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ABSTRACT

Across Canada, registered nurses (RNs) and licensed practical nurses (LPNSs)
work closely bgether to pvide care to patients in many different healthcare settings.
How they work together in some settings recently changed with a nursing care delivery
reform initiative throughout one provincial health authority. In 2015, a new nursing care
mode| OrganizingNursing Team Resources for Accountability Collaboration and
Communication (ONTRACC), was piloted on some hospital units. Through the
ONTRACC model, RNsrad LPNs worked more autonomdysand to their full scopes of
practice, with independent fient assigments.

This study, guided by institutional ethnography (IE), explicates how RNs and
LPNs worked togethemcluding the tensions they experienced, ag thensitioned from
working together as fAbuddi eso ©ONTRACCr ki ng m
model. IE is a research approach that was developed by Canadian sociologist Dorothy
Smith, whichallows researchers to explore the social relations thahdargae peop!l e b s
everyday lives. Through IE, the hidden practices and activities that g s
institutions, such as health authorities, professional regulatory bodies, and unions,
generate in their ruling become visible. Data was collected on two odicap@ts by
first observing and interviewing frontline RNs and LPNs, then interviewingrstwith
knowledge of the ONTRACC model and/or RNs and LPNs working together.
Additionally, the texts that organize the
analyzel, including provincial nursing acts, job descriptions, and hospital policies.

Nursing cae deliveryreform is often done to reduce costs and improve patient

outcomes. This thesis explicates how the ONTRACC model met some of these
i



institutional goals,bud | so subordinated the RNs and LPN
work and scopes of pracs.

Keyword: institutional ethnographyntraprofessionatollaboration interprofessional
collaborationjnterdisciplinary nursing,nursing care, nursing practice,

oppressor/oppresseoktient carepractical nurseregistered nurse
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Introduction

After graduating from Dalhousie University with my Bachelo6ofence in
Nursing (BScN) in 2009, | accepted a position as a registenesg (RN) on a busy
Intensive Care Unit (ICU) at éhSaint John Regional Hospital (SJRH) in New
Brunswick, Canada. As a new RN, | struggled to communicate with the licensed practical
nurses (LPNs), with whom I workedof Opradtf f
confused me, which was problematachuse we often shared patient assignments.
Collaboration was a buzzword | frequently heabait did not fully understand. | wante
to Acoll aborateo effectively emtilytepeatedyor LPN ¢
duplicated care activities with npatients.
How RNs and LPNs work together in many healthcare settings in New Brunswick
has changed since | began my nursing cae8dRH in 2009. In the mid 2010s, Horizon
Health Network (HHN), oneof&dw Br unswi ckdés two heal th aut
reform nursing care delivery through the i
member s, 0 with a ymodel(HuN, 8018) g9). Trasrmedeldcalled v e r
the Organizing Nursing TeaResources for Accountability Collaboration and
Commuication (ONTRACC) model, changed (and is still changing) how RNs and LPNs
work together and care for their patients (HHN, 2018 DNTRACC model is being
implemented over time, with some elements stithe development phase (HHN, 2018).
In2014,theor t hopedi c unit at SJRH became one
began implementing some elements of the ONTRACC model (HHN, ZDi8).

ONTRACC model required changesnviroomemany el e

1



including staffing levels/mix, patiensaignments, and workloaBor example,ame RN
positions were eliminated and soniéN positions were created.

Previously on the unt RNs and LPNs worked togethe
assigned to a shedl group of patients, similar to my experiences waykn the ICU.

Each patient received care from both-RRN buddies, whdlivided their patientscare

needs into task® organizetheirworkanke nsur e t hey met their pat
RNs and LPNs aopletedthese taskmostly independently, updating&h other

throughout the day. For example, the LPNs assessed each patienttabsigns, and

completed graphic sheets, whil@tRNs administered medications.

In some ways, this approachwas conttay HHNG6s phil osophy of
Patientand Famil e nt r ed Car e, 0 compassiohatbealthcacchased g e s i
onapartnershigamongpractitionerspatientsandfamilydo  ( H281®). Over recent
years discourses olfiolistic and patienrtentred carbave beenpopularamongpolicy
makers in thggromoton of neoliberal objectives to encourage patients to take greater
individual responsibility in their health (Madden & Spe2dl7). Holistic patient and
family centred care is widely discussed in nursing healthcare literature and
considered the goldandard for nursing care (Jasemi et al., 2018). According to Fazio et
al. (2018), it is a philosophy of care built aroundrnieeds of the patient and their family
and contingent upon good interpersomdhtionships and collaboratidretween the
patient,their family, and practitioners

The World Health Organization arguist, Aholistic and compas
care requirean effective partnership between people who need care and people who

providear eo ( WHO, 2007, p . 9).n Tlhies fipse olpd red avrh
2



pr ovi degWHOa20@7HpsOWwork routines are organized around tasks and
completed by different peop(€azio et al., 2018). Although both buddies knew many
things about each patieon their assignment, neither buddy knew evergtlihthe
time. This was problematic because there were care activities the LPNs did not do, which
made it hard forthemtodee | op a f ul | Apartnershipo with
patient haghain and told the LPN, the LPN then had to ask tNedadminister pain
medication. The RN usually needed to assess the patient first, often asking the same
guestions the LPN itially asked. This was frustrating for the patient, the LPN and the
RN.TheONTRACC model Airef ocuseddambmsed Sructurg, c ar e
towards RNs and PNs working to their #dafull
for patients, wittRNs assi gned t o fAmolbPdNsc ampli gxndée dp & toi
acute,les compl exo patients (HHN,p2D18; NANB &
Adapting to Change

Most of the RNs and LPNs | know are committed to providing safe patient care.
However, many of tha routinely express concern about changes in their work routines
which createstress and confusion andeeganize how they work ith each other. The
roll-out of the ONTRACC model was a big change for the RNs and LPNs. Coinciding
with the launch of the ONRACC model, the scope of practice for LPNs expanded. In
the past, medicatiordaninistration in acute care areas, like orthopedicut s, was RNs
work (Association of New Brunswick Licensed Practical Nurses [ANBLPN], 2014). This
changed in 2014, when medices administration in acute care areas became a basic
competency for all LPBI(ANBLPN, 2014). | remember during this change, my

colleagues, both RN and LPNs, expressed many emotions, some were excited, while
3



others were upset; but all had some concdopstavhat this would mean to their work
and how they worked together.

This stdy, guided by institutional ethnography (IE), egpit e s RNs 6 and L
experiencedgncluding their assumptions and concerns about each other, through the
implementation of th©NTRACC model. IE is a research approach developed by
Canadian sociologist Dothy Smith In this study, it isusedto explore R 6 and L PNs O

actual experiences with providing patient care-figeaide. Institutional ethnographers

aim to explicate how peoplebdbs actual exper
forcesoutsideadf hem and t hei r p uegop 80804 @2). Thdasmp bel | &
appropriate approach because it will allow
experiences caring for patients, while foc

or gani z at mngearedSnoth, 19800 M this thedisincovertheéi f or ces out si
of RNs and LPNs that organize their work ah@pehow they provide nursing care to
patients.
An Epistemologicaland Ontological Shift

As | learned about IE, | began to change how Ut about both knowledge
(Awhaowiedged@o/ Ahgawin knowledge?0) and real
Institutional ethnographers often talk about the distinctpistemologicabnd
ontologicali s hi ft s0 whi ch di st i nappreashbs (Campbélli&o m ot |
Gregor, 2004; Bveau, 2008)These shifts are related tow institutional ethnographers
explore the disjuncture (or schistmgtween ideological knowledge aedk per t s 6
authorized explanations apeopl& experiential knowledgi the context of their

everydaylives (DeVault and McCoy2002; Deveau, 2008).
4



My epistemologicabnd ontologicashifts are apparent in this thesis, which |
began writing before | had chosen or become familiar igtBefore | learned about IE,
| had alredy written the first two chapters. Wail re-wrote parts of my first chapter,
thinking more like an institutional ethnographer, | decided not to change my second
chapter, which was written as a stand alone manuscript for publication. Institutional
ethnogaphers begin their studies from a parar standpimt, which hooks them into
the r st andp o iexperientiahwapknaweg The éhanuscript was a concept
anal ysis and hooked me into what instituti
knowi ng somet hi ng o |debidedtkeepthe naluScBpt beqause it ) .
was an i mportant part of my Oj oismplacein, 6 but
my thesis.

Epi stemol ogy @i dingand eplaining How werkmbe wiee a n
knowo (Cr ot ty mmited®8tam particulaBway of lbokingato
knowledge. To make the epistemological shift, | needed to reject ideological ways of
knowing and insteakinow the worldasRNs and LPNs inhabit. For example, | needed
to seethings likei c ol | a b or atimizescopeaow @ Poacti ced as co
material, textbased discourses made by humans to serve specific needs in the social
organi zation of RNs®6 and LPNs6é6 work. This
Aomt zed scopes o fmoneembaliednd exgerientialfvayefc t s a
knowing. It enabled me to see how the tensions the RNs and LPNs experienced were
| ocat ed waiciabandudid notrasiieewithiRNs and LPNshemselvegDeveau,

2008)



Ontobgy, according to Cr owHhatys, WitHtBen&Yre i s
of existence, with the structure of realit
Aontological shifto when they reject exper
hagenirg and instead move towards what George S(#90)describes as the
Asensuous world of peoplebs actual practic
experts think that RNs and LPNs do not work together or to their full scopes of practice
andaguet hat f@Acoll aborationo aesdo iwipltl mi mpdo se
healthcare system. Thus #Acoll aborationo an
aut horized ways of explaining RNsdéd& and LPN
transfes agecy away from RNs and LPNs themselves. As | leaaieit IE,| needed
to train myself to rejedheauthorized explanatiorigrevious accepted without thought
to discover more abotitontline RNsdand LPNsactual practices and activitieBhis
shifted myfocusfrom explainng why things happead on the uits to discoveringhow
they happered Deveau (208) argues that understanding how something works is
empowering becawvgaishtse te Raomp.6)g how to

Organization of Thesis

The organization of a papbased thesis is similégn many ways to a traditional
thesis. For example, papeased theses and traditional theses often have similar sections,
such as an introduction/background section to set theadoge of the thesigand a
concluding chapter to show how | fulfillebe goals of the thesis. Many of the chapters
of a papetbased thesis, however, are written as si&ode manuscripts for publication,

which may be targeted to specific journals (P&IBeck, 20L0). Pape-based theses



facilitate the dissemination of fingys and knowledge, by enabling the author to move
directly from completing the thesis to journal submission (Polit & BeckQR0
My paperbased thesis is organizedo four main setions: a backgrounsection,
a method section, a finding section andszalssion section. These sections are then
subdivided into chapters. Only some of chapters are -st@ame& manuscripts which have
the feel of a separate publication. The other chaaterras bridges bed&n the stand
alone manuscripts. Institutional etlgraphers generally write with a narrative style that
gui des reader s t hr ou g-o-dadyhostines. Thus, havingreanet s 6 t
chapters act as bridges was importantégoimn t ai n aghautfthe thesid. t hr o
Sections & Chapters
Background Section: Chapters 1 & 2
There are two chapters in my background section. Chapter 1 is not @aktaed
manuscript but sets the historical context of nursing in Canada. The historical context is
important kecause it locates nursing within patriarchal, hrat institutions, sutas
universities and health authorities, that continue to influence it today (Mansell, 2004;
Group & Roberts, 2001). Importantly, institutions are defined by Smith (2005) as
A ¢ o meslermbedded in the ruling relations that are omgaharound a distinete
function, such as education, healthcare, a
In Chapter 1, | also present some definitions and existing models of
Ainterprofessional hoiandapirotesprohabksedna
collabomt i on. 0 T breateadby expedss hage been taken up by institutions, such
as universities and health authorities, to organize the education and practice of RNs,

LPNs and other healthcare provisl@cross Canada. They are the accepted explanations
7



of how collaborationisould be taught and practiced. These definitions and models often
appear in the job descriptions, policy documents, and other texts that shape and organize
RNs 6 and L P NEhéyare aldo payt ofwthe me&liberal political gudblic

discourses,pari cul arly around fArestructuringo and
and LPNs6 daily work. Restructuring and re
concerns over healthcare sgemy and the desire to cut costs and find moreieffic

ways to organizeatient care. The ONTRACC model, for example, was designed to

Al enhance] of the roles of all/l nursing tea
p.9).

Chapter 2 isastarslonemauscr i pt for publication, e
Intraprdessional Collaborato: A Concept Analysis. o | wused

concept analysis method to consider uses,
i ntraprof essi odtaéxplarechow tlastcancept diffecs fram otner
similar concepts.

Argually, a concept analysis does not belong in an IE. According to Smith
(1990), concepts such as nAmuragieng einretrradpryo
authorized meaning througfstitutions and are a type of ruling themselveguiding
assumptionof E i s t hat authorized concepts gain
everyday vocabulary through texts, like policy documents. People then use words like
collaboration even whetheir authorized meanings do not fit with their attu
experiences. The pcess of writing this paper, however, increased my awareness of my
own assumptions about Anursing intraprofes

Il i ke Acol | aiemtura.titalsoheped nme unddrstandlhow conggits
8



their authorizeaneaning, so | felt it was important to include this paper, which will be
submitted for publication to the fiJournal
Methodology Section: Chapters 3 & 4

There are two chapters in my methodology sectionp@h& is a standlore
manuscript for publication entitled, AObse
Hel ping us See Better ?0 Thdhaptermiatitted,scr i pt i s
AMovi ng Fampleted this nanuscript when | was learning atiéwand
thinkingabot how it would guide my study. Accord
how texts mediate, regul ate and authori ze
expands the scope of ethnographh met hod beyond the |limits o
Consequently, mosesearchers prioritize interviewing and the analysis of texts over
other data collection methods. In this paper, | argue that observation is still an important
data collection methoih IE because it informs the analysis of texts anaals how
they are ued at field sites. | plan to submit this paper for publication to the journal,
AQualitative I nquiry.=o

Chapter 4 is not a staradone manuscript. In Chapterl4onsider the theoretal
foundations of IE and how | used this methodgltmexplicate how RNand LPNs work
toget her . Il nstitutional ethnography commi:t
at things (Campbell & Gregor, 2004, p. 7).
methodological tools, including: standpoint and disjwre, social relatiws, work, ruling
relations, and texts, which were important to my study. These methodological tools guide
institutional ethnographers in how they manage the technicalities oftilndiess such as

their data collection and analys@gmpbell & Gregor, 200). The recruitment scripts,
9



observation and interview protocols, and documents are introduced in this chapter and
appended at the end of the thesis.
Findings Section: Chapter 5

Ther is one chapter in my findings section. Chapter & stanehlone manust

for publication entitled, @ARegistered Nurs
Il nstitutional Et hnography. o It presents th
submit ed f or publication td tReeejacgwchn al AQual

Discusson Section: Chapter 6

There is one chapter in my discussion section. Chapter 6 is not sagiaed
manuscript for publication. It presents an integrative discussion of thegstHapters
and expands on my findings presente@hapter 5.
Appendix A

| included one additional staradlone manuscript for publication as an appendix
(Appendix A). | prepared this manuscript early on, when | first became interested in RNs
and LPNs weking together. Although it is part of my journekiig manuscript entitbe
ALooking Back to Move Forwards: Under st and
Nurse Collaboration Can Inform Tomorrowés
theoreticalunderpinnings. Institutional ethnographers do noipdy describe social
institutions or the social relations (ways people interact with each other) embedded within
them (Rankin, 201&&b). Rather, institutional ethnographers explicate the connections
amory the local settings of everyday life, institutioaad translocal relains of ruling
(Rankin, 2017a). Consequently, it is important to avoid generalized or theorized

explanations that conceptualize what people are doing (Rankin, 2017a).ins paper ,
10



describe historical dye vhed voep nreauthsa liilbreu rirgpuads sti at
RNs and LPNs now face when they work toget
hi erar dipinpeessent a model which generalizes h
together at differenthpodnat a rc oryt esoheuidoyWwh é o
needed to be careful not to |l et this paper
RNs and LPNs were acftThalsl ymachaiscg i opnt twveasi pu

conference proceedi nmgfserogncdenred P& ¢ di MNu3isn g

11



References

Association of New Brunswick Licensed Practical Nurses (ANBLPN, 204dglication
administration guidelines licensed practical nurBetrieved from
https://www.ablpn.ca/downloads/mag.pdf

Campbell, M., & Gregort-. (2004) . Mapping social relations: A primer in doing
institutional ethnographyToronto, ON: AltaMira Press.

Crotty, M. (1998).The foundations of social research: Meanimgl gerspective in the
researt processLondon, ENG: Sage

DeVault, M., & McCoy,L. (2002). Institutional ethnography: Using interviews to
investigate ruling relations. In J. F. Gubrium & J. F. Holstein (EHs)dbook of
interview researchThousand Oak<CA: Sage.

Deveau, J.Z008. Examining the institutional ethnographer's toolsibcialist Studies,
4(2), 1i 20.

Fazio, S., Pace, D., Flinner, J., & KallmyBr. (2018) The fundamentals of person
centered care for individuals with demeniidgGerontologist 581), S10 S19
https:/Hoi.org/10.1093/geront/gnx122

Group, T., & Roberts]. (2001)Nursing, physician control, and the medical monopoly:
Historical perspectives on gendered inequality in roles, rights, and range of
practice.Bloomington, IN: Indiana University Press.

HorizonHealth Network (HHN, 2018YONTRACC: Organizing nging team resources

for accountability, collaboration and commuaton. Fredericton, NBAuthor.



Horizon Health Network (HHN, 2018patient and family centred carBetrievedfrom
http//en.horizonnb.d#acilities-andservices/services/suppahdtheragy/health
agingnetwork/patiensservices/patierandfamily-centredcare.aspx.

Jasemi, M., Valizadeh, L., Zamanzadeh, V., & Keogh, B. (2017). A concept analysis of
holistic care by hybrianodel.Indian Journal of Palliative Care, 23(1), 71 80.
https:/H0i:10.4103/0973L075.197960

Madden, M., & Speed, E. (2017). Beware zombies and unicorns: Towards critical patient
and public involvement in research in a neoliberal conkgxintiers in Somlogy,
2(7). https://doi.org/10.3389/fs0c.2017.00007

Mansell, D. (204).A history of nursing in Canad#&nn Arbor, MIl: Thomas Press.

Nurses Association of New Brunswick & New Brunswick Association of Licensed
Practical (NANB & ANBLPN, 2015 Guidelines for intraprofesional
collaboration: Registered nurses and licetiggactical nurses working together
Retrieved from http://www.nanb.nb.ca/media/resource/NANB
GuidelinesintraprofessionalCollaborationRNsandLPNsWorking Togdi#015
10.pdf

Polit, D.. & Beck, C. (200). Essentials ohursing researchAppraising evidencéor

nursing practicg7™" ed.) PhiladelphiaPA: Wolters Kluwer Health

Rankin, J. (2017a) Conducting analysis in IE: Guidance and cautbeational
Journal of Qualitative Methods, (B).

https://abi.org/10.1177/16094069496917734472.

13



Rankin, J. (20Zb) Conducting analysis in IE: Analytical work prior to commencing data
collection. International Journal of Qualitative Methods, (1§.
https://doi.org/10.1177/1609406917734484.

Smith, D. (1990)The coreptual practices of power: A feminist sociologkmdwledge
Toronto, ON:University of Toronto Press.

Smith, D. (2001). Texts and the ontology of organizations and institutungies in
Cultures, Organizations, and Societies133198.

Smith, D. (D05).Institutional ethnography: A sociology for gde. Toronto, ON:
Altamira Press.

Smith, G. (1990). Blitical activist as ethnographe3ocial Problems, 34), 629648

Walker, L. & Avant, K. (2010)Strategies for theory construction in nursifd' ed.).
Upper Saddle River, NJ: Prentice Hall.

World Health Organization (WHO, 2010Framework for action o the interprofessional
education and collaborative practicRetrieved from:

http://www.who.int/hrh/resources/framework_action/en/

14



Chapterl: Setting the Context

Reading the Literature as an Institutonal Ethnographer

Gerishand Lacey (2010) suggest that most doctoral research proposals begin
with a review of existing literature on the topic. These authors emphasize that
researched@familiarity with research and publications abtheir topics is animportant
first step in he research process. As an institutional ethnographery review of the
literaturel] positioned myself explicit]|whichas a #fAd
allowed me toconsider the larger context, particularly hthe literatureconstructs or
contributes to the social world around RNs and LPNs. This was different positioning
than more conventional approaches to reviewing the literature, which usually focus on
identifying gaps. Whilst | was interested in purported gapsid attention to howhese
gapsbecameaesearch prioritigsvhichwere built on particular worldviews was also
mindful that when researchers then try to fill in gaps, they ¢éieup the contexts
and assumptionsf theknowledgethat hasalready bee constructecbout theitopics
Through institutional ethnography, my r
or to learn more about how knowledge about the topic is constructed and socially
organied. As a discourse analyst, | paid attention to was funding, writing and
citing research. How was published work being used by employers and regulators?
What grey literature existed? How was research designed and how did it import
conceptual and theetical frameworks? What were the formulations obugthat were
describedn published findings? How were conventional approaches to research and
knowledge development abstracted from the materiality of things happening? My

scholarly interest was in hoparticular constructions of knowledge became the
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domnant ways of knowing tlmugh which many topics became understood. Dorothy
Smith (2005) suggests that these forms of authorized knowledge must be problematized
by institutional ethnographers; examinedvidrether and how they subordinate

peopl e b periences in @edl places.

With this in mind, institutional ethnographers do not review literature or use it
as facts the way other researchers might (Benjamin & Rankin, 2014). Instead,
institutionalethngr apher s exami ne pr i orlikeaskiresor ch dAfr
wecann nspect the seams of constructionodo ( Mue
considered the process of knowledge construction, including the activation and
subordination of existig knowledge. For example, nursing knowledge may be
subordinated when managerdecisions, which are made in a busiAdss way to
make hospitals run more efficienthgsult in nursing practice changes that work against
the interests of RNs and/or LPEBd their patients (Rankin, 2004).

Institutionaleh n ogr ap hy fanag sbdiokdies in itstcammigment to
uncovering how t hings are actually put together,
2006, p.1). When institutional ethnographers réaditerature, they are particularly
concerned withh o w  a upbsitieanithendselves in relation to the topic or how the
topic is situated within different social structures or institutions (Campbell & Gregor,

2004). Institutional ethnographers also attemtdow knowledge becomes activated and
practicedipeop | k6 @anwohow peopl edbs work is suppo
(Benjamin & Rankin, 2014; Campbell & Gregor, 2004). Importantly, people may not

always activate knowledge in their work. Nurse managers naay @ make nursing

practi ce @ mo regdeelbdsmenevepoliciesoTheir aurstindystaff may
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reject the new efficiency mandate and may
how they do things.

| began reviewing the literature on RNs and LRWsking together before |
considered my research thedology; and went through the literature trying to identify
gaps. Most of the literature | found about collaboration was dinttetprofessional
collabortiond between physicians and other healthcaiodgssionals, such as RNs,
pharmacists, physiothernafs, and occupational therapists. Thus, the dominant approach
to knowledge generation about collaboration is between health professions with more
distinctly different scopes of practice, such as physgiand RNs, rather than those
with overlapping scopeof practice, such as RNs and LPNs. When | reflected on the
social contexts in which | worked as a RN, where | had more frequent interactions with
LPNs than with physicians, and | became further convihoéthe importance of
inquiry into RNs and LPNs wking together.

| found little literature about collaboration authored by LPNs. Physicians or
other healthcare professional, who are prepared at a baceddalenes| or higher,
authored most of the acaderiiterature | read. Several LPN professional asgmns
and regulatory bodies, including the Association of New Brunswick Licensed Practical
Nurses (ANBLPN), authored professional publications, eithesgaddently or with the
RN professional associati/regulatory bodies, about working together. These
professional publications target their me

practical information to help them in their workplaces.
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History of Nursing Education and Regulation

An understanding ohe history of nursing and nursing education in Carad
necessary to provide context to some of the challenges nursing currently faces. Organized
nursing and health cane Canada began with the early Frerofonists (both men and
women) who immigratedttheir colonies in North America (Mansell, 2004;sR&err,
2006). Like the Indigenous societies they met, these settlers often depended on traditional
knowledge of disease and the human body and herbal iesneere the only medicines
available (Ros#err, 2006). The colonists also brought more formalizedlth care, but
one that reflected the divisions and hierarchy of the healthcare professions in France
(Johnston, 1984). In the mitB" century, the Brigh nurse, Florence Nightingale, started
her moement to improve the standards of nursing care. tiigale came to prominence
duringthe Crimean war (1853856) for her dedicated care of wounded and sick British
soldiers (Mansell, 2004).

Nightingale was upper class and wetlucated, and implementetfategies, such
as an improved awareness of hygiethat drastically reduced the morbidity and
mortality of patients (Mansell, 2004). She subsequently founded a school of nursing, the
Nightingale Training School, in England, which became a model f@imgischools in
Canada and around the world (Mans2104). Mansell (2014) suggests tHabrence
Ni ghtingale used her own i mage, as the #fl a
respectabl@rofession for women. She had gained this nickname fromas@lm a
report fromThe Timesewspaperinwhicheh i s descri bed as fAa min
[ whose] slender form glides quietly along

hand, makip her solitary roundso (ceatetichei n Cook
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when there were few respectable vocaitor women outside the homBrpoks &

Rafferty, 2007).

During the early 2t century, nursing continued to evolvespecially following
theformation of new professional nursing organizations, whidrested some of the
challenges that nursing staff reeexperiencing (Mansell, 2004). The Canadian National
Association for Trained Nurses, which was formed in 1908 and is now called the
CanadiarNurses Association (CNA), promoted leadership within theimgigsrofession
and encouraged its members to consideir role in healthcare beyond the bedside care
of their patients (Elliott, Rutty, & Villeneuve, 2008). Mansell (2004) describes how
nursirg leaders became concerned with the educational preparahansofg staff and
the working relationship betweenirsing staff and other care providers, especially
physicians. Price, Doucet, and Hall (2014) argue these issues became more important as
patient care became more acute with more complex treatmentsxdfopke, nursing
staff began to work in areas thatjuered greater specialization, such as pediatrics and
orthopedics (Pricet al, 2014).

Initially, few educational and professional standaxisted for nursing staff
(Mansell, 2004). Education prograwvaried in their lengths and their entry requirements
Many hospitalbased training programs required students to work long hours and follow
strict schedules (Mount Saint Vincent University [MSyR005). Mansell (2004)
describes how many nursing leadersited to standardize the nursing educational
requirenents, including setting admission standards, improving the availability of

teaching equipment, and setting a nursing curriculari932, anmportant benchmark

occurred with AThe iSuir vieny Coafn aNluar, soi nbge t B deurc ak
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R e p o rhis report advised that nursing schools should be used primarily to educate
nursing staff and not to provide hospitals with a workforce ofingrstudents (Mansell,
2004). The Weir Report further recomnaied that nursing education should be included
in the general education systémvith the minimal requirements for nurses to be four
years of high school followed by an additional three yearairding training (Mansell,
2004).This report not only supptad nursing leaders' visions for improved nursing
education but also recommended that the government allocate funds to support these
improvements (Mansell, 2004). Mansell (2004) considers haiveveryone agreed with
the conclusions of the Weir report.eStiescribes how some felt more educated, less
discigined women would not make good nursing staff; however, the demands of
increasingly complex medical treatments required improved nursingtegu@dansell,
2004).

Over time, nursing education became morenalized. In 1919, the University of
British Columbia inVancouver established the first universitgsed nursing school,
which offered a basic nursing degree program (MSVU, 2005). Othegmsities also
began offering courses to nursing staff who almdady graduated from hospiadsed
programs (MSV) 2005).Nursing staff who had received more formal education began
to distinguishthemselves from other nurses and receive recognitiondoratiditional
gualifications (Mansell, 2004). They began&lcl t hemsel ves fAgraduat
(Mansell, 2004). Rwvinces eventually began to hold examination for the registration of
nurses, thereby making an official distinction between nursing staff (4 2005). All
graduates of recognized nursing programs whegehtheir provincial exams were then

able to identiy themselves as registered nurses or RNs (Mansell, 2004). The different
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credentialing between RNs and other nursing staff created a hieveitbivythe nursing
profession, with RNs receiving betterpdany RNs al so wor ked cl os
aids (whowere female) oorderlies (who were male) (Lucas,1@) . Nurseds aids
orderlies usually completed short, hatwatstraining programs thab¢used more on
physical care than on knowledge about medicatg@sses (Lucas, 20). Although
personal care rema@d, and continues to remain, an important part of all nursing, RNs
looked to provide greater medical attention to patients.

Throughoutnursig6s hi story, physicians and oth
knowledge nursing professionals had about their wieok.example, at the beginning of
the 19" century, when nursing was formalizing as a profession, physiciaotsnursing
professionals taught in nursing schools and published on nursing educatiorractitp
(Group & Robert, 2001). Groupand Rober8@2 1) argue that Athe pr.
physicians could define another profession marks the development of nursing as a
profession distinctly different frpm the 0
120). Today, experts continue to subordinatektimvledge nursing professionals have
abou working on the frontlines with their patients through policy decisions/documents.
For example, policy decisions/documents are often written by experts locatfides
away from where nursing professionals daretheir patients.

In the early 1930she CNA recognized practical nurses (PNs) who then
numbered almost 4700 across the country (Lucakd)20Qucas (2Q9) considers how
RNs appreciated the assistaftés could provide in delivering patient care. Thebks
were limited, however, in their rola patient care to providing more tabksed

activities, like bathing and toileting (Lucas,18). Rheaume (2003) describes hoike|
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RNs before them, PNs strugdleo becomeecognized, selfegulating nursing

professionalsThe first legislative acts ctmolling the education, testing, licensing, and
practice of practical nur s i I9)gln mostprovinces, d dur
licensing of PNs initdly came under the pr ovume 2003).I RNs 6
Slowly, provincial PNs assaions formed. Initially, Rheaume (2003) argues these
associations simply provided support for PNs. Eventually, these associations gained
responsibility for estaighing the standards of education, practice, amh$img for their

members (Rheaume, 2003} different points, RNs have expressed concern over the
advancement of practical nursing in Canada (Mansell, 2004). For example, in a briefing

to the Royal Comnsision of Health Services in 1962, the CNA recommeritdat PN

programs be discontinued (CNA962).

Nursing Regulatory Bodies

There are no national RN or PN registrations or licenses in Canada. Nursing
registration and licensure are the responsibilitiet® provinces (10) and territories (2).
In many povinces, PN associations have struggtethke responsibility for their
members. For example, in New Brunswick, a PN association formed iri 1965
licensing continued to be administered under the étubssociation of New Brunswick
(NANB), which was fo RNs until 1977 (Rheaume, 2003). In thatir, an Act of
Incorporation by the New Brunswick Legislature enabled the Association of New
Brunswick Registered Nursing Assistants to take responsibilith&r own education,
licensing, and disciplining (Rlaeeu me, 2003). The NwBransweick AsS s 0«
and several other RN groups initially opposed this bid for an Act of Incorporation, but

decided to support it whererofoutsidegréupssfar [ ed] ¢
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attempting to maintaincantol over [ pr act i ci@ankehadcontrsliechg] 0 t
them (Rheaume, 2003, p. 439).

Interestingly, in Ontario, RNs and PNs are under the same regulatorysoouky,
provinces with separate RN/PBgulatory bodies have expressed interest in metging
follow this model (CRNNS, 2017). Fokample, in 2015, the College of Registered
Nurses of Nova Scotia (CRNNS) and the College of Licensed Practical Nurses of Nova
Scotia (CLPNNS) began conversatiomguand uniting as one nursing regulator for the
province (CRNNS, 2017). On Jun® 2019, the&é newd Nova Scotia Col | «
(NSCN) received authority through changes t
nursing regulator for the province. NovaScoa 6s nur sing | eaders ho
regulatorybd y wi | | enabl e al dirfullrseopedot prasticef facditatevo r k  t
red tape reduction, and epitomize the type of collaboration among health care
professionals thatriesohebeasatsahychoereoé (NBEN

Protected Titles

A key purpose of the regulation of RNs and LPNs is to protect the udhd
one aspect of regulation is protecting titles and designations to ensure they are used
appropriately. Initially, in New Brunswk, LPNs had thétleof A Regi st er ed Nu
Asssant 6 or RNA. I n 1987, RNAs tried to have
changes to their Act, which would change the designation (of Registered Nursing
Assi stant) to dLi c eateamptdandanahertattemna in 200800 met e . 0
resistagefrom RN leaders and was unsuccessful (Rheaume, 2003). There was concern
that Athe name change would precede demand

patient care and ultimately erode nursingfct i ons o ( Rheaume, 2003,

23



2002, the Association succeeded in their attempt to have changes to the Act and the
Association became the Association of New Brunswick Licensed Practical Nurses
(ANBLPN) (Rheaume, 2003).

Today,the itle Licensed Practical Nurse or LPN is used in most diana
provinces, along withthétle i i nf iéren) eayxi | i aireo (i n Quebe
practical nurseo or RPN (in Ontario) (Huyn
Anur seo i s therNorses Act (8984, amendled in 1997 & 2002)iand
restricted to RNs, nurse practitioners (NPs) and nursing students in a program approved
by the Nurses Association of New Brunswick (NANB). Thus, New Brunswick legislation
has given RNs exclusiverightso t he t i tl e Anur sedstLBNsd act i c
who refer to themselves as fAinurseso (ANBLP
for Registered Nurses (2017) states, @ANurs
name, t i tp.16). lacthér Canadiae grovifices, RNs do notkaelusive
rights to the title finurseo and LPNs may i
patients.

I n this thesi s, |l primarily use the tit
Aregi st e(roerd RNUr steoo i dent i fy hwantddtofusethenant s 6
tittes my informants used, themselves, in their interviews. These are also the titles used in
New Brunswick and most other Canadian provinces. The only exceptions are in Chapters

2 and5, which are standlone manuscripts for publicatiand intended for wide

di ssemination of my findings. Il n these cha
because, i n Ontario, the title Aregistered
Ailcensed practical n u bexleaoto @l myreaderssant ed my t
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Todayds | ssues and Trends

By t he | anked toin&dhsk dhs efficiancy and effectiveness of
healthcare delivery in Canada became very apparent (Rheaume,|20®®7,M. E.
Jeans (Executive Director) of the C#entined that she felt the biggest threat to RNs
was fi[their] inability to work [with other
toward the common goal of a strelh2aP@dhpened n
171). This statement implies threa&rgeptions influence how RNs and LPNs work with
each other, which makes exploring RNsd6 and
together even more important. In the literature, threats in the form obdewestatus
and autonomy, uncertainty, and unf@ss are shown to influence collaborative
tendencies.
Many of the issues and trends faced by RNs also pertain to LIPNs. typically
learn the same nursing concepts as RNs (such as oxygenation, pepasentcentred
care, etc.), but have a shortess inrdepth education program, do not initiate plans of
care, and care for more stable patients (Huynh et al., 2010; Lud®%, @@nadian
baccalaureate nursing (BN) and LPN education programs have Bigiing requirements
today than in the past (Luc&19). They both require a minimum of a high school
diplomai usually with high marks and several science courses (LuciS). Z&cording
to Lucas (2@9), RNs and LPNs experience similar challenges éir tvorkplaces,
resulting in the need for nursesléarn to work together to meet these challenges and
advance nursing interests. B&INs and LPNs are evolving with the Canadiaalth

care system (Mansell, 2004).
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Many aut hioter/istragrafegsonalc é1 | abor ati ono | eads
patientcare (Reeves et al., 2008; Lo, 2011). Jenkins (2013) argues a driving force behind
the emphasis on achieving increased efficiency in the healthcare system has been the
rising costs of healthcare. Acconditothe Canadian Institute of Health Information
(CIHI, 2019), health care spending accounted fo63d of the Canada’'s Gross Domestic
Product in 209. This puts Canada in line with many industrialized nations, such as
Germany (11.5%) and Britain (9.6%yt noticeably behind the United States at 17.6%

(World Health Organization, 2013). Examining the total cost of healthcare to the
economy, however, minimizes the impact of these costs to the governments. In New
Brunswick, approximately 40% of the proviatbudget is directed towards healthcare,
which haded some researchers to question the very sustainability of the system (Jenkins,
2013). Burgeoning health costs is a contemporary context through which the issue of
working together in the nursing profess can be viewed.

In addition to the challenge dié rising costs of healthcare, there is perceived a
nursing/healthcare worker shortage in Canada. Nursing/healthcare worker shortages
occurs when the demand for nursing staff, such as RNs and aR@Neher realthcare
workersoutpaces the supply (Sawaeegd et al . 2016). Canadabbs
worker shortage, however, is not entirely due to a lack of qualified RNs and LPNs or
those interested in pursuing nursing as a career, with other causesgidaok of
potential educators, high turnover, andquitable distribution of the workforce
(Sawaenqdee et al., 2016). In some areas (mostly urban centres), there is a surplus of RNs

and/or LPNs. Many nursing education programs report turning awayigdialpplicants.
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The University of New Brunswick (UB), for example, only accepts 40 percent of
gualified applicants due to limited number of seats in the program (Steeves, 2018).
Globally, many healthcare organizations have been experimenting wittediffer
staffing mixes to respond to the perceived shgetof healthcare workers (MacPhee &
Borra, 2012). The Worl d Health Osxshpaditzatgioo
as a way to create a Aff lsehxiifbtlienog hoecaficutrhsc aw hee
tasks are moved, where appropriate, from lyigfualified health care workers to health
care workers with less training and fewer qualifications to make more efficient use for the
avail able human resourceso (WHO, 2008, p 2
The roles of both RNs dn_PNs have changed significantly over the years. Fo
example, the New Brunswick governmegnanted LPNs the authority to practice more
independently within their scope of practice. Additional competencies were added to their
scope, including administeringtravenous and intramuscular medications and
immunizations (with appropriate training). &uchanges have meant that LPNs are now
able to work in more practice settings and take on expanded roles that include full patient
care.Butcher, MacKinnonand Buce (2018) consider how disciplinary knowledge
intersects with the reassignment or sharihgarious tasks between RNs and LPNs. They
argue it may create ambiguity and confusion around scopes of practice and may
negatively affect workplaces (Butchetral, 2018).

Interprofessional Frameworks

AlthoughtheCNA consi der s fii nam apndfeslsli anharl a te
between RNs andPNs to be an important part of building effective healthcare teams and

improving patient outcomes, little research has beedwcted in this area (CNA, 2010).
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As previouslymeni oned, dAinterpr,0d esrsioanlallalkor dtaibon
healthcare providers from different professional backgrounds, such as collaboration
between physicians and nurses, has received mersdiait from researchers (Virani,
2012). Several modeand frameworks for interprofessiomallaboration between
healthcare providers currently exist, such as the Canadian Interprofessional Health
Coll aborativeds (ClIHC, 20Inp)etfeMatyi dmalmelwotr &
WHOGs (2010) A Hanamirdenpoofedsionhl &ducaon andli@borative
Practice, 0 and finally the University of T
Development of Interprofessional Education and Core Competancies

Thesef r amewor ks consi der t heel IRachoonrpaettiemrc.i Ge s
beginning to desdre each of these frameworks individually, it is important to note that
all healthcare professions use different competencies to describe and evaluate the
knowledge attitudes and skills needed by those in that geifa to practice safely and
responsibly According to Verma, Paterson and Medves (2006), competencies help to
Adescri be excellent performance i n a part.
however, human constructs and do not necessarily diggictctual work that is done in a
particular setting. They are also often written using institutional language, which may be
used differently by different people. As an institutional ethnographer, harested in
what is actually happening and how wighappening is being socially orgardze
Canadian Interprofessional Health Collaborative Framework

The Canadian Interprofessional Health Collaborative (CIHC), which is composed
of different health orgazations, health educators, health providers, andesits,

devel oped t hepirrofiieNsastiioonnaall CQonmpeert ency Fr amew
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the competencies that are needed by healthcare providers to engage with each other in
collaborative care (CI&, 2010). They describe their framework as eviderased; and
focused on explaining ideabltaborative relationships and providing healthcare
providers with direction for the establishment of such relationships (CIHC, 2010). This
framework uses sixoverac hi ng competency fAdomdi nso to i
collaborative relationships, includjnrole clarification, team functioning, patient
cenered care, collaborative leadership, interprofessional communication, and
interprofessional conflict resolutiq€IHC, 2010). The domains are purposefully very
broad (CIHC, 2010). Each domain is furttedarified with descriptors and explanations to
help healthcare providers relate each domain to their individual situations across diverse
settings (CIHC, 2010).
Worl d Health Organizationdés Framewor k

WHOOG s ( 2ainéwbrk forfAEtion on Interprofessioratiucation and
Coll aborative Practiceo also considers <col
According to Gilbert, Yan and Hoffman (2010), it aims to identifyhithe
characteristics of effective collaborativedationships and to provide strategies f
policymakers to implement to develop and improve interprofessional education and
collaboration in various patiegstar e contexts worl dwi(20) They
framework promotes the idea that healthcaowiders need exposure to collaboration
with others early in their education progr
(2010) framework, employers and educators need to work together to damdlop
support interprofessional education initiatiaesl collaboration between healthcare

providers in their workplaces (Gilbert, et al., 2010).
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University of Torontods Framewor Kk

Finally, the University of Toronto (2009) developed a framework for the
devdopment of interprofessional education for theirltiteprofessional programs. This
framework describes interprofessional education as a progression along a continuum of
three stages: starting with exposure, followed by immersion, and ending with
competepe. At each stage, learners develop their knowlefigeerprofessional
collaboration though three constructs (or building blocks) of interprofessional education:
collaboration, communication, and values and ethics. This framework requires
assessmentamdv al uati on at each sthyguwinimthea | ear ne
knowledge, skills/bhaviors, and attitudes that learner should develop before progressing.
This framework depicts the process of becoming a proficient collaborator as being step
wise innature.

Each of these frameworks presents intergsifinal collaboration to be a skill
that develops over time; and its development requires the involvement and support of
both educators and employers. These frameworks also associate interprofessional
collaboration with certain competencies. The University Tor ont o6s Fr ame w(
particula, emphasizes that individuals progress in their abilities to collaborate with others
over a continuum and through their experienEes.example, RNs or LPNs workirmm
an intensive care unit may collaborate well iis #nvironment where their work is
familiar, but struggle on a pediatric or orthopedic unit where things are diff@iezde
frameworks are themselves a component about how knowledge is socially aigdheze
competencies may appear in the job descmgtiscopes of practice documents, #tat

shape and organize RNsd® and LPNso6 daily wo
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that these competencies are abstracted and do not necessarily reflea@opleatpe
actually doing.

Interprofessional Versus htraprofessional Education

The beneti s imefdo fainthp Mof essi onal educationd ha
(WHO, 2010; Lucas, 23), but how are they treated differently in the literature?
AccordingtoWHO ( 2 0dntefpy offessi onal edmustudentsfoamo occur
two or more professions learn about, from and with each other to enable effective
collaboration and improve healthtowx o mes 6 (p. 7). Oandasan and
interprofessional edwtion provides learners from more than one professith an
opportunity to | earn from each other and a
Shuhaibar, and Chen (2010) ass$eatintraprofessional education takes place when
collaborative learing occurs between those who share a common prafieseducation,
values, socialization, identity, and experience.

The termgnter andintraprofessional have both been used to descr
collaborative learning experiences that involve RN and LPN learRergexample,

Huynh, Alderson, Nadon and Kershd&wusseau (2011) consider RPN collaboration

to be interprofessional collaboration because RNs and LPNs are often not regulated by
thesame professional bodies. In contrast, the Canadian Nurses Asso@ain2010)
uses timeapt ef ens & i oohlabdration im iisrdecements when referring to
RN-LPN collaboration. The most dominant term used to describe RNs and LPNs
working together isntraprofession collaboration, which is the term used byyna
provincial RN/LPN regulatory bodies, such as theses Association of New Brunswick

(NANB) and the Association of New Brunswick Licensed Practical Nurses (ANBLPN).
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The use of bothhiese terms in the literature is significant, however, and follows the
assertion in the Health Professions Regulatory Adyistouncil (HPTAC) report of
June 1996, which states, fAThe distinction
andtheyarenro as great as distinction between [ o0

This distinction continues to cause confusion toghayticularly around scopes of
practice. For example, many RN and LPN regulatory bodies, such as NANB and
ANBLPN, have published pfessional literature for their members about how to work
together (NANB& NBL PN, 2015) . |l n NANB italesctibeBlBL PNO s
how A[g]Juestions often arise about whether
an RN or an LPNo (p. 7)

History of Collaborative Practice

In the past, nursing professionals arigeo healthcare professionalsrked
together in exemely hierarchical ways. Apker, Propp and Ford (2002) describe how
healthcare professions that were more specialized or requiredextensive education,
such as medicine, were (and still are) considiénebe more prestigious and better
remunerated thaothers. Even within professional groups in health care (such as different
typesof physicians and different types of nursing profasals), specializations,
expanded scopes of practice, and years abggncreate hierarchies and power
imbalances thatan negatively affect patient care (Apker et al., 2005). For example,
Taran (2011) argues these hierarchies and power imbalanceshvadpitals hamper
communication between healthcare professional$, asdetween physicians and RNs or
RNs and LPNs.

Mansell (2004) argues these shadows of the past lie particularly heavily on
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nursing. For example, RNs receive higher pay, althoughgbeje of practice overlaps
that of LPNs, and RNs and LPNs often shasks and patient assignments. Mansell
(2004) desches how many RNs remain concerned about their roles in patient care and
their replacemertty LPNs and other healthcare workers, whitdy undermine their

working with others
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Chapter 2: Manuscript #1

Manuscript#lis aconceptanalysisof i | nt r aopalNurke€® ¢ 1 ab oA at i on.
concepianalysids the systematigrocessy which anabstractoncepts explored,
defined,anddifferentiatedfrom similar conceptgo be usedwhencommunicatingabout
it (Walker& Avant, 2010).Xyrichis andReam(2008)havementionedvarious
approache$or conceptanalysisjncludingmethodsof Rogers(2000),WalkerandAvant
(2010),Morse(1995),andMeleis(2011),but WalkerandA v a mtetbaoslis the most
commonlyused WalkerandA v a n(2080¥approacho conceptanalyss haseightsteps:
choosinga conceptdeterminingthe purposeof analysisjdentifying all usesof the
conceptdefiningattributesjdentifying a modelcase jdentifying borderline related,and
contray casesidentifying antecedentandconsequencesnd definingempirical
referens.

Thetitle, i n u rispeoteciedn New Brunswick,andonly RNsandNPscancall
themselves$i n u r Asd Bavepreviouslymentionedthisis notthecasein other
provincesandcountrieswhereRNs,NPs,andLPNscanall call themselvesiurses.
Throwghoutmostof thisthesis,| refrainfrom usingthetitle, i n u rtsa@aideonfusion.
Thisis amanuscripthowever,intendedor publicationin aninternationajournalandl
usethetitle i n u rtosrededto RNs,NPs,andLPNs asthis labellingwould be expeced
by mostof its readers.

| completedhis manuscripearlyin my doctoralstudiesbeforel haddecidedon
my methodologyArguably,it is notthe bestfit with institutionalethnographyThe
procesof completinga conceptanalysistself shows how knowledges socially

organizedConceptsareabstracteddeas;andthus,the procesof systematically
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exploring/defining/differentiatinghemto establishor apply autority to their meaning
showstheruling relationsof theacademek-or aninstitutional ethnographerositioninga
topic conceptuallyis avoided Nonethelesssxaminingandfamiliarizing oneselfwith
how thetopicis conceptualizegrovidesinsightinto how authorizeddeasgaintraction,
becomepartof peo p | wdalsularyandorganizewhatpeoplecanknow. Thus,
institutionalethnographepaysattentionto how peoplemay usetheseconceptdo
describetheir work, andto notewhenthoseconceptsontradictwith whattheyare
actuallydoing.Forexample a RN mightsay,fil colaborate butthis statemenalone
doesnotrevealwhatthis RN is actuallydoing. This RN might havehelpedanother
nursingstaff membemrepositiona patient.Alternately,this RN might simply view their
relationshipswith the othernursing staff membergositively.
Draper(2014)humorouslycriticizesthe problemwith analyzingconceptsy
completingafi mo ccénoeptanalysisof i ¢ h arThroughthis mockconceptanalysis,
Draper(2014)showsthatit is pointlessto clarify theconceptof chairby analyzngit and
developingalist of definingattributesasrecommendetly WalkerandAvant (2010).He
explainsthatit is whatpeoplemeanwhentheysaychairthatis important for example
aretheypointingto awheelchairor arecliner?(Draper,2014).Drape §2014)mock
conceptanalysissmphasizetheimportanceof gettingto the bottomof whatpeople
actuallymeanby conceptualizeavordslike collaboration(Draper,2014).Dorothy Smith

herself is very interested in how people use wondsheow certain wails gain traction in

peopl ebs vocabul aries (Campbel |l , 2003) .

Wittgenstein's (1958) view th#te meaningof awordis or developson the basisof how

it is usedandunderstoodCampbell,2003).Wittgenstein1958)arguedthatpeople
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should use descriptions to make the
instead of using explanatory generalizations.

| choseto includeManuscript#1 becauset wasanimportantpartof my doctoral
journey andrequiredmeto reflecton whatl think I know. The procesof completingthis
concepianalysisalsomademereflecton how knowledges sociallyorganized.
Moreover,manyof theii d e f atmibutes gnayappeatin thejob descriptionsscopesof
practicedocumentsetc. the RNsandLPNsreferredto in theirinterviews.My nextstep
aftercompletingthis conceptanalysiswasto detachmyselffrom what! knew,sol could

startthinking like aninstitutional ethnographer
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Abstract

Nursing professionals often work collaboratively with each other and with other
healthcare professionals to deliver quality patwsritred care. Thé/orld Health
Organization (2010) considers interfassional collaboration, or collaboration amongst
healthcare professionals who haliferentprofessional backgrounds, to be a way of
improving healthcare worldwide. While there is a body of researalséatcon
interprofessional collaboration, less is lmaboutintraprofessionakollaboration, or
collaboration between healthcare professionals, such as nursing professionalsareho
a professional background but may belong to different professiategjoriesor levels.
Thus, they may havamilar - yetdistincti scopes of practice and roles in patient care.
Currently, there is no widely accepted definitionrafaprofessionatollaboration
between nursing professionals, which limits research an@sa&osifgion for those
interested in this topic.

Wehave used Wal ker asiep coAcephanalySismofetd 1 0) e i
develop an operational definition of the term nursing intraprofessional collaboration. We
(1) selected a concept; (2) determinieel purpse of the analysis; (3) identified uses of
the concept; (4) determined the defining attributes; (5) identified the model case; (6)
identified any borderline and contrary cases; (7) identified any antecedents and
consequences; and (8) defined entpirrefeents. Our search included: dictionaries,
thesauruses, and published, as well as grey literature sources.

Having a comprehensive operational definition will promote the sharing of
knowledge to further advance the study and practice of intrapiaiessusing

collaboration. There are many professl categories within nursing, which makes it
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important to understand how they collaborate with each other. As governments seek to
reduce healthcare costs, increasingly we will see different levelaihbare

professionals, such as registered nurs&ssjRind practical nurses (PNs), from the same
professional background working together.

Keywords: concept analysis, intraprofessional collaboration, nursing, patient care,

registered nurse, practical ser
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Conceptual Analysis of Intraprofessional BeiCollaboration

Background

Healthcare professionals around the world, including nursing professionals, need
to 6do more with | essd as most healthcare
while still maintaining their standards of healthcare/s®s. Aging populations, rising
public expectations, and the introduction of new technologies are examples of the
chall enges facing todayods healthcare profe
patiens 6 naeeendrasasing, there seem to be propodigrfewer resources, including
human resources, available to care for them. Increasingly, healthcare professionals need
to rely on their collaboration with otherdoth fromdifferentandsimilar i professional
backgrounds to fill gaps in their servicdsie World Health Organization (WHO, 2010)
recommendterprofessionatollaboration, or collaboration amongst healthcare
professionals who hawifferentprofessional backgrounds, to improve healthcare
servicesand delivery worldwide. While the terimterprofessionalcollaboration appears
frequently in nursing and other health | it
widely accepted/usethe termintraprofessionaktollaboration appears less freqtign
andhasno widely accepted/used definitiorhisis an oversighin thenursingand
healthcare literature whediferentcategoriesor levelsof healthcare professionalgho
share grofessional backgrourmftenwork together to provide patient cafeor
example, practical nurses (PNs), registeredasufRNs), and nurse practitioners (NPs)
work closely together in many healthcare settings.

The use of differentategoriesor levelsof healthcare professionals from the same

professional backgrounduchas PNs, RNs, and NHs,a popular cost containment
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strategy This enabl es the use of task shifting
are moved, where appropriate, to healtrkers with shorter training and fewer
gual i fi cat i on#8).0rhigtaiit@s parfichlér 8ignificance to thef@ssion
of nursing Maier et al. (2016) found many countries have implementedstaifting to
maximize their health workforce capat y . Mai er et al . 6s- (2016)
shifting where nursingrofessionals advanced their practice to take Us tliem
physiciansTaskshifting, howeveralsoallows the less complex tasks like toileting and
some dressing changes, whichaweibot h RNs® and PNs6é scopes
by PNs, which freeap RNs for more complex tasks like administeringhradgert
intravenous medications. PNs are compensated at a lower rate than RNs, so using them
appropriately means staffing mixes danadjusted to contain costs, while still meeting
patientsd needs.

As Butcher et al. (2015) note, there is little literattinat discusses the
intraprofessional experiencesaifindividual within the various healthcare professions.
Moore and Prentice (2) argue that nursing professionals spend more time
collaborating witheach other than they do with other types of heatthprofessionals.
Moreover, nursing professionals are the largest group of healthcare providers worldwide
and how they work togethand collaborate with each other significantly affects patient
outcomesDespite this, very little is known about intragsgional collaboration among
nursing professionals. Therefore, as a starting point, the purpose of this paper is to
develop an opetai o n a | definition of O6intraprofessict
pefforming a concept analysis of this term. MacKinnBatcher, and Bruce (2018) found

RNs and LPNs frequently used the | anguage
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patient carewhich suggests some ambiguity surrounding their scopes of prakctice.

study from Eagar, Cowin, Gregory, and Firtko (2010Q)gests that ambiguity and

confusion surrounding scopes of practice negatively affect collaboration in the

workplace, which could redt in negative outcomes for both nursing professionals and

their patiems. It is our hope that this paper will clarifshatis meant by the concept

of/fand practiceob i nt r ap mafressesicmndlaborati ond and bet
nursing professionals when working together.

Method

Walker and Avant (2010) described @ightstep concept analysis model, which
is frequenty used to analyze terms in nursing. Their process was mabdifie r om Wi | s on
(1963) concept analysis process, which has 11 steps and is more complex. The following
eight steps were used fitre presentoncept analysis on intraprofessional nurse
collabordion: (1) select a concept; (2) determine the purpose ofnidlgsas; (3) identify
the uses of the concept; (4) determine the defining attributes; (5) identify the model case;
(6) identify any related,antrary, or invented cases; (7) identify any anteoésiand
consequences; and (8) define empirical referents.

Our search included dictionaries, thesauruses, and published, as well as grey
literature sources. This provided a comprehensive review acifesgions and sources.
We completed a literature seh using the World Wide Web, Google Scholar, PubMed,
MEDLINE, CINAHL and reference lists of related journal articles within a timeline of
1965t0202. We wused combinationsgof oémer $@d | odvp
nur se6, Ol incuernsseedd Oprreagcitsitcearled nur sed, Onur s

c¢oll aborationé6é, oOointraprofessional 6, O0inte
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defining our searches. These terms evolved froorimdl conversations with experts on
inter and intrappfessional collaboratioWe did not include terms relatedgpecific job
positions, likeo c | i ni cal ,d0uirnstee nsspievcei aclairset aur deuyuBs &g
manageb Thesetermsusuallyrefer to RNs whae different practice rolese deternmed
throughspecializations and job descriptiaagher thartheir level of education or
category of licenséArticles related to such specific job positions were retrieved from the
more general term®.g.7 6 n u rosoar&egarchwe only included resaues published
in English or translated into English.

We focused our search on nursing and healthcare literature, despite the fact that
intraprofessional collaboration also occurs in professions eutsithe health
professions. For example, teachirsgiatants collaborate with teachers and engineering
assistantsollaborate with engineers. Walker and Avant (2010) do suggest that
consideration be given to all uses of a concept (across professiondis@plihes);
however, Xyrichis and Ream (2007) @iaun that too full an exploration of a concept
across too manglifferent contexts may actually be unhelpful to completing a meaningful
analysis. Therefore, this concept analysis focused primarily omguasd healthcare
literature because of the integrale patients play in such collaboratiolghen nursing
professionals collaborate with each other, they are also collaborating with patients and
theirfamilies whose care needs and goals also influgémeelynamicThus,theintensity
of the interpersonaelationships betweemursing professionals and their patients sets
interprofessional nurse collaboration agestn intraprofessional collaboration in

professions outside of the health professions.
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Reallts

We described tharkt two steps of the concegnalysisi the selection of the
concept of interest and determination of the purpose of the anialysike introduction
of this paper. While the steps are presented sequentially, the process s, itera
consistentwithVe | ker and Av aach, ib that fe® dfarrhation ama Meas
discovered in later steps affected earlier steps. For example, when we were completing
steps 6 and 7, identifying the antecedents and consequences, we retuteed,to s
reviewing the lierature, to thoroughly exple the antecedents and consequences and
provide greater clarity
Step 3: Uses of the Concept Nurse Intraprofessional Collaboration

Step 3 involved the identification of past uses or specific definitiottseof
concept egsionalnurse pollabofatidn. Thi s was achieved throc
relevant nursing and healthcare literature, as well as existing definitions, which are
summarized in this section.

Intraprofessional collaboration in the nursing literature. Our literaturesearch
uncovered fewuseserpeci fi c definitions of the conce
coll aborati on. 6 theacorcdpeofimraprotessiongrsé i t er at ur e,
collaboration is often discussed with interprofessional boHation. Some researchers
argue collaboration betwwa many categories of nursing professionals (such as PNs and
RNSs) is actually interprofessional because there are sometimes different desgynati
licensing processes and organizations involved. We dstnab@ throughout this paper
that their shared pradsional origins and overlapping scopes of practice and roles in

patient care make their collaboration intraprofessional rather than integioois
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Most research has focused on interprofessional oektiips between RNs and
other healthcare providersch as physicians. Stefanidl®98 explored the perceptions
of collaboration among nursing professionals and found they define collabawétion
each other as a Awor ki nd etno gat hrera ctho as occlowen
(p. 10). She identifiethree occasions that encourage nursing professionals to collaborate
with each other: knowledge/skills deficits, change and transitions, andwoication
gaps (Stefaniak, 1998).
Many of the articles regved from our search described the impact of affect
(or ineffective) collaboration and/or teamwork on the health of nursing professionals as
well as patients (Barrett & Yates, 2002; Cummiegal., 2008; Moore & Prentice,
2012). Bogaertetal. (2018)onsi dered how RNs&6 work enviro
perceptions of their work and patientso6é ou
encouraged to participate in decisimaking; used/developed pessional and personal
skill s; and s h abetedabootttheirwork @and thad their pasent$ fead t
better outcomes (Bogaert et al., 2013).
Other articles described differeskill mixes (Havaei, Dahinten, & MacPhee,
2019) anchursing care dizery models which organize nursing professionals to work
together in different ways (Butcher, MacKinnon, & Beil2018; MacKinnon)Havaeiet
al. (2019)found RNswho worked in skill mixes with LPNs reported lower levels of
exhaustion than those who werkin skill mixes without LPNsSomeatrticles were more
ideologicalanddescriled new nursing care delivery mogedr different ways of

Aoptimi zing scopes of practicedo (Ne)son et
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There is also a body of literae that addresses intraprofessional education in
nursing prgrams. Butcher et al. (2015) defined inprafessio a | education as,
categories of students under one disciplinary umbrella, such as nursing (which would
include RNs, licensed practicai vocational nurses [LPNs/LVNs] and registered
psychiatricnurses (RPNs)) engaged in learning processes togetharious educational
contextso (p. 2). Others maintained that i
students from differing yearsf the same program (such as a baccalaureate nursing
program)were involved in learning together (Leonard, Shbagi& Chen, 2010; West,
Zidek, & Edwards, 2013). Bowers (2006) argued that intraprofessional education
occurred on ioc c aieilearmsghrouwgh eottabocatior from arml Bbew s
significantspecializationd o i mpr ove t he .d4al)aThese definilidns ser vi c
on intraprofessional education contribute to our understanding of the concept of nursing
intraprofessional collaboran in two ways. They describe: 1) how collaboration is
needd to improve patient outcomes, and 2) how mutuahieg results when
intraprofessional collaboration takes place. When nursing professionals collaborate with
each other, they learn fromeacha@@r about how to i mprove the
they abo learn how to work better together.

Intraprofessional collaboration in the healthcareliterature. There is also a
body of literature that uses the concept intraprofessional collaborationeootsidrsing,
but within the healthcare literatuMd/e consi@red this literature becaugeere was little
nursirg specific literature and patients also play an integral in tta@kborations
Bainbridge and Nasmit{f2011) considered physician intraprofessional collaboration and

identified several key componeniis¢luding: 1) developing and maintaining
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relationshps that enable collaboration in patient care, 2) partnering with others during

referrals and consultatis to ensure patients receive timely treatments, and 3) partnering
effectively with otherstoensupeat i ent sé receive coordinated
Intraprofessional collaboration may be different between nurses than between physicians.
Garman, Leach, arBpector (2006) argued that, intraprofessionally, nursing is less

hierarchal than medicine; and nungiprofessionals tend to support each other.

Definitions. During our literature search exploring the use of the concept
intraprofessional nurse collaboxati, we consulted dictionary definitions of the terms
onurse, 6 oO6intraprohéssndepkndeantdyotobimaba
was no dénition for nursing intraprofessional collaboration.

According to MerriamWe b st er 6 s OnROIMH e Dihet womadr ynur
derives from Middle English &énérenchce, 8 édnor
6nurice.d First kn &tothe 1ffcantsry. Dittionary defnitian® r m g o

conceive O6nurseod as:

A person who f crdimespecificaly: a licdnsed realtark or i

professional who practices independently or is supahbgea physician,

surgeon, or dentistandwhoislski ed i n promoting and ma

heal t ho-WeNertreirors Onl i8e Dictionary, 2|
- A personitrainedto carefor thesick orinfirm, especiaf i n a hospi t al

(Oxford Online Dictionary, 208)
The International Council of Nurses (ICN, 31 def i ne O6nursingé act.i
the promotion of health, prevention of illness, and the carg disabled and dying

people. They also describe adacy; education; research; promotion of a safe
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http://www.oxforddictionaries.com/definition/english/train#train__2
http://www.oxforddictionaries.com/definition/english/care#care__11
http://www.oxforddictionaries.com/definition/english/sick#sick__2
http://www.oxforddictionaries.com/definition/english/infirm#infirm__2

environment; and participation in shaping health policy and health systems management
to be key nursing roles (ICN, 28)1 These definitions identify how msing professionals

are skilled, licensed health pessionals who often work with others and are responsible
for many aspects of patient care.

We found few dictionary definitieons of
search. The mpiaefgi Owoitmi m&, ®d sméaeqaientl y us
compound words (MerriudiVe b st er 6 s Onl i8he Dhet wondr oyprao0
is defined as relating to a job that requires special education, training,|®Kglatrium
Webster 6s o@Qmralriyne 2Dilédt)i. The t eroncewedmt rapr of
theMiller-Keane Encyclopedia and Dictionary of Medicine, Nursing, and Allied Health
(2003) as a team of professionals who are from the same profession.

We found many dictionary definitonfo 6 col | aborati on:-6 Acco
We b st eline®sctiofary (208) , t he noun 6écoll aborationé

- The act of process of working together, especially in a joint intellectual effort.

- The result of coopetimg treasonably, as with an eneogcupation force in

oneds country.
The McGrawHill Concise Dictionary of Modern Medicine (28)1defines collaboration
between healthcare providers as the process of working together toward a common goal
by various partigants. These definitions emphasimav collaboration involves people
working togetheto achieve a shared purpose. These people might have different
backgrounds (or even be adversarial, as wittett@mydefinition) i but they are united
by something thahatters to them, suchas meetingat i ent 6 s needs.

Step 4. Defining Attributes
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Step 4 required us to describe the defining attributes of the concept,
intraprofessional nurse collaboration, or the things that must exist for this to occur
(Walker & Avant 2010). McKenna (1997) cautionegsearchers against having too
many attributes becaa some attributes may only be peripherally related to the concept.
He recommended that researchers think abou
concept Kemd, 1987, o 62r We returneddur literature search and identified
articleswhee r esearchers explored O6coll aboration
together, and identified themes. From our analysis of these themes, we identify the

following defining attributes for intraprofessial nurse collaboration:

entering into a joint effrt

sharing in decisiomaking

l earning and benefiting from each ot he

understanding and appreciating each ot
Related concefs. It becomes possible to identifelated concepts, or those that

are similar or agxiated with the one being analyzed, after the defining attributes have

been described. o6l ntraprofessional nur se ¢

similarinterpersonal behavior, such asraprofessional nurse cooperation or teamwork.

Thet er ms, Ot eamwor kadre oftem dseddabmost ihtexdhamgeabty,i o n, 6

although some researchers argue that there are differences between them (Lawson, 2004;

Xyrichis & Reem, 2008). Xyrichis andeBm (2008) proposed that the primary difference

between teamwork and collaboration is that shdeadlership may be lacking in

coll aboration. They explain how a physicia

professions and ask for recommendations wheeating a patientbut the final decision
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aboutthe treatment rests with the physician (Xyrichis & Reem, 2008). We feel there is a
notable hole in their argument because most teams similarly have leaders or cagitains wi
whom final decisions mightrest Henneman et al . (198®m0 act u:
and 6team approachdé in their concept analy
concepts of teamwork and collaboration are very similartdauhworkdoes not have all
the defining attribwg of collaborationin teams, individuals often s#igemselves as an
entity and work towards a common go@abfien & Bailey, 1997; Lemieu&€harles &
McGuire, 2006; Salas et al., 2005; and Shortell et al., )20Q#sing professionals are
often organized iteams by external factors (such as similar work deles or specialty
areas) and as resultarerequired tgparticipate in teamwork. For exampijrsing care
delivery models often organiZNs and LPNs into teamswvhere theyshare patient
assignmerstand divide patient care task&lthoughthey participate in teamworko care
for their patients, this does not necessarily meanabigboratewith each otheras
shown through the following constructed cases
Steps5 and 6: Constructed Cases

Steps 5 ané of a concept analysis involve the identificatadrconstructed cases,
which help to further increase the understanding of a concept (Walker & Avant, 2010).
Specifically, we present a model case, a borderline aaslea contrary case. We use the
same senario, an interaction between a PN and a RN, \eldp all the constructed
cases. In the scenario, a PN (Kevin), on a busy medical unit, shares an assignment with a
RN (Maryam). The PN helps a patient who is urgean her feet back into her bed. The

patient asks the PN about when she will be dischargedl t i s t he PN&s fir:
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work. The PN is unsure when the patient will be discharged and speaks with the RN
about this patientédés concern.
Model case.Model cases provide relatable, rambrld examples of the concept
that contain all its criticahttributes (Walker & Avant, 2010). The following model case
demonstrates nursing intraprofessional collaboration between a PN and a RN on an acute
care hospital unit
Practical Nurse: AMar yam, Whassery unkteaayeos her feet today when |
helped ler back into bed. She asked me when she will be going
home. This is my first day caring for her and | am not sure what to
tell her. | know you worked with hgresterdayi what do you think
about her unstaliness? Did her physician mention anything to you
about her discharge?o
Registered Nurse: il hel ped her yesterday and she s
physician mentioned in rounds that he is planning $otdirge her
tomorrow. Perhaps we should gaag with her and we can assess
her together ?0
Practcal Nurse: Al think that would be hel pful .o
In this example, Kevin and Maryam are jointly motivated to help Mrs. Jones.
Kevin effectively communicates higecerns about their patient to Maryam. Hewso
Maryam cared f or Mr s.rrolkasmd&kN)atteydedsraurds with y an d
the physician. She likely has some knowledge about Mrs. Jones that he does not have.
Together, Kevin and Maryam decide htvey will both approach this situation. They

recognize and appreciate the roles they both hagaring for their patients.
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Borderline case.Borderline cases contain some, but not all the critical attributes
of a concept and are used to emphasize theteass of the model case in demonstrating

aconcept (Walker & Avant, 2010). To continue the scengiven above:

Practical Nurse: AMaryam, Mrs. Jones® has some que
di scharged. | dondt know i f she i
Registered Nurse: A" Hmmmé Okay. | haveohes@gohen morg
medi cations anyrwanyow.lo6l | tal k to

Practical Nurse: AOkay. o
I n this borderline case, Kevin and Mary

however, neither nursing professionairistivated to work together. They use minimal

communication to discuss Mrs. Jones or her potetisaharge. Kevin does not clearly

ask whether or not Maryam knows if Mrs. Jones will be discharged and Maryam does not

provide any information. Kevin also de not explain why he does not think Mrs. €lors

ready to go home and Maryam does not ask fmenmformation about her progress.

Neither Kevin nor Maryam show any appreciation or recognition of the role the other has

in Mrs. Jones 6 nmwilreassessMrs. lonas gituation ashegeaso

without the benefit of Kevin's observatiomdo one has learned anything about each

ot herés knowledge and expertise or fully b
Contrary casesContrary cases have nonetbé critical attributes of a concept

(Walker& Avant, 2010).

In a final modification of the ab@vscenario:

Practical Nurse: AMar yam, Mrs. Joneséo
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Registered Nurse: i Y e s | | ayn ersging Mrs. Jones her medications now. |

suppose she is waiting forebm. Why dondét you answ

bell ?20
In this contrary case, Maryam assumes Kevinis askiegr about Mrs. Jo
medi cations and he does not correct her. K
care. He also does not seem to wanttotakergsponi | i ty for Mrs. Jone

her dscharge. Maryam does not listen to Kevin and appliggrarchal attitude towards
him. She does not seem to value his input. Maryam will approach Mrs. Jones, but with
the wrong consideration in mind, and therrchical nature of their encounter will
probably limit future collaboration between the two sing professionals. Maryam will
likely repeat the questions Kevin already asked Mrs. Jones, thus duplicating care.
Step 7: Antecedents and Consequences
The seventh step i n WalsHescribingthed Avant ds
antecedents, the things that mée the occurrence of concept, and the consequences, the
things that result from the occurrence of a concept. From our literature review, we found
the aecedents of intraprofessional nurse collaboratictuded:
- Two or more categories of nurses (deteediby staff mixes) that are
motivated to help a patient maintain or improve a health goal
- They understand each ot herribdionsadl es, sc
patient care
- They communicate openlyith each other

- They work through shared and indival processes
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These antecedents are present in our model case and lacking in our contrary case.
In our model case, Kevin and Maryam both wanttorespond Mr s. Jones® que
about her discharge. Thepmmunicate openly with each other and understamdthey
both contribute to her care. In our contrary case, Kevin and Maryam do not seem
interested in Mrs. JonesO sheadnather. Dhe and co
defining attributes, antecederiisd consequences are summarized in Figure 1.

When nursing professionals work together, they work through shared and
individual processes, which can help or hinder their entering into a joint effort. Their
shared process is the nursing process: assessiiamosis, planning, implementation
and evaluatiof Kozi er et al. 2004). The -centeredi ng pr
met hod for structuring the del i28ery of nur
Working through each step of the nursinggass helps all nursing professionals to select
nursng actions and interventions that are appropriate for a given patient. Other shared
processes include things like lestanding unit routines. These sbduprocesses result
from their shared professionad@ckground and workplace and distinguishes nursing
intraprofessional collaboration from interprofessional collaboration. All people have their
own individual processes, such as beliefs, feelings and etjpest about themselves,
which influences their belviour (Stein 1995). In particular, individual nurgi
professionals have internal values and beliefs about their roles as nurses, and these
influence their behaviour when they collaborate with others.

Initially we included education as an antecedentrftreprofessional nurse
collaboration. After some disission, we decided there was insufficient evidence to show

intra/interprofessional education (IPE) activited&aysincreass collaboration between
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nursing professionals in their clinical pract{tém & Noble-Jones, 2018)or example,
Lim and NobleJores (2018completed a qualitative synthesis of the literatureagde
that there wasurrentlyinsufficient evidence toecommend the inclusion dPE
activities in nursing curricula.

From our literatire review, we found the consequences of intrapsaieal nurse
collaboration included:

Patients:

- Improved patient outcomes

- Improved integration of nursing care

- Greater satisfaction with nursing care

Nurses:

- Personal knowing and mutual reflection

- Increa®d job satisfaction and wellness

- Increased learningnd professionalism
Step 8: Empirical Referents

To complete the final step of Wal ker an
empirical referents for theoncept. Empirical referents are used to describprémence
of the defining attributes, providing a y&o observe the existence of the concept
(Walker & Avant, 2010). Empirical referents are oftentimes the same as the defining
attributes when the coapt is not abstract, which is the case with the canoeger study
(Walker & Avant, 2010). The definingtabutes:entering into a joint effortsharing in
decisionmakingl ear ni ng and benefiting from each o

understanding and appr eci alphemogenathatdanbet her 0
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verbalized/selreported bynursing professionals or seen through observation. For
example, a PN can say, Al appreci asimgd t
for my patientds woundoindgirededsiermakmg i nt o
appreci at i n qtribeteorsh Similarll, @ researcher can observe a PN and a
RN work together to complete a dressing change (entering into a joint dffart.

literature, there are instruments which assess somesd ffhenomena, including
guestionnaires and obsentmsed guides. For example, the Decision Support Analysis
Tool (DSAT) (Guimond et al., 2003) is an obsefbased, shared decisiomaking
asessment tool.

Discussion

Based on our findings from the contepalysis, we propose that
intraprofessional nurseollaboration happens when two or more categories of nursing
professionals (e.g. PNs, RNs, NPs) work together jointly with each othereand th
patients to help their patients reach or maintain healtls go#ferent categories of
nursing professionals otribute their different roles, scopes of practice, knowledge, and
expertise to this joint effort, which results in learning from the coliaton. They are
unified through their understanding of the sing process, but may apply it differently
based onnternal (e.g- values and beliefs) and external (€.gcopes of practice)
factors. Consequently, good communication skills from evergomémportant. To

achieve intraprofessional collaboration, mugsprofessionals need to voluntarily share

he

a

therkmo wl edge and expertise with each ot her

contributions, and be equally motivated to meet their patienhesmds.
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Model of Intraprofessional Nurse Collaboration

Our cortept of nurse intraprofessional collaboration igatated through the
Intraprofessional Nurse Collaboration Model outlined in Figure 2. The model emphasizes
the relationship between: (1) paée nt s care needs (which c¢crea
professionals taollaborate), (2) antecedents (which influence slenimaking about
how nursing professionals will collaborate), (3) nursing professionals shared processes
(which i s 0t he foloweddy all mursipgrpmfessisnals), (4a nurding
professiomls individual processes (which are influences leyitidividual characteristics
of each nursing professional), and (5) patient outcomes (which may change as a result of
nur si ng p colabaation anol requiresndrses teenealuate what they are
currently doing.) The model shows that multiple fasfdoth external and internal to
nursing professionals, influence how they collaborate with each other. Some factors, such
as scopes of prdces, may change overtime, but are beyond the control ofidludiVv
nursing professionals. Other factors, suchasr si ng prof essional sé p
change through personal knowing and reflexivity.

Personalknowing and mutual reflection. When nuising professionals
collaborate to care for their patients,ytiehare their professional skills, actions,
knowledge and experiences with each other to meet the needs of their patients. Carper
(1978) identified four fundamental patterns of knowledge isingr empirics (science of
nursing), esthetics (art of nursing) per son al knowi ng (knowl edge
ethics (moral knowledge of nursing). Nursing professionals share many patterns of
knowledge, such as empirics, which is the science (or accEuts and procedures) of

nursing. For the purposes of intrafgssional nurse collaboration, personal knowing
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appears particularly important. Carper (1978) considers personal knowing to be
significant to how nursing professionals interpret and value pinefessional actions and
experiences. Personal knowing enabilarsing professionals to understand themselves
andexpress empathy towards others, such as patients and colleagues.
Consequently, personal knowing enables nursing professionals to situate
themselves within their shared experiences both professiomallindividually. It helps
them to appreciate and wrdtand theffectsof their collaboration on both their patients
and each otheA reciprocal ethics exists between nursing professionaslalimits the
nature of their activities and relationshipstwéach other and patients (DeMarco,
Horowitz, & McLeod, 2000) Reflectivity allows them to examine the overall helpfulness
of their collaboration and identify needs and actions of change (@eMtal, 2000).
Many of the challenges nursing professioraisounter when they collaborate with each
other canot be resolved through scientific knowledge and require nurses to use their
personal knowledge and creativity to find solutidRsecipiocal ethicsand reflexivity help
nursing professionals to become bettollaboratas (DeMarco et al., 2000)
Implication s
Having an operational definition of intraprofessional nurse collaboration enables
researchers to construct statements and hypothesesthgately capture this concept, as
well as develop or modifyxésting research instruments and interview guidesnture
that they reflect the defining attributes of this concept (Walker & Avant, 2011). A clear
understanding of intraprofessional nucedlaboration also has implications for nursing
education and pcdice, as this concept is currently poorly underdtimothese contexts.

For examples, having an operational definition for nursing intraprofessional collaboration
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is valuable in nursing edation so that nursing students are taught the defining attributes
and antecedents that foster collaborative praeticeng nursing professionals.
Limitations

Nursing care delivery models organize how nursing care is provided to patients.
This concept analysis assumes nursing care delivenyels that support patieoéntred
care goals and allows differently credentiahenising professionals to communicate with
each other and participate shared decisnaking. Additionally while concept anakes
are useful to operationalize concepts so that everyone is speakinghebsarne thing,
the end product is tentative as omnderstanding of concepts change over time (Walker &
Avant, 2011).

Conclusion

This concept analysis has implications both imi#nd outside the profession of
nursing. As governments seek to reduce heate costs, different levels of healthcare
providess from the same professional background will increasingly work together to
provide patient care. Many health care systems cilyreely on PNs, RNs and NPs;
physician assistants and physicians; occupatitherapy assistants and therapists, etc., to
meetpati entsd needs and it is Ilikely this tr
conceptual understandireg nursing intrapofessional collaboration will improve
research into how nursing professianafork together. As noted previously, multiple
extenal and internal factors, including scopes of practices, roles, responsibilities,
assessments, planning, personal knowing, t@amms and habits all influence how
nurses collaborate with each other. hesf act or s are all driven b

encourage nursing intraprofessional collaboration, with the aim to achieve positive
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patient outcomes. We hope that by concdjting these important aspects of healthcare

we are contributing to a dialoguo improve nursing intraprofessional collaboration
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Figure 1:
Wal ker and Avantodés (2010) Concept An

Antededents

wI'wo or more categories of nurses (determined by staff mixes) are motivated to help a patient
maintain or improve a health goal.
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Figure 2
Model of Intraprofessional Nurse Calioration
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Chapter 3: Moving Forward and Manuscript # 2

Detaching Myself from What | A Kno

To begin thinking like an institutional ethnographer, | needed to detach myself

from what | Aknewo about RNs and L&ds wor Kk
subconsciously had theoriesdaexplanationsoi nur si ng i ntraprofessic
coll aboration. 6 These theories and expl ana

as a RN, listening to colleagues, participating in professional organizations, reading

schd arl 'y arti cl es, oOa beludtwarttdntelt thdsethearied andn
explanations into my study. My job was to
own descriptions of their work and my observations of what is really going on (Smith,
2005).1 needed to reflect on my p&riences as both RN and a researcher to suspend

these ideas to discover what actually happens.

Moving Forward

Thinking about the context of my topic and my concept analysis of
fintraprofessionahursecollaboratio caused me to reflect on my own pasiing in
my inqury, as a RN and as a researcher. As | began my research, | knew | needed to
remember that what is known may potentially reinforce existing power dynamics and
the ruling people experience in their dailyels (Campbell & Gregor, 2004). For
example, many ahe researchers interested in this topic are, like myself, RNs. As |
have discussed, nursing has its own hierarchy. Registered nurses have a baccalaureate
preparation and are recaig a higher remuneriain for their work than LPNs. Thegre
also more lilely to be in positions where they are participants in the regimes of

knowledge and power, for exampleonducting research or managing nursing units. |
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needed to be wary of dominant perspectives anddattewhat frontline nursing
profesionals, both RNand LPNs, experience in their everyday work.

The context of my topic and my concept analysis also caused me to consider
what | needed to do to explicate my topicéo
2004). Particularly, 1 needed taigstion the termmiology | used. For example,
differently located people, such as a nurse manager, a RN and a LPN, may all use the
term Acoll aborati ono bknowledgeabld pratticésofear ent me
nurse maager, who does not occupy the sdowation as th&N or LPN, will be
organizedifferently and their perspective will baifferent (Rankin, 2017)The nurse
manager might say, fAmy staff coll aboratedo
nurse managemight mean a RN andl&’N shared a patient assigent and the RN
might mean she helped a LPN with a dressing change. Both the manager and RN use
the term Acoll aborationo in place of an ex
that actually took @ce. Consequently, mirgt commitment as a novicestitutional
ethnographer was to remain grounded in the everyday world and what actually happens
and notice how differently located people use institutional language differently.

Manuscript #2 Introduction

Institutional ethngraphy (Smith, 2006)as adofed as the methodological
framework for the currentstudf.he mai n assumption of | E is
experiences are shaped and organized, often unknowingly, by factors that lie outside of
theireveryday experiencelk modern societies, this agization is most often mediated
by texts or texbased materials, such as documents, posters, and photographs (Smith.,

2005, 2006). One of the critical features of an IE project is thas@indpointwhich is
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the entry poihfor the project, and a plador the researcher to begin his/her inquiry. For
this study, | took the standpoint of both RNs and LPNs.

Manuscript #2, which constitutes Chapte
Institutional Ethnogrphy: Helping Us SeeBeter . 0 The puusgipwastoof t hi
consider observation as a data collection method in IE. IE seeks to uncover how things
actually happeitnf or t hi s study, how institutional d
practice(s) and hw they work together toare for patients. | thougfits e ei ngo f i r st |
how RNs and LPNs worked together, including what textshiaged materials they
activated during their shifts, would help me better understand what was really going on.
Although | wared to use observatias a data collection methddyas aware that
observation is used differently in IEs than in traditional ethnographies. Consequently, the
purpose of this manuscript was to consider how institutional ethnographers use
observation diférently than traditiorlathnographers, and how theéyg not prioritize it as
highly as a data collection method.

Writing this manuscript allowed me to consider the challenges with using
observation as a data collection method and some strategies tooedhase
chdlenges. This manuscript will be submeitd f or publ i cation to the

l nquiry.=o
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Abstract

Institutional ethnographis a resarch approach that originates from thekwaf
Canadian sociologist, Dorothy Smith. It is not as ¥elbwn as traditional ethnography,
which is one of thenoreconventionaqualitative approaches. Although institutional and
traditional ethnognahers ofte use similar data collection methods,luating
observation, interviewing and textual analysis to complete their research; their intents for
their research and data are different. This has implicatior®fetheyuseandprioritize
data colleton methals.

Observation is often a beginning step both institutional and traditional
ethnographic studies; and it is, arguably, one of the most utilized data collection methods
used by traditional ethnographers. Less is written about its use ibytiosal
ethnographers. The purpose of this disuspaper is to consider observation as a data
collection method for institutional ethnographies. | begin by explaining some of the
differences between institutional ethnography and traditional ethnogriagblendescribe
aspects of observation, includisgme of the issues associated with this data collection
approach, as it relates to qualitative research in general, and then specifically to
institutional ethnography. Finally, some examples from nuraimjthe boader
healthcare literature are also usedhow how observation can be beneficial and help

institutional ethnographesee better
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Observation and Institutional Ethnography: Helping Us to See Better?

You can see a lot by just observingrogi Berra

Introduction

Institutional and traditionathnography are qualitative research approaches that
share many similarities. Both institutional and traditional ethnographers go into the field
and collect data to gain understanding about somethihgsthappening. Often, they use
similar data colleeédn methods, including observation. Although there are many
similarities between institutional and traditional ethnography, there are also many
differences, particularly related to the theoretical undeipgs of these approaches and
the purposes of thetfata analyses. These differences have implicatiortsoier
institutional and traditional ethnographeiseandprioritize observation, and other data
collection methods. In this paper, | will describstitutional and traditional ethnography
and discussome of the differences between these two approaches. My purpose is to
consider how institutional ethnographers use observation differently than traditional
ethnographers, and how they do not priorittz&shighly as a data collection method.
Instead, istitutional ethnographers place a higher value on interviews and textual
analysis. | also discuss some concerns that appear in the literature regarding the use of
observation as a data collection methodéneral, and how these translate for
institutionalethnographers. Some examples from nursing and the broader healthcare
literature are used to show how observation can be beneficial and help institutional

et hnographers fAsee better. o
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Traditional Ethnogr aphy

Most people are more familiar with traditiorethnography, than institutional
ethnography. Traditional ethnographyaisvelltknowngualitative methods. When people
think about ethnography, they often imagine a researcher who lives among and observes
a paticular cultural group to learn about aspedttheir daily activities. Frank Hamilton
Cushing is a welknown early traditional ethnographer (DeWalt & DeWalt, 2002). He
spent four and a half years as a participant observer with the Zuni Pueble @eopt
1879 in a study for the Smithsonian Indtite 6 s Bur eau of EtWahol ogy
2002) . awlson and llayder (1994) argue that traditional ethnography
Abel ongs to the tradition of fAnaturali smo
undestanding the meaning and cultural practices of ped@m within the everyday
settings in which they take placeo (p. 165
ethnographers often rely on observation because it allows them to see what a particular
group in a particular setting doing ata partidua r t i me -DavidsoIiC&d Laydey,| |
1994).Traditional ethnography is a somewhat flexible methodology and appeals to many
modern researchers seeking to understand societal interactions and expemeaugs,
other topics. Today, traditional ethnograghiemay f ocus on an aspect
such as healthcare, or different levels of experiences among populations living in society.

Institutional Ethnography

Institutional ethnography is a researclpaach that was developed during the

19706s kbayndCa&8mMadki an soci ol ogi st , Dorot hy Smi
experiences. She found much of the existin
subordinated the knowledge women had abouttherex per i ences. Thi s 6a
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knowledge wasfot en t he knowl edge of mtadsé@didnothol ar s

give authority of knowing to men and women equally. This was particularly problematic

because women of t eknowedge tdexpldinitheir edpenenceseven z e d 6

when thee explanationdid not reflect their lived experiencsmi t h envi si oned

alternate sociology, a sociology that was

(Smith, 2005, p.1). Shewanted aytas t u dy potualgxpesedces, as they are

for them and validate th&nowledgeandunderstandingpeople have about their own

lives. This is significant to healthcare contexts, where traditionally the doaténated

profession of medicinauthorizd healthcare knowledge, dominating over the female

dominated profession of nursing. Until the earlyf' 2@ntury, nursing professiorsavere

taught by physicians, which was problematic becauseadb#orizedmedical model did

not always match nursinggprf essi onal sé6 experiences with t
Smithdrew from feminist, Marxist and other pgsbsitivist theories and sought to

devel@ a sociology that equally represented all people; a sociology in which anyone,

regardless of their gender, could papate as a seeker of knowledge (Campbell &

Gregor,202) . Campbell and Gregor (2002) assert

ettnography is that it offers a knowledge resource for people who want to work towards a

more equitabl ensttuional ethtngg@phy glows idves8gptors td use

peopl esd everyday -ponfsato uneonecirgg fowanstituish ei r ent

organi ze and o6rul eb6 their |lives. It i s an

collect data which explicate how peopl ebs dail yalsstingaree i t i es

ruled by larger social institutions located elsewhere. RecentBanmgsers have

successfully used institutional ethnography to generate understanding of many healthcare
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issues, such as fent-centred care, patient satisfaction, and th@as@rganization of
nursesd6 work (Rankin, & Camplaeglld &Rigel9 0 6 ; Ra
2003).

Similarities and Differences

There are many similarities between institutional and traditiethnographic
studies. For exampl@stitutionaland traditional ethnographers use similar data
collection methods, including obsation (Campbell & Gregor, 2004). However, the
goals of traditional and institutional ethnographers are different; améidisiimplications
for how data collection methodseaused and how data is prioritized/analyzed between
these two approaches.

As mentoned above, traditional ethnographers seaderribpe f r om an 1 nsi
understanding or perspective, the experient@ssocial or cultural group or an aspect of
sociallife located within a particular setting-etterman, 1989). They aim to revealitac
knowledge of this particular group about their culture and/or social experiences (Loiselle
& ProfettoMcGrath, 2011)This is the knowledge that is so widely accepted lgyoup
that its members do not talk about it and may not even be aware of @ &idetbfetto
McGrath, 2011). Traditional ethnographers also worry about misinterpreting their data;
and usually trianguta data collected from different methods, for exargdservation
and interviews, to increase ttrastworthiness ofheir researciiMarshall & Rossman,

2016) Il n triangul ation, data collected by di
guality of the nformation to understand more completiig part anactor plays in the
information to understand more completely the part an actgs piahe social drama,

and ultimately to put the whole situation
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Institutionalethnographers also want to collect datathatdyspla nsi der s 6
knowledge (Campbe& Gregor, 2004). They have, however, a differetgnhfor their
data. The wultimate pur po s mottoopfoduaeranaceosnt i t ut i
oforfromthosei nsi der s6 perspecti viavisipldsociaut t o expl
relations that rul e pekoQrega, @004, 80)eAcgordiagy | i v e
to Quinlan (2009), AANn institutional ethno
p e o p veeyGay experience; their end point connects theaditiesto the social
organi zation that governs the |l ocal settin
ethnographers use their data to trace back and describe these social relations that exist
beyondpopl ebds everyday e x p ebuticanmcttiees toidistant hei r |
ruling institutions. This has important implications for how institutional ethnographers
prioritize different data collection methods. While traditional ethnographers may rely
primarily on their o brine tocaladtingoimsstutiandl peopl ed
ethnographers cannot. Observations in local setting alone will not reveal to them how
institutions exert their rule from afar.

Institutional ethnographers thus priaré interviews and textual analysis over
observatiotogaini nf or mati on about distant ruling i
be essential to both the existence and ruling of institutions (Smith, 2001). Texts are the
material forms of words, includg images and sounds, that are replicable (Smithg;20
Turne, 2006). Books, radio announcements, photographs, and bus tokens are all
examples of texts (Smith, 2006). When a pe
he/she becomes connected tioentpeople and processes taking place and organized

elsewherdSmith, 2006; Turner, 2006). According3$mith (2006) "institutional
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di scourse is set in texts é texts are of ¢
essential connection between tbeal of our (and others') bodily being and thestacal
organization of the ruling relations” (p.1-13.9).

Institutional Ethnography and Observation

Smith (2001) writes, fnexploring how tex
peopl esd act sodetids expands thascop® d ethmagraphic météypand
the I'imits of observationo (p. 159). Al thouct
that interviews and the analysis of texts are preferred method of data collection,
observation does provideme data that may be differeantd usefulObservathn makes
it possible to confirm whether what people say they do and what they actually do match
up. It is important to note that both accounts (what people perceive that they do and what
they do) providenformation, but the information is different. Thalbwing two
examples demonstrate how observation can add to the data provided by interviews and
textual analysis. These examples consider the experiences of two different nursing
professionals: a regised nurse and a practical nurse. The first exantme's how
observation can reveal what a registered nurse actually does when he or she
6coll aboratesdéd with a team. The second exa
texts a practical nurse uncoimgsly activates during their daily work activities.

Duringinterviews, people use language that can make their actual activities
uncl ear. For example, a healthcare provide
coll aborated wi t litiesafwhat leemor,she did ard missitgeWhatc t u a |
activiiesbelmg t o t he concept fAcoll aborationo? Wt

registered nurse? What does it mean to his or her manager or in the hospital where he or
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she works? What does it mearhis or her professional association? What does émme

totheot her members of the Ateamo? Campbell an
professional and conceptual language often conceals what people really do. The term

Acol |l aborati ono | madeevem m@&gvagueaby bemagpdrt ahany b e
institutiond s  psioralfoerisetorical language. Consequently, it blankets or covers up

what the healthcare providerds actual acti

the healthcare provider took drettexts that were activated to make this collalmrat

happee . As Diamond (2006) argues, fAobservatio
goal s of incorporating place, time, peopl e
institutions withinlocas et t i ngso (p. 45) .

Similarly, in interviews, peopleay notbe able to explain how they, and those
around them, activate texts in their workplaces. For example, in an interview, a practical
nurse may say, Al dondt admanthatpracecal numsesdi c at
do not administer medicatis. Thispractical nurse may not administer medications
because he or she has not completed a particular certification or educational program.
Other practical nurses on the unit, in the hospital, or abha@ther health care setting may
administer medicatins. Manyacute care hospital policies have further restrictions on the
types of medications practical nurses can administer than those described in their
professional or gani zcapes obpraétise dacumenmts. censi ng b
Observations allow reaechersa see what is happening (e.g., are any practical nurses
administering medications?) and what texts are used in a particular setting (e.g., is there a
medication administration policy?), which pides context for data gathered through

interviews @ textualanalysis. Textual analysis allows institutional ethnographers to
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understand the policies and protocols and scopes of practice documents, but observation
l ets them O0seed Isotexts jpally mtherworkplades. vat ed t he
Observation asa Data Collection Method

As discussed above, observation allows institutional ethnographers to locate their
research within a particular, local setting. To use it effectively, institutional ethnographers
need to understand its general particulars asaaatdiecion method. Observation is
frequently used in qualitative approaches and is either structured or unstructured
(Mulhull, 2003). Structured observation is most suitable for positivistic reseadich an
requires investigators to unobtrusively recordrthartidc pant sé physi cal an:t
actions from afar (Mulhull, 2003). It is a useful data collection method when the research
guestion and information needed are defined; and is frequently used ilpgych
(Mulhull, 2003). There are examples of struetliobseration in nursing research; for
example, Duxbury et al. (2010) used structured observation to codepatiieset
behaviors/interactions during medication administration.

Unstructured observatids a data collection method frequently used initiaail
ethnographies and is a good fit with interpretist or constructivist research (Mulhull,
2003). Researchers who use unstructured observation consider the spontaneous behaviors
of peopleengaginginhei r daily activitievedismpditant 6 c on't
- as the constructivist research paradigm encourages-tenstruction of knowledge
bet ween the observer and the Oobseasveed (M
participant is dype of unstructured observation where the reseaidentfies him or
herself as a researcher but interacts with the people he or she is observing. Some uses of

unstructured observation occur in nursing research; for example, Jackson, Hutchinson,
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Luck, and Wilkes (2012) used unstructured observatioxpioee nu s es 6 experi en
with verbal abuse in their workplaces. Both Mulhull (2003) and Dympna (2006) argue
that unstructured observation is an underused data collection method in nursing.
Although Dymma (2006) reviewed uses of observation in nursiegdiurejt was
oftentimes difficult to identify how it was actually used.

Several researchers note that unstructured observation is less favored as a data
collection method in qualitative nursing easch, than interviews (Mulhall, 2003;
Dympna, 2006)This issurprising because nurses and other healthcare providers are
trained to be 6good observersé and value o
observation is essential for their practidédéightingale (1860; 1969ecognized the

importanceof obsevation as a skill for nurses. Motes on Nursingshe wrote:

The most important practical lesson that can be given to nurses is to teach them what té observe
how to observé what symptoms indicatimprovemerit what the revers® which are of

importarced which are of non&@ which are evidence of negléctind of what kind of neglect. All

this is what ought to make part, and an essential part, of the training of every nurse (p. 105).

Nurses often observate i r pat i e n t-wrbal beleavidrsanvhehaycamplate n

their physical assessments and use these observations to enhance their overall data
collection. For example, observations can cue nurses to ask their patients particula

guestions. A nurse ight ask about a long sternotomy scar and learntaboa pat i ent 0 S
bypass surgery and struggles to quit smoking. Observations can also be used to help
interpret things that peopl e ver biankdsy r epo
As Mulhall (2@3) argues, it assists researchers in similar vayd) as by providing

more context for peopleds actions or behayv
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Challenges and Opportunities for Observation with Institutional Ethnography
There are many challenges, as vesllopportunities, wimeusing observation with |E
(Dympna, 2006; Mulhall2003;Loiselle, ProfetteMcGrath Polit & Beck, 2013). The
main challenges include the presence of the researcher, time commitment, field site
access, selective reporting/ researd¢hases, and informezbnsent/deception (Dympna,
2006; Mulhall, 2003Loiselle et al, 2013). Each of these issues have been discussed and
debated in nursing and other literature. They will only be discussed in this paper as they
relate to the use of obsetion in institutionhethnography, which may be different from
other resarch approaches. Opportunities related to each challenge are also discussed.
The Researcherds Presence

Researchers often worry about hiesvat t hei r

their field sies. Campbell and Gregor (2004) argue that traditidny At he r esear c
presenceo has been treated fias a problem t
case with institutional ethnography (Campbell & Gregor, 2004). Traditio
ethnographerswogrr about how their pr esitesandcofteni | | ¢ h
triangulate their observational data with other data, such as interviews, to verify their
6truenessd® and give them evi dewever,ar¢ wei ght
interestedn how their observations in local settings occumd are organized and connect
back to ruling institutions. Thus, if an i
changes in peopleds acti vilhstitetenal t hi s becom
ethnogaphers often represent ruling institutions, suchragersities, and through their
research, their presence becomes another s

settings.
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Time Commitment

Concerns have been raised thatertational research nde too time consuming.
Above, for example, | memtn how Frank Hamilton Cushing spent four and a half years
observing the Zuni Pueblo people (DeWalt & Dewalt, 2002). This amount of time and
guantity of observational data is not negdor most institutinal ethnography studies; in
fact, observational dataay not prolong time spent at a field site. In a discussion paper,
Bisaillon and Rankin (2012) discussed their experiences using institutional ethnography
as a research method (worlg independently ofach other and on separate projects).
They bothreflet ed on how their presence, just Owa
people provided them with impromptu opportunities to collect observational data; which
helped supportrad better inform theiinterviews (Bisaillon & Rankin, 2012). Bisaillon
aad Rankin (2012) describe how the process
same chairsodé as the people they interviewe
to their esearch projects becithey used time that needed to be spent at tblgirsites
for interviews anyway.
Field Site Access

Oftentimesresearchers have difficulty gaining access to field sites, particularly
hierarchal governmesrtin institutions (Tabe£010). For example, @b er 6 s (2010)
research focused on the everyday elgpees of women working in the military. She met
with resistance when she tried to observe
reflected afterwards that, although her expa&gewas frustrating, gncouraged her to
deepen her understanding of ihgibnal ethnography so she could adapt her original

approach (Taber, 2010) . Her experiences wi
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group also made her reflect on how inflexibldn e  mi | | tses arg. dsavoplr oc e s
frustrating experiences, Bisaill@nd Rankin (2012) encourage researchers to reflect on
their field sites and try to anticipate challenges, such as access, before they arise. They
also recommend that researchersainilexible and opeto unexpected opportunities to
collect data, suchashose presented while Oowaitingo
Bisaillon and Rankin (2012) both needed to makapgications for ethical
approval from their respective universitiesgain access to nefield sites during their
research. The work of eticommittees is itself textased; and receiving ethical
approval may be challenging for institutional ethnographers (Campbell & Gregor, 2003).
Often institutional ethnographers dotrknow their interviev schedules and other
information required for an leics review (Campbell & Gregor, 2003). This is a challenge
for many qualitative researchers. Institutional ethnographers need to clearly explain the
particulars of their research appch, so ethics reweboards understand why they may
need to make changéo their prospective plans as their research progresses (Campbell &
Gregor, 2003).
Bias and Selective Reporting
With other qualitative approaches, such as traditional ethnography, observation is
sonetimes seen as an alternative to-sefforts (Loise & ProfettaMcGrath, 2011)
Researchers who apply traditional ethnography often attempt to operate in the
backgroun as an objective bystander in order to develop an impartial understanding of
their paticipants (Dharamsi, 2011). For institutional etgraphers, thisim of
i mpartiality i s not possible because it

detached fsm the people one obser@&haramsi, 2011). Institutional ethnographers are
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aware thathey commit themselves to a certain social refatwith the people they are

interested in when they begin their projects (Campbell & Gregor, 2004). As Cambell and
Grepr (2004) reason, institutional ethnogra
them to the people they are interested in and reastalilish their location in relation to

their collected dat a. Rat her t Homasatreating
problem of bias, it becomes another way of exposing how knowledge is @djaniz

Smith, hersel f, wr ithte data,produdes ds tata mayxbe @airowre n c e s
it may be gained through participation in a workplace or it may be baseslyeoh
interviewso (2005, 125).

Observation as a Starting Point

Institutional ethnotaphers use observation differently, depending erptirpose
research study. Di amond (2006), a sociolog
starting pointonamap, a o6you are hered pointo (p. 60
use it to helghem realize a problematic for their studies. Srd@hcribes the problematic
as fa territory t o +generdlyistbeeurly stagesof ( Smi t h,
fieldwork . Of t enti mes, the problematic is 6disc
noticeb6di sjuncturesd or c oxplamatodsiofovhdtiegoingoh et we e r
and what actually appears to happen (Campbell & Gregor, 3poih, D. E., 1990).

Once intuitional ethnographers have a problematic in mind, their goal is to find other da
collection methods, such as interviews, the agialgf texts, or observations of other

people, to explain it. The following two examples show how two researchehde&tat

Benjamin (Benjamin & Rankin, 2014) and Timothy Diamond (2006) (both interested i
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long-term care facilities) used their observatibone 6 di scover 6 the probl
studies.

In the first example, Kathleen Benjamin, a registered nurse, useth$ervations
of personal support workers working in a letegm care facility as aentry-point into her
doctoral work (Benjamin & Rankj 2014). She observed mealtimes were very rushed,
stressful times in longerm care facilities where she was workargd absorbed much of
theper sonal s utpmp @enjamind Rakkia,r2@¢14). Smeted how the
standards in place by the letgym @re facilities to provide the residents with a pleasant
dining experience actually did the opposite and reducedntigettiepersonal support
workershad t o support the r esminé@&BRankins20l4dp hy si c al
Benjami nds pr oftorh kenobdenvationeofmeerltimesdand her next step
was to look for more data that further explicated it (BenjamRasakin, 2014).

In the second example, Diamond (2006) reflected on how he completed an
institutional ethnography in several loteym cardacilities in America. He described
how he was surprised to observe an experlsieeo ki ng fur coset in a r
(Diamond, 2006). Diamond (2006) knew this letegm care facility was subsidizeahd
most of the residents came from underprivilegadkgrounds. Observing the coat helped
Diamond (2006) to see the socialclosetHat i ons
guestioned the resident and learned she once lived in a nice suburbrartiexcoat to
church with her husband (Diamond®6 ) . According to Diamond,
was a journey of policy in motwenbfromhet Di a mon
home in the suburbs, to a hospital, to a Medicare-teng care faciti, and finally to

subsidized facility after her pgwnal resources were depleted (Diamond, 2006).
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Discussion

This paper includes a discussion on how institutional etfapdy differs from
traditional ethnography; and how this has implications for howtutisinal
ethnographers use and prioritize theiradatllections methods, particularly observation.

Traditional ethnographic research is often concerned with descahthterpreting

peoplesd cul tur al b eMcGrath, 20013 Trétdbnali sel | e & Pr

ethnographers engage in fieldwork and cdigfibserve the behaviors, artefacts, and

speech/writings of the people in whom they are interested (Loiselle & terdMeGrath,

2011). Institutional ethnographers also strive to extend their understgndiof peopl e s

daily activities and work, but theyma to go beyond descriptions of what is being

observed or talked about in a local setting to understanding how pewmalesciously

sustain and support large social institutions through their activetion6t e xt sé ( Tur r

2006). An institutional ethnogrape r 6 s g o a l 'S nobuttbmapaoubhder st a

the social and ruling relations that connect, organize aritotdimem (Turner, 2006).

Consequently, an i nst olléectoh methodsimustet hnogr a

expand beyond just what peemlo in a local setting; therefore, it is understandable that
institutional ethnographers prioritize interviews andual analysis over observation. It

can be argued, however, that observation isastiimportant data collection method and
can providecontext to how and by whom texts are activated in local settings. In
interviews, institutional ethnographers listerpmple describe their actions, usually in
past tensé but through observation, instut i onal et hnographers
theyoccur, in a particular setting. Observation also allows institutional ethnographers to

see how people activate texsmd which texts) during their everyday and working lives.
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Institutional ethnographecsan use observation to reveal discrepancies betwkah
people seHreport and what actually occurs. Additionally, conceptual and professional
language/rhetoric can cosal what people really do and only direct observation makes
such discrepancies known.

Many qualitative approaches use observationgetacollection method, even
though there are some issues with this app
presence/biaséective reporting, time commitment, and accessibility to the field site
(Dympna, 2006Mulhall, 2003;Loiselleet al, 2013). Despite tlee issues, observations
can create a fuller picture for researchers and can be a valuable and useful data collection
method. Consequently, institutional ethnographers could consider how these issues
pertan to their individual studies, and institutionahebgraphy as a research approach,
before being deterred from using it. Researchers do need to consider how these issue
relate differently to institutional ethnography than other ethnographic methodssaand,
result, may not be of concern at all. Remajnioncerns may be minimized through a
steadfast commitment to transparency and adherence to ethical principlesdatidegui

Conclusion

I n conclusion, there ar e dasdprganizedbyof peo
institutional guideline, princigs, and regulations, which people or nursing professionals
may not understand or be able to explain/describe. They may not even be aware how
these rules and regulations influence their work or intervesitimcluding observations
as a data collection mettl creates a contextual picture with interviews and
documents/texts of a reality of institutional healthcare settings, collaborative dmsoac

and nursing interventions in patient care. Observation egmiistitutional
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ethnographers understand howpeopl6 | i ves are ruled by insti

themselves, may not understand or be able to explain/describe.
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Chapter 4: Methodology

Interdis ciplinarity and Nursing Practice

The conceptual framework of IE positions interdisciplinarity somewhat
differently than how other conceptual frameworks discuss it. Miller (1982) defines
interdisciplinariy a s, At heacorgpassiegrconcept and bmbds all activities
which juxtapose, apply, combine, synthesize, integrate or transcend parts of two or more
di sciplineso (p. 6). Wi th IE, interdiscipl
organiation of nursing work. The social ontology of itgional ethnography ifcused
on the materiality of RNs® and LPNsd effor
integrate/transcendo with people f8pm diff
p. 6). Thus, the research focus isdascribingand explicatinghesepractices as
important empirical features of nursing work.

Critical sociologists Goorman and Berg (1999) describe nursing work as
interdependent on and linked to the work of othiexduding: physicians, social workers,
etc. They ague that nursing profesi o nal s-i & e p @isbgmiing their own
tasks, but also relying on others (Goorman & Berg, 1999). They also consider how
nursing professionals mediate and coordinad@ thiork with the work of others, who
follow different professional standds and are positioned differently within the social
matrices of health professionalsdé regul ato
1999) . Nur si ng p rocdordisate aml hin& thesr orkawith thework i e s t
of other people (includingatients and families) are core to the practicalities of nursing

work.
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This IE shows how nursing professionals work links together, but also how it is
l inked to ntyhne (fAok&Bergrdld9,gc6)and/work ofthe many
others, whose different disciplinary backgrounds and practices enter and leave the
nursing professional sd purvi ew. Foll owing
entered into my inquiry from the&andpoinbf nursing professionals. Ontologically
grounded in nursing work, | explicated the social processes and practices organizing
nursing professional sé6 everyday experience
establish the terrain where otlpsople comand go. IE enabled me to make visible as
soci al relations the complex practices tha
across separations of time and space, often without their conscious knowledge (Campbell
& Gregor, 2004).

For aninstitutioral ethnographer, a key interest is in thets that link people
from various disciplines across time and geogrg@ampbell & Gregor, 2004)
Goorman and Berg (1999) focused their attention on the electronic health record and
examined thénterdisciplinaity embedded in nursing work that wasieated through the
communication capacities of a digitally stored collection of patieaith information,
which included: | aboratory data/results, p
They anphasized bw nursing work with electronic patient e cor ds | i nked t o
work, such as medical work. This is fundamental to how nursing professionals produce
and gather information. The texts, embedded in both digital and paper records, were one
focusof my resarch attention as | worked to discoveremr i cal |y how t hey,
applied, combined, synthesized, [ and] I nt e

professionals with those of others, including: physicians, physiotherapists, pharmacists
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and labortory technologists. Although my topic fesed on how nursing professionals
work together, the workf others was a part of what | examined because the work of RNs
and LPNs is socially organized within the broader field of healthcare work itself.

Purpose and Research Questions

IE is a method oinquiry that allows researchers to explore the social relations
that structure peoplebs everyday I|lives. Th
the social organi zat ineesworkilytodetiNes id acateahre L PNs 0
settings in NevBrunswick, Canada. To begin this study, | considered the follofieg
researclguestions:
1. What was RNsO®6 and LPNsO current knowl e
how it unfolded, including whatwas reedltoprov de t heir pati ent
2. Whatlanguagedi d RNs 6 and LPNsO use to descr.i
how did they use the | anguage of #dAcol |l
Ascopes of practice, o0 etc. ?
3. What texts did &dNdrohghaimabrk ane® idw did tleeset | v
textsmedisdg t heir interactions with otherso
4. How did the texts RNsO6 and LPNso6 used
of regulatory associations, employers, unions, etc.?
5. What were the tensions and probletmst arose within the ruling relations that
wereimp i cated i n how brkedtogetNestdopravided L PNs 6

patient care?
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Why Institutional Ethnography?

IE was the best methodology to guide my study, given my focus on how frontline
RN and LPNs work tgether during the implementation of @&NTRACCmodd. As
previously mentioned, IE isr@search approach that aims to explicate, or produce
descriptions, of how peopleds everyday exp
institutions that extend widbeyond where the everyday work of interest tordsearcher
is being carried out (Baillon, 2012). The ONTRACC model was implemented through,
new policies and protocols, which were authored by people who are not directly involved
in frontline patient are. IE allowed me to see how the RNs BRiNs, uncasciously and
routinely perpetuatt o s pi t al s6 i nstitutional rul e over
these new policies and protocols during their daily work.

Dorothy Smith. During the 1970s, Canadianciologist, Dorothy Smith, found
that muchexistngut hor i tative knowledge subordinat e
own experiences (Campbell & Gregor, 2004). This was problematic because women
often used this authoritatikenowledge to explain theixperiences, even when these
explanations were not earate (Campbell & Gregor, 2004). Smith, herself, identified an
uncomfortable break between her mothering work, which involved feeding, bathing, and
clothing her small childrenor caring for their bods and her academic work (Smith,
2006; Campbell, 2(). She found the knowledge she used to complete her mothering
work was not recognized or valued the way her academic knowledge was (Smith, 1987).
Smith (1987) wrote aboutmahr s 6 wor k an homéderncheil dtr ead s
and made visible theveryday work of women, as well as how the organization of the

educational system makes it dApractically i
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with small children to ksoose to lead their livesfdif er ent | yo (p. 203) . I
used to exptiate many different socially organized experiences, including healthcare
issues (Townsend, Langille, & Ripely, 2003; Rankin, & Campbell, 2006; & Rankin,
2003).

Smi t h 6 sncedfkthis @ncoméortable éak resonated with me and my
experiences within nuirsg (Smith, 2006; Cambell, 2003). Nursing is a gendered,
hierarchal profession (Rajacich et al, 2013). Although today both men and women have
successful careers as nurses, ingrhas traditionally beenve wed as womenés w
(Rajacich et al., 2013). Meemain underrepresented in nursing, accounting for only
around 6% of Canadian nurses (Rajacich et al., 2013). Some authors argue that nursing,
as womeno6s wor ktetooteemeaditiorsally siedomimatd headth
professions, such as medicinei¢e, Doucet, & Hall, 2014).

In addition to possible subordination to other health professions, there is some
degree of hierarchy within nursing itself. RNs are baccalaureapeu@d and are better
remurerated for their work than LPNs who complete a-txgar college program.
Although RNs and LPNs have overlapping scopes of practice in many settings, RNs
typically do more care planning (or organizing caring actions) and LPNwod®
personal care/toiletinor caring for pati egatize@wotkiszdi es ) .
frequently perceived as more valuable than body work, even though it is no less
i mportant. This is similar to Smiounthhies o wn
academic work wasonsidered more valuable than her mothering wodaang for her

childrenbs bodies (Smith, 2006; Campbell,
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Dorothy Smith describes I E as fAan alter
puzzles of everyday life (SmitRB0O05, p.1). Shemaintains E i s Anot confi ne:t
particular category of pebpe 6 and i s a way to study peopl
are for them (Smith, 2005, p). Institutional ethnographers begin from the standpoint of
people, living their eeryday lives, rather thamdm within established discourses which
arealignedvi t h societyds ruling institutions (Gr
choice for my project because it allowed me to explore what actually happens, from the
standpoint offontline nursing professiofsacompleting their daily work. IE allowed me
to exend my research beyond established discourses and the historical/gendered/societal
positioning of RNs and LPNs; and enabled me to identify and explicate issues from the
perspetive of both of these nursig professional groups. | was thus able to study thei
actualexperiences, as they were for them; and validate the knowledge and understanding
they had of their work.

Institutional Ethnography Methodological Tools

IE has methodogical tools, which guidedhe in how | approached my inquiry
into how frontlinenursing professionals work together in acute care hospital settings. The
methodological tools most relevant to my research included: standpoint,
problematic/disjuncture, workexts, social relations, ling relations, and language.

Standpoint

Standpoinis an important methodological tool that provides a way for the
researcher to fnexamine how knowledge works
2017a, p2). Campbell (2004a r gues, N[ oJarbeoudardmaetopk redw ] | i

their showingortellng it in one wayo (p. 209). Stand
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which researchers begin their inquiry (Campbell & Gregor, 2004). | used the standpoint
of nursing professials, both RNs and LPNs,beca e t hey wer e the fdexp
their daily eyperiences with each other (Rankin, 20172 p.. 0
This standpoint allowed me to explicate their working together from the
perspective of both, together. Bisaillon (2012) recommends starting with thi@itan
of those oppressed or exploited to revealas@ects of social relations that are mostly
invisible. It is arguable that neither RNs nor LPNs are oppressed compared to others in
the world. Both RNs and LPNs are educateal/inga baccalaureate or ltege-level
education, respectivelgnd employed i skilled profession. However, using the
standpoith of nursing professionals, RNs and LPNs together, minimized the
historical/societal positioning that presupposes one group of nursing professionals is
more important than the other. It also prevented BNMsd / or LPNs from beco
objectified subjects of thi s thesis (Smith, 2005, p.

Problematic and Disjuncture

The problematic and disjunctuaeemethodological tools that support a coherent
andysis (Rankin, 2017a). The problematic is neitherbsearch question nor the
problems that people @experiencing (Campbell & Gregor, 2004). Smith states that the
problematic fAis a territory to be discover
(Smith, 1987, p. 41). The problematic often arisesfr t he o6di sjunctured |
official versionsof how things happen and what is happening. In IE, the term
Adi sjunctureo describes the fAsplito or fAsc

expet s6 authorized expl an @h 19890nps4). nfith (199 se ex p

describes how expertike researchers and managers, start in a theorized world that
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focuses on finominalized soci al phenomenado
of practice. Nominalized social phenomenacometoregs ent peopl ebs acti
of representinghe people who act (Smith, 1999). Thus, such concepts do not always
accurately explain peopleds actual experi e
Work

Work is another methodologictdol that supports a coherent analysis.
Institutiond ethnographerollow work processes, verbally angually mapping what is
done and by whom (Ng et al. 2013)nith (1987) considers her definition of work to be
Agenerouso i n t ha beparhoka padjobloritimight fallin‘btoeheé ma 'y
broader field of unpaid or invisible work (Devault,@). This has implications for how
researchers approach their data collection because work is everything "people know how
to do and their daily lives redre them to do" (Campbell & Gregor, 2004, p. 28). B
Smithés (1987) def i nalthe activities engagesl inbygnursingr k i n
professionals. Consequently, observation and shadowing were an important data
collection strategy for my projebte cause nursing fAcoll aborativ
activities than those that are generally recognaetirecorded through institutional texts,
such as those described in scopes of practice documents (Rankin, 2004). For example,
collaborative workinclud d everything that wematiwne org
activities the RNs and LPNs completed, sastverbal requests for help. It also included
the thinking/knowing that sat behind what the RNs and LPNswlichteach RN or LPN
knew (or thought he/ghknew) about what the other was doingw each RNor LPN
knew about what the other was doing, arg it was relevant to everything else that was

going on. This was all part of my data collection. The RNs and LPNs themselves often
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did not consider thesactivities to be work because they were so freqardtrepetitive
throughout the day, but they becaareimportant part of my analysis

Texts and Social Relations

In modern society, texts organize the activities of people. Texts are the material
forms ofwords, including images and sounds that are raghcgSmith, 2006; Turner,
2006). Examples of textaclude: books, photographs, television commercials, bus
tickets, and sales receipts. Smith (2001)
andaubori ze peopl esd acti vdsthessapeafthe moder n s o
ethnographic method beyondthe mi t ati ons of observationo (
was an important data collection method for my inquiry. Observations and interviews in
the local stting (the orthopedic units) alone could not reveal texts connect nursing
professionals in theiokal setting to distant ruling institutions, like health authorities and
regulatory bodies.

Within IE, texts play a central role in coordinating soo#étionships (Rudrum,
2016) . P e o p le pudpssefallg doardinated iared socially organizedappen
as they do (Campbell & Gregor, 2004). Smit
describe how peopl eds s etaliyicontgbutgtolarged e pe nden
social phenomenathatp@a ni ze ot her peopl edsnayltakevfe@s . Nur
granted how their routine activities connect them to others. For example, during my
standpoint informant interviews, many RNs and LPNs thidaout documenting their
work by charting and fillng out graphics/flow sheets throughout their shiftseese
graphics/flowsheets connected the RNs and LPNs to the other health professionals on the

unit. These health professionals, including physiothstsjgind physicians, used the data
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that was chartedytthe RNs and LPNs to make decisions about patientp r ogr e s s .
Sometimes important information was lost because it did not fit into the
graphics/ fl owsheetsd cat egorrRNMsatLPNsgat of t a
Ati ed upo wi t didnrothave time  admplaeterthe grapaics/flowshee
(as per their routine), information was not available when otheredéed
Social relations had implications for how | approached my data analgsis
also allow happenings in one place to infleemctions in another because of their
Aever yenshsea e(nR u d Founarample, Pebme)who are not directly involved in
frontline patient care are often the ones who write the policy and procedunaeiuts all
RNs and LPNs throughout the health auiiydfollow. When | analyzed my data, |
needed tohink about the activities occurring across multiple different institutional
locations. | started in the local settingde orthopedic units where RNscaLPNs
worked together but then | needed to thirikandocally, or distant settings, such as the
offices of health authorities, which were far from the units where the RNs and LPNs
actually work. The decisions mattang ocal | 'y | mpact wdrklogallRNs and
Campbell and Jackson (1992) discussitiea of nursing work being
conceptualized througtexts and written up in particular ways to make it and health care
more manageable. HHN has a Charting By Exception (CBE) policy, which is a shorthand
method of charting, through which RNs and LPNs dosnintheir work on
graphics/flowsheets, and only limlv-up with narrative charting for exceptions to what is
usual for patients. HHNG6s graphic/ fl owshee
which aremostly standardized across the health authority. gba&thand Gregor (2004)

argue 1t i smanagement te undeestand ndrsing work as tasks that can be
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defined and assigned to [different nursing
andLPNs often used the language of the graphics/floatsh@r tasks) to describe their

work. They also dagorized their work to fit into the graphics/flowsheets, even when it

did not always depict the work being done.

Ruling Relations and Language

Ruling relations and language are methodological toolshiblat researchers get
from being aware of tensions to figure out what is going on. Ruling relations are types of
social relations that involve the all of the various institutions that organizegaaand
essentially rule society (Smith, 1990). Ruling tielas insert the interests of these
institutionsi  interests that often do not match the interests of the standpoint informants
(who work in the everyday world). Ruling does not happen outsidertiotices of
people, who often activate ruling relationsatiigh texts.

Smith argues that institutions are fdper
At extmeali lay ed 0 ( S mTekthorganz® &h@ structore how BRNs.and
LPNs work; they & commoplace, even though RNs and LPNs may not think about
them during their shifts. Nursing licenses are an example of texts that rule RNs and
LPNs6 activities and organize their soci al
with each otheBoth RNs and_.PNs must hold licenses to practice nursing, bedlare
differences in the roles, responsibilities and accountabilities associated with each
category of nursing license.

Registered nurses and LPNs complete different requirements to diatain t
respedwe licenses and these requirements are ruled Bgrelift institutions. Registered

nurses in Canada, for example, must complete a baccalaureate degree from an accredited
104



nursing program and write the North Council Licensure Examination (NCid=X¢
eligible for licensure through@rovincial/territorialnursingregulatory body.
Consequently, universitied)e National Council of State Boards of Nursing (NCSBN),
the provider of the NCLEX, angrovincial/territorial nursing regulatory bodies ate
institutions that rule the process RNs complete to obtagir ticenses to practice with
patients.

Institutions exert their rule in many ways. Institutions use the language of experts,
such as researchers and managers, to form the concepts elat@d¢ o prk. €hiss w
leads to people adopting this same languagdiscuss their own experiences, even when
this language does not always fit with what is actually happening. These ruling concepts
begin to |l ead the discuishsldadsidberuwify peopl eds

organizations being able to control ssigi(Adams &Sydie, p. 217)Many such concepts

become buzzwords, surcdplascdcpe d@bodatliioneadd
obscure or transform what is known (Bisaillon, 2012).ubse manageni ght say, A m
staff <col | aboroaft et,hoe btuetr nhnifisc/ohlelra buosreat i ono o
that took place. To that nurse manager, AfAc

his/her share patient assignments, or it might nile@afRNs adnmiister medications,
while the LPNs do bedbaths. Theor d ficol | abor ati ono repl aces
that is taking place between the RNs and LPNs.

Study Setting

| collected data on two orthopedic units in two hospitals, located ineliffer
cities,in New Brunswick, Canada, as practice settings. Beamswick has two regional

health authorities, Regional Health Authority A (or Vitalité Health Netwark)jch
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operates in French and Regional Health Authority B (or Horizon Health Network)HH
which ogerates in EnglishRegional Health Authorities AcOR2(NB) s.19). These two
health authorities were established in 2008, from the dissolution and merger of the
previous eight health authorities. The stated goal of this transition to twh healt
authorites was to fAcut cost s, oerfermancedasgetslby ze car e
ensuring services were delivered more uniformly and efficiently throughout the province
(Government of New Brunswick, 2018).
The ONTRACC model is being implemented thghaut Regioal Health
Authority B, or HHN. Horizon Health Netwkr(HHN), the largest healthcare institution
in Atlantic Canadaoperates 12 hospitals and many clinics and other comrbastgd
healthcare services, such as community health care centres @GOHR). Byrecruiting
informants from two different hospitalSaint John Regional Hospital (SJRH) and Dr.
Everett Chalmers Regional Hospital (DECH) within the same province, | was better able
to distinguish unit and hospitapecific nursing work process from proincial and
institutionatspecific nursing work proses es. Whi |l e New Brunswi ck
bilingual province, these hospitals are in larger Anglophone urban areas-Brepin
2014) . I nterviewing or 0 erehtlofiinstgiionalo peopl eo
ethnographic research (DeVa&ltMcCoy, 2002, p.756). | am an Anglophone, so |
conducted my research in the more Anglophone areas of the province to improve my
understanding of what my informants say about their work processes ahd\ghbing
on around them. Understanding the words of inforsiant those around them is
i mportant due to | E6s analytic attention t

particular setting (Smith, 2005).
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Sample

| recruited t wtsfordmygudyeRrs, within eachrhbspitalnha n
recruited RNs athLPNs (n = 14, with 8 RNs and 6 LPNs) who allowed me to shadow
them as they completed their daily work (See Appendix A). These were my standpoint
informants. They gave me a good understandirtge actal practices of RNs and LPNs
working together and #hinteraction of those practices with material objects, particularly
texts (Quinlan, 2009). Quinlan (2009) used a similar approach by shadowing three nurse
practitioners tloedd e dynterdikciplinaryheamsihdppeaed
across differentealthcare sites in Saskatchew&a.recruit these standpoint informants,
| posted a recruitment letter on the bulletin boards of the orthopedic units of the two
hospitals (Appendix B). Thetter proviegéd a description of the inclusion criteria and
gavemy contact information.

My inclusion criteria for prospective informants was RNs or LPNs with a
minimum of two year®f work experience on the orthopedic unit within their hospital. |
believad such RNsad LPNs would be more familiar with their units aheé texts they
routinely activated through their work than those who were newly graduated or only
recently hired to the unit or the hospital. Benner (1982) describes nursing professionals
withtwoy e aexgelencea s ficompet ent 0 a nmkplateaoutinégsi ar wi t

To expand beyond the data | collected from these RNs and LLRNSs, recruited
other informants who had different range of knowledge about how things work (see
Appendix A). | contactethese informants by phone (see Appendix B). Thecgeteof
these informants was based upon the analysis of the standpoint infdate(purposive

sampling). These other informants had different knowledge about how RNs and LPNs are
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hired, rostered, paidnd so forthMany of them were responsible for nikaming,

reporting, or evaluating the care practices of RNs, LPNs, or both.iitlaged a

patient, other employees of HHN, and representatives from different nursing

organizations outside of HHN, such the nursing regulatory bodies. These interviews

hd ped me to map the ruling relationa that
interactions with each other are institutionally coordinated (see Appendix C). This

sampling strategy is consistent wih institutional ethnographic approach.

Data Collection

In this section, | explain how I collected and analysed my data. My disatom
occurred over a four month period. | used three data collection methods:
shadowingdbservation, interviews, and dament collection/analysis. Throughout my
data colletion, |1 remained flexible so | could respond to the emerging findings of my
study. | kept a reflective research journal as an audit trail and recorded all my decisions
throughout my study.

Observation

First, | shadowed the RNs and LPNs | recruited aglpt@int informants for my
research. Shadowing is an observational method, wincives the researcher closely
following the informant over a period of time to gain an understanding of his or her
everydy work (Ng et al., 2013; Quinlan, 2008). The obsagéinns | made while | was
shadowing my standpoint informants allowed me to diective realities of their work
during their shifts. This knowledge enabled me to uncover their empirical knowledge and

dismover challenges and tensions they experienced dth@igshifts. For example, | saw
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firsthand, how the RNs and LPNs negotiatedrthe2aks, who did which tasks for which
patients and how shift report worked.

| recorded my observations through a fielthsotemplate (Appendix E). When |
was with the RNsrad LPNs, | focused on making descriptive notes of their activities and
the chrontogy of events on the unit (the unit routin€hese notes were rough and |
needed to flesh them after | completed eacki@vashift. When | fleshed out my
descriptive noted,often added missing reflective comments, for exarnptey
thoughts/questionsabut t he RNs &alwdys EhBddwed thenRiNs &nd
LPNs before | completed my interviews with them, so | could uss Wobserved to
inform my interviews.

Interviewin g

After shadowing my standpoint informants, | arranged individual, audiorecorded
interviews with them, either in a privadeea at the hospital or another location of their
choosing. During these interws, we talked about what | observed in regard to the
work with their nursing colleagues. | also asked them about their experadridesls
and RNs working togethésee Appendix F for interview script for standpoint
informants). Through these interviews, was most i nterested in r
LPNs' empirical knowledge of their work, so | focused on their stories and desusipfi
what happens. | was also interested in con
their work with my observatianof what they actually did. This revealed how tlogmn
views of their work were institutionally organized.

Following preliminary aalysis of my observations and interviews with my

standpoint informants, | generated my list of other informants to iet@niihese other
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informants were purposely chosend@®n my ongoing data collection and analysis
process. The questions | asked ¢éhiedormants were focused more on identifying the
translocal relations and institutional processes that organized thét ptani nt i nf or ma
work (see Appendix G for interwescript for other informants).
All my interviews were on@n-one and lasted appximately one hour. With the
permission of the participants, all interviews were audmorded and transcribed (see
Appertdices G, H, I, & J for invitational letters and censforms). Milne and Oberle
(2005) suggest using a flexible interviewing appadth operended questions to
allow participants to tell their stories in their own words (again, see Appendices D & H
for interview scripts). Devault and McCoy (2006) calesithe purposefulness of IE
interviews in getting to empirical descriptions dfiat is happening and avoiding
feelings, opinions, and interpretations. Consequently, | usedstemtured interview
qguest ons (such as, ACan yomakedausdayrinneootih? at s o
Can you tell me about the daily frustrationsand thl enges t hat happen i
There were also more specific questions included to cover demographic background
(eduwcation, years of experience as an RN or LPN, clirdogas of practice).

Document Collection

Institutional ethnographers considextieto be essential to both the existence and
ruling of institutions (Smith, @a@wés) . Acco
mediateregulatea n d a ut h or itivzties bgyend thd limits sf olsearvation
(p.-159).0 It tikBeithriegydr ywkesemasso t hat r
connections between the local and the translocal, thereby makinig ¥issbworking of

instituti ons ilives. [celected keydodscuneeutethrgughauy my study,
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which included: assignent sheets, rosters, workforce planning documents, hospital
policies/protocols, job descriptions, standards of practicésmpes of practicguides.

In IE, a chain of texts andork processes emerge through attending to the connections
that informantgeveal through their interviews or their work (Ng et al., 2013).
Consequently, | gathered a great many text and used thent a$ ipgranalytical

process which actually pointedo more texts and more interviews.

Data Analysis

My analysis was not motivadl to criticize my informanés nur si pbgttopr act i
explicate how the RNs and LPNs worked together during the implementétios
ONTRACC modelln IE, data analysis actualbegins in the planning stages of the study
and takes place throughouttheei r e study. Consequently, th
conduct an I E investigationo (Deaault & Mc
ethnographers do not know in advance exactlclvbteps they will take. (DeVault &
McCoy, 2002). As DeVault and McCoy (2002xplain, the process of conducting an IE
study is Arather | ike grabbing a owalol (of. s
755). As a novice researcher, | found having a stefy-step written out plan stressful
at times. Although | knew kat topic | was interested in (RNs and LPNs working
together), | did not know in advance who | needed to interview or what tes¢sled to
examine. | decided on each step in rrudyg based on the last step (or what | had already
discovered), with the hapl would keep pushing forward in the process of figuring out
more on the soci al or gani z atadrkomgtogetlieriliRads 6 an

acute care setting.
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Discovering the Research Problematic

Al t hough t her e domguctian l& stddp, maest instauyiodad t o
et hnographers begin by discovering a puzzl
everydayworld ( Smi th, 1987, p. 91archproblemaic puzzl e
(Stooke, 2010). Rankin (2017) describestheras ch pr obl emati ¢ as Ak
analysis in IE0O and recommends using the p
which to anafze disparate goings on that, at firstdonotseemb e connected. 0
my data collection with the accourtthe frontline RNs and LPNs who were my
standpoint informants. While | was observing/shadowing and interviewing these RNs and
LPNs,lkepas ki ng mysel f questi omisnd?&eagnd whlhadw w
wor k organi zed?0 sbrtensiohsd absesvedyr héardatsout onahltei o n
unit. | collected any texts these RNs and LPNs activated (e.g. graphics/flowsheets they
compkted, practice guidelines they referred to) throtingtir shifts. From my
observations/shadowing and interviews wiithse RNs and LPNs, | made a list of other
people, such as nursing leaders, these RNs and LPNs thought | should talk to. | then setup
interviews with some of these informants. While | wagisgtup these interviews, |
began reading and-reading the tnascripts of the interviews for differences between
Aknowing something from a ruling versus an
Gregor,2004, p. 48). Once | discovered the research prablen ¢ , | A opened]
scaffold though which to analyze disp& goings on that, at first [did] not seem to be

connected. 0 (Rankin, 2017).
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Two Types of Data

Institutional ethnographers need to cdlldata at two different levels (Dalmer,
Stooke, & Ma@Kenzie, 2017). First, | collected entigvel data from the RNand LPNs
on their units (local data). From this data | learned about the RNs andeiveiNslay
local experiences, including tensions angstrationsThen, from this entrevel data, |
learned where to look for data positioned outside the local sdtiinganslocal data). For
example, | interviewed people located elsewhere (nursing leaders) whose work organized
the RNs and LPNs work ohé units. According to Campbell and Gregor (20043, this
translocal data that enables institutional ethnograghe t o see fAhow peopl e
lives may be organized without their explicit awareness but still with their active
i nvol vemen &&reqoC200dppb 1&). TConsequently, when | readiramead
the interviews with these other people (my other mfarnt s ) , I started Apu
the | ocal settings of peopl edAlthmghenyyday ex
study beganwith#h act ual iti es of RNs O ledgedbftHeiPNs 6 wo |
work, on their units, | was able to uncover thecimanisms by which it was being
organized by the ruling relations. | continued with my data collection until | had exposed
a network of linls between my locally and translocally generated. data
Strategies for Data Analysis

Whenever | interviewed any afly informants, | kept in mind that each informant
participateg either knowingly or unknowingly in the ruling relations that shape their
experi ences. From the bediirtriongfofi ofthy rsnaund s
Aaut hori zi ng I|gaandocoreepts that were impartedyfrora other texts and

discourses (Rankin, 2017)tound this helped me tease out the ways their descripdions
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their experiences were embedded in the rulitegions. | read and feead my

i nformant sd tewsawhishd impobktes chto NVivigGommercially

available sftware usedor theorganizing and analyzing olualitativedata) |

highlightedus s of aut hori zi ng | an gdqgaegyduncdamsito used |
add comments.

Rankin (2017) describeggeral strategies institutional ethnographers use to begin
managing and working with their datha@gg.o Of R
and Amappi ngo plarusiecdu Imagrol dye alrd lyp finmnl .my dat a
anal ysi s rossr efrerad rec ead0 fifcor | i nked work pr oce
To index my data, | noted topics that were frequently discussed in mgniafort s 6
interviews (both standpoint and other). Iritereated folders for each of these topics in
which | placedwritten descriptions of all the work processes that were associated with
them. | also included any texts that were activated during any afdteprocesses.

After | discovered my research prebiatic, | found myself reaching for certain folders

more fregiently than otherdNVhat was inside these folders became the ends of the
analytic threads | foll owed t @asoeganezédi cat e h
beyond their units.

Indexing helped m& manage my data early on and prepared me for my mapping
work. Mapping helped me ttvack ruling relations from the work of people locally into
the work of other people translocally. According to RarfRibil7), the goal of mapping is
to lay out a displagf what is happening (a map), either in words or diagramas, t
describes the features of the social practices and their respective material forms and

relationships. My mapping work included written dgstions and a diagram that plotted
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out the variousexts that organized the RNs and LPNs daily lives.u s e e xifimg@o and
Amappingo to trace these topics and work p
ruling relations at playThis allowedmé o 60see beyond the | ocal o
intercomectedness of ruling relations which operate translocally.
NVivo

As mentioned abovéJVivo was used to manage the transcribed interviews
Some of the features of NVivo, such as @n@otationsnotes andjuery functions, were
used to fAicontvad sanavi hihghlhieghlta practices t h:
2017,p. 1). As Smith (1987) points out, actors describing their everyday worlds might
not be able to articulate or be aware of the social relaliitkiag their work across many
locations; it is thee generally takefor-granted or unexamined aspects of mgsiork
that were embedded in the data, that guided the analytical process.

Reflexivity

Throughout this study, | reflected not only on my aawperiences, assumptions,
values and beliefs arou®Ns and LPNs working together, but also on my understanding
of IE. Reflexivity, specifically a reflexive journal, is one way in which | purposefully
thought about what I, as a novice institutional ethapler, brought to this research.
Rankin (2017a) desibes common errors researchers make when using IE. Seleral o
these pitfalls resonated with me. For example, Rankin (2017a) cautions researchers not to
become Acapturedo by haoasharnessudseachestothed i scour
ruling relations ad impede good analysis. As | was accustomed to using irtilt
|l anguage, |l i ke Acoll aborationodo or Ascopes

accounts of what is actually going on, | neettettain myself out of this habit. | needed
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to remenber my standpoint informants were the expert knowers aneldeakto learn

from themabout their experiences. Thus, when my standpoint informants used this

| anguage during theig Oeptpevbdbewnd hAshketldem
descriptive accaus as well.

Ethics Approval

| obtained ethical approval from the Research Ethuarés (REBs) at both the
UNB and HHN prior to my recruitment and data collection (again, see Appendices H, |,
J, & K for invitational letters and consent forms). | recrditey standpoint informants
through posters on hospital message boards and wordutfinMy recruitment of my
other informants proceeded in an iterative fashion, primarily by word of mouth. |
provided allinformants with a letter of information and a dktdiverbal description of
the study and obtained signed consent before any shadowimigrviews. Although |
did not anticipate these interviews causing distress to any of my informants, | needed to
beprepared in case they did trigger painful memotiegormed all my informants that
they had the right to stop the interview at amyetiand | also ensure debrief was available
from a local mental health professionaiaigh a crisis helpline (Chimo Hélme).
As mentioned above, | made detailed ethndgiafieldnotes to record my
observations. Ng. et al. (2013) recommend making fietdsinot only about the
informant s work processes, but also about
This sanetimes involved observing/listening to RNs and LRk patients or other
HHN employees. To respect the RN/Lfptient relationshipsrad pat i ent sd6 pr i\
when | was shadowing the RNs and LPNs, | did not follow them behind pulled curtains

or closed do@. Consequently, observations only occurred wittctresent of my
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standpoint informants and patients, and as outlined in protocabésaapproved by
UNB and HHNGO6s REBs. On the orthopedic unit
AResear cher 0 toepatiantd &d dtherfstaff memiers.| f

During this reearch, 1 did find myself to be in a position of dual agency with
some of my informats (Ferguson, Myrick, & Yonge, 2006). | am a RN and | have
worked across New Brunswick as both a nurse and a nursateduic address this, |
made an effort to recruibformants who did not know me as aworker or nurse
educator. In the end, both armer colleague and a former student participated in my
study. | worried both my former colleague and my former studentd feel
uncomfortable or assume | was evaluatimgm and their professionalism. | discussed my
concerns openly with them, but thegth assured me they really wanted to participate
and share their experiences with me. There were no issues with ttieipaion in the

study.
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Chapter 5: Manuscript #3

Chapter 5 is a manuscript entitled AReg
Wor king Together: An Institutional Et hnogr
findings of my research, and will be submdtto the journalQualitative Health

Research
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Abstract

Background: In Canada, two categies of nursing professionals, registered nurses

(RNs) and practical nurses (PNs), provide nursing care to patients. Recently, a health
authority in a Canadian province implemenéatew nursing care dekry model to

Aopti mi zeod nur s itahogtcomgs.arhis new nodel shiftschurding care

from being delivered by RPN t eams, who wor ked together &
assignment of patients, to RNs or PNs workingpehdently to caref a smaller

assignment of patients.

Purpose: The purpose of thistudyis to explicate how RNs and PNs worked together

during the implementation of tmewmodel and how their work together is socially

organized to happen as it does.

Methods: Dorothy Smm t hds (1987) I nstituthisstmdg.lE Et hnog
allows researchers to enter into their studies through the standpordiradrypeople,

like RNs and PNs, and explicate how their experiences are socially organasghthr
textsandtexa | | y medi ated di scour paseeightRbsaadd dr es s
six PNs were recruited as standpoint informants. These RNs and PNs were observed

during shadowshifts and interviewed. Twelve other informants with special knayded

of the new modekuch as nurse managers, were also interviewedudleamalysis of

relevant documents, including regulatory, union, and health authority documents, was

also completed.

Findings and Significance:The new model challenged the RNs and®Nsk nowl edge o
working together. This research is significant becausge &M PNs typically work with

each other more than they work with other health professionals, such as physicians; and
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understanding how they work together can lead to changes thatmave patient and

health system outcomes.
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Registered Nurses and Pracal Nurses Working Together:
An Institutional Ethnography

In Canada, two groups of nursing professionals, registered nurses (RNs) and
practical nurses (PNs), work togetheptovide care to patients.uxsing care delivery
models organize how these RN&la®Ns work together, including mixes of credentialed
staff, or the ratios and numbers of each nursing profesgjomap(Harris & McGillis
Hall, 2012). Harris and McGillis Ha{2012) argue the decisisrarounchow these
modelsare organizedre oftendr ven by a combination of #dApat
organi zat i on alhealthauthont in 8 ©@anadign.prod@nge. (New
Brunswick)recently implemented a new nursingedelivery modelthe Orgaizing
Nursing Team Resources for Accountability, @bbration and Communication
(ONTRACC) modelto improve patient and health system outcomes (HHN, 2018)
ONTRACC model shifts nursing care from being delivered byFRNteans, who
wor ked a sandicareddod an@assignment of patients togeth€Ns or PNs
who work independently and care for a smaller assignment of patients. To prepare for the
ONTRACC modelsome PNs needed to meet mandatory upgrade requirementassaich
medication administteon course, through either their regulatory bodwaproved post
secondary education prograf@NBLPN, 2014)
The ONTRACC model was developed to address a forecasted nursing shortage
and decrease provincial healthcare spenlliyg o pt i mi z ndagidtiessohe r ol e
RNs and PNs on acute care unitgisas orthopedics (HHN, 2018). Canadde, the
sustainability of healthcare services is a concern. The Canadian Nurses Association

(CNA, 2014) forecasts Canada will be shorhaét 6Q000 full-time RNs n 202. New
122



Brunswickods pr ovi maeased annualypahd 9B higher m 2019 e t

2020 than in 20142015 (Government of New Brunswick, 2018). In 2009, a provincial
government report arlgaf@Ns]soasdotmaXime theiri mi zi ng
scope of practice (consistent withtraining woul d | mprove nursing
(Cresent Management Consulting, 2009, p. 44). The purpose of this study is to explicate
how RNs®& and P Nsdudinghis trasieod ant thegsectallorgaation of

their workto help informfuture changet the ONTRACC model. This study was guided

by institutional et hnography (I E), a metho
experiences are coordinated by the work dorik teixts in institutions.

Background: What do RNs and PNs do?

In Canada, RNand PNs are bothselfegul at ed professional s.
regul atedo means that the provincial gover
regulatory responsibility @haccountability of RNs an@Ns to provincial nursing
regulatory bodies. Thesegulatory bodies, often nursing colleges or associations,
establishentyyjo-pr acti ce competencies, or the Aknow
required €é€ to ppeviede 0s al e winasind gdecatienml appr o
programs, and complete prosesnal conduct reviews (Nurses Association of New
Brunswick[NANB], 2013, p. 4). Al t-opmadd RNsd6 and P
competencies are negotiated by these regulatory bedies RNs and PNs actualdio in
their daily wor k ofst eonf dperpaecntdisc eo,n0 tohre itrh efiisr
are permitted to do by their regulatory bodies, their employers, and their practice
environment (NANB, 2015). For example, RNs am¢ésRvho work in certain spedty

areas, such as orthopedic units, may do cedetivities, such as the sagp and care of
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traction to stabilizendrealign bone fractures, or the sgt and care of vacuuassisted
closure (V.A.C.)andsuction dressings to promote wound healingctvikRNs and PNs
working in other settings would ndb. These RNs and PNs may need to acquire
additional specialized knowledge to do such care activities safely and their employers
may need to develop policikso gui de t he RNs &6 armsavhoRddts 6 pr a:
or are not routinely assigned, to s@rkas may need help from the permanent nursing
staff to do these specialized activities.
activities and routinesam vary significantly from one practice enviroent to another.
The number of shared or overlapgpiRN-PN activities/routines can also vary from one
practice environment to another, further the blurring lines practice for these nursing
professionals.
Nursing Care Delivery Models and Reorganization

AcrossCanadayvith the legacyof neoliberalpoliciesandongoingtransferof
public servicego privateownershipthereis concernaboutthe financial sustainabilityof
the publicly insuredhealthcaresystem;anda greatdealof scrutinyis beingplacedon all
healthcarespendingHealthcares t a dalfrésaccountfor around60% of mostCanadian
h o s p ioverallbuisl@etsandhistorically,decisioamakershaveseenreductionsn the
numberof healthcarestaff to beaway to containcosts(Canadiarinstitute for Health
Information[CIHI], 2011).Whendeckionmakersexaminethe healthcaravorkforce,
theymustbalancecostcontainmenpressuresagainstmaintaininga sufficientstaffing
guotato carefor patiens andto meetcertainquality andpatientoutcoomes.Major
Canadiarhospitalsgo throughaccreditabn processesyheretheir servicesareevaluated

againsta seriesof standardspecificto serviceareassuchasmedicationrmanagement
124



(HealthStandard®©rganization,2019).Thesestandardgonsidetoth i [ h ] &eright g
p e o pahdeettainquality paientoutcomegHealthStandard©rganization2019).

Recently, somedecisioamakersarefocusingmoreon changingthe mix of
credentialedtaff, suchasnursing staff, ratherthanreducingoverall stafing quotas
(Burke,Ng, & Wolpin, 2016).Changingthe mix of nursingstaff often meansecreasing
thenumberof RNswhile increasinghe numberof PNsin a particularsetting.Some
researchergotethatnursingstaff, particularlythe RNsandPNswho provide most
directprofessionahursingcare,areoftenfiseené asasourceofs a v i (BarsOhalla,
& FergusorParé 2013,p.1). RNshavehighersalarieshanPNsandhealthauthorities
may hire fewerRNsto redwe costs(Born, Dhalla,& FergusorParé,2013)

In somecasesRN-positionshavebeenreplacedoy PN-positions(Born, Dhalla,
& FergusorParé 2013),despitethedifferencedn levelsof educationFor example RNs
completdonger,moreextensiveeducatimal programswhich typically takethreeto four
yearsof studyat a university,althoughthereare someshorterseconddegreeentry
programsThe skills and knowledge RNs require to perform complex, critical heath
tasks are most effectively taughtaabaccalaureate level (CNA, 2020hese
bacalaureataursing(BN) programgocusmoreon the knowledgeandskills neededo
develop and implement multaceted plans for managing chronic disease, treating
complex health conditionand assisting in thigansition from hospital to the community
(Canadian Nurses Association, 202BN programsareat the collegelevel andare
typically two yearsin length.

R N saddP N differenteducationabackgroundsneanthey havedifferent

A s ¢ coppersa ¢ Conseriently,decisionmakersmay experimentvith new nursing
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caredeliverymodelsto respondo the changingmixesof nursingstaff availableon each
shift to ensurepatientcareis deliveredby the nursingprofessionalvho hasexactlythe
right educatiorandskill to dothejob. Thesenewnursingcareddivery modelsareoften
describedn scholarlyandgrey literatureas,i wo r kd mtr ic mi Pecisionmakersd
oftenarguethat- not only do the newdelivery modelsoptimizenursingscopesof
practice- buttheyarealsoimprovingthe quality of careard patientoutcomegBurke,

Ng, & Wolpin, 2016).

Many of the emergingmodelsto organizenursingcarearefocusedon teambased
structurespr teamsof RNsandPNswhereeachteammembercompletesspecific
activitiesfor agroupof patients Someresearcherarguetheseteambasedstructures
supportii ¢ o Irdtiveep o a c (Ritter-Eeivel, 2002)or the notionthathealthworkers
improvetheir capacityto i w o todethemwith patients families, caregivers and
communitiego deliverthe highestquality of cared (WHO, 2010,p. 4). The World Health
Organization(2010)argueghatthenewemphasi®ontheconcepofic ol | abor at i ve
pr a c isthebestvaytoi ma x i theisteerythsandskills of healthworkersenabling
themto functionatthehighestc a p a ¢WHD 2@10,p. 15). Someresearclsuggests
thatthe outcomesfor teambasedmodelsarenot aspositiveasthe dominantreports.
TheseresearcheraremorecautiousaboutteambasedstructuregMacKinnon, Butcher,
& Bruce,2018).A recentcritical reportfrom MacKinnonetal. (2018)suggestedhe new
teambasel nursingcaredelivery modelled to fragmentedtaskoriented divisionsof
patientcarebetweerthe RNsandthe PNs(MacKinnonetal., 2018).Their researchused
ethnographienethodgso examinewhatwasactuallyhappeningn ateambasedhursing

caredelivery modelin two hospitalan British Columbia(MacKinnonetal., 2018)
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Otherquantitativeresearcthaspointedto lessfavorableoutcomegelatedto the
effortsto containcostsandtheimpactof chargesin nursingstaffingmixesandnew
nursingcaredelivery modelson certainquality for patientoutcomesSomestudieshave
shownthatchangedo nursingstaffratios,in particularthereducechumberof RNsto the
numberof PNs,hasa negativeimpacton patientratingsof their hospitalcare(Aiken et
al., 2012;0ppel& Young,20017;Tsai,Orav,& Jha,2015. Reducedverallnumberof
RNsto patients(i.e., RN-to-patientratios) havebeenshownto havea negativempacton
measurabl@atientoutcomegLankshearShelodon& Maynard,2005;0lley etal.,
2018), suchaspatientdeathrates(Aiken etal., 2002),lengthsof stay(Thornbladeetal.,
2018, andcomplicationgFalk & Wallin, 2018). Indeed severaktudieshavelinked care
deliverymodelsthatinclude only RNs which eliminatePNsandunregulatedare
assistantgo betterpatientoutcomegAiken etal., 2014;North etal, 2013; Thornbladest
al., 2018) Althoughthesestudiessuggeshigherlevelsof RN staffingmeanbettercare
for patientsthes studiesonly considercertaincategorie®f selectpatientoutcomesor
theyarebasednp a t i @vnperseptiongAiken etal., 2012)thatdo not easily
accommodataspectdeyondinterpersonatelationshipsaandap a t i expetiedcsf
receivingcare(seefor exampleRankin& Campbell 2006).

Thereare severalgapsin the currentapproacksto evaluatingthe succes®f new
modelsof care.Many studiesuse inhospitaldeathsasanoutcome Thereare however,
manyotheroutcomeghatarelesstangibleor areharderto monitorandmeasurefor
examplesituationswhenRNsor PNsdo notrecognizevhenp a t i realthswtses
changeSomeresearcherBaveexaminedi f a itdr wers epntheidability to prevent

p at i deathsafiedthe developmenof complications(TourangeauCranley,& Jeffs,
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2006) For example,Tourangeawtal. (2006)noticedincreasedi f a itdr Lers erates 0
on unitswith fewerRNSsin their staffingmix. This studyrelied on categorie®of

Adet er oimortd n tthgwewerwhich do notrepreseneverythingthereis to know
abou whatis goingonin nursingandin-patientcare(Tourangeawtal., 2006).Few
studiesexplorewhatactuallyhappensvhenRNsandPNswork togetherfor example,
whatdecisionmakingaboutpatientacuity actuallylookslike. Therealsois agenerabias
to RN-focusedstudieswhich greatlyoutnumbelPN-focusedstudies This is likely
becausehesestudiesareusuallyauthoredoy doctoratlevel preparedRNs conductingthe
researchThus thereseemgo beaninherentslanttowardstheinterestof RNs.

Purpose

The purpose of this institutional ethnography (IE) study (Smith, 1987) is to
explicate how RNsO6 and PNsd6 worked togethe
model and howheir work together is saly organized to happen as it does. In IE, the
standpoint establishes the knowledge and practices of the people located there (Rankin,
2017). Institutional ethnographers aim to make visible and trace the knowledge and
practiceo f t hos e p eodhe Wak ofiother pemplel elgedvhere or
Atrandsglooovdlt hin the institutional matrix (R
P Ns 06 -te-practicescompetencies are directed by their regulatory bodies and their
scopes of practicare negotiated betweereihregulatory bodies, educational programs
and thei employersBoth nurse managers and frontline RNs and PNs involved in the
transition to the ONTRACC model informally talked to the first author about the new
model prior to thistudy. The frontline RNand PNs expressed a mix of emotions about

their chaiging work relationships. For example, some PNs were anxious about having an
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independent assignment or their own group of patients to care for, while others were
excited. These formal conversations guidehe development of the following five
research qusions:

1. What was RNsd® and PNsdé current knowl
and how it unfolded, including what
care?

2. WhatlanguagedidRNs and PNs O thewworkko descri be
Particularly, how did they usethelang ge of fAcol | aborati c
responsibilities, 0 fiscopes of practi

3. What Atextso did RNs6é6 and PNsd actiyv
these At exiristéractioesavithathea 6 ? h e

4. How did the texts RN s#hbother msditutibridls 6 us ed
texts of regulatory associations, employers, unions, etc.?

5. What were the tensions and probl ems
relationso tedti wehewi speiw®ddkd& dand P
together to provide patient care?

Methodology

Research Design

Institutional ethnography (IE) (Smith, 1987) was used to address the research
guestions. IBanppgrhdasch 1®8gi)ns Al ocally, o frorl
people,thenmapsut fAtransl ocall yo t oplecleewleieder t he
(Camplell & Gregor, 2002). Smith (1987) recogrsdew society is texbased and the

activation of texts, including government, regulatory, union and health authority
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documents, andtextae d di scour ses, medi at ee opd cepdlse 6 s
understandigs of their experienceRNs and PNs activate texts and textually mediated
discourses frequently throughout their work with each other and with their patients. For
example, RNs and PNxctivate texts when they use vital documgsiishas clinical
pathways checklists, flowsheets, and graphicsguide their care activities for patients
who are recovering from certain procedures. They also adopt, sometimes unconsciously,
the terms usenh these documents to talk about their patients eikample, the RNsnal
PNs routinelysayt hi ngs | i ke, Athe patient has pain
10 numerical rating scale used on the graphics to measure pain intensity. Similarly, othe
healthcare professionals activate these same daasro guide therare of these same
patients and also adopt these same terms. For example, thelmrggists use the same
zero to 10 numerical rating scale used on the graphics to talk aboutgdtienp ai n. Th e
departmental documents are often deped by other peopland/or institutions with
other practical goals and priorities in mind, like standardization across a health authority.
Arguably, these depart mentaald daceu mMienrotrsmadr, e
and indeed essential fea¢s of therelatiom and apparatuses of ruli
83).As such, thg organize, manage, and sequence the care patients are to receive from a
variety of health professionals.
Context and Sdting

In 2014, changes to nursing staffing mixesevenplemented in sne New
Brunswick hospitals within one of theo provincialhealth authorities, Horizon Health
Network (HHN), including the Dr. Everett Chalmers Regional Hospital (DECH) and

Saint JohrRegional Hospital (SJRH). Some RN positions weiraiabted and some PN
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positions were created. The following year, a group of nursing leaders within HHN
proposed the ONTRACC model to fAi mpl ement s
delivery on the keyoundations of nursing practice: accountabilityljaimoration,
communcation, and patient ent er ednesso (HHN, 2018, p. 9)
Arefocusedod nur si nhpsed sdruceire, iowaads RNsamaNsa t e am
working to theiarctifceldol andoped epfe npiNst | y ca
assignede tcoonipmhoex 0 patients and PNs assigne
patients (HHN, 2018; NANB & ANBLPN, 2015, p. 12).

Data was collected on orthopedics units at bofDECH and SJRHver three
months. Although these hospitals werealed withinsimilarly sized cities, with
populations between 380 to 68000, one hospital (DECH) is designated as a level
three trauma center, while the other hospital (SJRH) is designated as thenketeluma
center for the province. These orthopediaits weret different stages of implementing
the ONTRACC model during data collection. One of the orthopedic units (DECH) was
beginning to implement independent assignments, while the other orthapadi8JRH)
had already implemented independentgasrents fomost nursing staff members. This
all owed the researchers to collect data th
experiences at two different stages of the implementation proegssh the RNs and
PNswere transitioning fromvorking in buddied asgnmentsto independent
assignmentsand when they worked in independent assignments.
Informants

Informants who either worked at one of the two acute care hospitals, either

directly with patents or in managerial/leadership roles or had speetaviedgeof RNs
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and PNs working together or the ONTRACC model, such as nursing practice advisors,
were recruited through postensvitational emailsor phone calls. Tab&l and 2
summarizetheinfonant sé6 (n=24) demogr apneRNsandsf or mat
frontline PNs were recruited as standpoint informahes.other informantsvere also
interviewed and came fromvariety of backgrounds, incluty nurse managers, nursing
educators, nursgqpractice advisors, other allied health professdmraand a piéent.
Data Collection
Data collection methods included:@)serving/shadowingtandpoint informants,
b) making field notes, c) conducting interviews, and d) identifying the texts activated
t hrough the st and@resweall &Poithn20kBy mant s 6 wor k
Observationand field notes.As an observation methodhetresearcher
shadowed each standpoint informant (the RNs and PNs) for a minimum of one, eight
hour shift, then completed an individusemistructured interview with each of them.
Shaawing is an observational method, which involves the researcher closely following
the informant over a period of time to gain an understanding of his or her everyday work
(Ng et al., 2013; Quinlan, 20Q8Jhe observations made during thekadowshifts
erabled theesearcheto see the realities of the RNs and PNs wdr&th togetherrzd
with their patients. Most of these shadshifts were conducted on day shifts, with only
one conducted on a night ghiThe shadowshifts were done on both weekdays and
weekends, dependent on the standpoint info
Theresearchekept he research questions in mind throughout shadow $hifts
and paid particular attention to things like the challengegearsions the RNs and PNs

experienced during their gts. Due to the private nature of some nursing work,
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observations were limited tmmmon spaces, such as the nursing station, storage areas,
medication room, and did not include observing any care thainvate, like bathing or
toileting. The observaiins were recorded using a field notes templatesloped by the
researchemhich focused on the chronology of events on the unit (the unit routine) and
includeddescri ptive not es vited The researcRelal arm redad PNs 6 ¢
these noteafter each shift for completeness and added fudétils when necessary to
ensue nothing was missed.

Interviewing . After each shadowhift, theresearcheinterviewed each
standpoint informant (the RiNand PNs). Examples of interview questions inclu¢ad
Canyou tell me about a typical day at work?; (b) Can you tell me what makes your day
run smoothly?(c) Can you tell me about the challenges you exqme in your work?
and (d) Whenyogharedpai ent s & c a r ieg pwfessibnalshawlibeygou nur s
decide who does whatTheresearchealso asked questions related to things she
observed during the shadow shidantyostellmeuch as
what was goi nmuseditdeacolrageotlie standpwiet informantsrtoefiu
share their stories and descriptions of their everyday experiences, or their empirical
knowledge of their work.

A |list of 6ot h e rederaiechfblloMmngiapnetininarywanalysis hen g
of both the observatidahadowingand interview data firm the standpoint informants.
These other informants were nursing professionals who did not work the frontlines, such
asnursing leaders anturse managers,lar allied health professionals and a patient.
They were purposely chosen based on the ongoirgcddection and analysis process.

They were asked questions that focused more on identifying the translocal relations and
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institutional processes thatorgare d t he st andpoi nt niermidwe r mant s
lasted approximately 30 to 60 minutes. Nite permission of the informants, all the
interviews were audivecorded and transcribed
Identification of texts. Institutional ethnographers considertteto be essential
to both the existence andling of institutions (Smith, 2001). Thresearchepaid
attention to any texts that were used duringaiheervations/shadowingsually health
authority documents, or mentioned during the interviews, usuadlitthauthority,
regulatory or union documents Event ual ly, a Achai(Npetof t ex
al., 2013) emerged through attending to the connections that both the standpoint
informants and other informants revealed through their interviewsontork. Nursing
is heavily regulated by téxal practice§ and many of the collected texts atewn in
Figurel.

Analysis

| E, as Rankin (2017) explains, has a nd
gualitative methodologiesnstitutional ethnographers must resist looking for categories,
paterns or themes in their data, which she describésmas s sDe\éaplt.amd McCoy
(2002) explain, the process of conducting
string, findinga hr ead and t hen Ppatalahalysisgegingtheout 06 ( p.
planning stages of the study and takes placaigiirout the entire studonsequently,
institutional ethnographer oftatecided on each steptimeir studesbased on the last

step (owhattheyhave already discovered).
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Discovering the Research Prolematic

Al t hough there i s amBstudypmostinstatpraldo t o con
ethnographers begin by discovering the research problematic (S204Kg,The
research paobkeematocyite be discoveredo in
field; and it arises from disjunctures between pebge act u a l experiences
explanations of their experiences (Smith, 1990,.[R4hkin(2017) describes the
research problemai ¢ as fAkey to a coherent analysis
probl ematic to fA[ open] oanplyze dsearate gonfisfomthadt t h o u
at first do not Theeesearchaliscovered the prablematic by d . 0
readingandree adi ng the transcripts of toéowngi nteryv
something from a ruling versus an experiergiad r specti veo (Campbel |l
p. 4Be)esaarch problematic helped the research choose among the threads and to
handle theemerging data.
Two Types of Data

Institutional ethnographego betveendatacollectedat two different levels
(Dalmer,Stooke, & MacKenzie, 2017The researchestarted bycollecing entry-level
data from the RNs and LPNs on their uifite local settig). From thepreliminary
analysis othis datathe researchéeamed where to look for data positioned outside the
local setting thetranslocaketting. Analysis of both the locally and translocally
generatedlataenablsi nst i t uti onal et hnographers to se
may be organized without their@icit awareness but still with their active involae@ nt 0

(Campbell & Gregor, 2004, p. 17).
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Strategies for Data Analysis

The researchdeept in mind that each informant participatesither knowingly or
unknowinglyi in the ruling relations that shagieeir experienced he researchaook
Anot iicrefooromaot sbauskesri zing | anguageo or | a
were importedrom other texts and discourses (Rankin, 20TH)s helped the researcher
tease out the ways then f o r deacriioss®f their experiences were embedded in
ruling relations.The researcheead and reeadheri nf or mant s6 transcrib
which sheimported into NVivoSheu s ed NVi vods not e shigdightd quer:
uses of faut horaddzommgntsl anguageo and

Rankin (2017) describes several stgies institutional ethnographers use to begin
managing and working with theirdaiac | udi ng Ai ndexiTheggd and @ ma
researches s ed @i n d e Rerdatg avlledi@nraridyanalysistocreate i e r 0 s s
referenceo for | i mxis@Rdnkiny20dKThepasenchamiede s and t
topics that were frequently discusdsdtheinformants andreated folders for each of
thesetopics T he r e s e a aldataeqritter describtorsd wlork processes
andtextg related to these topics ihd foldersThe research problematic guided the
researchetowardscertain foldersandwhatwas nside these folders became the ends of
the analytic threadhe researchdracedtountangleh ow t h&n R NBNs 6 wor k w
organized beyond their unitfheresearcheasedmappingmidway through her data
collectionto track ruling relations. According to Rankin (2017), the goal of mapping is to
lay out a display of what is happening (a map), either in wardsagrams, that describes

the features of the st practices and their respective material forms and relationships.
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The r es maping wakincldded a diagram that plotted out the various texts that
organized the RNs and PNs dalily lives.
Ethical Considerations and Funding

Ethics approval for tls study wasbtained from both the University of New
Brunswick (UNB) and the local health authority (HHN). Informed consent was obtained
from all informants antheywere reminded that they were freentthdraw from the
study at any time. This study wpartially funded through a grant from the New
Brunswick Health Research Foundation (NBHRF).

Findings

In this section of the paper, the author ex@dine researctproblematic andhree
specific analytidghreadswhich emerged fromthe dath RNs 6 adpikvioBsN s
knowledge 2) independent patient assignmeiatisd3) the work of the resource/charge
nurse.
Problematic

twas not wuncommon for the RNs and PNs t
doingworks why change?0 or @A Whyredtol wo hAlvteh ad wg F
these comments were lighearted, they indicated frustrations and tensiahsch
revealed the disjunctures that eventually set the research problematic of the study. The
RNsandPNsei | y use authorized | @nlgalgregt iionrc, ad
Acompet enxd epeos amfd practice, 0 to express tl}
their everyday work. For example, some of the RNs and PNs talked about changes to
their fAsacapgesoofanmdr how the ONTRALCI omodel w

more difficult. As a problematic, there was a break between how these RNs and PNs
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knew how to work together as fibuddieso and
things differently. The disjunctureel experienced was about how the ONTRACC

model chakrnged their current knowledge of their work, including tlisitopes of
practice, 0 Acoll aborationo and their patie

The story thdirst author saw unfold wasow did the RNs and PNs transition to
the ONTRACC model, and integrate the requitdnges ind their practice?As a
problematic, this story contained the rupture between how the RNs and PNs knew how to
work together to care for a shared assignment of patients as buddies, where they both
participaed in components of their assigned paties 6 g waner and how the
ONTRACC model organized things differently. When the RNs and PNs worked as
buddies, their assigned patients were of varying levels of acuity; and the RNs and PNs
workedinterdependengl . For exampl e, t Ibleod@udbselevelse cked p
and reported the results to the RNs who then administered insulin.

The implementation of the ONTRACC model changed how the RNs and PNs
worked together, and howNsdneéBNsriowhadther t hei r
own assignmentsf patiens, who were now identified by the charge (SJRH) or resource
(DECH) nurse as fAimore complexo or Al ess ac
suitably qualified nursing professional (RN or PAkhoughthe ONTRACC model was
supposed to makeittgs run mee efficiently, the RNs and PNs experienced it as a
Aish-abeé oknowletgeoftheir shared work processes. This was knowlé¢dgg
had developedvertimet o ensur e t heir pnatfilephngsd needs

running smoothlyd
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Analytic Thread 1: RNs 6 and PNs&é Previous Knowl edge

Unit routines. The RNs and PNs had invisile tacitknowledge, which they
used to sequence and prioritize their nursing interventions. For example, in their
interviews, the RNs and PNs often tallkaabut things likenow the hospital ran and when
me a | trays arrived. Many of the RNs and PN

this knowledge which kept things running smoothly. As one PN (DECH) explained,

| try to get as many people washed up beforeakfastaspssi b | e . I find that that
huge, 6écause | want them up in the chair for th
ti me, you know, sometimes you donét get to them

forbreakf ast but sgtbhen xdy comaand gets thegm fab recheck x
rays and then physio comes and gets them up and
the time.

This PN knewtheirwor k, hel ping pati ent s liikedgotien t he
work of the dietary staff, the-pay technicians, and the physiotherapistiseywanted to
complete certain interventions before breakfast bedaegdnew after breakfast the
physidherapists would need time with the patiekigures2ad3s ummar i ze t he R
and PNs 6 de sanrevems, such assthe arfival ofeneal trays, which often
created the contours of the structure of their shifts. Their descriptions alignashaith
theresearcheobserved in how typical shifts unfoldien the two units, and theigures
give a sensefdkey nursing work processes on the units.

The RNsd&é and tRNiksro wlad dugeead, tvahhisc h fAwasnot

down in any oneDBECH)expained, As one PN

The [PN] that was orientating me wasesame, she left since but she was great and she
hadthe same routine, so like it was good to learn from that because when you have a
schedule you can fit other things in there. It was really hetpailthey laid that out for

me because then it kind ofygame a good flow of the unit or a flow of the day.

Several of the RNs and PNs pr e(te. soroesnhey wor k

worked ondifferent units). Their descriptions about hthvings differed from unito-unit
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emphasized how a deegnfiliarity with things like the timing of physiothegpy, the

arrival of meal trays, or fAwho does

talked about the inconsistencies between unitsanithing of meal tray delivery, which

made it challengingp monitor blood glucose, administer medicationsl, f&ed patients

in a coordinated manner.

When the RNs and PNs worked together

of the ONTRACC model, theyhared in many nursing work processes. For example, PNs

whocompleted assessmemsuldc h e c k p at ilueasdegely thénlrepast theirg
findings to RNs. The RNs, who admini
insulin as ordered. Themth or was surprised by how
PNs talked about their organizing work. These RiNsRNs had a central, but relatively

invisible, role in their organizing work which was considered routine by many, even

though it required probie-solving and knowledge. As one PN (DECH) explained

Normadly it starts out with getting report together aadd then going out on the floor

and doing vitals assessments, getting people up for breakfast, and getting blood sugars.
And, then, aftet hey 6r e al | done eyt knowgdoingtbédeaths, goi ng
and any other sort of tasks like dressingsot hi ngs | i ke that. Then,

have ins and outs, other vitals that we might have, you know, for rechecking orgust lik
TID [three times daily] vitals or anything of that sort. Andrththat would normally be
when posiops and admissits start showing up because that, | mean OR times in the
morning will get out in the afternoon.

Thisi wh at h ap gnewlesigehadhdevelaped between them overtime, to

accommodate their breaks angere they got everything done by the end of theftssh

on
[

Although the ONTRACC model was promoted through a managerial discourse of

Aoptimizationo and fef f itediheRNegndPNst s

established, shared nursing work processasekample, the PNs no longer reported

their patient8 bl ood gl ucoses to their buddy
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insulin to t hei aongowith all their btlsededicatiomsnBhe PNs e s
needed to | ear n s o nedgeanflwarkipmcedsRds ssich agbawko k n o w
get a missedr lost medication dose from the hospital pharmacy. Although preparation
for the ONTRACC model happened over several years, for exangolg BNs
completed medication administration education in 20Ma# implemented over several
months and the PNs nestito adapt quickly.

Unexpected SituationsAfter the implementation of the ONTRACC moditle
RNs and PNs needed to reinterpret their gnafessional judgment about what should be
done for their patiest & ¢ a r wexpedddeituationsould arise, sut aswhen the
RN or PNneeded tattend to unexpected or emergency patient needs, like severe pain, or
when equipment was unavailablearh wor ki ng, they no | onger

toattendtodter patients or fget SIJRH)notegd, back on t

[ Somet i mes] | 6m just off my game or whatever an
greatest or somet i mehsiés tphaetriee nits, naonrde |c adroen 6tto g et
want to get done befoteays breakfast trays come. Then | fell behind.

Sever al of the RNs and PNs talked about ho\
Afrazzledd or fAover whel med. 0
The RNs and P8lknew each patiergnd knew what they needed to manage

unexpected situation®ne RN(DECH) explained,

We have trioritize, youknowj f somebodyds having trouble breat
having pain, somebodyds nauseated, then wedll C
do the vitals assessment s,ff[thesedvitalslaridthe gi ve t he m
asessments and the comipis or the concerns of the patients.

For example, when a PN told this RN a patient was in pain, this RN knew the PN could
give the patient an ice pack, but he needed to administer any medicationNTalsoR
knew he could ask the PN to complete centaink activities, like a dressing change
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another patient, so they would not get behind. The author noted in her observations that
the RNs and PN&ho had not yet fully transitioned to the ONTRACC mduetjuently
checkedin with each other and adjustdtetr care activities regularly in corigations
with one another throughout their shifts.
CompetenceOt her things, such as judgements
also influenced how the buddied RN&laPNs worked together. As a nursing leadsio

is a director explained,

RNs stilwalk@a ound with you know at times talking abou

that work that all those people do, or |1 6édve got

there is a [PN] carrying half of that assignmé&nt @ne d its drama, but some of itis a

purehck of wunderstanding around peoplesd roles, r
The buddied RNs and PNs, however, esandder st o
accountabilitiesogiamizhegcwotr &xd duhstleaidr
how each othersd competence, which seemed
professional title (or scope of RpPpractice)

(DECH) explained,

Like, sometimes | might go ardb the assessments and vitals mysetwen go after to

kind of recheck just to kind of have my own bas
up too, today | was [fthasiPN aldundued pewénthéy a®]X 6 and | tr
super diligent, | wiked with[them] many times. Sotoday, wondét need to do t hat
because | truftheir] assessments completeliheir] a great professional.

Thi s RNOs | uheigpeundednyt PaNodosu tc o mpletdemaoe t Was PINO G
everyday behaviors, suchasshowing on ti me and being Asuper
professional competence. This RN later explained thaytrusted this PN to recognized
emergency patient needs, suchléeyed levels of consciousnessid responded quickly

Tkeeping t he &INs RNkpew whatheymeededdo practice differently
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depending on whtheywerebuddied with, whatheyknew about the patients and what
was actually happening.

The RNsand the PNs experienced tensonwh en t hey were dAbudd,i
someone who was nobmpetent, meaning they needed to assume more patient care
responsibilities. For example, if this RN did not ththir 6 buddy 6 was compe
compl et e t lresmantashe wouldts themade s ng t he shift. Th
workload increased, and rsimg care was duplicated.

The implementation of the ONTRACC model coincided with recent rotation

changes. As one RN (SJRH) noted,

Yeah.Soyou probably, like noticed, Ivae n 6t r eal | y MhthetfRNslact ed much wi
| 6m not real |l y Nslwbosae wavking today] 4t ellnike[thie [PHs] tRat

I [regul arly] work with, l'i ke for al/l my shifts
t hem f or h enhgosefwithsthemckaow them mioibif that makes sense.

This RN was not workingvith the PNgheyknew and did not interact with many of the
other RNs or PNs. This raised questions for the author about recent rotation changes
which meant the RNs and BNon both units) were no longsorking with the same

people. Previously, most di¢ RNs and PNs often worked with the same group of
nursing staff, who either followed or partially followed the same rotating shift schedules.

Now, as one RNSJRH)explaired,

So our rotation, before youould do like two days two nights or three days oigt and

you would have your, your full partner and you would have half partners with you, but

now webve changed that youdre notouopwdi ng t o have
do two days two nigts, you could have three days one night, you mag faur off you

may have five off. So youbre going to be workin

These rotation changes were implemented, separately from the ONTRACC
model, with the institutioal goal of providingimprawd A nNnur sing coverage.

manager explained,
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The goaKr ofiogsg h@pti mi zati on Scheduling,d which is
been ongoing for two or three yedfimes now é was t
positions to create fulime posiions to be able to offer new grad nurses or nurses

returning from otler provinces fulitime positions or even international recruitment. |

mean, nobody is going to come to Canada for atpag position.

These changes may have had an opposite effecn@d&N noted,

I tds t he peopl &andhtldnk peplearemoing to loseahat famity feel
and then theyod6re going to be |Iike you know if |
|l 6m going to |l ook el sewherge,i nlgdnm on agto, g amiort ¢h i thay 6ss
keeping me here so you knavhat | mean,Iti nk t hat 6s, it could be dame
sense.

Without Athat family feel, 0 nursing staff

are less likely to stay in their jobs and keepkirtg under pressured circumstances.
Shakingthingsup. The implemersat i on of the ONTRAELC mode

their unit routines and, in doing so, changed their relationships with each other and

subverted their knowledge of their work. For the RNs and Pfsjqus unit routines and

buddied assignments proeid some predictdity, comfort, and stabilitySome of the

RNs and PNs found the ONTRACC model was actually organized in a way that

prevented them from working togettieor to work more in isolation (tbugh

independent assignments). As one RN (DECHy))ared,

Theyal so keep telling us wedre going to | earn wor
saw today, we do pretty good here on our unit,
suggestionsinbatotheyodoretpevexamgibgomg t heydre gi
tochange, in our view, is not collaborative, tha

This RNés (DECH) experiential knowl edge of
type of assignment (buddied) slerked in. The ONTRACC model challenged this

knowledge, and althagh authorized explanations of the ONTRACC model emphasized

how it would fienhance and i mprove the proc

making in clinical13kthit RNi(DEGH) &nev thaHitNvas 2 0 1 8, p
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disrupting heideas about dtaborationi as the term was moved into its conceptual
home within the institutional discourse and embedded into the new model of care.

The analytic thread o howledyeledoMer@erosnd PNs
clues to theother twoanaytical threads whi ch f ocus on t he RNs a
after the implementation of the ONTRACC Model. These threads included independent
patient assignments, and the work of the resource (DECH)remdecnurses (SJRH).

Analytic Thread 2: IndependentPatient Assignments

One nursing leader (RN), a project coordinator, noted the purpose of the
ONTRACC modelwastdj[ | ook] at patient care through
autonomy and working to tHall scope of practice would be beneficial bothuyamow,
forpg i ent s, your or g ahhe ®NTRACE modalordanizechthd oy e e s .
RNs and PNs to work more isolation, with independent patient assignments. When the
RNs 6 and PNs 6 indedendentpateerd assignmeints, thairainderstanding
wasembeddedn t he rhetoric of fAscopes of practi
for.o

When the author asked the RNs and PNs about their independent assignments, the
RNs and PNs used the languadehronicity and acuity to describe the differences
between theipatient assignments. For example, one PN (SJRH) explaingzhtiiht

assignments,

Soalotofour patients, as, [sPdNst]he ytbreeg Osrtea bclhe é n[i Zwr i n
they usuallyslee, wer e incontinent, wefthing. Maghet he bat hr ool
theydre medicated for pain, that usually seems

fine, they sl eep,e,t seoynertd mpeso d.h eAk eldest odafhetrh i ssu
ot of other issues ¢é téndupgangmanRNmegway.t hat per son
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This PN (SJRH) wused the fAauthorizing | angu
these patients. Thlanguage was imported from practice guides and policies to

categoize RN-patients and Phpatients. For example, a ptece guide cewritten by

NANB and ANBLPN (2015) stated ARNs, becaus
foundational knowledge, carerfpatients with more complex care needs and less
predictableouwmes o ( p. 7); and a h éflarlpatientsewhotare or i t vy
less predictable and more complex, more RN intervention will be needed, for patients

who are more predictable andls c o mp | e x , PNs may practice |
(Horizon Health 2018, p.13).

Complex or predictable. Patientcategr i es of fAcompl exo and i
created tensions and frustrations when the
lesscomples wer e at odds with their RBNeé&Nsand PN
were frustrated with how certain patientswe ficompl ex, 06 and al ways
particularly with their previous knowledge of caring for all patients in buddied
assignments. Fa@axample, posbperative (posbp) patients were nearly alwaysamed
to the RNs when before the PNs worked with RNs to care for these patients. One PN

(SJRH) described hotheyii mi ss[ ed] 6 being involved in th

But | missthe, the, receiving the patient from the ©%u know doing thakind of stuff,

working with the IVs and likeyoulmw accepting them as up to the f
But other tharthatt her e6s reall vy, |l 6m pretty much working
thatdés the only thing I r that freshylikeiefresh i s j ust ki n

postop patient.

Theyexplained howthey weresometimes assigned to care for patients prior to minor,
same day procedures, such as a kidney stone removal, $eiptieents were usually-re

assigned to a RN when they returnedite unit.
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The PNs (SJRH) unden ot bed dii talwar Isiome wihe &
challenging when they could do many of the activities required to care feopestive

patients ad had previously been involved in their care. A RN noted,

[ThePNs] donét feel compet eaude,whempougydie at ti mes any
buddied, you would have, they would be with you with theppstso you may do like

the initial assessmentbutthdné y woul d go and do the hourly chec
you would bebusy doing something else, right. Where now thexenget a posop, and

I think that, they dondét I ike that, just in the
as i f t hnepyebtreentnowhecno t heybére more tshan competent
thatds how itbds beeme warke ttdled RtNbast, 6 ¢ hlad v si tj 'us
and you know what | mean.

Most of the posbperative patients were recovering freoheduled hip or knee

replacement surgeries and were usually discharged dagsviater. The care activities of

these patients&wr e arguably considered Aroutineo by
standardi zed fAcare pat hso feofthess patiehtd withe f or

checklists of sequencsediuipd eisn rcehda iorud ctohnee sd ¢
Aambuleaet et itnheropdaytwo (Hoozent Health Network, 2018). A nursing

|l eader, who i s a pr otherekerforthecRNisgding @ beche, per c

care planning and getting back to you knoanirthe time of admission start you know

taking a lo& at where the patient wants to go, with the patient and family input as well,

so t hat , Thecare gath foims gjamdized care planning for these patients

recovering from hip or knee replacent surgeries. As one RN noted,

Li ke it Gealaofpostps wei ght, so everyoneds real goal
free and | want to be able to move right, where keefdrhome they were in a lot of pain,

they were in like that acute chronicipa and t hey werendt able to mobi
would want to.

The first few hours after the patients returned from the OR, their care was fairly

routinized.
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The RNs and PNs expence less tension when patients more clearly fell into the
categorpglex. dacbmr exampl e, a nPhtoriigams ndt al
medication checks required for pati@untrolled analgesia (PCA). Consequently, these
patients were assignedRNs. A PN (SJRH) described what happened when she realized

she was assignedpatient with a PCA.

But as soon as | started looiup that patient, | saw that they had a PCA. | said, they

have a PCA, and then they goghimeeat 66@amds d htemen
they swapped it out with [another patient], and the RN tbelone with the PCA and |

took the one that the Rhad that was stable.

This PN experienced less frustrations when she knew she could not complete the
patientsodé.care activities

Al t hough the PNsd6 (SJRH) patients were
ri sk for negative out c o mé)stheyfeuéndyBadc ANBL PN
Aheavyo care needs such as the fAnursing ho
time consumingrd physically demanding to cafi@ because they often required more
assistane with toileting, bathing, and dressing. Thesegm@mies meant that the PNs dealt
more with the fiheavyo nursing work, such a

collegial elations between RNs and PNs. As one PN explained,

ItsnicewhenaRNhasme body t hat we vad waey sé hsnmgeu sdecda utsce
all that total care type stuff with them, so it's kind of nice to know that you know
regardless of what your title is you can still have that patient.

This PN explained how it is nice to know tiiRitls are not above or absolvedrr this

type of wok. These patients often had multiple medical diagnoses, such as diabetes, heart
failure, Al zheimeroés disease, and dementi a
Acare pat hs. 0o Tidddoylongee stags arndfhad@bmging dsychosoel
needs. These patients wer enhanae[edd RNwdlecandwo ul d
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€ the elevat|[ed] expectation around | eadin
devel oping nursing care plans. o
Analytic Thread 3: Work of the Resource or Charge Nrse

Many of the practice and policy documents, such as the practice gudéten
by NANB and ANBLPN, defined the terms fAcom
of interpretation to fit with diffeent practice settings/comts. One nursing leadeoted,
ft hereds a | ot of people that would feel ve
check off of as it ThisVarabileyofintepretationomeant of pr a
decisionmakih g about fAcompglt abd eadnhbef iygpmietdsed |c htaor gte
(SIJRH) or resource (DECH) nursesooiaserpre
they were responsible for making the patient assignments. One nursing leader, a director,

explained howpatientassignmentsvere nav,

fié a more complicattconversation6 cause it's not so black and wh|
to challenge even our resource nurses and charge nurses around how they do

assignments, who gets assigned to who. So lots of worsftor do in terms of dialag

and understanding s@of the nuances of the various units, but this is a big piece of it.

Previously, when patient assignments had loeeated or RN and tieN ébuddi
Obuddi esd® wer e usual inglosapsosimitgwitreedch otleer. s ev er al
Accordingtotht nur se | eader, an educator, AYou ca
anymor e. I f the assi gnwakltnedadstob@etherglmtod, it
patient for the right [nursing professionallwo k n o w? 0

Good patient assignmentsi Go o d 0 ats, wherg patreats did not need to
be reassigned, became more important after the implementation of the ONTRACC
model; and bd assignments were a source of frustration and tension among the RNs and

PNs. As one PN who worked in an independent (SJRH) assgt explained,
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But if someonétbbBemotheyi slgowked!l be with an RN. O
i s t hey 0 Itapatentsecaupe my patient kind of went down the tubes, so we

need to swith it up. But sometimes if that will even happerlk at 3: 30. At 3: 30, th
a new assignment right. So if a patient wasnot
chargenurse will put that patient with a RN.

With independent assignments, whenahe si gnment s were fAgoodo ar
profesional was assigned to care for the right patient, they did not needdsiga
patientslatel f a PNO6s astsifiggnonoedn to wafs trhoei r pati en
patient would be rassigned o a RN. The RN woul d td hen neec
speedd on a patient they do not yet know w
The RNOs i ncr e akelgithpastea cakelofadheidother assigned patients,
some of which would be +assigned to the PN.

The RNs and PNs sometimes expnced frustrations and tensions when the
assignments were not godkhe patient assignments were no longer geographically
clustered, presenting some problems as the RNs and PNs moved from one enahibf th

to the other, witch was observed when shadagiithe RNs and PNs. As one RDECH)

explained,
I go into the room [a four bed room] and | donod
have |Iike so many other thinlgiskd In®rmmdi n oa drousiso
andy ou know apomogorziwnwgli kéekle hédve to go, or | i ke
then when patients like get frustrated about you know the wait or something and like you
can, you get where theydre coming from.

This RN also dscribed howthey wereonly looking after one patiemt a four bed room,
buttheycoul d not fAignoreo the other 3 patients
today. 0 éyentered thehfaumbetheyended up doing things like getting
glases of water for the bér patients in the room.

Organizing work. The organizing work that used to happen between an

RN and PN assigned to a group of patients have also been changed. The resource
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nurses (DECH) and charge nurses (SJRH) were much moriéyheglicated, as
boththe RNs and PNs relied maove the charge and resource nurses, or clinical
nurse specialists (CNS), for advice or to

care needs. As one RSJRH)explained,

| always go to the charge nuré$é think thatthereca be a changé&heof some sort
knows all the patients. So, you know, [the charge nurse] knows what is going on with

ever yon e dawaypsad to therchasye nurse or [the orthopedic CN8]df,a u s e

t h e both®dfghenthere,usually, soifitsan ort ho pat ijetgbtoghe met i mes | 61
orthopedic CNS] instead of the charge nurse, because they talk.

It made sense to this PN to go straight to
thar patients rather than explaime scenario dbm scratch to another nursing cotiea

(RN or PN). The charge/resource nurses rec
As a holder of some knowledge on every patient, the charge or resource nurse knew from
reports, charts, andlagr records whawas going on witleach patientA charge/resource

nurse explained,

Yeah, |l 6m more or |l ess putting out smal/l fires,
calling the doctor to say, this is going on, what, what do you want me to db abbuh i s é

soifanyt hingds goi nga®seyoutbhhre matiingnti nand then y
doctor to find out what they want done or if they need to come up and see them.

Importantly, the charge (SJRH) or resource (DECH) musze not directlynvolved in
the patientsd6 assbhbesmefiksowlredgee; wasda di f
knowledge than the more intimate knowledge theM¥Nbuddies had with their shared
patients.
Working togetherTh e RNs 6 a nd infedddwith terradlik wa s
Acol | abor awhich earrigdiinstitutinal taeesand, in doing so, they
activated certain texts. For exam@eRN jobposting i st ed t he Aabil ity

coll aborative pract i c esawvequirdd qualifidadgefortheur si ng
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position (HHN, 2 Odb®&3dtive prdttice with atter nuréingi r A c o |
personnel , 0 for example consultations abou
the charge nurse.

Although the RNs and PNs were stiisible to each othesn the units, they were
not assigned to the sameipats. The RNs and PNs did fAhel p eac
example getting other patients glasses of water, answering call bells, but they did not

frequently update each other or disctissr patients. As onBN (SJRH)explained,

You have to speak up and dayeed help, | need you, can you do this while | do that, or
I 611 hang this for you if you go do a set of vi
the key is to know wherotask for help.

TheRNs and PNs did not know eraethedttherdspeak
when they needed help. The RNs and PNs sometimes discussed patients who stayed on

the unit for a long time. Oftentimes, all the RNs and PNs had begmeddb care for

thesepatients at some point, were familiar with theirkrounds and developed

relationships with them and their families.

Conclusion

Nursing care delivery models, like the ONTRACC model, organize how RNs and
PNs work together to carerftheir patients. Thistudy was guided by IE; and explicated
how RNPOBls andor k duling the imgemangtion of the ONTRACC model
on two orthopedic units. Institutional ethnographers begin from the standpoint of people,
living their everyday lives, rather than framithin established discourses which are
alignedwih s o c i et gtifuttonsiGrdhame,d 998)ifferent people in a situation
will have different experiences of it and there are different versions of every story; and
every story holds traces of gscial organization (Campbell & Gregor, 2004). Takihe
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standpoint of RIs and PNs exposed a problematic (Smith, 1987) that became visible
through the tensions experienced by RNs and PNs, revealed in the observational data and
interviews.

The story tle author saw unfold was more than a story about RNl
unhappy about @nges on their unité\s a problematicthere was aupture betweethe
RNs and PNgrevious knowledgef working together asbuddies 6 whi ch had
developd over time andikept] things running smoothlg and how he ONTRACC
model orgaized things differetty. Although authorized explanations of the ONTRACC
modele mphasi zed how it would Aenhanc@ and i mj
some RNs and PNs found the ONTRACC model actuatjanized them so they worked
more in isolation tirough independent signments)HHN, 2018, p. 13).

With independent assignments, it became more important for the charge/resource
nurse to make Agoodo assi gnmennnalstotheright o as s
patient] f a PNO6s ansosti gingnaeordta bwaesnt became Acompl
patient would be rassigned to a RN, which caused frustration. Fortunately, this did not
happen frequently. Futurelatedstudies on units where urgected or emergency care
needs arise frequently sHdbe considexd. Athough both orthopedic units were fast
paced, the nursing care of many of the fico
clinical pat hway docume n tssverawaiting foranarsingof t he
home placement. The impleentation oflhe ONTRACC model may look very different
on units where unexpected or emergency patient needs arise frequently, making it harder
forthe charg@andr e sour ce nur ses t 00 mArk eu migtoo dwlhaersea g

unexpected/emergency patient neadse frequery, there are likely frequent re
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assignments of patients. Frequenassignments would likely subordinate holistic
standards of nursing care.

MacKinnon et al. (2018) argue readers of IEschd consider the context of
studies to determiné&¢ transferattity of the findings themselves. The RNs and PNs
standpoint informants worked in a specific context and their experiences may not be
representative of other RNs and PNs. The data was dleoted during a time of
transition and captures tiRNs and PNsdjustment to the ONTRACC model.
| mportantly, however, many of the texts ar
orthopedic units) and may have relevance to other contexts. Consequentbsdhigh
has implications for how nursing leadersitioue to impeément the ONTRACC model
throughout the province or how other, similar nursing care delivery models are

implemented in othegettings
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Figure 1 Institutions and texts that organize nursing work in New Brunswick. Many different institutions,
including: the provincial government, regulatory/accrediting bodies, health aigbftiher employers,
labour unions, universities/colleges, organize tioekvof frontline RNs and PNs in New Brunswick. These

institutions are

linked together

mission/vision statements, apdlicy/guidelines documents.

through a chai

The Government of New Brunswick, undee tRurses Act (2002pives NANB the authority to establish,

mai ntain and

promot e

the 6dentry

evel

province. In additia to setting licensure requirements, NANB accredits all baccalaureaiag(iBN)
programs offered in the province (through UEBd Universitéle Moncton) to ensure graduates meet these

Oenltewel

competenci

es. 6

gives ANBLPN the authority to regulate practical nursing by setting/maintaining licensure and education
requiremets (NBCCand Oulton College). The Government of New Brunswick has two health authorities
to manage and deliver gpital and other healthcare services within the province. Two diffargomns

(NBNU for RNs and CUPE NB for PNs) engage in a collective banggiprocess with these health
authorities to negotiate wages, working conditions, hours of work and job security
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Tables1 & 2

Table 1
Standpoint informants (frontlineursing professionals, n =4}

# years employed a# years working at# years on current

Site Informants RN/PN current site unit

Site A: RN (4) < 5years (1) < 5years (2) < 5years (2)

DECH 5-10 years (B 5-10 years (2) 5-10 years (2)
PN (4) < 5years (4) <5 years (4) <5 years (4)

Site B: RN (4) < 5years (1) <5years (2) <5yeas (2)

SJRH 5-10years (2) 5-10years (1) 5-10years (1)

11-15 years (1) 11-15years (1) 11-15years (1)

PN (2) 5-10 years (1) 5-10 years (2) 5-10 years (2)
15-20 years (1)

Table 2
00t herd informants (nursing | eader s,
# years employed as  # yeas in current role
Role Other informants RN/PN
Nursing RN (6) < 5years (1) <5years (4)
leaders 15-20 years (1) 5-10 years (4)
20-25 years (1) 11-15 years (1)
> 25years (5)
PN (2) 10-15 years (1) < 5years (1)
> 25 years (1) 5-10 years (1)
Other Othe (2) N/A <years (1)

5-10 years (1)

* RN who previously worked as an PN included in RN group
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Figures2 & 3
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Consulting with 2ach ather/ Cavering each Consulting with each other/ ather! covering asth Cansulting wich each othr/
\7 other sharing decision- ather far break} Sharing decision-makin other for breaky Sharing dscisicn-making/
4 making/ Planning Planning Planning

I O S,

— ‘Assisting patients with ambulation.
Reporting/Researching patients [verbal & Assisting with personal care/hygiens, in h
char) incontinence care, linen changes Assessing Mmzd:nssmm‘ vital signs.
- answering call bells.
Completing assessments/ Vital signs (Flow Dressing changes ) Anewering ¢ A
sheets & automated vitals carts) Preparing for new admissions upgarting family members.
Assisting with morning care/hygiene, Assisting patients with ambulation. Charting/Preparing for repart
incontinence care, call bells Ansrering cal bells answering call bells
Assisting with positioning for breakfast supparting family members

Marning Staff
Arrive
(Report)

Patient’s
Breakfast Trays
Arrive

Evening

Trays Arrive staff Arrive

Figure2.Uni t fAroutineo of RNs and PNs working in a shar
variations in the descriptions/obsetivas of the unit routine, this figure gisa sense the recurrent tasks,

like completing assessments, shown in the sghakes, which the majority of the RNs and PNs described

during their interviews or were observed on the unit. Most of the RNs andd3dsbed their work both in

terms of the tasks they completed (square boxes), or events, like the arrival of bremfgashbwn in the

circles. Often these tasks/events related the RNs and PNs activities to the activities of other healthcare
professim al s and hospital staff. For example, the arriyv
PNs & act i vactiifiese of thendietarly staff.Hnea sense, such events often created informal

deadlines for the RNs and PNs. For example, the Pids tdlked about how they wanted to complete their
patientsd assessments before the breakfast trays ar

The RNskés tand PNsd tasks followed unit norms rather
6scopes of practiceémibniFereraeadmalle,thdep ®RNisemt sé med
completed vital signs and did more personal care/hygiene andimemce care. Although the RNs and

PNs completed many tasks independently, these tasks were often integrated, and the RNs and PNs needed

to share information and coordinate their activities with each other. For example, the RN would ask the PN
aboutapatiet 6s bl ood pressure prior to administering car
administer opioid (narcotic) pain mediiat, if requested by a patient, prior to personal care/hygiene.
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Patient’s Lunch
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t
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Supporting family members
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Note: I3 is the clinical information systemsed at SJRH. All healthcare professionals (including nursing staff) use the 13 system to

enter/view orders, alerts and test results

Figure 3 Unit routine of RNs and PNs working in independent assignments. The RNs and PNs worked

mor e

practice. 6 Most

autonomous|l

n their
t he RNs

y i
of

independent assignments
a terchs d?tNestaslss théylcdmpleteds c r i b e d

(square boxes), or events, like the arrival of breakfast trays, shown in the timlesverthey alsaalked

about oO0typeséo

ofp spa taindri e ,hd Rk gsOpesat s o6

and 6PN pat

PNs worked more closely with the charge/resource nurse to address any concerns than with each other. The
charge/resource nurse often negotiatedlamged with the surgeons, and made suggestions about patient

situations.
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Chapter 6: Integrated Discusson and Conclusion

This chapter is a discussion of further insights from the study findings, which
were reported in Chapter 5. To set the context, | summarize the findings from Chapter 5
and consider other emerging threads or accounts from my data notphgpresented.
Finally, | discuss the limitations of this study, study rigor and trustworthiness, and
implications for nursing practice and future research.

Study Findings

In chapter 5, which was written as a manuscript for publication, | described the
sccial organization of RNs and LPNs work with each other to care for their patients.
According to authorized views, the intent
both the roles of RNsand LPNse nhance and i mproveo coll abo
holistic standards of nursing catelHN, 2018, p. 13 How the implementation of the
ONTRACC model act ual Jwascantraaiptgyetatieese,viewdle o we v e r
i mpl ementation the ONTRACC model did not i
i nst ead-uptbhdsRMo& and LPNsdé their knowl edgce
on their units (their fAunit routined) whic
RNs and_PNs did not find they were organized to work more collaboratively, but
instead found they were onmgaed to work more in isolation. They no longer shared
patient assignments, so they no longer regularly discussed their patients or updated each
other thraughout their shifts. Finally, in some ways the categorization of patients of either
Acompl exedd (taos sRiNgsn) or fApredictabledo (assign

holistic standards of nursing ca®henthe patientsoE PNs wer e notnd Apr edi
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deteriorated, they neededtobears si gned t o RNs. The RNs,
uptosped o to attend to the urgent needs of

Unexplored Threads and Future Research

There were several other threads or accountc#meé out during my fieldwork
that | did not explore in depth. This is common for an IE study bedaigsenpossible to
explore all the threads within the time constraints of a study. These unexplored threads
may be areas for future research. They arerde=s] below and include: nursing
hierarchies, nursing workload, and patieattred care.
Analytic T hread 1: Nursing Hierarchies

There has been considerable discussion about social hierarchies within and
between different health professions within scHgland professional discourses. For
exampleFeng et al. (2017) found, around the wolddih the pestige and income of
nursing professionals are far lower than those of other healthcare professionals, such as
physicians and pharmacistsitihin nursing tself, there seems to be consensus that RNs
are positioned above LPN&lthough many factors have bealentified as contributing
to this social hierarchy within nursing (for example, social capital varig§Bltesvn &
Jones, 2004 professional socializatn [Nisrabadi, Lipson, & Emami, 20D4nd scope
of practice[Nelsonet al, 2014), my discussion herfocuses specifically on things that
emerged from the IE study findings. These factors include: (a) seniority and (b) the
collective bargaining process.

Seniority. In both scholarly and professional discourses, nursing seniority has

been associated wittogitioning within the nursing hierarchiown & Jones, 2004

andt ensi ons related to seniority have been
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Al ateral violence, o0 and Awor k pBeneg20tbul | yi n
Boateng & Adams, 2016). Within New BrunswicRNs and LPNs are represented by

different labour unions and have different collective agreements with the two provincial

health authorities (Canadian Union of Public Employees and Treasury Board, 2017

NANB and Board of Minagement, 201580thRNs and LPNs accrue MfAse
basd on the length of time they are employed with either of the provincial health

authorities; and through both collective agreements, seniority provides specific rights for
those who havenore years of service. For example, there are provisions in boRR the 6

coll ective agreement and the LPNOG6s coll ect
senior RNs or LPNs more preference when requesting things such as time off or a change

in position(Canadian Union of Public Employees and Treasury Board,; 2(BNU and

Board of Management, 2015). Although seniority rewards employees for their loyalty

and years of service, it also contributes
some nursingtaff enjoy better remuneration or benefits than others whothevaame

title, job description and responsibilities.

In my interviews, some of my standpoint RNs and LPNs described how seniority
caused workplace tensionséobonfltgti sAeveryg
Senioritycan beproblematic becausedandevalue the specialty education and personal
merits of some of the newer RNs and LP&lsd the experience of RNs and LPNs who
worked in norunionized positions. For example, a focus enigrity may mean senior
nursing staff feel they have authorityamwmnewer RNs or LPNs. One RN explained how
theyfound more senior RNs and LPNsmetimee x pect ed newer nurses

t h e ms erheydescribéd how more senior RNs and LPfNsva nto w oy kkwnd v e
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gotten your feet wet and spent some time in the trendiey want to know you know
what youdre about . theyfobnd this flRstratingdecauses atlough h o w
they werenew to the orthopedic untheyhadif | oat ed anidn éa sseheorr ta tli
Alternately, senior nursing staff may also feslry of newer RNs or LPNs who
completed their educational programs more recently. For example, newly graduated
LPNs completed a medication administration course as part of their educptimgram
while other LPNs needed to take a course to upgradel PNalescribed how a senior
LPN mockedheir interest in medication administration and excitement about
independent assignments calligma fAwannabe RN. O
Collective bargaining. The RNs ad LPNs also talkdabout how the process of
collective bargaininglso contributes to workplace tensi@mlconflict. Some of the
RNs expressed concern over issues like job seamiyvere alarmed by the expanded
and etended scopes of practiaenong tle LPNs. One RN talked about hotwias
Aki nda scary cltaomw dmmu ®h FoPNexampl e, the ti mi
(2013) campaigns, fil am a Registered Nurse
Regi stered Nur s elayoffe amd expandebecrtended $cdpesRN

practiceamongthe LPNs. These campaignsward out bot h #Al eader ship

the pride in being a registered nurseo and
perceived these campaigns, foaarRegisterad ar |l y t h
Nurseo campai gn, as disrespectful to LPNs.

Everyfew years, bargaining units from NBNU and CUPE separately negotiate
new collective agreements with the provincial health authorities. During my interviews,

the standpoint RNs and LPNs stthreany of the same concerns, including workplace
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safety, heavy wddoads, stagnant wages and job security. The goal of collective
bargaining is to win something that is controlled by another, usually the employer. When
employees, who want the same thingspfoved working conditions, wage/benefit
increases,andjobsecut y) , are represented by differen
versus themo mentality. Even -lastimgn a desir e
adversarial relationships may develop whk employer or with the members of other
unions.

Future researcbn seniority and the collective bargaining proesgs New
Brunswick may be beneficial, now that the ONTRACC model has been implemented
t hroughout HHN. RNs 6 antymayPdtift @ithbowper i ences
seniority is laid out in col ldatedhire). A agr eem
newy graduated.PN may not feel likeher specialtyeducation in medication
administration is valued. A RN who worked outside of New Bruns¥ac many years
may feel upset to have the same seniority as a newly graduated nurse. Such scenarios are
not uncommorand may create workplace tension.

A study guided by I E could explicate wh
IE encourages researchar®t t o treat concepts | ike senic
1987, 156). Such a study could also explicate thaguklations that organize the
collective bargaining process. Knowing how the ruling relations currently reach into this
process may proge insight into how to support a more collective nursing voice. As the
boundaries between nursing roles become mameda and not as easily differentiated as

they once were, it may be beneficial for both RNs and LPNs to work together to promote
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the inteests of all nursing staff and advocate for better working conditions and
opportunities for everyone.

Analytic Thread 2: Nursing Workloads

There is consensus within scholarly and professional discourses that workloads in
acute care settisgare heavy (Singr et al., 2016; Berry & Curry, 2016). Inadequate
staffing levels have been reported as one of the contributing factors for such heavy
nursing workloadsSome countries, including Australia, Japan, and California in the
United States, havmandated staffig ratios as a way of addressing nursing worlkdoad
(Singer at al., 2016). Some researdinave found anassociabn betweermandated
nursepatient ratios with improved patient outcomes and financial savings to the health
system by decresag) lengths of stay, adverse events amdnployedgurnover (Berry &
Curry, 2016). Other researchers and experts, however, argue mandated ratios offer a
simplistic formula that does not take into account the numerous factors that impact the
level of staff a ptent should reeive (Needleman et al., 2011).
In New Brunswickthere are no mandatory minimum staffing ratios for RNs and
LPNs. New Brunswick hospitals do sometimes close finltse c aus e of overcrc
understaffingo whenthehospitashaibBeebadomprabmhs e
(Brown, 2019). Both NANB and NBNU drew attention to the issue of minimum staffing
ratios during the 2018 provincial election, where they recommethésd minimum
ratiosto party candidates (NANB & NBNU, 2018). No actimnmandate mimhum
staffing ratios was takehowever, by the elected conservative government.
According toa Canadawide studyconducted bysinger et al. (2016), the nursing

unitsin hospitals with the highest nursing stedfpatient ratiosreintensive care ung,
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with an average of one patient per nursing staff member. The nursing units in hospitals

with the lowest nursing stafb-patient ratios are lontgrm care units, with an average of

six patients per nursing staff member (Singer e28l16).Surgical unitsare in the

middle with an average of three patients per nursing staff member (Singer et al., 2016). In

Canada, health care is a provincial responsibility, care levels and regulations vary across

thecountry(Berry & Curry, 2016)In the curent study, mmstRNs and PNs were

assigned four patients each on both orthopedic units. According to one RN, being

assigned three patients was a fAvery, very
I n this study, the RNs and PNs talked a

When theRNs and LPNs takd about their workloads they frequently described both

their tasks and the limited time they had to complete them. They regularly explained how

they were Abusyo and needed to Akeep movin

make theidays run poorlyBeing busy influenced how the RNs and LPNs completed

their work together. For example, one LPN described thewfelt frustrated wheihey

asks someone for help and they forget.

So, then | have to kind of go to them again and be like, are you goiltgthat or | can

get somebody else to do it, and then theyo6l]| be
thisd and then we just you kingifwputrgtoask hat can ki
somebody else for a set of hands and then theytforgeehi ¢ch i s perfectly fine

done it before too.

The RNs and LPNBeavyworkloads reduced the time they had to communicate
with or help each other.

The CNAG6s (@f01Ft)hincCsoaddeencour ages RNs anc
Afadvocat e, 0 an dnpactsthe nursimgprofessiorn RNs ansl LPINg,

however, often accepted their heavy worklo#@&dsone RN explained,
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Webve been short for a whilgoubrésfeeltsngatiyogb
being pulled in a million directions and your heéadpinning, like your patients need

you. You need to hang antibiotics for an LPN, you have a patient whose getting blood, so

you have to do vitals every half hour on them. Then,hae patients who need to be

discharged and they need to be discharged so then a DOSAday of surgery

admissionc an come up from surgery, and then youbre ¢
vitals on them. That can be challenging and difficult to dwradle on it, and then you

dondt even have timeatbyschabhdnghagtwhdhat $eubd
literally pulled in a hundred directions and ti
what | find the most challenging really is, arethbsei ngs, thatés, thatds wha

the most on our floor | would thinlHow do | handle it? | just do.

This RN seems to accept that this is #fthe
sacrifices, like missing breaks, to handle it

Personalsacrifices. The RNs and LPNs on both units often made personal
sacrifices to compensafar their heavy workloads. In their interviews, they frequently
described the personal sacrifices they routinely made for their jobs, such as missing their
breaks and staying aftdrdir shifts had ended without additional financial compensation.
Thecharg nur se assigned the RNsd and LPNsd to
and the RNs and LPNs had little flexibility in changing these times. With their heavy
workloads, the RNand LPNs faced the dilemma of missing their breaks or failing to
provide heir patients with the care theequire them to provide. Many of the RNs and
LPNs talked about missing first break because the timing of the break disrupted their
morning care actities with their patientssuch agpersonal care and activities of daily
i ving. One RN explained that she felt Agui

before she went to her break

I find a | ot of times espeaelotoférhesmysecondl 6 m on fir s
day shift | have the same assignment, its bdikeryou just have the routine more down

pat and you know the patientgay, | just find the second day is always tends to be

easier.
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The RNs and LPNwerenot paid for their breaks ardto complete a form which

needed to then be approved by the orahager to get paid fanymissed breaks. Many

of the RNs and PNs felt Aitdés not worth th
RNs and LPNs are acuntable to practice standards, professional codes of ethics,

and hospital policies which prioiitie pati ent sd6 needs. For exam

I missed my break, which | never mind. I donot
dayslcantakebrak s, some-whayseviercamdke itéds human |ife
not, nobody cares if | ago and sit and have a coffee, like somebody might be bleeding

out é so | make the choice [not to take a break]

Although this R is entitled to breaks, the importance/unpredictableness of
nursing work (i.el the possibiity®e me body f@Ami ght be bl eeding o
heaviness of her nursing workload meant thayregularly missedher breaks.
Other RNs and LPNs described howyloften arrived early or stayed past the
end of their shifts to finish their work without receigiany financial
compensation.
Health andwellnessThe RNs O and LPNsO6 heavy wor kil
and wellness. For exampleveral RNs and LPN®ported the nonstop pace of their
work exhausted them both physically and mentally. Although HH\skaeral health
and wellness programs for RNs and LPNSs, including onsite fitness facilities, online
employee wellness services, and employee recognitigrgrs (e.gi the online
ABravoso program), the RNs and UHReN®Od heavy
engage in sel€are. For example, many of the RNs and LPNs workeldol@ shifts, and
severakalked about lack of time to use the onsite fitnessiti@s due to long working
hours and being overtired from woknother RN talked about how shadnot had time

to |l earn about the employee recognition pr
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| think they were trying to curb like some of the, like | thinlope| e we dér e saying the
mor al e was going down and st uf ftor].Likeé t hat,
sai d, I dondédt even know how to put a éBravo
most of the time what | really try to do is like ysanks for really helping me out today.

I like go to people and be like, you know, thanks foriialp on that or whatever, but

yeah [the 6Bravosd6] are kind of |like thank youbd
recognition, yeah.

S
0

Many of the HHNorganized health and wellness programs, were unknown to the
nursing staff orddmotneacdawentf ifter androsiamg st
needs, which were quite variable.

The RNs®& and LPNs®& cons,wliehiedtdphysitele i r per
and mental exhaustigrio benormal, and felt within the context of the HHN, these
experiences weravisible. Once the ONTRACC model has been fully implemented, it
may be helpful to complete another study to explicate the RNs and LPNs workloads. A
study guided by institutionalethgor aphy coul d uncover the real
LPNs 6 wor k| ayaddfferentthan mamagenial descriptions of them (such as
those in job postings) or dofficial 6 measu
review formsor processes). Intergiv questions could focus on how nursing work is
recognizedThis would re e a | RNs6 and LPNsé6é |lived realit
how their experiences fit within the rulin

Analytic Thread 3: PersonCentred Care.

There were other changes introduced with the ONTRACC model, including
bedsi de whiteboards, which were specificall
of fAholistic Pat i e nMuchiikedcollBbmratiorpijpersbre nt r ed Ca
cented caréis a buzzword (rhetoric) frequently used in scholarly and professional

discaurses. The WHO (2018) deéspeoplec ent r ed car e as fAhealthec
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to peoplebdbs needs and are provided in part
themo This WHO definitionfrequently influenceghe conceptualization of people
cented care in scholarly and professional literatureHHNG6s phi | osophy of
Patient and F aimcohgguenOretmther\H@ defindtionefdperson
central care and includes the following conceptualizatibcompassionatbealthcare
[is] basedbn a partnershipamongpractitionerspatientsandfamily (asexplainedby the
patientp ( HHN, 2019) .
Although the RNs and LPNs talked abasing the whiteboards their
interviews the use of thevhiteboardsvasnot discussed in Chapteb&causehese
whiteboards were intended to organize the RNs and LPNs relationships with their
patients, not each other. The RNs and LPNs were supposed to use the bedside
whiteboa ds t o develop their daily goals and de
patientsThe whi teboards, however, were percei Ve

and LPNs. As one RN stated,

| 6m bad at[dskngg[l haweél |l odbpt 6i begausegbafeébr
itdos a |l ot. -OMes droi @ht D rS>emfl @wetly onsedsl want to b
t o

and 61 want to be able move right, 6 where be
they were in like that acute chronic paidant hey wer endét able to mobiliz
woul d want to. Soi,t 6yse ajhu,s ti tobnse jaudsdte d ostrmeep t o do

mind is already full of everything | have to do (chuckle).

The RNs and LPNs often wrote their names and the date evhtteboards, but did not
use them to develop goals with their patieiitee RNs and LP5Idid do other things to
partner with their patientg:or examplein the current studythe RNs and LPNs
described special moments that they sometimes experiencettheitbatients and their
families. These moments often included giving their patidmigces, for example,

walking in the hallway now or later. The RNs and LPNswever often felt constrained
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by their professional responsibilities and other things h@pgeon the unito have the

time needed to provide true patia@ntred careAs someRNs and LPNstatedwriting

goals was not practical because the RNs and LPNs could not guarantee they would be
able to help their patients meet them.

Clinical pathways On the orthopedic units, much of what the RNs and LPNs did
with their patients is gdied by the clinical pathways they use to make decisions about
their patientécare. Official explanations of these clinical pathways are that they are
guality and efficiencyf nursing care across different healthcare settings; andttieus,
bags forthe growing belief among the public that hospitals must be run more uniformly,

effectivelyand efficiently (Matthews & Closson, 2009he RNs and LPNs know the

needforfolonmhg t hese <clinical pat hways to keep
di scharge, but they also want to provide
Theyeported sometimes finding it difficul

particularp at i ent sé reqguest s.
According to the clinical pathways, the RNs and LPNs begin teachirnof-dnetd
and chair transfers to patients recovering from hip replacemently sifter their

surgeries. As a RN described,

But for the most part we know exactywh 6 s going to happen, a hip
going to get them up at the side of the bed on the first night. They might pivot to a

commode chair to go to the bathroom fingt night, mostly women, men they get the

fancy wurinal, we mddhendbdutwe knevwethatfduidays aftert i on. A
surgery again unless something like outside of the surgery happens, they go home.

If a patient does not want to get out of lvdten the RN knows they are supposed to, the

Aevi ebearscerad Oi por oven best practice. 0 They ar

RN6és ability t o c undstooeneryheng dlsh tbatiplmmppanmgon dep e
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the unit. Does the RN have something else to do at that time? When is the surgeon doing

rounds? Will someone be able to h#dp RN mobilize the patient later? These clinical

pathways are structured interprofesel care plans which sequenced the RNs and LPNs

care activities with their patients with those of other healthcare professionals, such as

physiotherapists. Consequently cust omi zi ng care can disrupt
Although this study focused on hd®Ns and LPNs work together, many of the

nursing Opractice standardsdé and regul ator

RN/LPN-patient relationship. Consequentlywibuld beneficial to explicate how RNs

and LPNs work together to engage with their paieand involve them in their care.

Townsendébés (1998) I E of occupational thera

occupati onal -temredinieponssahdpi@ctiqe.eTovnsetoo8)

revealed how many institutional processes disempeaveatients. For example,

treatment teams did not consider patients to be part of the team; and the patients were

prevented from taking reasonable risks.

Limitations t o Analysis

There were some limitations to this study related to data collection, wiagh
have led to some underdeveloped or missed threads (accounts). For example, to respect
theRN/LPNp at i ent r el ati onshi ps absalingltadowiegnt sé p
the RNs and LPNs, | did not follow them behind pulled curtains or closed dadss.
did not listen to any sensitive or confidential patient conversations. My interviews and
observational data revealed that personal care work, such as helparggwith
bathing, toileting, moving, and feeding patients took a lot of time. Asultyé may have

mi ssed some insights into RNs and LPNs wor
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The implementation of the ONTRACC model significantly changea jpersonal
care workwas organized. Previously, only the RNs administered medicatmtise s
LPNso6 took mor e r es ppersoral care worktlrythefmorningtthiee pat
RNs went to the medication rootheliPNswentepar e
to the patientsd bedsi des t o edfarkreakfashlei r vi
my interviews, some of the LPNs described how the previous division of tasks (with
LPNs more responsible for these unglamorous tasks) servadftoree to the LPNs that
their work was of a lesser worth. One LPN, for example, saschtdnl made her feel like
a o0 b ut Althoughphese tagks aumglamorous, they are an essential part of patient
care and foundational to nursing practice. Theyaral so Oheavy6é tasks a
LPNs helped each other complete th&iven that | vas not present fgratient®
personal care work was not able to obsery®w the RNs and LPNs negotiated their
roles when they helped each other with these taghish would have been valuableor
example, when an immobile patient uses a bedpan omsscimcontinent, who rolls the
patient? and who c¢cl eans tdawe)?patientds per.i

On both orthopedics units, there were many other healthcaregimfals and
hospital staff involved i n t heotioteniievws 6 r out
Oftentimes, their work intersected with the RNs and LPNs work, and hearing about their
experiences may have been beneficial. For example, the ward cteripleted many
administrative tasks and kept the units running smoothly. On days whemd a&lerk was
absent, their administrative tasks (answer
etc.) became the RNs and L RihNsdetimowith, whi ch

patients. As one RN describedy ®fabjavi e@gia
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kind of like those paperwork tasks get kind of put off on everyone else so it makes things
more hectic. o0 Si mil-Wadketal(2012),Rbgaddothegr t o B a mf
healthcare professionals have reported that a lack of clerjgabduesults in more of
their time taken up by administrative tasks. Unfortunately, due to recruitment and time
constraints, | was unable to interview any of the waedks. Thus, their perspectives
not available for my analysis.

Imay alsohavemssed some insights into RNsdé6 and
by limiting my data collection to the two orthopedic units. For example, | inteedaw
surgeon who talkedbout spending more time working with the other members of the

surgical team, which inctled the operating room RNs and LPNs. The surgeon explained,

Yeah, gosh | dondédt know for sure. I dondét know
people are,lwdud t hi nk theydédre LPNs but | dondt know.
oneRNintheroom nd | dondt know what the mix of the re

While the RN or LPN title does not change, RNs and LPNs experience variations
in their work (for example, thetasks) depending on where they work. The

surgeon described how, in the OR,
| feel like the roles are, are clouding to some extent which is probably good for some, for
some efficiencies and | dondt know isf that pres
people into trouble, but | think, | think what makes them well together is what raaies
teamwork work well together, and as soon as you know there might be a different level of
training and expertise and the person who has less training needs & tleapdut the
person who has more training pmndbabdyt dbeshét w
the one responsible all the time right.

In the OR, there is one patient and everyone (the surgeon, the anesthesiologist, the
RNs, the LPNs, etc.) is dag for them. Consequently, nursing care cannot be
organi zed by | e vekameway that ibisvopghnizedion thed i n

orthopedic unit, and O6complexityd cannot b
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(e.g.i DOSA). A future study may considite social structure (e.ghierarchy)
and the social organization of RNs and LPNs wogdether in the OR.

Study Rigor and Trustworthiness

Readers of research expect qualitative studies to be carefully conducted because

there is a risk of subjectivity or biases influencing the results (Cypress, 2017).

Consequently, these studies are judgeddrtain criteria to evaluate their rigor or

trustworthiness (Cypress, 2017). The rigor of a study refers to the exactness with which

the study was conducted to enhance its quality of its findings (LoBid/mtud, Haber,

& Singh, 2013). Cypress (2017) asguthe term qualitative rigor is an oxymoron,

consicering that qualitative research is a journey of explanation and discovery that does

not happen within ridged boundari es. Linco
referenced and suggest that thestworthiness of a study can be established by

evabating the studyods credibility, transfer e
Additionally, the trustworthiness also takes into consideration strength of the research

design and the appropriatenesshe method to answer the research question (8gpre

2017).

According to Smith (2005), rigor in |E
that requiresnstitutional ethnographetso st ay firmly focused on
rather than theorizonexplanations of how things happen (p.l4¥tituional
et hnographers begin in fAan embodied standp
peopl esd practices and acti vHenceds are or ga
researchers use a somewhat diffiéegpproach thaother qualitative researchers taldu

rigor into their studies (Benjamin, 201R.i gor i n | E i s achieved #fr
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such as sampling or thematic analyistsut from the corrigibility of the developing map
of s oci alSmith,0086, p.i33)As such| began my study by shadowing and
interviewing the RNs and LPNs who were my standpoint informants. They were the
Afexpert knowerso of their everyday work (S
detailed field notes of evelying | observed so | could sedat was actually happening
on the units. | also interviewed other people who were knowledgeable about the
ONTRACC model and nursing practice to gain a deeper understanding of what was
going on.

My nursing background was atgatial threat to the rigor d@his study. Although
IE does not prohibit researchers from relying on their existing knowledge to deepen their
understanding, researchersé knowledge can
(Benjamin, 2011)My own nursing knaledge may have influenced hdwnterpreted
certain situations. | needed to train myself not to take things at face value or assume they
were similar to my own experiences as a RN. For example, when the RNs and LPNs
talked about things like report, | nembto ask them to explain whaey meant. |
constantly reminded myself that, even though | am a RN, this word might mean
something different to me than it does to them. Similarly, | reminded myself these things
were likely different between the two orthemfic units on which | was celtting my data.
Benjamin (2011) explains the i mportance of
mysteriouso as a way to avoid the trap of
describes how things there are manptgis whi ch ar eforgormamdre,d, ot ak
accepted, like heavy workloads. When such topics surface in interviews, however, the

researcherds job is to follow them by aski
182



My position as a nurse educator in a baccalaureate nurdijgpfBgram may
have influencedhow my informants behaved while | was shadowing them and how they
responded to my questions afterwards. The concept of position refers to how the
researcherods | ife experience cmanoffacilitat
problems. Given that c&in positions are linked to power, the researcher has to question
themselves at the onset of their work, concerning their own positions and those of their
informant. For example, does the informant speak from a positioomedrpor
subordinaexpe?Pt Asianndarsing practice, my i
subordinate position. They might, for example, have felt like | was evaluating their
nursing practice. As a result, they may have been more collegial than nocaasde
they knew | was watchinthem.

| purposely shadowed the RNs and LPNs for full, elgbur shifts to try and
overcome this. It is generally assumed that the presence of the researcher gradually
becomes |l ess intrusivenamdapeopldimaWd,oer bvie
2008). Shadowing my informants for eight hours also allowed me to establish rapport
with them. Some of my participants were quite candid. One LPN for example confessed,
Al 61 I go work at Cost cmanetnhasn 0g cEvlkeanadk ft anyb wp
influence the RNs and LPNsd®é behavior, an o
that they are constituted outside (externa
2011; Smith, 2005). Even if the RNs and LPNs waage collegial than normal, ith
studyés findings would stildl provide insig

organize their work.
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Contributions of the Study to the Development of New Knowledge

This study contributes to the development of new Kadge in several ways. To
my knowledge, it is the only study guided by IE that explicates the social organization of
RNs and LPNs working together in New Brunswasid one of the very few in Canada.
My analysis showshow RN PN ficol | ab or apenimaibabble sepasaten o t

fromot her transl ocal and | ocal forces. I n

local setting distinguishes IE from more conventional ethnographic research approaches.

The ONTRACC modeitself originated translocally (fromrovincial budget cuts, and
HHN nursing leadership decisions).

This study adds new knowledge by telling the story how the implementation of
the ONTACC model unfolded through the etayday work of RNs and LPNs with their
patients. Through my observatidosally (on the two orthopedignits), | could see how

parts of the model were interpreted differenkign intendedby the RNs and LPNs. For

h a

a

exampl e, the RNs and LPNs intempreetadatthleea

valuable ways to engagetwitheir patients.

Although oher authors have explored how RNs and LPNs work together, these
studies were not situated in New Brunswick. For example, MacKinnon, Butcher and
Bruce (2018) wused I E to explore RNd&maand

in British Columbia. As McKinnon et al. (2018) note, the generalizability of their

LP

findings is |Iimited by their studyds cont e

their research. Unlike other qualitative methdéstejects ovesarching gepralizations
and theoretical @nstructs (Timmons, 2017Although nursing practice is arguably

similar across Canadspme ofthe texts (e.g. regulatory documents) whichanize and
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coordinatetheir practiceare different sometimes quite different. Buter and

MacKinnon (2015) revieed RN and LPN regulatory documents across Canada and

found much variation in how RNOs d&otd LPNOGS
surprisingly, hooMac ki nnon et al . 0 sedya2diferé&jfromhowf or mant
the i nformant sstudywor ked i n this

Transferability

The findings of this study cannot be generalized, as the informants worked in a
specific context. This research began with what RNs and LPNs knew and experienced on
two orthopedic units in New BrunswicKanada. These RNs and LPN= standpoint
informants, sekselected to participate in this research, and their experiences may not be
representative of other RNs and LPNs. MacKinnon et al. (2018) argue readers of IEs
need to consider the context of seglto determine the transfeilélp of the findings
themselves. IE helps uncover how the everyday experiences of people in a particular
local setting are organized by and linked to the work of others elsewhere. Some of the
texts go beyond the local settingf t he RNs a hedbrthbpedicudits) mayi t s ( t
have relevance to other contexts within the province. The data, however, was collected
during a time of transition, and captures the RNs and LPNs adjustment to the ONTRACC
model. This research still samplications for how nursinigaders continue to implement
the ONTRACC model throughout the province. The goal of the resetrygiroduce
knowledge that is useful to people and help address the concerns and issues the

informants have sharedvas achiged.
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Leadership and Educationimplications

Several of the LPNs talked abouousindbei ng
leadership and management positions are only accessible to RNs. Consequently, RNs
werein the position to make most of the decisiomri ch 1 mpacted the LPN
RNs and LPNs may advance their careers through seniority or by completing specialty
certifications; however, salary banding establishes the pay range and roles for each type
of nursing professionaDne recommendatiowould be to increase support for LPNs
who want to become fileaderso either inform
setting.

The image of two silos and a gé&see Figure A) illustrates the authorizing
discourses about levels in nursimd)ich beginwith educational programs. The two
educational programs are |l argely O6siloedbd
are limited (as shown in Figure A by the gatd)Ns who are interested in more
advanced career opportunities can enroll in a BNraragor a bridge program, shown in
Figure A, to become RNs. The UNB LHRN bridge option, a pilot program which was
recently renewed, allows working LPNs to advance their education more quickly by
takinginto accountheir previous education and work exgade. This program reduces
the time that it takes to earn a BN degree from four years to just two. Graduates from this
program can continue to advance their careers by enrollingisM er 6 s ofrRhD Nur s i r
in Nursingprograms or move into advanced preetiegistered nursing roles.
Unfortunately, seats ithe bridgeprogram are limited and it is currently only offered
through UNBG6s Saint John campus. |l ncreased

delivery would increase opportunities LPNs to aubesin their careers.
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Future Researchimplications

This study exploring RNs and LPNs6 dai l
provide patient care has generated the terrain for other IE studies. In the future, | would
like to explore how nursing ratiost e organizational level) and staffing decisions (at
unit level) are madédow nursing work is linked to organizational decisimaking
about nursing staffing quotas was only glimpsed at in the data | collected for my research.

One of my 0 ¢stasergedn, shanetl,o r ma n

ifSever al years ago we got benchmarked to the Fr
of a sudden we getour numbers dropped down to their numbers, which is ridiculous

because wedre a |l evel one&entyrawedr €eedhoiremg BDuggen
operations, wedre doing spine, wedbre doing much

foolish thing to do, but those, that team sucked it up and did it.

Benchmarking is the term used to describe the comparison and measurement of a

heal t hcare organizationds services against
organizations (HHN, 2018). Through benchmarking, decisiakers use performance
indicators and other tools to compare their organization to other healthcare organizations

(HHN, 2018). As my other informant noted, however,

Benchmarking always moves people down to a lower common denominator, we rarely
benchmark and move people up righté We never be

as many nurses and LPNs and they have in Samth n |l etds give Frederictol
right. Nobody ever does that, benchmarking is usually done as-aaxisy measure, so

yeah ités a great question, who drives it, and
driven.

Consequently, it would be bengicl t o know what Operfor mance
used determine patientsdéd needs and workl oa
RNs and LPNs may, for example, have a different views of performance indicators than

nurse managers. FBNs and_PNsa low score is not necessarily representative of poor
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guality care. | would like to examine how benchmarking enters thevienkt-text
sequence and how this sequence results in funding decisions.

Acute care units are fast moviagdphysically, merdlly, and psychologically
demanding work places. In this study, the RNs and the LPNs frequently talked about
nursing |l eadersé (nurse managers, charge n
were made. Although | interviewed several nursing lesafter this study, and they talked
about staffing work, they were not my standpoint informants and the social organization
of this work was not the focus of this study. It would, however, be useful better
understand how patient assignment decisions are amatiwhat factors shape and
organize this work

Conclusions

In New Brunswick, Canada, nursing care is provided by two categories of nursing
professionals, RNs and LPNs. While they have different titles and regulatory bodies, it is
important torecognize tht both RNs and LPNs fall under the umbrella of nursing.
Currently, a new nursing care delivery model, the Organizing Nursing Team Resources
for Accountability, Collaboration and Communication (ONTRACC) model, is being
phaseein on two orthopeig units, attwo different hospitals, within the provinoé New
Brunswick The ONTRACC model was developed within the context of both fiscal
thinking and i mproved patient care, with t
of RNs and LPN# acue care, suchson orthopedicunits It shifts nursing care from
being deliveredby RL PN t eams, who work as o6buddi esbéd
patients together, to RNs or LPNs who work independently and care for a smaller

assignment of patients.
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Thepurposeofti s study was to consider how RNSs
within the context nursing care delivery reform. My goal was to see what was really
going on in terms of everydayork frontline RNs and LPNs were doing to care for their
patients. ThR®ONTRACC modeéincluded changes to staffing mixes and how RNs and
LPNs worked both together amdth their patients. The RNs and LPNs experienced
different authorizing discourses from the different organizations that regulate and direct
the practice of numg within the province, including regulatory associations, employers,
andunions. Sometimes these discourses overlapped and somitayesnflicted with
each otherThe changes the implementation of the ONTRACC model reqthieeBNs
and Lterhbkein theirpraticec hal | enged their knowl edge o
their work together, includi ngdrhetstorgthat Auni t
unfolded was, how did the RNs and LPNs transition to a hew nursing care delivery model
(the ONTRACC model), ad integrate the required changes into their nursing practice?

This studywill inform future IE studiesfocused on the work of RNs and LPNs
For examplegoing forwardl would like to explore how nursing ratios (at the
organizational level) anstaffingde i si ons (at unit | evel) are
informants talked about -fMblarch mag&ki hmgeér famrdr
indicatorsd and other tools to compare the
(HHN, 2018). This paked my irgrest and | think it would be beneficial to know what
O6performance indicatorsd and tools are use
justify decisions about staffing quotas. There may be a disjuncture between official
def i ni t ifoomarsce indfc adtpoerrs © and frontline RNs6 an

patient careThis study is significant because nursing professionals work with each other
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more than they work with other health professionals, such as physicians. It is important to
look & how nursig care is delivered, and what that means from the perspective of RNs
and LPNs, as well as the experience of patients and families. This is how we will be able

to identify solutions that will improve the overall delivery system.
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