships (Tomczak and Tomczak 2014). The 7? (from 0 to
1) estimated the percentage of the dependent variable's variance

explained by the independent variable. The interpretation val-
ues are 0.01 to <0.06 (small effect), 0.06 to <0.14 (moderate
effect) and >0.14 (large effect) (Kassambara 2021). Finally, we
performed Dunn's test to examine pairwise differences be-
tween groups, controlling for type I errors using Benjamini and
Hochberg's (1995) approach. We used a significance level of
p <0.05 for all statistical tests.

2.8 | Missing Data

There were no missing data except for activities related to EBP
and Ethical decision-making skills (missing data: 1%). To conduct
PCA, we used complete case data sets using the pairwise dele-
tion method.

2.9 | Validity and Reliability

We developed the survey on RNX activities as described above.
We translated items from English to German using forward and
backward translation (Maneesriwongul and Dixon 2004), and
piloted the items with RNXs working in the field to enhance
relevance and clarity. As described in the previous section, the
scales had a good factor structure and reliability.

3 | Results
3.1 | Organisational Characteristics

We included a sample of 118 NHs in our study, of which 33.9%
were private and 66.1% were public. These NHs' capacity ranged
from 20 to 316 beds. Around 50.4% of NHs worked with con-
tracted on-site physicians; and 94.1% reported challenges in re-
cruiting RNs or nurses with a BSN or MSN. We found that 72.2%
(n=83) of the NHs in our sample employed RNXs, of which 66
forwarded our survey questionnaires to their RNXs. In the sub-
group of NHs with a 100% RNX return rate (n = 51), we were able
to examine the team mix among RNXs per NH: 35.3% of the NHs
worked exclusively with RNs in RNX roles, 29.4% with bachelor-
prepared nurses only, 19.6% with master-prepared nurses only
and the remaining 15.7% with mixed teams—mostly combining
RNs and bachelor-prepared nurses.

3.2 | RNX Characteristics

We collected 104 valid questionnaires from RNXs (an 89.7% re-
sponse rate) across 62 NHs. Among these RNXs, the majority
(48%) had a diploma education (RN), were female (90%), and
were aged over 51years (44%). A smaller percentage of RNXs
(17%) had MSN qualifications. Additional descriptive statistics
on RNXs can be found in Table 2.

3.3 | RNXSs' Clinical Focus and Activities

The RNXs' most prevalent clinical foci were dementia care
(55.8%), palliative care (44.2%) and older people care (41.3%).
Further details are provided in Table 3.
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TABLE 2 | RNXs' characteristics stratified by education level (n=104).

Education
Overall RN BSN MSN
RNXs' characteristics n (%) n (%) n (%) n (%) Missing (%)
n 104 (100.0) 48 (48.0) 35(35.0) 17 (17.0) 3.8
Age
<30years 14 (13.6) 1(2.1) 11 (32.4) 2(11.8) 1.0
31-40years 25(24.3) 11 (22.9) 8(23.5) 6 (35.3)
41-50years 19 (18.4) 11(22.9) 4(11.8) 3(17.6)
>51years 45 (43.7) 25(52.1) 11 (32.4) 6 (35.3)
Gender
Female 92 (90.2) 41 (87.2) 31(91.2) 16 (94.1) 1.9
Further education
Yes 59 (72.0) 26 (61.9) 22(75.9) 11 (100.0) 21.2
Work experience as RN in NHs
<5years 50 (49.0) 12(26.1) 23 (65.7) 13 (76.5) 1.9
6-10years 31 (30.4) 19 (41.3) 8(22.9) 3(17.6)
11-15years 11 (10.8) 8 (17.4) 3(8.6) 0(0.0)
16-20years 6(5.9) 5(10.9) 1(2.9) 0(0.0)
>20years 4(3.9) 2(4.3) 0(0.0) 1(5.9)
Work experience as RNX
<Syears 58 (55.8) 28 (58.3) 19 (54.3) 10 (58.8) 0.0
6-10years 28 (26.9) 13 (27.1) 10 (28.6) 2(11.8)
11-15years 12 (11.5) 6(12.5) 3(8.6) 3(17.6)
16-20years 3(2.9) 1(2.1) 1(2.9) 1(5.9)
>20years 3(2.9) 0(0.0) 2(5.7) 1(5.9)
Work experience as RNX in NHs
<5years 64 (61.5) 31 (64.6) 19 (54.3) 14 (82.4) 0.0
6-10years 28 (26.9) 10 (20.8) 13 (37.1) 1(5.9)
11-15years 8(7.7) 6(12.5) 1(2.9) 1(5.9)
16-20years 2(1.9) 0(0.0) 1(2.9) 1(5.9)
>20years 2(1.9) 1(2.1) 1(2.9) 0(0.0)
Work experience as RNX in current NH
<5years 72 (69.9) 33 (68.8) 24 (70.6) 15 (88.2) 1.0
6-10years 23(22.3) 10 (20.8) 8(23.5) 2(11.8)
11-15years 5(4.9) 5(10.4) 0(0.0) 0(0.0)
16-20years 3(2.9) 0(0.0) 2(5.9) 0(0.0)
>20years 0(0.0) 0(0.0) 0(0.0) 0(0.0)
Role—clinical
Often/Very often 73 (70.9) 37(78.7) 22 (62.9) 11 (64.7) 1.0
(Continues)
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TABLE2 | (Continued)

Education
Overall RN BSN MSN

RNXs' characteristics n (%) n (%) n (%) n (%) Missing (%)
Role—leadership

Often/Very often 68 (65.4) 36 (75.0) 20 (57.1) 8 (47.1) 0.0
Role—educational

Often/Very often 76 (73.1) 35(72.9) 28 (80.0) 13 (76.5) 0.0
Role—research/innovator

Often/Very often 39(38.2) 13 (28.3) 17 (48.6) 6 (35.3) 1.9
Consulting nursing staff

Often/Very often 72 (69.9) 35(72.9) 22 (64.7) 12(70.6) 1.0
Direct supervisor's position

NH administrator 30 (30.6) 14 (31.1) 12 (35.3) 3(18.8) 5.8

Director of nursing 57 (58.2) 24 (53.3) 19 (55.9) 13(81.2)

Physician 3(3.1) 3(6.7) 0(0.0) 0(0.0)

Ward manager 8(8.2) 4(8.9) 3(8.8) 0(0.0)
Employment percentage

<50% 10 (9.6) 5(10.4) 2(5.7) 2(11.8) 1.0

51-90% 61 (58.7) 24 (50.0) 22 (62.9) 12 (70.6)

>90% 33(31.7) 19 (39.6) 11 (31.4) 3(17.6)
Number of day shifts per 12.6 (7.4) 13.6 (6.9) 12.8(7.9) 10.4 (7.3) 9.6
month
Number of other shifts per 1.2(3.1) 1.1(1.4) 1.7(5.1) 0.4 (0.6) 1.9
month
Number of residents 68 [35, 130] 60 [30, 108] 74 [37,126] 134 [58,159] 20.2

responsible for, median [IQR]

Abbreviations: BSN, bachelor of science in nursing; IQR, interquartile range; MSN, master of science in nursing; n, sample count; NH, nursing home; RN, registered
nurse with diploma education (short-cycle tertiary education); RNXs, nurses in expanded roles.

TABLE 3 | RNXs' clinical focus stratified by education level (n =104).

Education
Overall RN BSN MSN
RNXs' clinical focus n (%) n (%) n (%) n (%) Missing (%)
n 104 (100.0) 48 (48.0) 35(35.0) 17 (17.0) 3.8
Dementia care 58 (55.8) 23 (47.9) 21 (60.0) 12 (70.6) 0.0
Palliative care 46 (44.2) 15 (31.2) 19 (54.3) 10 (58.8) 0.0
Older people care 43 (41.3) 22 (45.8) 11 (31.4) 8(47.1) 0.0
Hygiene 32(30.8) 12 (25.0) 12(34.3) 8 (47.1) 0.0
Older people psychiatric care 27 (26.0) 11 (22.9) 9(25.7) 6 (35.3) 0.0
Wound care 26 (25.0) 10 (20.8) 12 (34.3) 3(17.6) 0.0
Transitional care/rehabilitation 17 (16.3) 10 (20.8) 3(8.6) 3(17.6) 0.0

Abbreviations: BSN, bachelor of science in nursing; MSN, master of science in nursing; n, sample count; RN, Registered Nurse with diploma education (short-cycle
tertiary education); RNXs, nurses in expanded roles.
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As illustrated in Table 4, RNXs performed activities at varying
frequencies. On average, they carried out activities on a monthly
or weekly basis (with mean values ranging from 1.02 to 3.04).
The group of master-prepared nurses’ most frequent activity
was providing direct clinical care several times per week (mean
3.29[SD 1.69]), while the RN group mainly supervised residents'
charts several times per week (mean 3.46 [SD 1.53]).

3.4 | Variation in Practice Patterns

All results from the performed Kruskal-Wallis tests and post
hoc analyses are presented in Appendices S§8-S10.

3.4.1 | Educational Background

When looking at RNXs' educational backgrounds, there was a
moderate effect (n>=0.064) regarding a difference in the fre-
quency of guiding and coaching of NH residents (x>=8.41,
p=0.032). Post hoc analyses showed that RNs were more likely
than nurses with bachelor's-level training to guide and coach
residents (z=2.86, p=0.004). There was a moderate effect
(1*=0.100) regarding differences in the frequency of applying
research findings (}x?=12.1, p=0.002): RNXs with master's-
level training were more likely to apply research findings than
RNs (z=3.47, p<0.001) or those with bachelor's-level training
(z=2.55,p<0.001).

3.4.2 | Direct Supervisor

When looking at RNXs' direct supervisors, there was a large
effect (n?=0.164) regarding the frequency of RNXs deliver-
ing direct clinical care below their scope of practice (x>=19.4,
p<0.001). Post hoc analyses revealed that RNXs supervised by
the NH administrator were less likely to provide direct nurs-
ing care below their scope of practice than those supervised
by physicians (z=2.16, p=0.030) or ward managers (z=4.10,
p<0.001). RNXs supervised by the director of nursing were less
likely to provide direct clinical care below their scope of practice
than those supervised by ward managers (z=3.27, p=0.001).

There was a small effect (»?>=0.051) regarding the frequency of
applying research findings (x?>=28.09, p=0.044). Post hoc analy-
ses showed that RNXs supervised by the NH administrator were
less likely to apply research findings than those supervised by
the director of nursing (z=2.09, p=0.037).

There was a moderate effect (> =0.099) regarding the frequency
of contacting the physician when the condition of a resident
changes (x¥>=12.9, p=0.005). Post hoc analyses showed that
RNXs supervised by the NH administrator or the director of
nursing were less likely to contact the physician when the con-
dition of a resident changed than those supervised by the ward
manager (NH administrator: z=3.52, p <0.001; director of nurs-
ing: z=2.93, p=0.003).

There was a moderate effect (7*>=0.084) regarding the fre-
quency that RNXs conducted visits with physicians (x>=11.4,
p=0.010). Post hoc analyses showed that RNXs supervised by

the NH administrator or director of nursing were less likely to
conduct visits with physicians than RNXs supervised by the
ward manager (NH administrator: z=2.92, p=0.004, director
of nursing: z=2.20, p=0.028) and RNXs supervised by NH ad-
ministrators were less likely to do so than RNXs supervised by
physicians (z=2.09, p=0.037).

3.4.3 | On-Site Physicians

When looking at on-site physicians in the NHs, their presence
had a moderate effect (n*=0.073) regarding the frequency of
RNXs exchanging information with other RNXs (x?>=8.42,
p=0.004). Post hoc analyses showed that RNXs in NHs with
on-site physicians were more likely to exchange information
with other RNXs than those in NHs without on-site physicians
(z=2.90, p=0.005).

In the NHs with on-site physicians, there was a moderate ef-
fect (n*=0.065) regarding the frequency of RNXs contacting
the physician when a resident's condition changed (x*=7.62,
p=0.006). Post hoc analyses showed that RNXs in NHs with on-
site physicians were more likely to contact the physician when
the condition of a resident changed than those in NHs without
on-site physicians (z=2.76, p=0.006).

In the NHs with on-site physicians, there was a small effect
(7*=0.032) regarding the frequency of RNXs conducting visits
with physicians (x>=4.28, p=0.039). Post hoc analyses showed
that RNXs in NHs with on-site physicians were moderately
more likely to conduct visits with physicians than those in NHs
without on-site physicians (z=2.07, p=0.039).

4 | Discussion

This study aimed to explore the characteristics and activities of
RNXs in Swiss NHs. RNs with diploma education constituted
the most prevalent educational group, while master-prepared
nurses were least prevalent. Bachelor-prepared nurses reported
taking on educational roles most frequently, whereas master-
prepared nurses predominantly provided direct clinical practice
in their roles as RNXs. In contrast, RNs with diploma educa-
tion engaged most frequently in direct clinical tasks below their
scope of practice, such as relieving the nursing team or as a part
of the regular roster. RNXs' educational background, their di-
rect supervisor and the presence of on-site physicians in their
NHs were all associated with differences in the frequencies they
performed their activities (e.g., Guiding and Coaching of NH res-
idents, Applying research findings and Direct clinical care below
their scope of practice).

In total, 19.6% of the participating NHs employed master-
prepared nurses. As indicated by the Swiss Association
for Nursing Science (2021) and the World Health
Organization (2020), thisisalower presence than in other coun-
tries. The United States, for example, has a higher prevalence
of APNs (Popejoy et al. 2017). However, few master-prepared
nurses choose to work in NHs (Dai et al. 2020; Schweizer
Berufsverband der Pflegefachfrauen und Pflegefachménner
[SBK] et al. 2022).
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TABLE 4 | Mean frequency of RNXs' activities stratified by education level (n =104).

Education
Overall RN Mean MSN Mean
RNXs' activities Mean (SD) (SD) BSN Mean (SD) (SD) Missing (%)
n 104 (100.0) 48 (48.0) 35 (35.0) 17 (17.0) 3.8
Direct clinical practice
Direct clinical care as RNX 2.81 (1.70) 2.83(1.59) 2.51(1.88) 3.29 (1.69) 0.0
Direct clinical care without 2.25(2.05) 2.52(2.15) 2.03 (1.96) 1.71 (1.76) 0.0
additional function
Performing assessments 1.55(1.19) 1.60 (1.03) 1.31 (1.24) 1.94 (1.46) 0.0
Prescribing of nursing 2.53(1.39) 2.64 (1.45) 2.42 (1.38) 2.52(1.31) 0.0
interventions
Guiding and coaching
Guiding and coaching of 2.44 (1.44) 2.78 (1.35) 1.85 (1.42) 2.59 (1.54) 0.0
residents
Guiding and coaching nurses 2.85(1.22) 2.92 (1.03) 2.69 (1.35) 2.96 (1.48) 0.0
Exchange information with 2.61 (1.72) 2.46 (1.61) 2.71 (1.74) 2.82(1.94) 0.0
other RNXs
Consultation
Initialising consultations 1.60 (1.30) 1.77 (1.43) 1.37 (1.11) 1.71 (1.21) 0.0
with specialists
Evidence-based practice
Applying research findings 1.94 (1.36) 1.73 (1.42) 1.89 (1.23) 2.79 (1.17) 1.0
Clinical leadership
Contributing to care while in 1.24(1.15) 1.46 (1.38) 1.06 (0.86) 1.00 (1.03) 0.0
hospital
Supervising residents’ charts 3.04 (1.58) 3.46 (1.53) 2.60 (1.67) 3.18 (1.13) 0.0
Analysing adverse events 2.37 (1.55) 2.27 (1.55) 2.57 (1.54) 2.53(1.59) 0.0
Monitoring drug plans 2.41 (1.64) 2.71(1.82) 1.97 (1.32) 2.82(1.55) 0.0
Conducting round table 1.39 (1.11) 1.46 (1.07) 1.37(1.17) 1.29 (1.21) 0.0
meetings
Collaboration
Contacting the physicians 2.18 (1.76) 2.23(1.78) 2.09 (1.80) 2.18 (1.63) 0.0
Visits with physicians 1.55(1.36) 1.81 (1.48) 1.20 (1.18) 1.53(1.28) 0.0
Reviewing polypharmacy 1.15(1.14) 1.40 (1.20) 0.91 (1.04) 1.12(1.17) 0.0
Ethical decision-making skills
Ethics in end-of-life care 1.37 (1.04) 1.46 (1.14) 1.23(0.94) 1.34(1.02) 1.0
Reviewing and verification 1.02 (1.03) 1.13(1.21) 0.91 (0.92) 0.94 (0.75) 1.0
of the resident’s advance
directive status
Identifying and addressing 1.67 (1.07) 1.62 (1.09) 1.57 (1.04) 2.06 (1.03) 1.0

ethical issues

Abbreviations: BSN, bachelor of science in nursing; MSN, master of science in nursing; n, sample count; RN, Registered Nurse with diploma education (short-cycle
tertiary education); RNX, nurses in expanded roles; SD, standard deviation; Variable range: 0, never; 1; 1x every 3months; 2, 1X a month; 3, 1x a week; 4, 3-4x a week;
5,1x a day; 6, more than 1x a day.
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The limited interest among MSN students and professionals
in NH employment poses a significant challenge to work-
force planning. With an aging population, the need for skilled
nursing care in NHs is likely to increase. Therefore, to ensure
adequate care for future populations, it is crucial to address
the shortage of master-prepared nurses in these settings.
When Dai et al. (2020) investigated nursing students' inten-
tions to work in NHs over the past decade, they discovered
that, despite efforts by governments, educational systems and
professional nursing associations to promote gerontological
nursing services in recent years, few planned to pursue ca-
reers in NHs.

The same research group also identified important factors
influencing MSN students’ decisions to work in NHs. These
included attitudes towards caring for older people and the pre-
paredness for NHs' complex clinical practice environments.
Gaining a deeper understanding of these factors would in-
form interventions aimed at increasing the number of master-
prepared nurses in NHs. The present study allows a more
accurate depiction of the content of master-prepared nurses'
work in NHs, both helping to guide their education and increas-
ing the attractiveness of NHs by demonstrating the diversity of
activities involved when working in this setting. Addressing
this challenge has the potential to enhance healthcare delivery
in NHs and promote more comprehensive and specialised care
for residents.

Nursing education plays a crucial role in preparing nurses for
clinical practice in NHs. Our findings indicate that only a small
proportion of RNXs employed in Swiss NHs had obtained a
master's-level education, with 24.1% of bachelor-prepared nurses
and 38.1% of RNs having no further education. While 61.9% of
RNs had completed additional educational programmes, the
remaining 38.1% appeared to have entered RNX roles through
ongoing professional development, work experience and indi-
vidual NH requirements.

These approaches may reflect a typical process of refinement
and restructuring observed in countries with advancing gen-
eralised nursing education (Schober et al. 2020). Ensuring on-
going education for RNs is crucial to uphold the quality of the
care they deliver. In this regard, as demonstrated by the meta-
synthesis conducted by Mlambo, Silén, and McGrath (2021),
spanning from 2010 to 2019, NHs' support of RNs is essential.
Mlambo et al. explored nurses’ experiences with professional
development, highlighting differences between nurses’ needs
and expectations concerning continuous professional develop-
ment and the approaches adopted by organisations. The lack of
financial resources and time allocated by organisations for RNs
to engage in continuous professional development activities hin-
ders their prospects to update their knowledge and skills. This
impedes the provision of care that meets the needs and expecta-
tions of NH residents (Mlambo, Silén, and McGrath 2021). Given
the difficulty of recruiting skilled nurses, the professional de-
velopment of staff currently working in long-term care is a key
strategy to uphold the NH workforce. NHs that engage in long-
term planning invest in continuing education to build, attract
and retain their workforce. This investment is intricately tied
both to the strategic visions of healthcare organisations and to
the current visions of their managers.

RNXs most frequently reported a variety of roles, including edu-
cational (73.1%), clinical (70.9%), and leadership (65.4%). Several
regularly performed tasks emerged, for example, supervising
residents’ charts, guiding and coaching nurses, administering
direct clinical care, exchanging information with other RNXs,
prescribing nursing interventions, guiding and coaching res-
idents, monitoring drug plans and analysing adverse events.
When consistently performed by RNXs, these activities un-
derscore their importance in NHs and their impact on patient
outcomes and organisational efficiency. Overall, our analyses
indicated that RNXs, even those without master's-level educa-
tions, tended to prioritise organisational factors and engage in
activities closely resembling those of Clinical Nurse Specialists
(CNSs). There have been recent calls for the United States and
Canada to increase the involvement of both Nurse Practitioners
(NPs) and CNSs in NHs (Bakerjian 2022; McGilton, Bowers, and
Resnick 2022). These calls reflect highly qualified nurses' ability
to assume leadership roles, enhance clinical care and improve
resident outcomes. Although in Switzerland RNX roles are still
in development, our study shows RNXs' importance concerning
not only the education of other care providers but also consulta-
tions both with direct care staff and the organisation as a whole
on how to improve quality of care. Basinska et al. (2021) further
suggested that models developing RNXs across a wide range of
educational levels could be effective, as APNs and RNXs com-
plement each other. For countries that do not yet have enough
master-prepared nurses available to work in NHs, RNXs with
RN or BSN educations might not just be a step along the road but
might actually provide ongoing contributions to quality of care.

Our findings show that 75% of RNs hold leadership roles, com-
pared to only 47.1% of master-prepared nurses. However, we
cannot be certain how the respondents interpreted the concept
of a leadership role. It is possible that RNs had both a role as
charge nurse (i.e., overseeing the ward during the shift) as well
as the role of a RNX; accordingly, having a leadership role might
not only refer to clinical leadership but also to a management
role. Leadership plays a critical role in NHs. Effective nurs-
ing leaders uphold high care standards, boosting staff morale
and facilitating effective communication and problem-solving.
Nevertheless, as highlighted by Cummings et al. (2021), nursing
leadership practices lack clear characterisation; therefore, dis-
tinguishing between clinical leadership and the responsibilities
of a charge nurse can be challenging. Better understanding and
defining nursing leadership roles is likely to lead to more effec-
tive leadership practices within NHs.

Our findings indicate that, compared to RNs or bachelor-
prepared nurses, master-prepared nurses are more likely to
apply research findings, thereby highlighting one of their key
competencies regarding resident care. However, Switzerland
is in the early stages of implementing general and profession-
specific requirements for the regulated practice of master's-
level nurses (Maier, Aiken, and Busse 2017). Consequently, as
described by Popejoy et al. (2017), due to a lack of regulation
under Swiss law, master-prepared nurses in Switzerland do
not practice autonomously and do not have full prescribing au-
thority. This is why we did not ask about APN activities such as
diagnosis or medication prescription, as described by Chavez,
Dwyer, and Ramelet (2018). The existing regulatory environ-
ment in Switzerland does not fully leverage the potential of
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master-prepared nurses, particularly in terms of independent
practice and prescriptive authority, which could impact the effi-
ciency and effectiveness of care delivery in NHs.

Additionally, we cannot judge the scope and depth of the activi-
ties reported by the RNXs in our study. For instance, if both RNs
and master-prepared nurses report contacting physicians when
a resident’s condition changes, we lack information on whether
or how the quality of their communication differs. For exam-
ple, strong differences in detail or relevance would potentially
affect physicians' ability to respond effectively. Moreover, as has
been shown in acute care (Aiken et al. 2014), higher education
is also associated with positive outcomes in NH resident care
(Jutkowitz et al. 2023; Trinkoff et al. 2015). However, we focused
on RNXs and their activities without exploring how educational
background influences RNXs' contribution to NH residents’
quality of care. Further research is needed to examine this re-
lationship and identify any potential educational background-
based differences.

Our results showed that RNXs' direct supervisors significantly
influence the frequency of their engagement in direct clinical
care below their scope of practice. RNXs were more likely to ful-
fil their RNX roles when supervised by higher level individuals,
that is, the NH administrator or the Director of Nursing, as op-
posed to reporting to a ward manager. One possible explanation
is that ward managers are responsible for the daily operations of
a unit. Consequently, in situations where resources are limited,
all available professional groups may be assigned tasks outside
their target areas, potential leading to misallocation of roles.
This, in turn, could result in under-utilisation of RNXs' skills,
potentially impacting the quality of care provided.

Furthermore, the supervisory structure within NHs can directly
influence the quality of care received by residents by influencing
the extent to which specialised nursing skills are utilised. For ex-
ample, our findings indicated that RNXs supervised by the NH
administrator were less likely to apply research findings to prac-
tice compared to those supervised by the Director of Nursing. This
suggests that supervisors can significantly impact the integration
of evidence-based practice in NHs. The Director of Nursing's ex-
pertise in nursing may lead them to consider scientific findings
more relevant to practical application. Both Kajermo et al. (2008)
and Gardulf et al. (2005) emphasised the importance of educat-
ing and training direct supervisors in research and research util-
isation to enhance their ability to support such activities. Gardulf
et al. (2005) specifically highlighted how direct supervisors' sup-
port for development and research activities impacted nurses' job
satisfaction and intention to leave their jobs. Although Gardulf
et al.'s (2005) study focused on nurses' perceptions in hospital set-
ting, it is reasonable to extend the underlying principles to nurses
in NHs. That is, both to foster support for RNXs' activities and to
promote nurse retention, it is vital to educate direct supervisors
about research and its application in NH settings.

Finally, our analyses indicated that RNXs in NHs with on-site
physicians were more likely to exchange information with other
RNXs compared to those in NHs without on-site physicians.
However, we found no evidence either confirming or contradict-
ing this finding. One possible explanation is that the pursuit of
resident safety relies on continuous learning, making it crucial

to share experiences within networks. Thus, the interaction be-
tween on-site physicians and RNXs in NHs may foster a range
of information exchanges and encourage RNXs to seek further
collaboration with their counterparts. Another possible expla-
nation is that RNXs have a stronger clinical focus in their work
when physicians are present. The presence of on-site physicians
might improve collaborative decision-making, resulting in more
comprehensive and effective resident care. Additionally, sharing
experiences within professional networks plays a critical role in
enhancing patient safety, as it facilitates the dissemination of best
practices and lessons learned. Promoting the presence of on-site
physicians can be beneficial not only for the direct medical care
they provide but also for the indirect advantages of improved com-
munication and collaboration they foster among the nursing staff.

4.1 | Limitations

Due to several limitations, the findings of this secondary data
analysis should be interpreted with caution. Foremost, the reli-
ance on previously collected data restricts the scope of analysis to
the variables and data quality of the original data set. The origi-
nal data collection methods may not have been designed with the
objectives of this secondary analysis in mind, potentially leading
to alack of critical data or nuanced insights that could be relevant
for our research questions. However, despite possible limitations,
our secondary analysis provides a valuable avenue for further ex-
ploration and understanding of new care models, leveraging ex-
isting data resources to generate new knowledge and contribute
to the evidence base in NH care. Although convenience sampling
is common in nursing research, it can produce biased results.
Because the overall aim of our study focused on quality of care,
we may have oversampled NHs working with RNXs, as those in-
stitutions were already aware of RNXs' importance concerning
quality improvement. Therefore, future research should include
random sampling of NHs to minimise sampling bias. In addition,
we gave NH managers selection criteria to decide who to include
in the survey. This could have led to non-response bias. To mini-
mise self-report bias, activities performed by RNXs should be ob-
served. In terms of study design, the multicentre cross-sectional
design of SHURP 2018 does not allow causal inferences about
the associations between variables. Given our small sample size,
although effects may be highly significant, we cannot demon-
strate statistical significance. In view of the small sample size,
the results have limited generalisability. There was missing data
concerning the variables Further education and Number of resi-
dents responsible for, each with over 20% data missing. This level
of missing data can potentially impact the robustness and the in-
terpretability of the findings related to these variables. Finally,
the employment percentages of the RNXs included in our sam-
ple varied, which might lead to bias in the frequency measures.
However, our answer options considered absolute frequencies
(from never to several times a day), reducing this bias.

5 | Conclusion

This is the first study to explore characteristics and activities
of RNXs employed in NHs based on Hamric's integrative APN
model. RNXs frequently report a variety of roles, including edu-
cational, clinical and leadership roles. Our findings suggest that
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there is a noticeable underrepresentation of master-educated
nurses in Swiss NHs. The frequencies of RNXs' activities vary
according to their educational background, their direct super-
visor and the presence of on-site physicians; for example, the
application of research findings in practice is more common
among master-prepared nurses, while RNXs under the direct
supervision of ward managers are more often assigned work
below their scope of practice. RNXs play important roles in sup-
porting quality of care. To increase the effectiveness of care de-
livery in NHs, their managers need to invest in the continuous
professional development of their existing staff and the develop-
ment of expanded nursing roles.

5.1 | Implications for Research

The findings reported here highlight the need for further re-
search to better understand the impact of RNXs' educational
backgrounds and supervisory structures on their roles, responsi-
bilities and effectiveness in NHs. Also, more studies are needed
to investigate the influence of on-site physicians on nursing
team dynamics. In addition, our results could provide a foun-
dation for future research to improve our understanding of new
care models with RNXs, which are still to be elucidated.

5.2 | Implications for Education

Our findings underscore the importance of continuous educa-
tion for RNs and bachelor-level trained nurses working in NHs.
More specifically, they suggest a need for systematic, continuous
professional development programmes that keep nursing profes-
sionals up-to-date with the latest research and help them main-
tain high-quality care. To support this objective, organisations
should allocate sufficient funding and enable access to profes-
sional development programmes.

5.3 | Implications for Practice

Because the frequencies of RNXSs' activities vary considerably,
NHs' role expectations for RNXs should be clarified at the insti-
tutional level before these positions are implemented. The partic-
ipatory, evidence-based, patient-focused process, for guiding the
development, implementation and evaluation of advanced practice
nursing (PEPPA) framework (Bryant-Lukosius and Dicenso 2004)
may guide the implementation process of such new roles. These
findings highlight the importance of supervisory structures in
shaping nursing roles and the need for NHs to optimise the utilisa-
tion of nursing skills. Improved communication dynamics within
NHs, possibly supported by the presence of on-site physicians, can
also contribute to the effectiveness of nursing practice. By ensur-
ing that nurses are able to practice at the top of their licence, NHs
can better leverage the specialised skills and knowledge of RNXs
to meet the complex health needs of their residents.

5.4 | Implications for Policy

As RNXs' titles are not protected, authorities, managers and
researchers are challenged to accurately identify and delineate

their roles. A formal structure regarding successful RNXs' edu-
cational backgrounds, roles and responsibilities within a defined
scope of practice and licensing may enhance the effective use of
RNXs. The findings reported here suggest that policies need to
be revised to better utilise the skills of master-prepared nurses
within NHs, as is advocated in the Institute of Medicine's Future
of Nursing report (2011). Its first key message recommends that
nurses should be able to practice to the full extent of their educa-
tion and training. Moreover, the value of supervisory structures
should be considered in policies regarding NHs' operation.

5.5 | Implications for Environment, Climate
and Sustainability

While this discussion has not directly addressed environmen-
tal, climate or sustainability issues, it is important to note that
healthcare organisations, including NHs, play a significant
role in environmental sustainability. Efficient utilisation of
nursing skills and effective communication can contribute to
more sustainable care practices, such as reducing unneces-
sary medical procedures or waste, while also sustaining the
workforce needed to meet the increasing need in long-term
care. Furthermore, policy changes and further education could
also incorporate stronger foci on sustainability principles in
healthcare.
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