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"Not everything that counts can be counted and not everything that can be counted 

counts." 

Albert Einstein, 1879 -1955 



Abstract 

Emergency care in large urban hospitals across the country is in the midst of 

major redesign intended to improve access, decrease wait times and maximize efficiency. 

Using Institutional Ethnography, I was able to document critical, empiric evidence that 

shows what nurses actually do to manage the safe passage of patients through their 

emergency care process starting with the work of triage nurses. The Canadian Triage and 

Acuity Scale figures prominently in the analysis as a high level organizer of triage work 

and knowledge production that underpins the way those who administer the system 

define, measure and evaluate emergency care processes, and then use this information 

for restructuring. The core argument throughout is that industrial production line values 

and principles that have infiltrated health care management and reframe patient care, are 

having serious consequences. This critical analysis uncovers a number of deleterious 

effects as rapid patient processing disrupts expert nursing work, and wi l l contribute to a 

broader understanding of health system quality. 
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Introduction 

Emergency Department (ED) wait times are considered by managers, 

administrators, government officials and the general public to be an important 

performance indicator of hospital access, capacity, and efficiency in any health care 

system. E D wait times across Canada have been intensely scrutinized over the past 

several years and targeted as a cause for administrative concern resulting in determined 

efforts to redesign emergency care to render it more efficient. For the over 14 mil l ion 

Canadians utilizing hospital EDs each year (Canadian Institute for Health Information 

[ O H I ] , 2005), waiting times have been increasing, and even those patients identified as 

high acuity or urgent are sometimes required to wait for long periods because E D beds 

are not available (Murray, Bullard & Grafstein, 2004). 

While nurses and other health care professionals agree that long wait times are a 

problem, there are different ideas about efficiency and quality and how to redesign 

emergency care to achieve it. Reorganizing work and work processes in an E D affects a 

myriad of people; nurses, physicians, emergency medical service/ambulance personnel 

[EMS] , respiratory therapists, social workers, mental health crisis nurses as well as health 

care professionals on inpatient units.1 In this research project, I focus on nurses, and 

nurses' work, anchoring the study in the experiences and knowledge of nurses as they do 

the work of triage. 

Emergency department (ED) triage in hospitals is the most important interface for 

patients entering the acute care system in determining access to assessment, intervention, 

and referral (Considine, Botti & Thomas, 2007). Triage, and triage work initiates every 

' Patients admitted to hospital for additional treatment are assigned inpatient beds on hospital units or 
inpatient wards. 
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patient's trajectory of care in the hospital E D context and is a role typically assigned to 

registered nurses. The centrality of nurses' triage work links it inextricably to the work 

and work processes of many others. Since this project examines the organization of work, 

work processes and the effects of restructuring it was an appropriate place to begin. 

A s a nurse working in large city hospitals for three decades, and in the E D since 

2003,1 have experienced health care restructuring first hand. I have participated actively 

in projects and initiatives that have accomplished significant improvement for patients 

and nurses; change and progress are vital in modern health care systems. A s a clinical 

leader and educator, I pay close attention to modifications that may disrupt fundamental 

nursing work and impact patient care. When I became directly involved in E D 

restructuring, I noticed in particular, an increasing proliferation of directives, protocols, 

mandates and actionable 'triggers' related to contextual circumstances that signal a 

troubling shift in the locus of control over professional decision making in the care of 

patients. 

Professional discretion in nursing care and the performance of nursing activities 

seems to be more tightly controlled and monitored than ever before. The workings of 

clinical informatics make it possible to rule and record the decisions and actions of nurses 

(and others) in 'real time'. This form of accounting and surveillance has developed 

rapidly and is becoming commonplace in many health care jurisdictions. For example, I 

w i l l elaborate on the implementation of formal "over capacity and surge plans" and 

actionable ambulance 'alerts' in subsequent chapters. 

Measurements, data, numbers and various mathematical calculations frame much 

of the planning and evaluation of projects designed to make E D care more efficient. I 
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wondered where these numbers came from and I could see that numerical analyses failed 

to articulate what nurses were doing with patients. A s changes progressed, a number of 

nurses and other health professionals expressed concern about the tensions and problems 

for patients and care providers both in the E D and elsewhere ( E M S , inpatient units, the 

operating room, diagnostic imaging, and so on), that they were observing as new 

processes were introduced. Their concerns were (and continue to be) quelled by 

numerical analyses that document the changes as improvement. 

The contradiction described above inspired this research project and my 

commitment to examine how this happens. The disjuncture I encountered was a contested 

terrain of knowledge, where the reorganization was seen as an improvement by one 

account, while nurses and others experienced it as a significant work disruption that 

interfered with their professional obligations to patients (Campbell & Gregor, 2002; 

Rankin & Campbell, 2006). I question what the numbers measure, how they measure it, 

and what exactly happens for nurses and patients in 'performance improvement'. How do 

patients get fitted into categories that can be targeted for 'streams of care'? What work 

are nurses doing that is not made visible? Do expedited processes diminish the time 

required for nurses to do their work with patients? What are the risks to patients as that 

work is eliminated? Why do numerical measurements hold authority? How is 'what 

counts' decided? 

M y research interest became one of garnering alternative evidence; experiential 

knowledge that could contribute to a more complete understanding of emergency care. 

The specific approach I use is Institutional Ethnography [IE]; a research method which is 

ideal for developing a detailed understanding of how things work in everyday settings. 
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This IE study is anchored in the real, round the clock, shift to shift experience of nurses at 

work in the emergency room and examines the social relations organizing, and now 

disorganizing their work. In this way, the research is not confined to the local experience, 

but moves beyond the activities of nurses to trace the institutional processes and relations 

that organize and coordinate the work. This includes investigating the production of 

information that is currently relied upon to describe what goes on in EDs. 

Through the Lens of Institutional Ethnography 

IE is a sociological approach to investigation developed by Canadian sociologist 

Dorothy Smith, which offers the researcher a way to explore and make visible, every day, 

seemingly routine practices and activities in order to discover how they are organized and 

coordinated (D. Smith, 1999, 2005, 2006, 2008). It is useful in examining work in health 

care settings which are large, complex organizational structures with competing 

discourses among professional groups about quality, resources, and philosophy (D. 

Smith, 2001). IE is a theoretical approach and a method of investigation grounded 

fundamentally in a belief that knowledge, and the world is socially organized (D. Smith, 

1999, 2005, 2006). The social arises in people's activities and through the ongoing and 

purposeful concerting and coordinating of those activities from sites and interests beyond 

the location of action (Campbell & Gregor, 2002). 

This mode of inquiry begins in people's everyday lives, proceeding to examine 

the relations, organizations and forms of power that intersect with and organize the 

everyday world and relate us to others in ways that are not immediately visible or in 

conscious awareness (D. Smith, 2005, 2006). The investigation begins always with what 

is of concern (problematic) in the local actualities of people and proceeds by inquiry, to 
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discover and show how the relations relevant to the concern are organized and 

coordinated (D. Smith, 2008). 

In my institutional ethnographic inquiry, the nurses are 'expert knowers' of their 

own experience and remain at the centre of the analysis as the inquiry proceeds to 

discover how the experience is organized and ruled (Campbell & Gregor, 2002). The 

experience is not subjected to analysis of its meaning, but rather is treated as the place to 

begin an exploration and empiric documentation of how the experience comes to happen 

the way it does (D. Smith, 1999, 2005). Focusing attention on the social relations, I 

examined and wrote a brief account of my own work, the texts I used, the forms and 

computer programs, where they went, who else read them, and I began to listen to the 

stories of my colleagues, managers and educators in a particular way (Campbell & 

Gregor, 2002). I read journal articles and reports about health quality and emergency wait 

times; I listened at conferences, workshops and courses looking for the social 

organization of the content and the discourses apparent inside them (Campbell & Gregor, 

2002). The commitment of IE is to a project of discovery that "goes beyond any one 

individual's experience including the researcher's own (D. Smith, 2006). 

Social relations. 

It is in people's work that we can see the 'social relations' that institutional 

ethnographers talk about; we can study and trace how social relations arising elsewhere 

(extra locally), through textual practices, organize the local doings of our workers; in this 

case, the triage nurses (Campbell & Gregor, 2002; Rankin & Campbell, 2006). Texts are 

a form of social relation, an essential connection operating to standardize, mediate and 

coordinate people's doings translocally, and can be any form of document (paper, 
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computer screen, drawing, for example) that has a replicatile character, allowing them to 

be activated by users in different places and times (D. Smith, 2005, 2006). Discourses 

that frame issues, establish terms and concepts, and support everyday work processes that 

arise from texts, are central to the research focus (D. Smith, 2006). These textually 

mediated processes and organizational features that align everyday experiences with extra 

local regimes can be empirically traced and mapped to show the social organization of 

knowledge and work that are beyond the subject's awareness (Campbell & Gregor, 2002; 

D . Smith, 2005). 

The abstraction of experience into a standardized form or language that is 

recognizable by the institution happens through texts (D. Smith, 2006). In this study, I 

delve inside the Canadian Triage and Acuity Scale [CTAS] text and show how it 

organizes the practices and thinking of triage nurses, recording (and leaving out) specific 

information about patients and emergency care. I also trace the discourse of quality and 

performance improvement and fiscal management driving the enterprise of constant 

measurement and tight control that works in tandem with textually mediated protocols of 

action and accountability. I show how this articulates with C T A S in organizing specific 

forms of work redesign that erode nurses' focus on patients. 

Priorities or interests, things going on and being done, that do not arise from the 

concerns of nurses or patients, that come to systematically permeate service provision are 

known to be extra local; they arise elsewhere as forms of ruling: they dominate or 

accomplish action in the work of people in local settings (Campbell & Gregor, 2002; D . 

Smith, 2005, 2006). These forms of relations are frequently intended to support the 

practices and interests of people in the setting, but they often result in activities that, 
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when carefully examined, can be seen to coordinate contradictory work processes. A s 

such, my study is able to go beyond studies that have used interviews and nurses' 

experience to describe aspects of nurses' work in emergency settings using hermeneutic 

or narrative analysis (Kilcoyne & Dowling, 2007; Nystrom, Dahlberg & Carlsson, 2003) 

or thematic coding to analyze triage decision making (Patel, Gutnik, Karl in & Pusic, 

2007). In IE, there is no attempt to conceptualize work processes, or interject theory into 

the observable activities of the "expert knowers" located at triage, making it possible to 

better understand the problems that are encountered in doing the work. 

Nursing work. 

For institutional ethnographers the conceptual framing of work is a generous one; 

anything that takes time, effort and intent (Campbell & Gregor, 2002; D.Smith, 2005). 

For emergency triage nurses, this might include any work directly or indirectly with or 

about patients. Examples include coordinating work, monitoring and surveillance work, 

prioritizing work, consulting work, relationship work, the work of creating physical 

treatment space, technical and physical interventions, intellectual work, communication 

work, and so on that goes on around the clock, every day and every night. A s a concept, 

work inherently conveys value, connects intellectual and manual labour, and recognizes 

issues emerging from changing social realities and the dichotomy of treatment oriented 

and care oriented actions (Liaschenko & Peter, 2004; Rocha, L ima & Peduzzi, 2000). 

This notion of work is very different than 'workload' as a quantification of 

clinical productivity as administrators or business analysts might describe it (Gaudine, 

2000; Innes, Stenstrom, Grafstein & Christenson, 2005). While the ethnographic data 

may talk about stress and distress related to work, this study does not treat it as a feature 
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or predictor of some other concept or theory like 'disillusionment', 'stress' or 'burnout' 

as others have done (Greenglass & Burke, 2001 ; Oberle & Davies, 1993; Potter, 2006). In 

IE, there is no attempt to isolate particulars of nurses' experience to form abstract 

concepts or theories about what is going on. 

For institutional ethnography, the social as the focus for study is to be located in 
how people's activities or practices are coordinated. Individuals are there; they 
are in their bodies; they are active; and what they are doing is coordinated with 
the doings of others. That is the four- part package that is foundational to the 
ethnographic project. (D. Smith, 2005). 

Description of This Project of Inquiry 

This institutional ethnography delves into the production and utilization of a 

specific type of knowledge that underpins the way health care is currently understood, 

evaluated and restructured. It is informed by other studies that critically examine health 

care restructuring from the perspective of nurses and patients (Armstrong, Choiniere & 

Day, 1993; Betts, 2005; Campbell, 2000, 2008; Rankin, 2001; Rankin & Campbell, 2006; 

Rodney & Varcoe, 2001; Varcoe, 2001; Weiss, Malone, Merighi & Benner, 2002), 

political economists (Armstrong, Armstrong & Coburn, 2001) and health services 

research (Mykhalovskiy, 2001). 

This project is unique in that I studied a clinical micro system - the emergency 

department [ED] within the larger institution of hospital based care and the organization 

of health service in general. Like many other institutional ethnographers, my research 

originated in participant observation, my own experience forming the basis of my 

research problematic (Diamond, 2006). 
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Textual analysis. 

I meticulously follow the textually mediated entry of information about 

emergency patients and their care, by triage nurses, one patient at a time, into large scale 

medico administrative data machinery. The data entry is organized through the 

framework of a specific text of numerical categorization used in EDs: the Canadian 

Triage and Acuity Scale [CTAS] . In my analysis of this text, I show how the numerical 

data is aggregated into larger and larger repositories which are accessed to formulate 

factual reports about emergency care delivery that have multiple uses. For example, these 

are used in academic research publications to draw conclusions about patients, triage 

nurse accuracy and patient outcomes. This data is also used by managers, administrators 

and those who govern health systems to substantiate definitions of quality, including 

'access', and 'efficiency', evaluate work processes, and make judgments about the work 

of health care providers. Those interested in designing and selling new ideas about 

improving hospital performance tap into this data base and advertise the potential of 

harnessing this knowledge for redesigning health care and the work of health 

professionals. This numerical knowledge; the facts and figures that represent patients and 

their experience, are powerful 'indicators'; the conceptual currency used to reform health 

care. 

Text mediated relations. 

The text mediated construction of knowledge about work processes and patient 

experiences, expressed numerically and chronologically, supports a variety of 

conclusions made by people far beyond the boundaries of the physical care space, about 

patients and what may have happened to them, in the E D . The hospital managers and 
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those who govern health care systems understand care delivery, according to specific 

details (the numbers), as translated by nurses into an authoritative discourse that claims to 

describe emergency care. I trace the circuit of text based knowledge back as it returns to 

people in direct practice as evidence which is then used to reorganize their work. The 

new ways of providing care had an impact on the interactions and experiences of patients 

and nurses. I include examples of the consequences for nursing and patient care. This 

tracing makes visible exactly how the sometimes deleterious effects have not 'just 

happened'; they have been organized to occur. 

Standpoint of this study. 

The focal point of the inquiry is the arena of emergency care provision, 

specifically, the EDs in large urban hospital sites. This institutional ethnographic study 

begins from the standpoint of registered nurses doing triage in the E D . In IE, standpoint 

is simply, a place to begin, a "guiding perspective" starting with issues or concerns that 

are real for people, and that are "situated in their relationship to an institutional order" (D. 

Smith, 2005, p.32). Beginning in the routine experience of nurses doing triage work, I 

empirically trace the way their work is being reorganized and restructured for efficiency 

and accountabilities that they report has disrupted good nursing care as they would 

practice it within their professional frame of understanding patients. This is not to say 

that patients and their health problems should not be dealt with quickly and in a timely 

way in the E D . Rather, I argue that the strategies aimed at rapidly processing patients 

through the E D are squeezing out critical aspects of nurses work that are not visible in the 

textual knowledge upon which these changes are based. 
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The nurses in this study are not bystanders; they have become active participants 

in operating textual devices that capture specific ways of 'knowing' patients and the care 

they receive in the E D . These textual devices infiltrate nursing work under the guise of 

progress: embedded in massive computerized information technologies (IT's) that record 

only certain aspects of emergency care. Modern technology offers many advantages that 

are of great benefit to planning, organizing and evaluating health systems and patient 

care. I show however, that many aspects of nurses' work that accomplish treatment and 

healing are not recorded, obscuring what actually happens from being known in the 

authorized numerical reports. DeVault (2008) notes that text-mediated social relations 

produce "systematic practices of 'not knowing '" (p. 290), and can be thought of as 

integral to the accountability and legitimacy of ruling regimes (Campbell, 2008). 

Purpose. 

This study begins in the work of people to show what nurses do to accomplish 

emergency care. Saving lives and improving 'outcomes' relies on the astute and 

knowledgeable assessment, surveillance and monitoring performed by registered nurses 

at triage and in various treatment spaces over the course of time each patient spends in 

the E D (Considine, Botti & Thomas, 2007; Considine, Ung & Thomas, 2000; Vance & 

Sprivulis, 2005). Much of this work is not amenable to counting or measuring in the 

current systems that report on and account for what happens to patients in the E D . This 

extensive nursing activity goes on seamlessly, behind the scenes, systematically rendered 

'unknowable'. This work is disrupted by new efficiency strategies designed from 

authorized (measurable) 'facts' aggregated from medico administrative data that is 

incomplete. 
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The purpose of this study is not to discount progress or dismiss the benefits of 

electronic data collection and health record keeping, but to challenge the assumption that 

numbers tell the truth; certainly they tell a truth, but not the whole truth. In other words, 

clinical informatics cannot entirely represent patients and what happens to them in 

treatment settings. The intent is not to theorize what is happening in emergency nursing 

or conceptualize the problems and struggles of care providers as moral or ethical 

dilemmas, or knowledge deficit, for example. Neither does it assign blame or criticize 

people's work. 

Instead, this research wi l l articulate the complex knowledge and pragmatic 

features; hands on work and thinking - the 'actualities' that comprise emergency nursing 

practice, and document how that work is organized and coordinated. I w i l l produce the 

formerly 'unknowable' in an empiric form, which is visible and available as knowledge 

for action. Identifying problematic institutional practices creates possibilities for change 

from within (Pence, 2001). Triage and triage work in the E D is the specific location 

where I begin my exploration and empiric documentation of how the work is socially 

organized and trace how the problems experienced by nurses came to happen the way 

they did (D. Smith, 1999, 2005). 

I rely extensively on ethnographic data including excerpts from interview 

transcripts. I use italics consistently within the quotes to convey the emphasis that 

informants placed on specific words. 

Ethical considerations. 

This study evolved from my own professional experience working as a registered 

nurse in the E D of a large metropolitan hospital in western Canada. I try diligently to 
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preserve the anonymity of particular locations, individual hospitals and the people who 

work there. The texts and computer systems I talk about are in use across Canada so 

would not be affiliated with a particular city or province. The name of the city, 'Metro ' is 

fictitious and I refer to the governing body of the hospital and health system in general 

terms like "the region" and "the administration" to preserve the anonymity of participants 

and research sites. I do not identify individual hospitals and have removed identifiers 

from any texts included in this thesis. A l l of the documents that I have quoted or 

illustrated are available in the public domain however I have used generic terms in the 

citations to avoid localizing the site to an identifiable jurisdiction. Many of the terms for 

new E D treatment areas such as 'PvAZ' , 'Intake' and 'Fast track' are used commonly in 

hospital EDs across Canada and are described in the literature using this terminology, so 

would not specifically be associated with a particular hospital or city. 

To further protect the anonymity and confidentiality of informants, pseudonyms 

were used in all cases and job titles were generalized. In some cases, gender was 

changed. When informants referred to individuals or specific places in ethnographic 

excerpts by name or an identifying title, I substituted the same general titles and I deleted 

the names. 

I wanted to be accountable and transparent about the nature of my research 

project so I submitted my research proposal to a local research advisory group comprised 

of peers and colleagues working in the emergency care sector for review and they had no 

concerns. In A p r i l , 2010,1 received formal approval from the research ethics board and 

began recruiting first level informants (triage nurses) through posters and notices in the 

staff rooms at three different emergency departments (see Appendix A ) . 
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I received more volunteers than I was able to interview so I picked names at 

random. Second level informants are those who know about work processes from a 

different perspective than triage nurses. Some were identified in the interviews with first 

level informants, others were chosen specifically because of their position in the 

organization. These informants were contacted directly and asked i f they were interested 

in volunteering. 

Data collection. 

Data collection lasted approximately 18 months. After obtaining informed consent 

(see Appendix B) , I conducted a total of twenty formal interviews with a diverse group of 

informants including nurses, managers, administrators, educators, E M S , and clinical 

informatics specialists. Each interview lasted 60 to 90 minutes and opened with a brief 

explanation about the research project and what I wanted to talk about. A l l of the 

informants were aware that I was a nurse actively working in the E D and they often 

began to talk in the institutional terms and concepts we shared; official explanations 

learned through triage education programs and institutional discourses, a situation 

described as 'institutional capture' (MCoy , 2006; D.Smith, 2005). I diligently guided the 

conversations towards opening up and probing inside these terms to try and elicit how 

they knew to do things in a particular way or how they learned it and why they did it. For 

example, words like 'triage', 'bumping', and 'assessment' are terms that I asked them to 

explicitly describe. 

Second level informants were asked to articulate their knowledge about triage 

work and to talk about the new efficiency projects as they understood them to be 
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organized, including the use of texts, forms, computer programs, textual data, specific 

approaches to work redesign and so on. 

Interviews were informal, semi structured conversations and I asked open ended 

questions designed to elicit rich descriptions of triage work and explanations of the ways 

the C T A S text entered into thinking and work practices. I asked general questions about 

what was happening with the new work processes. There was no formal script or standard 

set of questions. The technique followed the approach detailed by DeVault and M c C o y 

as a way of talking with people about their experience, listening for sequences of action 

(2002, 2006; M c C o y , 2006). I then asked for details about these activities; what they did 

next and how they knew to do that; what texts may have entered into the sequence, and so 

on. These sequences of activity were used to empirically trace organizational relations 

and coordinative practices happening the same way for nurses at work in all three sites. 

General inquiries about new work practices and processes led to detailed and 

lengthy narratives and examples including threads that could be clearly traced to texts, 

discourses and higher level informants in the organization. I explicitly avoided questions 

that asked for opinions, speculative explanations or ideas about redesigned work 

processes, directing attention instead to what the processes were all about and how they 

were hooked up to the work of triage. The interviews were audiotaped and transcribed 

verbatim, then analyzed, read and re-read numerous times, looking for sequences and 

interconnected activities, descriptions of work and the thinking behind what was done 

(DeVault & M c C o y , 2002, 2006; M c C o y , 2006). According to G . Smith, Mykhalovskiy 

and Weatherbee (2006), the act of recording, then transcribing is a dual process that 

provides rigour in developing a detailed and systematic interpretation of the data. 
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Mapping sequences and connections in rough drawings was an integral part of my 

analytic interaction with the data (Campbell & Gregor, 2002). I stopped conducting new 

interviews when I had a rough map of the sequences and connections of triage work 

processes and texts that reflected the experiences and organizational relations that 

informants described. I continued to go back to informants to seek clarification as 

needed. 

M y study also relied extensively on both formal and informal participant 

observation in the different research sites. A separate consent for observations was 

obtained (see Appendix C) . The sessions varied in duration and formality. Some of the 

observation sessions were pre arranged and I was dressed in street clothes and clearly 

identified as an observer, and at other times I was an active participant engaged in casual 

conversations with co-workers. A t all times, informed consent was obtained and all 

nurses were aware that I was taking field notes. The more formal observation allowed me 

to write detailed notes that captured the complexity and nuances of work that I took for 

granted and glossed over when I was an active participant myself. I was able to watch, 

and ask detailed questions about specific work practices. During formal observations, 

notices were placed in the Ma in Waiting room near the triage area to advise patients that 

the triage interaction was being observed (see Appendix D). 

Informal, more naturalistic observations included casual conversations, 

reflections and anecdotal recordings that happened during the course of my work 

interactions with colleagues. I paid particular attention to the way nurses' work interfaced 

with computer data systems; what was entered on various screens and forms, how it was 

tabulated and manipulated and the data summaries that were produced and visually 
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represented. M y co workers were all aware of the study and spontaneously volunteered 

their own reflections and observations. I consistently talked to my informants about the 

observations I was making while I was in the field, and sought their input and 

clarification to ensure I was recording their experience accurately. 

Triage is complex work, requiring intense concentration in a setting fraught with 

distractions. I diligently ensured that any observation or questioning, while overt, was 

unobtrusive and did not interrupt any interaction with patients or any other practitioner in 

the setting. 

M y desire to explicate the ruling relations of texts like the C T A S led me to use 

my own participation in various work related events as data. I found that triage 

educational workshops, a formal C T A S certification course, a conference titled 

"Emergency Department Integration: Throughput, Benchmarking and Best Practices 

(2009)", a formal course in patient quality and safety, and writing the certification exam 

in emergency nursing administered by the Canadian Nurses Association all contributed 

something to my understanding of how things were being socially organized beyond the 

local setting. 

Unexpected sources were also helpful. For example, a clinical health informatics 

specialist responded to an article I wrote about triage in a newsletter which led to an 

informal interview and directed me to additional literature. The interview also provided 

insight into how triage data was analyzed and she elaborated on a future project designed 

to incorporate a computerized C T A S program. 
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Use of the literature. 

In IE, since the data is not made objective in the analysis by relating it to theory or 

explanations, the literature is used differently than a conventional review (Campbell & 

Gregor, 2002, D . Smith, 2006). The literature is not used to substantiate what is 

happening through established theory nor is the experience compared or used to 

exemplify an already established concept; the informant's experience is the truth -

observable and represented exactly as they describe without interpretation (Campbell & 

Gregor, 2002; D . Smith, 2006). 

Discovering and examining the different ways of speaking about a topic allows 

the researcher to contrast the way those who experience the problem talk about it with the 

accounts found in various forms of literature (Campbell & Gregor, 2002). To this end, I 

read official reports such as the Health Quality Council [ H Q C A ] reports ( H Q C A , 2007, 

2010), Canadian Institute for Health Information [OHI ] 2005 report "Emergency Wait 

Times", government health ministry publications on the future of health care in the 

province (2008, 2009, 2010), and local reports posted on the external web site of the 

health region. I was able to see some of the organization of public opinion about 

emergency departments and wait times in local newspaper articles. With the permission 

of managers, I became an avid collector of texts, memos, instruction sheets, 

announcements, new rules and guidelines, and the like, that were posted in public areas 

around the EDs. 

Inclusion of this broad array of reading material, as well as the more conventional 

literature found in scholarly journals, as part of the data to be analyzed in order to piece 

together the social organization, is a unique feature of IE. M y analytic work included 
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paying attention to the discourses; professional, managerial and public that may play into 

organizing, governing and making accountable, the work of emergency nurses as they go 

about their routine activities with patients inside the larger institution of health care. This 

conceptual framework helps distinguish the interests of the researcher and the standpoint 

of informants' (in this case triage nurses') everyday experience, from the interests of 

those who are situated differently; those who plan, finance, evaluate, and deliver a service 

for example (Campbell & Gregor, 2002). 

Overview of Chapters 

Chapter One: How Things Work in the ED 

The E D is a site of hospital based care that may be unfamiliar to many readers. 

This chapter provides an orientation to the physical layout, the types of treatment spaces 

available, the computer systems that nurses work with; the material conditions of nurses' 

emergency work. There are slight variations from site to site, but the basic set up of an 

emergency department is similar in any urban hospital in North America. This overview 

helps make sense of the ethnographic data that I present throughout this thesis. This study 

begins from the particular standpoint of triage nurses in the emergency department (ED) 

and the 'official ' understanding of nurses' emergency triage work within the hospital 

setting is discussed. I situate my study in the larger context of health care reform, the 

discourse of economic rationalism and efficiency, and the consequences of health care 

restructuring over the past two decades, specifically, E D overcrowding and the 

conceptualization of waiting and wait times. 
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Chapter Two: Inside the Canadian Triage and Acuity Scale 

This chapter presents a description and history of the Canadian Triage and Acuity 

Scale [CTAS] including its ideological underpinnings. I present C T A S as a 'ruling text' 

that has entered nurses' emergency triage work to organize the recording of specific 

information about patients and the resources they require. I open to view the troubles 

nurses encounter as they try to fit what they know about patients into the confines of the 

textual categories. Nurses' textual practice of C T A S harnesses their clinical practice to 

the production of medico administrative data that forms authorized knowledge about 

emergency care. I also show how emergency nursing education and research has become 

coupled with the use of C T A S as a taken for granted and now indispensible aspect of 

clinical practice. A great deal of nursing research has focused on the C T A S , nurses' 

C T A S decisions and improving scoring accuracy which may divert research attention 

from topics that are critical to other aspects of good nursing in the emergency setting. 

Chapter Three: The Numbers. It's all About the Numbers 

Building on the analysis of the C T A S text and nurses' activation of it, I focus on 

the ways nurses build knowledge about patients outside the C T A S categories; what they 

know about patients that the scale cannot hold. This knowledge is critical for minimizing 

risks for patients and saving lives. Visible in this chapter is the 'behind the scenes' work 

that the numbers and categories of the scale and the measurement of time passing cannot 

capture; what nurses actually do to accomplish getting the sick and injured into an E D 

and treated. The ethnographic data contains detailed and rich descriptions of triage nurses 

at work juggling beds and patients, creating ad hoc space and intervening in critical ways. 
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What is counted and what gets left out in the standardizing wake of the C T A S becomes 

evident, producing consequences that nurses (and patients) are required to mediate. 

Chapter Four: An Everyday Experience of Quality Improvement 

The analysis in this chapter uses the exemplar of a specific quality improvement 

project in the E D designed to both speed up the movement of patients through the 

emergency care process and increase the number of treatment spaces available without 

significantly increasing costs. I connect the C T A S mediated knowledge about patients 

into the organization of a "Rapid Assessment Zone" [ R A Z ] ; an area designed for patients 

thought to be stable and requiring minimal resources. The contrast between what patients 

are understood to need through the lens of C T A S data, and what actually happens is made 

evident. The nurses' stories harbor a deep concern for the safety and well being of 

patients. They fear that new work processes contribute to near misses and less than 

optimal environments in which to provide care. 

Process improvement strategies originating in the manufacturing industry are 

embraced as solutions for health care system problems. The analysis in this chapter offers 

an alternate view. 

Chapter Five: Virtual Ruling through Institutional Technologies 

In the final analytic chapter I scrutinize the intersection between institutional 

technologies and nurses' work in the E D . I show triage nurses attention directed to the 

information conveyed through these systems and then required to instigate a specified 

course of action, governed by outside interests. What becomes apparent is how the 

attention of nurses may be diverted from patient centered (bodily) concerns and focused 
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instead on ensuring that patients are kept flowing through the system as quickly as 

possible. 

I link the C T A S into the construction of performance outcomes that define a 

patient's waiting time as 'empty' or wasted. I argue that the outcomes are defined by 

what is being measured, and ignores other aspects of quality that are not amenable to 

measuring and categorization, like nursing work which can be dismissed as 'non value 

added' within such a framework. The focus on reducing E D length of stay and reducing 

wait times as currently defined, squeezes out the time in which nurses do a great deal of 

nursing work with patients; competent and critical work that is not counted in the current 

system. The accounts of nurses reveal the relentless intensification of nurses' work as 

they are required to work harder and faster, compelled by the sense of urgency imparted 

through the various visual displays, alarms and actionable triggers pre set in the IT 

systems. 
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Chapter One 

How Things Work in Emergency 

In this chapter I w i l l describe what triage means in the setting of hospital EDs , 

and the context in which emergency nurses navigate their triage work. The intent is to 

provide an orientation to both the physical terrain as well as the various ways that 

patients come to arrive, are organized to receive medical treatment, and leave the E D . 

This general and neutral overview of how things work on the ground in a typical urban 

E D w i l l support the analytic arguments presented in subsequent chapters and provide the 

background necessary for comprehending the ethnographic accounts fully. In describing 

the physical layout I intentionally omit details that may identify the particular locations 

where I conducted this research. The descriptive details are taken from my own 

experience, from observations in the workplaces of informants, and from talking to 

nurses across the country at conferences and workshops. The physical layout varies from 

one E D to another, however, the computer programs, functions and related work 

processes are quite similar at all three sites, and are common to many hospital EDs across 

Canada. 

I w i l l also situate my study within the larger context of health care reform and the 

infiltration of business values, economic rationalism and certain corporate practices into 

health care work. While there have been beneficial aspects, some of the reforms that have 

created troubles for nurses and patients in the E D arise from the pursuit of increased 

productivity, efficiency, and cost containment that are not attenuated with situated 

practice. This pervasive business/industrial discourse is central to the social organization 

determining the form of knowledge produced for health care and also, how this 



24 

knowledge is used to manage and control work. Through this social organization, the 

extra local interests of politics and government can be traced directly into health care 

delivery and the experiences of care providers and patients. 

The E D is unique when compared to other hospital units both in terms of the 

services it provides and the function it serves within the larger institutional complex. The 

E D provides care to all patients regardless of the severity of illness or injury or reason for 

seeking care ( O H I , 2005). The volume, timing, acuity and urgency, of arriving patients, 

their specific care requirements (surgery, advanced life support, simple prescriptions) and 

the length of stay required for the care and disposition of each one, is unscheduled and 

unpredictable. Patients may arrive by ambulance, medical helicopter, transport 

themselves or be referred by a physician or nurse in the community, urgent care centre or 

smaller hospital for urgent diagnostic tests and consultation with medical specialists. 

People residing in nursing homes, assisted living environments or lodges are sent 

by ambulance when staff observes symptoms of illness or trauma (falls or confusion for 

example). Patients requiring hospital admission may be channeled through the E D to 

accomplish obtaining an inpatient bed. EDs provide outpatient/community health services 

through discrete care encounters with more than 80 percent of patients being discharged 

home at the conclusion of diagnostic testing and treatment ( O H I , 2005). It also functions 

as a portal for hospital admission as more than half of all hospital admissions (53% 

excluding maternal conditions) come through the E D ( O H I , 2005). This highlights the 

multiple roles of the E D and the way it interfaces and links up with numerous other 

health care sites both outside and inside the hospital. Tom, who has been a nurse for over 

thirty years observes: 
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A lot of it is the sheer volume of people that are coming in to the emergency 
department. The acuity seems to be getting higher. When they are sick now, they 
are really sick. So resources are being stretched to the max. There is a huge 
immigrant population who doesn't know that you don't go to the emerg for 
everything, there is a large portion of the population who doesn't have a G P . We 
have a woefully inadequate public health system. We have a community health 
system that could be allowed to do a lot more to treat patients at home, and keep 
them out of hospital, but they are limited and rely on emerg. Then you have the 
GPs who can't get their patients in for tests or consultations, so they end up using 
emerg. The nursing homes have no physician back up and not enough RNs to 
bump up the level of care, so they end up sending patients in. It is multifactoral. 
(Tom) 

Material Conditions: An Orientation to Emergency Work 

The routine work processes that underpin patient care in hospital emergency 

rooms are unique, unfolding as they do within an unpredictable and dynamic context. The 

foundation of this institutional ethnography is held together by the material conditions of 

this setting. The work of every triage nurse interfaces with the physical layout, 

characteristics of various treatment areas, and an array of human resources. Some of this 

work is mediated through complex data systems that capture and display information 

relevant to E D operations and are integral to the way nurses manage the flow of patients 

through the care process. The specific system used in many hospitals across Canada is the 

Canadian or Regional Emergency Data Information System [CEDIS/ REDIS]. 

Computer work is a central feature of nursing activity and interacting with the 

REDIS program is part of the everyday work in the E D . At least two computer monitors 

are located on the desk space in every E D treatment area. Additional computer monitors 

are available on wheeled carts. References to computer mediated work processes in the 

accounts of informants may puzzle readers unfamiliar with emergency practice, yet a 

basic understanding is essential for making sense of the ethnographic data presented. To 

this end, I w i l l provide an outline of these triage activities, with sufficient detail to show 
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readers how they work and what is accomplished. This description comes from my own 

working knowledge of emergency care, formal and informal observation of nurses 

engaged in triage work, including their interaction with the formal texts, guidelines and 

standards associated with hospital emergency triage, and the data systems that interface 

with it. 

In this section I w i l l offer an overview of the terrain on which triage work is 

negotiated, on the ground of emergency rooms in large urban hospitals. This entry level 

orientation is intended to familiarize the reader with those ordinary, everyday practices 

that informants talk about, and are observed to be doing, in this investigation. The intent 

is to provide a real sense of the complex, interrelated activities that happen. Some of the 

texts and textual practices displayed in the following sections are analyzed in detail in 

subsequent chapters in order to explicate the social relations connected to them. 

Triage work. 

Triage work is part of the routine, everyday practice of registered nurses in 

modern emergency departments. The hospital care encounter for every patient entering an 

E D begins with a triage nurse's assessment. The triage work is understood predominantly 

in terms of the organizational functions of managing patient intake and making decisions 

about appropriate disposition for medical assessment and treatment. 

Triage is derived from the French word 'trier' which means to sort and is 

officially defined as: "the sorting of patients (as in an emergency room) according to the 

urgency of their need for care" (Merriam- Webster on line dictionary, 2009). The process 

of triage in hospital emergency departments was introduced in the early I960's to address 

the increasing volume of both urgent and non urgent patients presenting for treatment 
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(Snyder, Keeling & Razionale, 2006). From the outset, the responsibility for triage was 

delegated to experienced registered nurses working in emergency areas throughout 

developed countries across Australasia, North America, and the United Kingdom 

(Beveridge, 1998; Canadian Association of Emergency Physicians [CAEP] & Canadian 

Triage and Acuity Scale National Working Group [ C T A S N W G ] , 2006; Considine, Ung 

& Thomas, 2000; McCa l lum Pardy, 2006; Snyder, Keeling & Razionale, 2006). 

In most hospital E D ' s in the developed world, there are not enough resources to 

offer immediate treatment to every patient presenting for care at all times (Bond, Ospina, 

Bl i tz , Afi la lo , Campbell & Bullard, 2007; C A E P & National Emergency Nurses 

Affiliation [ N E N A ] , 2003; CIHI, 2005; Schull, Szalai, Shwartz & Redelmeier, 2001). In 

this situation, triage, in institutional terms (the terms of health service delivery), has 

evolved into a process whereby patients are sorted and prioritized not only according to 

their presenting complaint, but also the urgency of their condition relative to others 

waiting for treatment (Asaro & Lewis, 2008; Considine, Ung & Thomas, 2000; Murray, 

Bullard & Grafstein, 2004). The intent is to assign resources as quickly as possible to 

those with the highest acuity and initiate care within recommended timelines thus 

preventing delays for those patients at risk of deteriorating or suffering preventable 

complications as a result of delayed access ( C A E P & C T A S N W G , 2006; Murray et al., 

2004; N E N A , 2007). The origin and implications of these timelines w i l l be discussed in 

detail in subsequent chapters. In contemporary urban settings, E D waiting times have 

been increasing, and even those patients identified as high acuity or urgent, including 

those arriving by ambulance, are sometimes required wait for long periods because E D 

beds are not available ( C A E P , 2002; CIHI, 2005; Murray et al., 2004). 
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Situated within this demand/capacity mismatch, and a growing pressure to 

measure and collect data to better understand and improve health care systems, triage and 

acuity scales were introduced. The Canadian Triage and Acuity Scale [CTAS] in Canada 

and similar scales internationally, operate as powerful textual mediators of triage work. 

These texts, for instance, organize nurses to reconstitute the patient's emergency in 

standardized terms and apply a numerical acuity score to their condition. The goal is to 

ensure that the sickest patients are treated first by allocating beds or other treatment 

spaces according to the acuity score given and the type of problem. A detailed analysis of 

the development of the C T A S and the managerial and organizing work it accomplishes is 

offered in Chapters 2 and 3. 

The historical trajectory of hospital restructuring and the consequences now 

visible in the E D are relevant to understanding the current challenges and the ensuing 

pressure to redesign work processes. Some of the troubles encountered by nurses doing 

triage work and explicated in this project as well as the questions I raise, surface in the 

wake of systemic health care reform and restructuring that has taken place over the past 

two decades and are integral to the current social relations that continue to reorganize 

emergency care. I draw particular attention to the interplay between acuity related 

timelines, wait times and resources. The sequence of events I trace in the next section 

makes clear one of the consequences of paring down inpatient beds in order to reduce the 

hospital budget and curtail health care spending in acute care. 

The Production of Overcrowding 

The tide of fiscal conservatism that swept across Canada in the last quarter 

century has left many health care institutions and providers struggling to provide care 
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more efficiently with fewer resources (Armstrong, Choiniere & Day, 1993, Campbell, 

2008; Rankin & Campbell, 2006). The urgent demand for cost control led to swift 

restructuring of health care systems to ensure that they were rationally managed with 

objective data and that they were accountable, predictable and maximally efficient 

(McDonald & Mclntyre, 2006; Rankin & Campbell, 2006). There has been growing 

public concern about the escalating costs of health care in Canada, consuming as it does, 

billions of dollars each year, the amount more than doubling in the past ten years, with 

declining success in terms of performance (Lewis, 2008). Armstrong, Armstrong and 

Coburn (2001) propose that dominant neo liberal ideas combined with the globalization 

of markets and industry has resulted in continuous pressure to commodify health care. 

The beliefs, values and motivations of the corporate model in terms of resource allocation 

and efficiency have significantly disrupted the culture of health care with negative effects 

for patients and health professionals (Storch, 2005). Governments, in a continuing effort 

to curtail spending have targeted health care through ongoing cutbacks and reforms 

aimed at increasing productivity, accountability and rational management of public funds 

(Rankin, 2001; Rankin & Campbell, 2009). 

Subsequently, there was a fundamental reorganization of acute care delivery 

based on the premise that managers could predict, plan, and control patients' care 

trajectories and outcomes as they moved through the system ensued (Rankin & 

Campbell, 2006). Inpatient bed closures and widespread reductions in the numbers of 

health care providers soon followed (Ceci & Mclntyre, 2001; McDonald & Mclntyre, 

2006). Jurisdictions across Canada experienced a 40 % overall reduction in hospital bed 

capacity due to government funding cuts in spite of growing populations ( C A E P , 2003, 



30 

2007). In Metro, this process of reorganization was aggressive and unprecedented. In 

1997, the closure of a 960 bed hospital combined with the earlier closing of two smaller 

hospitals reduced the total number of beds in the city from 2700 to 1815 (Eisler, 1997). 

The hospital bed occupancy rates in 2006/7 consistently approached 100 percent ( H Q C A , 

2007). 

One of the consequences of health care restructuring specifically experienced in 

EDs, has been a problem described as overcrowding. This can be defined as a situation in 

which the demand for emergency services exceeds the ability of a department to provide 

quality care within acceptable time frames (Asplin et al., 2003; Bond et al., 2007; C A E P , 

2002; N E N A , 2003). The result is that most patients must wait for emergency treatment 

unless immediate resuscitation is required. The pressures on emergency rooms, said to be 

a national crisis, is a direct result of the ongoing reorganization of acute care ( C A E P , 

2002). 

Overcrowding has been reported across the United States, Europe, and Australia 

(Schull, Slaughter & Redelmeier, 2002; Schull et al., 2001). It is widely recognized as the 

most significant problem facing emergency care providers (Bond et al., 2007; C A E P & 

N E N A , 2003; O H I , 2005). "These reports of overcrowding have coincided with the 

restructuring of hospitals and health services due to financial cutbacks and efforts to 

modernize care health care delivery" (Schull et al., 2001, p. 1037). The causes are 

multifactorial, but the reduction in the number of inpatient beds is seen as significant 

(Bond et al., 2007; Schull et al., 2001; Schull, Slaughter & Redelmeier, 2002). When no 

inpatient beds are available for emergency admissions, these patients continue to occupy 

treatment space within the E D . This leaves fewer spaces available for incoming patients 
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with the backlog filling the waiting room and hallways. Since the E D doors never close 

or turn people away, the volume of patients waiting continues to increase. Reported by 

the authors as the most extensive longitudinal study of E D overcrowding at the time, 

findings of a study in Ontario, Canada, demonstrated that hospital restructuring was 

directly associated with increased moderate to severe overcrowding at all sites, resulting 

in increased wait times and ambulance diversions (Schull et al., 2001). 

Overcrowding is described extensively in the literature in this nominalized way 

that suppresses the presence of people and what happens for and to them. The actualities 

of people can be restored ethnographically (D. Smith, 2001). For example, the nurses talk 

about overcrowding through dealing with the actualities of their own, and each patient's 

unique and variable experience as described in the following interview excerpts: 

It's the acuity...and the numbers. The number of patients and the acuity of 
patients coming to your window is at least 3 or 4 fold now compared to what it 
was when I first did triage in the 90's. A n d I mean there were busy days, but it is 
not the same. It's not like the continuous bombardment that we have now. Itjust 
shows you how much the city has grown and there's this huge influx. Volumes 
have totally increased. It's the volume. B i g time. With that, there's more people 
that are sick, really sick and more people that aren't so sick. We still saw lots of 
people then - number wise. Like there were days our numbers were in the 180's, 
even 200's way back when, but we were also moving our patients out. They 
weren't staying in emerg as long. Y o u weren't boarding patients in emerg for 
days at a time. Y o u ' d have a bed in the hospital in an hour and a half. They were 
gonel Like shipped...out of here...now. So that gave you the beds for those sick 
patients coming in. They were open to work with. So you didn't have patients in 
front of you or beside you at triage that were so sick and you had no beds for. 
Those patients were in and looked after. A n d it makes a big difference on the 
stress that triage nurse has. It's tough. It's tough. Having to handle that many sick 
patients in that time frame and the stress that puts on the nurse that is up 
there....at triage because you are totally exhausted. Any energy you had, you've 
used up in four hours because it is non stop. Y o u worry about people. Y o u watch 
carefully and re assess. Y o u are responsible. (Pat) 
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A s well as worrying about the individual patient's physical conditions, the triage nurse 

deals with each patient's and their family's reactions to waiting; a consequence of 

overcrowding: 

People are coming up and getting agitated, demanding, grumpy. Maybe they 
(triage) have had a few difficult patients or families that are getting threatening. 
Y o u get to a point. Y o u can't do anything. The ongoing line up. Y o u aren't able 
to get people in. They get angry. Frustrated! (George) 

Y o u get hated by the patients because they look at you and think that you are the 
gatekeeper, and you're not letting them in (Poppy) 

The triage nurse also focuses attention, time and energy on trying to find space for these 

waiting patients: 

If I am trying to get people into beds, I am seriously walking the department, 
talking to the nurses about patients, deciding who can move. Who can I put in the 
hall? Really, you are deciding who can afford to not be watched. Different from 
our usual thoughts about people in the ER. . .who , can afford, who is stable 
enough to not be monitored? It is tough. A tough decision. (Wanda) 

Managing the tough decisions alluded to above requires intimate knowledge of the 

various types of spaces the E D has to offer. The 'spacemaking' work hinted at above w i l l 

be described in detail in Chapter 4. Next, I draw readers into the physical environment 

navigated by the nurses whose standpoint I take in this study. 

The triage desk; the gateway to the ED. 

The triage area, as the point of entry to the emergency room, clearly delineates the 

inside of the department from the waiting area on the outside. Triage and the E D care 

spaces are separated from the main waiting room by physical structures; locked glass 

doors, and plexiglass windows with uniformed security guards stationed in close 

proximity at all times. A video camera in the ceiling and a prominent sign alerts everyone 

who approaches the desk that they are being monitored at all times. Every patient, 
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arriving on foot, carried, by wheelchair, or on an ambulance stretcher, begins their 

emergency encounter here. Behind the glass partition, a desk housing computer monitors 

is manned by registered nurses who have participated in advanced training for triage in 

addition to working for at least two years in the E D ( N E N A , 2006). The number of nurses 

assigned to the triage area fluctuates from one to three through the course of the 24 hour 

day. 

Officially, triage work incorporates managing patient intake and assessment, 

mobilization and allocation of resources, coordinating space and patient flow, and 

monitoring the status of all patients waiting, including those waiting with E M S . Some 

patients wait for a treatment space and care longer than others and the work of deciding 

who waits and where, which space the patient eventually gets into, and how that is 

accomplished is part of triage work. Triage nurses perform ongoing reassessment, 

surveillance, monitoring, documentation, and communication activities with patients 

while they are waiting. I w i l l discuss exactly what this entails and what these terms mean 

using extensive ethnographic data from a number of informants. A complex electronic 

data system records the chronology of each patient's E D visit. These records are audited 

for compliance with the C T A S time guidelines. The times for each C T A S category are 

averaged and compared to the guidelines, and when excessive, are identified as a problem 

to be addressed. In this way, institutional accountability is linked in to the ongoing churn 

of triage work. 

Bifurcated recording; virtual and experiential accounts. 

In the triage area, unless immediate resuscitation is required, the patient 

participates in a brief interview and examination with the triage nurse. Ambulance 
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personnel, i f involved, report pertinent information and hand over their 'on route' 

documentary records. In 'Metro ' , this is on an electronic tablet. The nurse then types 

specific information, including the patient's name, main complaint or injury, vital signs, 

the C T A S score she has determined, and priority rank order on the computer, into the 

triage screen programmed in the data system. The computer form is congruent with, and 

organized by, the C T A S guidelines. Once entered, the data is transmitted to the 

admitting/registration clerks who produce a paper 'chart' for each patient and deliver it to 

the triage nurse. The nurse's original triage note is copied electronically onto the top 

section of the "Emergency Assessment and Treatment Record" [ E A T R ] as it is printed by 

the clerk (See Appendix E). One side is used for recording a detailed systems assessment 

by the 'bedside' nurse working in the treatment space where the patient eventually ends 

up. The other side, and additional pages as necessary, is used for documenting treatments, 

vital signs, events and pertinent details of the patient's care in the E D . The triage nurse 

may also write notes about the patient's condition, ongoing monitoring, vital signs and 

any other pertinent observations or interventions that transpire while the patient remains 

in the main waiting room, on this page. 

I call attention here to this critical juncture where very specific patient 

information is recorded in permanent computer records at triage. This begins the 

chronologic tracking of the patient's stay in the E D . Within this electronic record, certain 

key points are made visible; the time the patient is moved to a treatment space, the time a 

patient is 'signed' for by a physician, the time of discharge, the time a request for 

admission to hospital is entered, for example. The explicit details about what is actually 

going on for the patient as time passes unfold in the hand written record. Things happen 
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as patients wait in the waiting room or hall, get moved to a bed or chair and thoroughly 

assessed by the bedside nurse. Patients might receive support, reassurance, basic comfort 

measures and often, have some diagnostic tests like blood samples, urine tests, 

electrocardiogram [ECG] done, an intravenous line inserted, and so on prior to being 

examined by a doctor. This work that goes on in the treatment space 'at the bedside' does 

not 'show up' in the electronic recording; only the amount of time waiting from triage to 

treatment space and then to physician contact is 'counted'. This bifurcated recording of 

what happens is commonplace. From a distance, it would seem like empty time. Even 

when many of the taken for granted details are not recorded anywhere, things are getting 

done. Initiating an intravenous and drawing blood samples are usually documented on 

tick boxes on the paper chart, which also does not reflect the time and effort that may 

have been necessary to complete these procedures. 

We got an E C G done, which was normal. If it was abnormal, we 'd put on the 
oxygen, start the IV, put on the portable monitor, move her to the first monitored 
bed available, give the aspirin, nitro, call the doc, draw labs (blood samples). 
That's what we do, right. But you know it took like 40 minutes for the doc to 
come and see her. So, like it's all done already. (Tammy) 

Tammy goes on to explain how some usually simple, routine, taken for granted 

procedures (recorded as a tick on a box) sometimes take more time: 

.. .especially the old ones. Y o u want to make them comfortable. Make sure they 
have warm blankets and are in a good position. Their veins might be really fragile 
and it is so hard to get blood or a line (intravenous catheter). So you have a warm 
compress on and just when you are ready to start, they have to go to the bathroom. 
Then finally, it takes 3 or 4 tries. Like an hour has gone by. Or maybe they are 
confused, and trying to climb out of bed, and you have to call for someone to hold 
their arm still. (Tammy) 

The actual time to complete the work is not recorded. The disconnect between the 

electronic tracking system and what is actually going on is an integral part of tracing 



36 

what becomes officially known versus what nurses are doing. Nurses' work with patients 

in the elapsed time is 'virtually' invisible. D . Smith (1990) refers to the "rupture between 

the world known in experience and the textual reality representing it" (p. 103) as integral 

to creating this "virtual reality where a textual account is produced, to be read elsewhere, 

that claims to represent what actually happened" (p. 74). IE restores this experiential 

reality and makes it available as an alternative account that shows what actually happens. 

Following the triage interaction, the patient is directed either back to the main 

waiting room or to a treatment space, i f one is immediately available. Patients who arrive 

by ambulance may also be assigned to the main waiting room i f they are 'stable', 

assigned to a treatment space, or directed to ' E M S park'; a designated hallway where 

E M S personnel wait with their patients. The nurse places the charts in time order on the 

top of the desk, separating the ones belonging to E M S 'park' patients from those in the 

main waiting room. The priority number inserted by the nurse in the triage computer 

screen places the patient in time order on the list of all the patients waiting to be seen by a 

physician in the E D . Each new patient entered at triage, is added to the list. The 

physicians, when available to see the next patient, display the patient list on a computer 

monitor and sign up (electronically) for the patient at the top of the queue, then locate and 

examine that patient. When the patient is 'signed for' the priority number disappears and 

the next patient becomes number one. This activates an automatic chronological record in 

the tracking system. Nurses may adjust the order of the list at any time so that sicker 

patients are closest to the top of the list, and not always sorted by time of arrival. 

Triage as a work site functions as a 'processing interchange' (Pence, 2001) that is 

"key in coordinating institutional courses of action" (D. Smith, 2005, p. 180) for patients 
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and traces the work of different people in the textual chain, making what they do visible 

and accountable. A t each processing interchange, a text enters and is processed. This 

involves nurses interacting with the complex ICT system. A s described above, the 

patient's reason for coming to the E D is elicited by the triage nurse, through questions, 

answers, brief physical exam, and vital signs, and then typed into the R E D I S data system. 

In this exchange of information, the patient's 'story' is translated or processed into an 

electronic text which begins recording the chronology of the E D visit. The chain of 

coordination is more extensive with patients who arrive by ambulance. The ICTs are 

connected to the E M S dispatch center that tracks the activity of each ambulance. When 

the paramedic reports in to the triage nurse as they arrive with a patient, the nurse opens a 

screen and activates a recording of the time of hospital arrival in the R E D I S system. The 

paramedics record the time they actually 'unload' the patient into a treatment space. This 

creates a textual record of what happened from the time a patient called for an 

ambulance, when the ambulance arrived, departed, arrived at the hospital, and how long 

they waited for a treatment space. I again call attention to the textual or virtual reality that 

cannot record what is actually happening during that parked time. 

Official forms other than patient charts are present on the triage desk indicating 

that there are many other inputs to the coordinative processing work of triage nurses that 

happens at this hub. These forms may include referrals from doctors in the community, 

other hospitals (including rural or out of province), or urgent care centers. These are 

organized through a centralized regional network that coordinates the transfer of patients 

between facilities. A list of patients booked for specialized diagnostic tests that day and 

requiring follow up by an emergency physician sits on the triage desk next to the 
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computer. A l l of these are different texts that w i l l be processed by the triage nurse, and 

entered into PvEDIS in order to link together specific activities and the chronology of 

events in the electronic record. In other words, things that happen and the time they 

occurred so that the time between these events can be measured and tracked. 

Some textual processing is done manually. For example, a telephone and radio 

system allows E M S to speak directly to triage nurses about critical patients while they are 

on route. This information is hand recorded on a 'Patch' report form. This coordinates a 

specific set of activities that the triage nurse is accountable for organizing; paging for the 

various personnel required for resuscitation, clearing a treatment space i f necessary, 

alerting specialists, and so on. This preparation work takes time and effort, but is not 

recorded or measured. 

In this description, it is possible to see how the physical work and manual 

processes operate in tandem with electronic recordings in the data system. The text 

mediated version, the virtual reality covers over the actualities of people. In subsequent 

chapters, I w i l l open to view what actually happens for patients and nurses behind the 

recording of time. 

Allocating treatment space. 

The E D is subdivided into specialized work areas housing treatment spaces that 

are staffed and equipped to provide different levels of care. While each hospital varies in 

design and capacity, generally, there are resuscitation or major trauma rooms fully 

equipped with the necessities for performing advanced life support. There are other 

spaces with stretchers equipped with cardiac monitors, areas housing stretchers without 

monitors, secured psychiatric rooms, isolation rooms, and a room or area with a number 
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of chairs and examination stretchers. There is also a minor emergency treatment area 

designed for treating broken bones, sprains, lacerations and the like. A s part of the 

'efficiency project', all three research sites have developed an area where patients are 

called from the main waiting room and seen by a doctor in an examination room. Specific 

diagnostic tests may be ordered, but patients return to the main waiting room or a 

designated inside waiting area to await the actual test or for the results. If the patient is 

deemed to require more extensive intervention or is potentially unstable, arrangements 

are made, through the triage nurse to move the patient into an actual treatment space. 

The area described above and the area equipped with chairs and exam stretchers 

are a recent development in the E D . These areas have different names including: sub 

waiting room, Rapid Assessment Zone, Waiting Room Care, and Intake. They are 

designed for a cohort of patients deemed stable, and likely to be treated and released 

following minimal diagnostic testing and/or intervention. This new way of using space 

and treating patients w i l l be addressed in future chapters. 

These spaces are all displayed electronically on a bed map, allowing the triage 

nurse to 'see' beds that are available for new patients by clicking this function on the 

computer. The facsimile map (see Figure 1 ) is a representation of what a triage nurse 

would see when this screen is open to view. The display holds a variety of important 

information at a glance, communicated through colour codes on the bed or chair spaces. 

Beds/chairs that are occupied are coloured grey with a patient name visible by hovering 

the mouse, unoccupied beds that require cleaning are brown. Beds occupied with patients 

admitted to hospital and with an inpatient bed assigned are outlined pink. Admitted 

patients without beds are outlined green and beds that are available for patients are blue. 



The yellow beds are E M S 'park'; locations where E M S crews await a bed assignment 

inside the E D . Each space on the map is able to virtually accept more than one patient, 

allowing staff to move extra beds or chairs into a single physical space or room to 

increase capacity during times of high patient volume, and still keep track of the location 

of individual patients by hovering the mouse over each square. 

Figure 1 Facsimile Bed Map 
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Each E D may have a slightly different map function, but this feature is common to any 

E D electronic tracking system currently in use in larger sites across North America. 

Triage work revolves around managing to move patients into treatment spaces in 

a timely manner so they can be seen by health care providers, diagnosed and cared for. 

The length of time individual patients occupy a bed or space, and the amount of resources 

they ultimately utilize is often as unpredictable and dynamic as the volume and acuity of 

new arrivals. Interaction with this bed map is a constant activity for triage nurses and is 

associated with significant communication work related to it. Nurses and doctors learn 

the various functions of this technology during their initial orientation to the E D and they 

utilize it frequently as an integral part of their work. 

A different but related visual display lists all patients, their location, triage 

complaint, C T A S score and priority number on the list of all patients still waiting to be 

seen by a physician. This screen has a column with icons representing seminal events 

including discharge, lab results available, consult to a specialist, plan for admission, 

inpatient bed requested and time, and so on. For example, a discharge order entered by a 

physician is displayed as a house. A n admission request to an inpatient bed shows up as a 

bed with a question mark on top. Once a bed inside the hospital is assigned, a red ' X ' 

appears across the bed icon. Alternating between the two screens, triage nurses acquire 

information that helps them plan for bed utilization. For example, they can virtually 'see' 

that a patient occupying a specific bed w i l l be discharged, or is waiting for a specialist 

consultation. Communication work often follows, as the triage nurse calls or walks to that 

patient care area to find out important details related to the bed being potentially vacated 

or the projected timing of consults and transfers to inpatient wards. If there are a large 



42 

number of patients requiring beds, negotiations to move the patient from the bed to a 

chair in the interim, or expedite transfers to inpatient units ensue. 

Keeping track of details: 'post it' notes and happy face stamps. 

Despite the apparently advanced technological systems that have been described, 

the ethnographic observations revealed numerous low tech ways of communicating 

critical clinical information. Self adhesive notes ('post its') attached to each patient chart 

on the triage desk were used to communicate important nursing information about a 

patient's condition or the treatment space destination plans. The details on the notes were 

sometimes recorded in the permanent documentary record, but typically were used by the 

nurses as disposable, quick, easily visible references. For example, a time with a line 

serves as a reminder when that patient is due for a re-assessment; 1530 . 

Reassessment time guidelines are established by the C T A S guidelines as a minimum, but 

also are based on nursing judgment. If a patient seems to be getting worse, cryptic notes 

such as "needs bed", "pain now 10/10", or " B P low", "tachy", "? Appy", "dry" or " H R 

Î " are typical examples of this particular form of communication work. 

One informant, Rita described her multiple uses of these disposable notes as 

indispensible to her work at triage and communication with the other triage nurses: 

Stuff gets missed in that handover. A n d that is why it is so important to bring that 
triage team together and make those mental notes on the chart. I 'm a real sticky 
note person. I want people to be able to come in and read and know there is a plan 
there and this is what it is, and updates, what I 'm thinking about that patient; like 
getting sicker - watch closely. I also keep a notepad to the side to keep track of 
who I need to move where, who is waiting for what result before they might be 
able to move, when beds or discharge might happen. There are some nurses that 
don't, and you take over and have to start from scratch. They (the post it notes) 
capture the moment by moment thoughts and decisions about potential diagnosis, 
plan for treatment space. Vitals, and re-assessments, they go on the emergency 
record, but not our impressions and the needs of the patient. I mean when you see 
the sticky notes, you know who is the ticking time bomb, the one who might 
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crash. Y o u won't write that in the chart. When the charge nurse comes out to 
triage, they can look at my sticky notes and see my plan. That's what I want 
people to know and be able to see when I am triage; that is Rita's plan right there. 
What do I need to do to support that? That plan, the organizational skill is a 
critical part of doing triage. A n d being aware of all your inputs - not just the 
patients in the main waiting room, but E M S , transfers, outside referrals.. .(Rita) 

Self inking stamps or destination abbreviations are used to designate that the 

patient is deemed appropriate for the lower resourced, higher nurse to patient ratio spaces 

designed for patients thought to be stable and likely to be discharged with minimal 

diagnostic or treatment intervention required. For example, a 'happy face' stamp, T N ' or 

' W R C to indicate 'Waiting Room Care or Intake' areas, ' R A Z ' or ' S S ' (short stay 

areas), a 'star', ' M T ' or ' F T ' for the minor emergency area designed for the care of 

broken bones, lacerations and the like. These quick visual cues and cryptic notes contain 

a lot of information that eliminates the need for lengthy, time consuming explanations. 

Getting things done quickly is a constant theme that underscores care in the emergency 

department. Nurses from the WRC/Intake area can quickly see which patients are 

designated to that area, collect these charts from triage, and bring the charts back to 

W R C When the E D gets busier, triage nurses collect the charts and deliver them; a new 

directive called 'pushing' patients into the area. Those nurses are then responsible for 

monitoring these patients who are either still in the main waiting room or a waiting area 

inside the E D . 

The priority list: who gets 'seen' first. 

Ensuring that the sickest patient in the E D is seen first by a physician is an aspect 

of triage work that is dynamic and reflexive. Any patient's condition may worsen or 

improve, sicker patients may arrive, or diagnostic test results sent by 'nursing protocol' 
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may reveal serious abnormalities. Although the initial C T A S number the nurse assigns 

cannot be changed, the electronic tracking system has been designed to allow movement 

up or down on the urgency continuum on the 'patient list' screen. When patients arrive, 

they are initially placed in time order based on triage time in the priority list. Sicker 

patients are allocated a bed or treatment space first and are then moved up the list of 

patients waiting to be seen. It requires the triage nurses to be constantly aware of not only 

the condition of new arrivals, but also the changing conditions of previously triaged 

patients in the waiting room and E M S 'park', A N D the urgency of those already in beds 

still awaiting physician assessment. Typically, there are 15 to 20, sometimes 25 or more 

patients being juggled on the priority list. 

Patients are 'bumped up or down' by the triage nurse as their conditions warrant. 

The placement of a patient in a treatment space via the map function also initiates a 

'marker' in the chronology of 'length of stay [LOS]" initiated with triage. The time to 

physician is likewise recorded, but the time the bedside nurse initiates patient assessment 

and care is not. The patient may be in a treatment space for hours prior to being seen by 

the physician. During this time, bedside nurses perform and record the comprehensive 

systems assessment and governed by 'nurse initiated protocols', take blood samples for 

laboratory tests, insert intravenous lines, administer a variety of treatments and monitor 

and interpret the results and effects. This is not the empty or wasted time that is conveyed 

in reports of E D wait times. 

Concerns about patients or the results of tests are communicated to the triage 

nurses so that the priority list can be adjusted based on new information. This highlights 

the ongoing dynamic and reflexive nature of triage work. 
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Bedside nurses know each of the patients within their assigned area, but triage 

nurses are the ones who know the most about all of the patients waiting to be seen, and 

who control the sometimes constant manipulation of priority numbers. There are some 

circumstances when unexpected changes occur, and physicians are summoned 

immediately (verbally or through an overhead paging system) to see a particular patient 

out of order. Importantly, these changes, the constant alterations of the priority order, are 

not permanently recorded in the data tracking system; the data does not show that any 

one patient was bumped up or down; simply the overall time that elapsed. The work 

nurses do to accomplish the time marker of 'time to physician' by interpreting abnormal 

laboratory results, identifying signs and symptoms that may signal deterioration or 

potential problems, and acting upon it by getting patients 'bumped up' the priority list, 

and seen sooner is not visible. This work is not counted in the formulation of how that 

patient was seen in that time. George explains: 

Lots of times, everything is there waiting for the Doc when they finally assess the 
patient. They get to charge for all the stuff that the nurse has ordered and done. A s 
the nurse though, you can also use that information to bump the patient up in that 
priority line up. So, say you do an E C G and it is abnormal, or labs come back way 
out of wack, you call triage or the charge nurse and have the patient bumped up 
to be seen. In that way, the priority list is what we use more than C T A S . (George) 

Mary expands: 

But you also have to pay attention to other people that may have been put into the 
list earlier - like on a previous shift. They may be in the Intake area but 
something has come back abnormal, so you want to move them up the priority list 
so the doc can see them and order more tests. There is so much to keep track of. 
I can't change the C T A S number, but I can change the order to be seen by a 
doctor, and that determines everything else... C T scan, Xrays, treatments, the cath 
lab (heart catheterization). Everything. (Mary) 

Nurses know that this priority list, although not part of the permanent record, is 

integral to the competent work they do as emergency nurses. The initial interview and 
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brief physical assessment at triage, and the monitoring and surveillance work done in the 

main waiting room by triage nurses is the beginning of triage work. The triage nurses 

make a decision, carefully considering the conditions and symptoms of all patients who 

are waiting, about which patient is the sickest; who should be at the top of the priority 

list. This is never static. The bedside nurses continue this triage process by reporting any 

concerns they have discovered about patients during a more in depth interview and 

assessment back to the triage nurse. They carry on the critical monitoring and 

surveillance work initiated at triage by gathering and interpreting additional objective 

physiologic measures and communicating results back to the triage nurse. This back and 

forth communication pertaining to several patients happens while new patients continue 

to arrive. The adjustment of the priority list is complex, integration work that requires 

extensive knowledge and skil l to organize the timeliest treatment of each patient's illness. 

Discussion 

I have provided a comprehensive overview of how things work in the E D . I 

introduce the computer programs that informants w i l l talk about in subsequent chapters I 

begin to show the presence of complex data systems linking in to triage work, recording 

certain aspects of patients' problems and the E D care trajectory and leaving substantial 

parts out. The timelines that record a patient's E D visit are devoid of any of the work that 

nurses do to accomplish a patient being seen in a timely manner, assisting with diagnosis, 

or improving patient outcomes. A s with many of the documentary tools that nurses use to 

accomplish critical work, this work goes on unremarked and unrecorded. In the official 

accounts of emergency room care, these practices are officially invisible. This is not to 

suggest that better measurement or recording systems would alleviate this. Rather, more 
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research that uncovers the critical nature of this invisible work is essential to ensuring it 

is not eliminated. Recording the time a bedside nurse receives a patient into a treatment 

space however, would at least call attention to the fact that care happens from that time 

and does not begin with the physician assessment, as the official reports would indicate. 

Once flagged, perhaps it would call more attention to this invisible work that nurses do, 

and stimulate an interest into uncovering the details of these work practices and 

supporting them. 
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Chapter Two 

Inside the Canadian Triage and Acuity Scale 

The Canadian Triage and Acuity Scale (CTAS) operates as a powerful textual 

mediator in E D triage work. It organizes nurses to render their patients recognizable in 

standardized institutional terms. I w i l l provide an overview of the historical development 

of the text, including the ideological underpinnings that first introduced this new element 

into triage work. What emerges through this analysis is the two sided nature of the text 

developed to support the rational management of the E D and used with people who's 

symptoms and conditions do not always fit within the standard categories. The focus in 

this chapter is on the text itself where I begin to show how the intentions behind the 

C T A S text organize and limit what can be known about patients officially, through 

statistics, and what nurses know and respond to, that statistics are unable to count. 

A s Smith (2001) suggests, beginning with a key text (like C T A S ) , research can 

burrow into the organization investigating how the text coordinates the local sites of 

people's work (p. 160). I use this textual focus on the C T A S text as the first step to begin 

to uncover the local practices and knowledgeable activities; the work that nurses do to 

accomplish getting the sick and injured sorted out, seen by a doctor and treated. Through 

this research I reveal the activities that are obscured in the process of reconstituting what 

actually happens back into the conceptual framework the text demands. The objectified 

version of this experience is rendered through a textual interaction, where nurses enter 

specific information and interpret a numerical score that "stands in for' what actually 

happened or was conveyed. This is what D . Smith (1987) refers to as a disjuncture 
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between what actually happens and the ruling knowledge that is abstracted from its 

origins in everyday practices. 

The Historical Context 

Prior to the introduction of formal triage and acuity scales, nurses categorized 

patients by severity; how 'sick' or injured they appeared when they entered the E D . This 

was based on accepted, standard nursing assessment (examining) techniques. A few of 

my informants who worked in the E D prior to the introduction of C T A S were able to 

elaborate on how this worked. Pat for example recalls: "When I started it was 'emergent' 

- like your resuc(itation), followed by urgent and then a third level. . . .non-urgent." 

Susie clarified the way patients were still prioritized for treatment in much the same way 

as today but without a numerical scale: 

We didn't have any C T A S scale at all . The number scale didn't come in until 
after 1992 and it started as a 3 level scale. We gave them a number - priority 
order to see the doctor and they were classified as colours. Like people that were 
really sick - got a big red dot - this was on a big white board. Whoever got a big 
red dot was the first to be seen. A n d sometimes you had to number the big red 
dots because you might have a chest pain and a GI bleed and a trauma so you 
still have a priority within the sickest patients depending on their condition and 
how stable they were. (Susie) 

Similar descriptions of triage prior to the introduction of the international, formalized 

triage scales are found in the literature across Australia, North America, and the United 

Kingdom (Considine, Ung & Thomas, 2000; Harris & Hendricks, 1996; Iserson & 

Moskop, 2007; McCa l lum Pardey, 2006). Nurses competently identified levels of 

severity of illness or injury and prioritized the most severe, or 'sickest' to see the 

physician first. 

The critical nature of timely intervention for improving patient outcomes 

influenced E D care prior to the introduction of triage scales. Nurses had expertly 



50 

incorporateci this scientific knowledge into their triage practice. The phrases 'golden hour 

of trauma' and 'time is myocardium' for example, allude to the critical importance of 

rapid recognition and intervention for certain medical conditions. Many patients come to 

the E D with less severe problems (CIHI, 2005) and waiting longer for treatment for many 

other types of illness or injury is not as critical. Nurses know these features of patients' 

presenting conditions, and are able to make sound decisions based on severity. Nurses 

have practiced emergency nursing within a careful understanding of time, and its 

importance, since the inception of nurse operated first aid rooms in the late 1900's where 

nurses independently assessed and treated patients, sorting the serious cases for the care 

of a physician in a timely way (Snyder et al., 2006). 

The introduction of standardized numerical scales intended to categorize urgency 

attached to time objectives, and to be used across multiple sites is both logical and 

reasonable when considered within the discourse and common practices that framed 

emergency nursing practice. Concomitantly however, another discourse was shifting 

thinking in health care and organizing systemic change in both work processes and the 

evaluation of health care. This organizational discourse demanded more rigorous 

measurement and accounting of performance and expenditures in ways that were 

amenable to recording in computerized texts and data systems. The introduction of 

numerical triage scales that require triage nurses to quantitate severity and urgency 

occurred at the same time that economic rationalities and new systems of accountability 

and rationing were being introduced into the good management of hospitals (Armstrong, 

Armstrong & Coburn, 2001; Rankin, 2001, Rankin & Campbell, 2006). These 
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quantitative scales had a two-sided impact on nurses as they introduced something new 

into nurses' competent triage work. 

Accounting for cost cutting and efficiency. 

In the context of health care reform and cost cutting, demands for more efficient, 

less costly care delivery facilitated and measured through rational accounting and 

management practices drove the need for increased accountability and more organized 

data collection (Baker et al. 2008; Gordon, Buchanan & Bretherton, 2008; P. Smith, 

Mossialos, Papanicolas & Leatherman, 2009). This put pressure on E D leaders to 

develop a way to accomplish both standard measurement and a means of recording 

emergency services. Beveridge (1998), noted that "until 1997, when the Canadian 

Institute for Health Information (CIHI) implemented the National Ambulatory Care 

Reporting System ( N A C R S ) , there were no standards for reporting data from Canadian 

E D ' s " (p. 507). The type of data selected for CIHI that was expected to inform the reform 

agenda included patient access, E D acuity and workload, resource utilization, case mix, 

usual presenting problems, length of stay, and patient outcomes (Beveridge, 1998, 

Murray, 2003). Standardized processes and the ability to perform comparisons between 

facilities, regions and other countries were built into the accountability systems and 

deemed critical to the data collection project. This requirement led to the development 

and implementation of the C T A S (Beveridge, 1998, Murray, 2003). 

The C T A S was modeled directly after the Australian National Triage Scale [NTS] 

written by Dr. G . Fitzgerald in 1993 within a system that was influenced by similar 

service oriented business philosophies for restructuring hospital care (Murray, 2003; 

Considine, Ung & Thomas, 2000; McCallum-Pardy, 2006). 
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The origins and ideological underpinnings of C T A S . 

The Canadian triage and assessment scale - the five-category triage protocol used 

in Canadian hospitals based on Beveridge (1998), and Murray, Bullard & Grafstein, 

(2004) is summarized in Figure 2. Both the physician and nursing expectations for 

timeliness are included. The original implementation guidelines developed in 1998 

contain 14 pages describing the types of patient conditions that fall into each triage 

category for both adult and pediatric age groups. Extensive revisions have been added 

including a standardized list of 'presenting complaints' with "18 categories and over 160 

complaints" with first and second order modifiers designed to assist with more 

standardized scoring as well as a public relations instruction component ( C A E P , 2006). 

The complete C T A S Implementation Guidelines document is available at 

http://www.caep.ca/resources/ctas. 

Figure 2 

Summary of C T A S Guidelines 

Triage 
category 

Definition 
Time Guidelines for Physician (MD) to Assess 
patient 

1 Resuscitation Immediately with continuous nursing assessment 

2 Emergent 15 min to M D ; nursing reassessment every 15 min 

3 Urgent 30 min to M D ; nursing reassessment every 60 min 

4 
Less/Semi 
urgent 

60 min to M D ; nursing reassessment every 60 min 

5 Non-urgent 120 min to M D ; nursing reassessment every 2 hours 

http://www.caep.ca/resources/ctas
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According to the guidelines, the "operational objective of the triage scale is 

related to the time to see a physician" (p.2) as measured by recording a patient's time of 

presentation in the E D and comparing the elapsed time to the scaled time objectives 

(Beveridge et al., 1998). In this way, the 'performance' of each E D can be evaluated, 

tracked and known by others at a distance; administrators, managers, politicians, and so 

on. A t the same time these guidelines were being developed and implemented there was a 

concurrent change in the philosophy of emergency care delivery. This is described by 

Murray (2003) and was: "a shift in focus to customer service, providing those with less 

urgent problems service within a reasonable time frame that met public expectations" (p. 

7). A n E D administrator who I interviewed elaborated on the implementation of the time 

guidelines: 

I think the C T A S Working Group pretty much copied the Australian guidelines, 
and to my knowledge there is no data or science - scientific evidence - behind 
the times. I think C T A S guidelines are artificial, not evidence based. But on one 
hand, they are quite reasonable, so that i f you have a C T A S level 2 patient, who 
has a potentially life threatening condition, I think they should be seen in less than 
15 minutes and I think i f you have somebody that is in significant pain, somebody 
with many of the C T A S 3 complaints, I think 30 minutes is a really good target. I 
think 30 minutes, i f you are looking at it, the system, from the patient perspective, 
saying how quickly would I like to be seen i f I had a potentially serious problem, 
I think they are good targets. So I think, even i f they are not evidence based, they 
are, i f you are running a patient focused system: how would I want to be treated i f 
I were a patient, they are good targets. (Doug). 

The administrator's comments about the "lack of science" behind the times linked to a 

"customer service model" that Murray (2003) reported above seems contradictory given 

that there was, at the time, an active scientific discourse concerning timely treatment for 

specific conditions. For example, medical and nursing treatment protocols had been put 

in place by the mid 1990's, to support time based goals for initiating treatment for heart 

attack, stroke, trauma and sepsis. 
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A secondary purpose: managing line-ups. 

While ensuring the collection of specific data, a secondary purpose of the design 

of the C T A S was as a "decision support tool" (Beveridge et al, 1998; Murray, 2003). 

Using the standardized descriptors related to a variety of clinical symptoms the premise 

was that patients could be sorted and prioritized more effectively according to their 

presenting complaint, and the urgency of their condition relative to that of others in the 

queue (Asaro and Lewis, 2008; Murray, Bullard and Grafstein, 2004). The tool was 

expected to be helpful to nurses struggling to manage line-ups of patients in overcrowded 

emergency rooms. It was anticipated that this would address the "three red dots" on the 

whiteboard that informant Susie described (p. 2, this chapter). The context of emergency 

room overcrowding, described in Chapter 1, was fundamental to the compelling 

rationality that resulted in the construction of the C T A S text. 

The following data excerpts highlight the work of managing the line-ups in the 

context of overcrowding where the volume of patients arriving exceeds the resources 

available: "Sometimes the lineup is so massive, literally when the bus pulls in . . .you just 

triage, triage, triage" (Natasha); but as Pete states "we don't have very many open beds in 

our department; they are always full - of either very sick people or people who are 

admitted to the hospital, but waiting to go up to a ward" (Pete). Poppy describes the 

pressure: "like i f you have a lineup of 10 people at the window and medics waiting to 

give report or check in, you don't have time, but you need to get out and search the 

department to look for potential space." Recall too, 'Pat's ' description on page 31. 
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The Need for Data Collection: the Evolution of Standardizing Practices 

In order to accomplish the widespread collection, aggregation, and comparison of 

E D statistics, the triage scale had to be accepted and utilized nationally. Emergency 

physicians through C A E P and the National Emergency Nurses Affiliation ( N E N A ) 

worked together to compose the Canadian implementation guidelines for C T A S and to 

devise strategies to ensure appropriate education for nurses. In this way, the vocabulary 

and interpretation of the C T A S framework could be standardized. The adoption of this 

text ( C T A S ) produced a structured approach to documentation and a text mediated reality 

that not only changed nurses' triage work but also impacted how emergency nursing 

practices could be recorded, scrutinized and organized towards the intended efficiencies. 

Concurrently, the standardized electronic data information system was designed 

(REDIS/CEDIS) and mandated nationally to capture patient's presenting complaints, 

C T A S scores, and a number of data elements identified as performance indicators such as 

wait times, daily patient volumes, length of stay, patients who leave prior to physician 

assessment or against medical advice, and so on at every large hospital E D (Beveridge, 

1998; C A E P , 2002; Murray, 2003). In other words, very specific and standard aspects of 

emergency care. Thus formulated, the data is reported to the CIHI where it is aggregated 

and subsequently linked even more broadly into a number of different health information 

data networks (the Commonwealth Fund, The National Ambulatory Care Reporting 

System [ N A C R S ] , the Organization for Economic Cooperation and Development 

[ O E C D ] , etc). The data is then used to generate reports and establish international 

standardizations and comparisons. 
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Similar to the systems used on inpatient hospital units described by Rankin and 

Campbell, 2006, the C T A S data aggregated within computerized systems of monitoring 

and counting forms an official account of emergency department operations and enables 

managers to identify waste, inefficiencies, potential risks, and to target them for 

improvement. I argue that these processes organize nurses to produce their assessment of 

patients and their work processes within text mediated categories that cannot accurately 

display the range of illness, needs for care, or the care provided and that these practices 

may result in significant risks to patients that cannot be captured by the C T A S system. 

This w i l l be presented in the following chapter as informants talk about what actually 

happens that is not recorded. The point is not to reject the C T A S system, but to 

demonstrate that the knowledge it generates is incomplete; evidence exists outside this 

text mediated frame. 

The triage note: ICD codes and 'chief complaint'. 

The scale also imports the discourse of diagnostic coding and medical statistics 

into the work of nurses who are the professionals who actually apply the scale. The 

C T A S establishes a relationship between sentinel events defined by the International 

Classification of Disease [ICD] diagnosis at discharge from the E D and the usual way 

patients with these conditions 'present' (Beveridge et al., 1998, p. 2). The ICD-10 is "the 

standard diagnostic classification for all general epidemiologic, health management 

purposes and clinical use, including analyses for reimbursement, resource allocation, 

quality and guidelines" (World Health Organization [WHO], 2011). 

Diagnostic codes are important as medico administrative data but are not essential 

to what nurses need to know about patients. Nonetheless, nurses' adoption of the C T A S 
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organizes nurses to perform this institutional 'work' . The C T A S draws nurses into a form 

of documentation that requires them to adhere to a particular way of writing about 

patients and their reasons for coming to the E D in their triage entry. The triage nurse, in 

the free text 'triage complaint' space, is expected to translate or work out this linkage of 

each patient's main complaint, perceived symptoms, physiologic measures, 

circumstances, and so on, and write it in such a way as to be recognizable vis- a- vis ICD 

classification and other related analyses. 

Nurses are tasked with converting complex patient stories into a succinct triage 

complaint that captures the presenting problem, restating it in the right order, not so much 

so that the necessary nursing work can proceed, but in order for it to be easily retrieved 

when the data is being used to analyze and understand what is going on in emergency 

departments. It is critical to understand that these 'facts' are a textually mediated version 

that necessarily leaves out a good deal of the conversation (work) that is vital to how 

emergency care is actually rendered. 

Like first you find out what the chief complaint is, like what is the main 
problem today. Y o u have to have a good descriptive phrase, like heart 
palpitations, or pain left elbow. Unable to walk. What the biggest problem is. 
Then you have to enter it right; for example - someone that comes in 7 weeks 
pregnant with bleeding, nausea, abdo pain and vomiting. I wouldn't in my triage 
note say complains of 7 weeks pregnant just because that is what she said first. I 
would say P V (per vagina) bleeding with abdo pain, 7 weeks pregnant. If it is an 
80 year old man with stroke symptoms and a lengthy history or like oncology 
patients have a lengthy history like when their last chemo was and they have gone 
through so much - that story might even be 4 lines. Simple things - like cut finger 
at work - it w i l l be 1 or 2 lines typed in like ' W C B (Workman's Compensation 
Board)- lac. (laceration) to left index finger'. (Natasha) (explanations added) 

The triage assessment involves not only gathering details, but critically filtering them to 

portray the patient and their symptoms in the specific way the text has organized - not for 

the treatment of the patient per se, but for uses beyond the emergency encounter. 
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The nurse does not enter the complaint in the patient's words, nor the nurse's 

description, but is supposed to use a standardized format that includes key authorized 

words or phrases such as "abdominal pain L L Q , chest pain with cardiac features, 

extremity weakness" and so on (see Grafstein, Bullard, Warren, Unger & C T A S N W G , 

2008). There is a computer program currently used in some Canadian EDs, which 

contains the list of approved 'complaints' to assist nurses in this endeavor. In other 

words, to do this 'properly' and in accordance with what is required by the medico 

administrative data collection framework. The complete "Presenting Complaints Lis t" is 

also available at http//www.caep.ca/resources/ctas/cedis#presentingcomplaintslist. 

The informants had difficulty with this aspect of adhering to the C T A S 

guidelines. Nurses identified the need to use the complaint entry to communicate, what 

they deemed was essential clinical information about patients and their conditions to their 

colleagues. The framework limited their ability to communicate what they determined 

was essential for ongoing monitoring and intervention. Natasha for example adds 

qualifiers when she finds it difficult to accurately capture her concerns in the 

standardized C T A S text: 

I really hope that my note - the C T A S description captures what I am worried 
about. So then when the next person reads it - they come over to me and ask - so 
it sounds like - are you worried about this person? They ask about the number 
and the story and like run it by you. . . Like this is a belly pain but you gave them 
a "2" so what is that about? Sometimes, at the end of my triage note, I ' l l write 
"looks unwell" just as a like trigger for the nurse assigning the bed - to think 
about that patient differently. To look more closely. (Natasha) 

This additional notation "looks unwell" is not part of the rules Natasha is expected to 

follow, yet is vital to what might happen to the patient. Poppy too struggles with how to 

http://www.caep.ca/resources/ctas/cedis%23presentingcomplaintslist
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communicate her concerns and make "them obvious" but aware that she is expected to be 

concise: 

To me it is like their main complaint and what are they presenting like to you. 
What do they say is their problem and what do you think they are presenting like 
and support for that. The thing that I did when I first started triage was try and 
read as many of the triage notes as I could. What other triage nurses were writing. 
Even when I was in other areas. I realized there is B I G discrepancy in what nurses 
write. Some nurses write lots of detail that doesn't seem related, others write more 
of a story or sequence of events. It is something that I still struggle with because I 
try not to be too verbose, but still say what is important. What I always think 
about is when I leave triage, sure I know their story, but when I leave triage at 
3 o'clock - w i l l the next person be able to figure it out? I think, while I try to be 
less verbose, i f they are sicker, and I have made them a 3 but they are sick, and I 
think they should be seen, or they have the potential to get sicker, and that 
warrants them being seen sooner or getting a bed and not waiting room care, I 
want to make that obvious in my triage note. So, for instance, let's go back to that 
left lower quadrant pain, who I think might be an ectopic, I 'm going to include 
that in my triage note by saying something like: " L L Q pain, uncertain of 
pregnancy status, last menstrual period 6 weeks ago, you know - include 
information that w i l l pique other nurses' thoughts about what could be going on. 
(Poppy) 

Nurses use the triage complaint entry for clinical communication that does not fit the 

confines of the concise and standard data collection format required to construct "factual 

reports". The "free text" feature however permits nurses to enter complaints that do not 

follow this standard list and this has been identified as a problem that needs to be 

rectified (Dong et al, 2007). The variability that, according to nurses, is required for 

adequate patient care has been targeted for improvement through standardization. 

There is a growing body of literature describing the benefits of a computer 

mediated form of triage data entry that incorporates the use of the standardized 

complaints list, C T A S based discriminators, and modifiers. According to an E D clinical 

informatics specialist, this move to computer support is essential to collecting meaningful 
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data: "There is just too much variability in what nurses are writing, so it is impossible to 

sort through it" (field notes, 15-09-2010). A n E D administrator expands: 

There is now a C E D I S [Canadian Emergency Department Information System] 
presenting complaint list. I am extremely careful about advocating for a software 
program because I am concerned about time, but I absolutely think we have to 
move to common language, common terminology. So you can actually compare 
say abdominal pain level 3 at one site to abdominal pain level 3 at some other site. 
It is very anecdotal in some entries and the real complaint or problem is the last 
bit of the triage note. I think the IT systems around triage are sad, sadly behind. I 
think as we move towards S C M ™ (a new IT system), presumably the future 
triage system wi l l be in S C M and be complaint specific triage, and hopefully it 
w i l l be relatively simple but easily modifiable by triage nurses. (Doug) 

In the ongoing evolution of the C T A S system into computer assisted 

documentation, the need for accurate data is starting to squeeze out nurses' capacity to 

record features of patient care that are necessary to the safe conduct of nursing care, 

through the communication of clinically relevant details. The textual practices affiliated 

with triage work 'rule' and aspects of nursing practice are subject to elimination. The 

details that Poppy and Natasha want to communicate would cue other nurses to monitor 

potentially unstable patients more closely. 

The discursive framework of casemix. 

In the introduction section of the original C T A S guidelines, there is a discussion 

about the need for "efficient management" and the challenge of "doing more for the 

system than EDs have been designed to accomplish" (Beveridge et al, 1998, p. 2) The 

next section of the guideline goes on to present the concept of case mix: the proportion 

(mix) of patients in each triage level w i l l be the 'fingerprint' of that E D (Beveridge et al., 

1998, p. 2). 

Barnes and Rudge, (2005) discuss 'case mix ' relative to its "discursive 

framework" that accomplishes "building networks of information from the mapping of 
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bodies that are used to calculate, shape and change health care practices" (p. 312). They 

note the origin of case mix in industrial engineering models as a system to increase 

productivity, efficiency, facilitate comparison and manage resource allocation (Barnes & 

Rudge, 2005). Case mix had been in use for the purposes of hospital financial 

management prior to the introduction of C T A S (Little, 1992) and the purposeful 

inclusion into the development of the scale supports what I contend is the two sided 

nature of its development and entry into nurses triage work. There are two systems of 

knowledge embedded into the documentary work that nurses produce to describe 

emergency room patients when they arrive at triage; one into which nurses try to squeeze 

relevant clinical details about individual patients, and one that demands a standard 'code'. 

Nurses contribute incidentally to the system as they record the required information 

(Barnes & Rudge, 2005). 

What becomes evident is that the need for accurate information for the purposes 

of financial management and productivity over rides the nurses' need to communicate 

critical information about patients. They resort to using various alternative methods to 

ensure that this passage of clinical information happens. The post it notes for example, as 

one informant Rita, described on page 42 and 43. Or verbal communication as Poppy 

describes: " Y o u talk a lot, so like the verbal; and neon highlighters on the front of the 

care record. I might highlight vitals, or blood glucose, or C T A S number and the little post 

it notes." 

The nurses' reality about the variability of patients and the nurses' need to 

communicate this clinical information to their colleagues emerges as a problem in the 

large scale coding and aggregation of data that is necessary to match I C D codes at 
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discharge to the more idiosyncratic descriptive text entered by thousands of individual 

triage nurses across the country. Solving the problem has consequences. The solutions are 

aimed at the data, subsuming what nurses are trying to do. 

The contentious work of categorization. 

Figure 2 summarizes the five categories and corresponding numerical codes used 

in the C T A S system. It appears straightforward and simple from a distance. Moving into 

the space of applying it to actual bodies, it was described as contentious work. Exactly 

what are nurses 'doing' in a triage assessment that results in the assignment of number 

one through five coupled with a chief complaint? The work of categorizing, of translating 

a patient's symptoms or experiences into a numerical acuity or urgency code is more 

difficult than might be expected, and not as accurate as the data reports appear. One 

informant describes a typical interaction with a patient who has walked up to the triage 

window in her emergency department. This is how she "gets their story of why they came 

to emergency" which may take longer than the two minutes the guideline suggests, but 

which she considered essential to evaluating their condition and giving them a C T A S 

score: 

I start with the reason they are here; chest pain is worse than a stubbed toe. I look 
at what symptoms they've been having and for how long. I look at them: their 
colour, facial expression, breathing, pain and then of course I bring them in and 
do vital signs. Their vital signs affect it. Are they normal? If abnormal, how 
abnormal? I do a quick neuro exam, listen to their chest and keep talking to them, 
trying to get a good overall picture. I also ask about what they've done for the 
problem. Like i f they've seen a family doctor. If they have had or taken any 
treatment and the effect. I look at how they are coping and ask about pertinent 
medical history. (Sina) 

This information gathering can be made more difficult by "patients who go on 

and on with irrelevant details" (Mary) or "it can be hard, especially i f they are really 
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vague; you have to focus them" (Natasha) or patients who "don't speak English and you 

have to find a translator, or do charades" (Pat). Some patients "don't tell you important 

stuff like they have diabetes or have had an M I (heart attack)" (Sina). Then there are 

"kids and babies where you have to approach slowly and take your time" (Tammy). 

Other informants related the more intensive work of sorting out patients with complex 

health issues: "we are seeing much sicker patients - patients with multiple health 

problems, elderly people with complex issues, lots of folks in the community on dialysis, 

or chemo" (George). 

The nurses' descriptions of what actually unfolds as they translate their 

meticulous assessment work into the confines of the C T A S text exposes a "line of fault" 

(Campbell & Gregor, 2002) between the acuity category dictated by the protocols and the 

categories actually assigned. The categories are fluid and seldom reflect what nurses' 

actually know that extends beyond the knowledge of each individual patient and can 

actually change depending on "the day". A s nurse Pat describes: 

Some are obvious, like cardiac arrest doing C P R . Part of it is gut. I mean it's 
subjective and objective and there's going to be bias. N o matter how you look at 
it, C T A S or not, there's going to be bias. There are high 2's and low 2's and the 
whole range of 3's. Sometimes the 4's come in and you get labs (blood test 
results) back and they've got leukemia or something. Y o u can't tell by 
lookin ' . . .or on a day when it is busy, you almost get a tolerance going because 
everyone is so sick and you compare people. Y o u get this idea - they can 7 all be 
2's! But they are 2's but on that day, they'll get a 3. Depends on the day...(Pat) 

George also describes the difficult work of determining numbers based on a quick pulling 

together of information but trying to get all the details you can from many possible 

sources: 

A l l - most - of our traumas are C T A S 2. They are boarded (strapped to hard 
plastic stretchers with cervical hard collars around the neck) - you have no idea 
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of mechanism of injury. Y o u do go by presentation - but because you don't know 
and you can't take a chance that they might have a spinal fracture. They can come 
in fully intact (no neurological deficits) - but develop deficits later. The better 
story you can get at triage - that all plays into it. Sometimes people just don't tell 
you. At triage you are trying to get an extensive amount of information in a very 
short period of time - no matter i f the info is coming from medics or family or 
whatever. But you also go by how they look. Like i f anyone - patient or otherwise 
is telling you a story - but they look like crap - then you know they are a 2, 
not 3. It is just intuition. N o matter what the guidelines say. (George) 

What is also evident here is what some describe as 'critical thinking'; the ability to piece 

together observations with the background knowledge of pathophysiology, anatomy, 

mechanism of injury and so on; activities and thinking characteristic of expert nurses 

(Benner, 1984). The value of experience is apparent when novice triage nurses like 

Poppy consult with colleagues (rather than the guidelines) to make decisions: 

Honestly, for those that fall into those nice neat categories, like 72 years old, 
chest pain, shortness of breath - O K you are a 2. If you are abdominal pain, 
nausea and vomiting and a little tachy, no other symptoms - you are going to be a 
3. Y o u roll your ankle, little swollen and you want an Xray - you are a 4. Nice 
and simple. But for the other ones, I go to my coworkers and tell them the story 
and ask - do you think this should be a 3 or do they warrant a 2? Based on the fact 
that they are X , Y , Z ? (Poppy) 

Although objective measurements like pain scales are expected to support nurses 

work, and the numbers have become integral to how the nursing work currently proceeds, 

the system is always mediated by an experienced nurse. Scales do not work 

independently; they require someone to work with them and make decisions. 

Sometimes the scale produces other contradictions in nurses' work that positions 

them as skeptics in regards to the patient's description that is also incorporated into the 

triage work processes: 

Sometimes people can play the C T A S to their favour. They know the C T A S 
scores, they understand it. Either they've been in before or read it. They've 
googled it and figured out what C T A S is. So you have to look at their full 
presentation and document well . Like "patient states 8/10 pain" but you have to 
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chart - looks well , or ambulates easily, drinking coffee. I mean everybody's 
perception of pain is different. Y o u have no way of knowing i f it is the real thing. 
Sometimes you have to believe them. (Mary) 

Other informants agreed: there is "a lot of judgment involved; there's more at play -

more that you take into consideration than just the number or the chief complaint" 

(Poppy). "Even within the categories - there is a range; within the C T A S 2 - there is a 

range - it is not discrete. A l l 2's are not the same. Sometimes a 3 is sicker than someone 

you give a 2 - overall" (Pete). George indicates that category 3 is the safe middle ground 

rather than reflecting the actual C T A S scale. 

I mean a lot of the abdominal pains, I think are 4's actually, when you look at the 
guidelines, but there isn't time to look it up so most nurses, most abdominal pains 
get 3s. Lots of nurses I know say " I f I don't know, Ijust give them a 3. It's safe. 
In the middle." It seems that 3 is the fall back number. (George) 

There is an assumption that the C T A S categories reflect valid and standard 

information about patients and their emergencies. The nurses' challenges of being 

"accurate" and adhering strictly to the guidelines and parameters established in the text 

are evident. 

Presumably, the computer program described by the administrator earlier would 

also solve this problem with scoring. This system effectively takes the words and 

decisions about scores out of the minds of nurses and gives a computer software program 

the professional authority to interpret individual patient symptoms and compute the score. 

I emphasize again, the creation of a documentary reality using "common language, 

common terminology" as crucial to the institutional order. This standardization is 

essential, not for patient care per se, but for the work of administration and governance. 

When the computer program to assist triage scoring was presented at a triage workshop, 

the reactions from participants were cynical. Wanda for example was incredulous: 
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I can spot someone walking in the door as being sick; a computer can't see that! 
A n d I have to react immediately. I don't even think about the guidelines or 
modifiers then. Sometimes I ' l l C T A S someone a 2, even though by the complaint 
they give you, i f you looked at the guideline, they should be a 3, but they just 
don't look good. That visual is part of that decision. (Wanda) 

The ability of the user to modify the score, referenced by the administrator, is also 

present in the original C T A S text where experienced triage nurses are advised to use "gut 

or intuition" in determining a final score (Beveridge et al, 1998). Informants too, were 

unanimous in describing the critical role of their "hands-on" experience and knowledge 

that they relied upon to determine the final score. They consistently related this 

competence as something that they had honed while providing nursing care over many 

years. It was clear from their accounts, that nurses know something critical about patients 

that cannot be adequately described in the C T A S scoring system that is glossed over, 

even by nurses themselves. 

Gut feelings": experience and marginalized knowledge. 

The reference to gut feelings or intuition was a thread woven through the accounts 

of all of the informants, the C T A S guidelines, the triage education materials, courses and 

workshops, and emergency nursing literature. I attended a formal C T A S training course 

and several triage workshops during the course of this study, recording detailed field 

notes. Nurses talked at length about the intuitive aspect of their assessment skills. It 

emerged as a critical component of triage work. For example: 

Part of it's gut. Y a , like gut instinct. I use my gut a lot, really. A n d usually my gut 
hasn't led me wrong at triage. A n d i f I 'm not sure, I usually move them up (on the 
priority list) a bit more - at least until I find out what else is going on. A n d then 
I ' l l assess them again sooner [than the guidelines direct] - and see what's 
happening. I guess I think that your gut instinct up there is still very, very 
important. A s a triage nurse, most days.. .it's your gut that's going to save, 
save.. .there's no other term.. .your butt.. .and the patient's, really. (Pat) 
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Despite the fact that all of the nurses described elements of their work that 

contrasted how the guidelines would direct their practice, within the C T A S framework, 

increasing attention is being focused on organizing nurses to be more consistent and to 

rely less on their "gut" or intuitive scoring practices. The extensive list of "qualifiers" or 

"modifiers" for every C T A S category discussed earlier in this chapter which include 

ranges of blood pressure or heart rate values, pain levels, mechanism of injury tables, and 

so on to 'factor in ' to scoring decisions. In my field work during nurses' ongoing 

educational workshops I recorded multiple arguments and debates that erupted from the 

audience when triage case studies were presented. These were exercises that invited 

participants to demonstrate skill with the list of modifiers being introduced that are 

intended to make their scoring decisions more standard and reliable. During these 

sessions experienced nurses would cite examples from their work with patients and based 

on this experience would argue, for example, that the parameters of blood pressure and 

heart rate listed in the new guidelines were incorrect. Course participants provided 

anecdotal accounts from their own work with E D patients to justify their argument: 

"sometimes people can have a normal heart rate, not be tachy (tachycardie) and still have 

a big bleed going on." Comments such as this one would be supported by a real life 

example. Moreover, they would argue that the protocols themselves were not accurate for 

use in practice. For example one nurse commented on the modifier for pediatrics that 

indicated C T A S 2 i f the heart rate was 60, saying: "since when is a heart rate of 60 on a 

kid a C T A S 2? Like you are doing C P R at that rate, so isn't that a 1?!" Another nurse 

commented: "How can a blood pressure of 220/110 still be a 3? It doesn't let you 

consider what else is going on. It is not realistic; it doesn't let you match the patient and 
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their symptoms". A n d yet another nurse remarked: "There are different variables to 

consider, like i f they are on chemo or diabetic", (field notes, 21-06-2010; 16-10-2010; 

25-10-2010). 

When these debates arose, the default position of the instructors was to 

consistently reinforce that nurses were to continue to "use your gut" or "it's intuition - do 

they look 's ick'?" The nurses would all nod in agreement; they knew how to discern 

'sick' and 'not sick' and the numerical codes one through five were, in reality, anything 

but standard and consistent. Yet, the numerical categories are accepted as fact when they 

travel away from the local site and into data bases and reports to managers and 

administrators. 

A l l the practices that triage nurses engaged in contributed to work processes that 

resulted in their capacity to effectively construct a documentary reality about E D patients. 

Many of the nurses in attendance began working in the E D after C T A S was implemented. 

They see the scale as a taken for granted, indispensible tool that is a fundamental part of 

E D work. This helps stabilize the ruling effect of the text and perpetuate the assumptions 

about it. 

For nurses, doing this "intuitive" life and limb saving work at triage this emerges 

as critical to the work of organizing who should be seen first by the next available 

doctor. When I specifically asked nurses to provide details about what they are actually 

doing and thinking when they rely on a "gut feeling", they are well able to describe a 

complex synthesis of information gleaned from multiple sources; embodied, textual, 

objective, experiential, and so on. Mary, an emergency nurse for thirty years explains: 

"there is knowledge behind it - knowledge from experience - from seeing someone go 
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down the tubes - get worse, and die from sepsis or cardiogenic shock." Another 

informant elaborates on experience as something integrated with assessment, observation, 

and specific features of a patient's history: 

It is integration; the vital signs, the way they are sitting, what I found on 
palpation, on auscultation, in their history. It takes 30 seconds, maybe a minute. 
Y o u know when someone walks up that they are sick. That's how come you can 
look down your lineup at triage and see the 5th person down and take one look 
and say you- up here, now\ And you check them in first because you can tell from 
that first look...major infarct (heart attack) in progress. Youjust know. We do it 
so quickly; there is no way to quantify it. It is everything that we've learned 
through the years. It all comes together in an instant. (Tom) 

There is something tactile and contextual that nurses rely on to make triage 

decisions. This is the work that the scale cannot capture. The requirement that nurses 

have a minimum amount of work experience in emergency before progressing to the role 

of performing triage acknowledges that experience is crucial to triage work, but the scale 

itself does not capture the contribution of a competent nurse activating it. More 

importantly, these aspects of nurses' work with the scale do not travel with its authorized 

knowledge as the statistics amassed through nurses' work with C T A S do not make it into 

the hands of the decision makers who are working to understand and reform patients' 

waiting times and the risks associated with emergency room care. 

The contradiction, the disjuncture that I keep in view, is that framed by the 

documentary reality, as soon as the facts are lifted away from nurses' everyday and 

everynight work, it is the numerical scoring system that is seen to be accomplishing the 

successful flow of patients and that is understood to establish the nurses' priorities. The 

scores themselves, not what the nurse knows and acts upon, become evidence of accurate 

or inaccurate triage work. 
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Conceptualized as 'stressful' by the informant below, the frustration she describes 

is evidence of the tensions that the C T A S system organizes for nurses: 

It's just super stressful, and I don't think you ever walk away feeling great about 
what you've done. You're more likely to know, be told, i f you've done a bad job 
than a good one. N o one is going to pat you on the back for getting this patient in 
sooner, yet it was your skil l at assessment that made you put them ahead. Y o u 
might have six C T A S 2's, but you are the one that picked that person to get in and 
it might save their life. Or you notice that someone who was a 3 and has been 
sitting out there for six hours, only you reassess and pick up on something critical 
and get them in. N o one really sees that somehow... .that you are the one (Poppy). 

This nurse is using the numbers as though they are "facts" - a clinical language 

that clearly express something meaningful about the patients for whom she has 

responsibilities that informs how she can "know" them. Nonetheless, she is explaining 

how a " 3 " (a less acute patient) may actually need to prioritized ahead of a "2". The 

C T A S scoring system cannot accommodate the nurses' judgment and experience. This is 

what Smith would call a "bifurcated consciousness". The nurse "knows" her work from 

the materiality of how it unfolds. A t the same time, in a somewhat contradictory twist, 

she is also theorizing it (through the C T A S categories) even though these categories do 

not really match up with what she knows from being there. This contradiction is an 

important feature of the social organization that Smith describes. It contributes to the 

"peculiar eclipsing" of what actually happens; the nurse's knowledge is crucial to the 

competent unfolding of patient care while it is simultaneously subjugated and rendered 

invisible within the taken for granted backdrop that nurses contribute to any emergency 

room setting (D. Smith, 2001, 2006). 

The numbers don't change, but people do. 

A critical feature imbedded in the C T A S that stands out as puzzling in this 

research, and as one considers the construction of a documentary reality, was the explicit 
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direction that the initial patient score could not be changed (Beveridge et al., 1998, 

Murray, Bullard & Grafstein, 2004, Warren, Jarvis & Leblanc, 2001). The instructions 

and guidelines that accompany the C T A S system acknowledge that a patient's condition 

may worsen or improve during the emergency room visit, yet these changes are not 

recorded in the official record that enters into all of the decision-making activities 

described earlier in this chapter (hospital mangers, provincial ministry bureaucrats, 

Canadian national data and international monitoring systems). This is a critical feature of 

how the system becomes coincidentally organized to overlook and subordinate essential 

nursing work like Rita's constant attention on the 3's: 

The 3's, so I put them in time order at first. Then I look at all the 2's, they get 
bumped up a little higher, but I 'm always looking at those 3's who are waffling, 
who now - an hour or hours later, are now a 2. Or they quickly deteriorate and go 
in ahead of the 2. But you never change the number in REDIS (the IT system) 
(Rita). 

The guidelines to the C T A S system, as well as basic E D education and 

competencies assign accountability to the triage nurse for monitoring and re-evaluating 

each patient's status as time passes. In my observations this emerged as a key aspect of 

triage nurses' practices. Nurses are tasked with taking appropriate reflexive action when 

a patient's condition deteriorates (Beveridge et al., 1998, Murray et al., 2004). However, 

this key assessment that involves rapid interpretation, critical thinking, clinical decisions 

and professional intervention are invisible in the authorized views of emergency nurses' 

triage work. 

Recent revisions to the scale emphasize the "dynamic nature of triage involving 

multiple reassessments and possible reassignments of a C T A S acuity level" (p. 422) yet 

this change is never recorded in the data system; only the initial score is entered (Murray, 
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Bullard & Grafstein, 2004). Nurses instead record their ongoing observations and actions 

in the paper documentary record or on disposable notes (post - it notes) adhered to the 

chart. From the moment the score is entered, an authorized account emerges that is 

immediately disconnected, ultimately becoming contradictory to what is actually 

happening. The C T A S produces the static version described in data (a documentary 

reality) while for the nurse and the patients, things continue to happen. Patients are 

worked on. The work is dependent on the knowledgeable decisions and critical 

interventions of nurses (the work that is now invisible to the managers invested in 

improving emergency room wait times). In this way, only certain patient characteristics 

and actions of the nurses become administratively "knowable". 

Harnessing Clinical Practice to C T A S 

A s C T A S implementation proceeded across Canada, the C T A S National Working 

Group ( C T A S N W G ) composed of physicians and nurses, developed standardized 

training and education programs and materials that instructed nurses how to work within 

the framework of the scale. It stressed the use specific vocabulary, and provided guidance 

for how to interact with the computerized E D information system technology. Currently 

posters continue to be displayed in the triage areas of hospitals to remind nurses of the 

target timeframes and that list examples of conditions and symptoms representative of 

each category. The science related to time and the logic of urgency made sense to nurses. 

Working within the confines of the text was not discussed by informants as 

troublesome or difficult; they adapted to it readily, although working outside its bounds. 

The expectation for a thorough knowledge and competent application of the C T A S is 

incorporated into "Standards of Emergency Nursing Practice" developed by the National 
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Emergency Nurses Affiliation ( N E N A , 2007). These standards are imported into local 

sites in formal policies and procedures and the evaluation criteria used by managers for 

employment purposes; credentials for hiring and performance management for example. 

A s I completed the Emergency Nurse Certification Exam administered by the Canadian 

Nurses Association [ C N A ] in A p r i l , 2011,1 also noted a substantial number of questions 

designed to test my knowledge and application of the C T A S . 

There is no question, the C T A S is a high level text that rules in many aspects of 

nursing work; what D . Smith refers to as a "boss text" (2005). B y investigating the 

history and progression of the C T A S implementation, I am able to show how the C T A S 

project and all of its ideological intentions for data collection, rational management and 

performance evaluation have entered into every emergency nurse's practice. In most 

Canadian EDs this initially happens within a standard educational program for novice 

nurses and is followed by a lengthier full day course targeting senior nurses who are 

routinely assigned to perform the triage work. Every nurse working in the E D is taught 

these numerical codes, what they are supposed to mean, and how they are supposed to 

order the hierarchy of patient care. C T A S 1 's and 2's need to be seen and treated quickly, 

and are expected to require more resources (time, attention and equipment) than 4's and 

5's. Nurses are taught about their accountability for competent use of the C T A S system 

which is seen to organize timeliness of care and to facilitate the smooth flow of patients 

through the E D . It has become a taken for granted aspect of triage work. 

C T A S and nursing research. 

Following the introduction of the C T A S a substantial body of literature soon 

emerged, in both medical and nursing journals that focused on evaluating the reliability, 
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validity, and accuracy of decisions made by nurses as they used this tool and also on 

approaches to C T A S education and practice (Atack, Rankin & Then, 2005; Bazarian, 

Stern, & Wax, 2004; Beveridge, Ducharme, Janes, Beaulieu & Walter, 1999; Goransson, 

Ehrenberg, Marklund & Ehnfors, 2005; Patel et al., 2008; Worster et a l , 2004). 

Implicit within this discourse is the assumption that i f triage is done correctly, and 

the tool is used properly (in the standard way), the right C T A S score wi l l be assigned, 

delays wi l l be minimized, patient outcomes wi l l improve and adverse events w i l l be 

avoided. When accurate triage happens, patients would be seen within the acceptable 

time frames; what Rudge (2011) might describe as the smooth running system. 

Deficiencies then are viewed as a problem of the people doing the work of 

categorization, who need to learn to do the categorization better. This was particularly 

true of retrospective studies that utilized large repositories of data ( N A C R S , for instance). 

(see Atzema et al, 2009, Bazarian, Stern & Wax, 2004, Kwan, Hand & Sandercock, 2004, 

for example). Many of the implications for practice focused on suggestions for improving 

triage education and nurse's decision making. This attitude was also reflected in 

informants' day to day talk about triage "being blamed for problems" (Rosa): 

The docs come in and get mad because there is no place for them to take a patient 
to do their initial assessment. They bitch that triage is putting inappropriate 
patients there. They don't see that they might have been appropriate 10 hours ago 
but they got sicker waiting to be seen. (Sina) 

This narrow frame cannot hold the many and various activities that nurses 

participate in, that are not part of C T A S categories. It covers over (even for nurses 

themselves) what nurses on the front line of practice know about their work and how it is 
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accomplished. A taken for granted assumption commonly emerged: what comes to be 

understood is that the triage tool, used properly, organizes effective triage; not the nurse. 

There was a dearth of critical research about how the tool itself may have 

introduced changes in triage practices, or into the actual work that nurses were doing with 

patients. Rudge (2011) observed that in systems using audit tools like the systems that 

record C T A S scores and time in the E D : 

It becomes self evident what kind of research is to be done and what this research 
w i l l accomplish. To assist with the smooth running of the system, it is clear that 
research undertaken by nurses should then deal with how to make that system run 
smoothly without actually questioning whether the system as currently constituted 
is capable of running smoothly. A n d further, "that any research undertaken, w i l l 
merely prop up the system - make it work - as self-evidently the system itself 
does not require fixing, only how one is to work within it" (p. 172). 

From the discursive frame in the literature, it is apparent that the C T A S tool is 

seen to be doing the work and nurses need to do it better. The expertise of nurses and the 

chaotic features of emergency waiting rooms are not evident within a frame that 

consistently constructs the nurse as an individuated subject working with a single, 

individuated patient. Thus, it directs attention to the individual nurses who use it, while 

any other work they do to manage the organization of the group of patients waiting for 

care, disappears. A s I w i l l show in this analysis, this underlying assumption conceals the 

meticulous work that nurses do to accomplish this complex happening known as triage. 

The many complexities of nurses' work with waiting patients that rest outside the C T A S 

parameters and the multitude of activities that must unfold in the context of limited 

resources seem strangely absent from the sterility of the targets and the categories of 

patients' conditions. 
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Discussion 

This detailed textual analysis of the C T A S scoring system shows the capacity of a 

text to ensure that specific details are recorded the same way across time and space for 

multiple users. The C T A S organizes the collection of specific information while at the 

same time not recording many essential features that accomplish patient care in the E D . 

Patients and their needs are understood by the categorical definitions of the scale and not 

by what actually unfolds. 

In this inquiry I show how nurses in the workplace are immersed in the actual 

world of bodies while at the same time are tasked with translating their work into 

formalized organizational texts that articulate bodily concerns and tasks to the conceptual 

order of the institution (Campbell, 1988; Campbell and Jackson, 1992; Rankin and 

Campbell, 2006). The informants were able to show how imperfect these scores really are 

and the range of conditions and acuity level within each category. There is no uniform 

group of C T A S 3's, yet they are assumed to be standard, to consume on average fewer 

resources, and require less time and attention than a C T A S 2 patient. 

The numerical categories of C T A S were contentious and often difficult to 

determine. A s Martin & Lynch (2009) observed, the work of counting and classification 

is socially organized and dependent on contextual, organizational and political 

contingencies in determining what to count as a condition of membership in the domain 

to be counted. They are not completely objective fact. The clinical practice of triage is 

harnessed to health services research. These practices of data collection are designed to 

make the characteristics of patients and the actions of health care providers 

administratively knowable (Mykhalovskiy, 2001). It is a "documentary reality" that is 
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fundamental to governing and managing health care today and assumes an integral role in 

the production of knowledge for such purposes (D. Smith, 1973). 

The C T A S text is intertwined and connected to an ideological framework of 

biomedical science, rational management, accounting and governance practices that 

demand measurement. Activated by triage nurses at work in the local interface, texts are 

integral to the production and collection of specific information that structures an 

authorized understanding of emergency work and patients. I explicated how this mode of 

thinking and acting has fully infiltrated emergency nurse education, certification and 

knowledge production. A s the organizers and financiers of health care delivery in Canada 

strive for transparency and accountability, government officials and the public and even 

nurses and their healthcare colleagues come to understand the text mediated version as 

the 'realities' of emergency care. They organize wide agreement about risks, service 

delivery, and "reasonable" time frames. 

Although the C T A S scale may formalize and standardize the sorting that nurses 

have always accomplished in emergency rooms, and is a useful clinical tool in doing and 

articulating this work, the primary purpose of C T A S was to collect standardized data for 

the organizational enterprise. Thus, the collection and recording of very specific 

information about patients and their problems that leaves out a substantial amount of 

detail about how things happen in an emergency department, actually results in a work 

organization that impedes nurses' capacity to provide expert clinical care. This link is 

foundational to the detailed analysis elaborated on the next chapter about the supremacy 

of numerical data being used to understand 'something happening'. 



Chapter Three 

"The Numbers. It's All about the Numbers" 

Various forms of measuring, categorizing and monitoring things happening over 

the passage of time have been routine, consistent, taken for granted practices in nurses' 

everyday work in every location that nurses practice. Blood pressure, heart rate, cardiac 

output, urine flow, temperatures and other numerical ways of knowing physiologic 

functioning are basics in nursing education. Measuring the size of wounds, intravenous 

infusion rates, the number of days or hours since symptoms were noticed, the minutes 

between uterine contractions in labour, severity of pain, are just a few examples common 

in nursing practice that require numerical coding or mathematical calculation. The 

language of q l H or qiD are 'codes' that nurses use many times each day that 

communicate time related action; every hour, four times per day. Nurses learn about 

these various ways of measuring and counting and become adept at collecting, 

computing, recording and interpreting numerical forms of information about patients. 

Modern technology has increased the ways and means of measuring human 

physical functioning and determining the implications of the findings on bodily stability. 

A substantial bio medical discourse and expertise has developed incorporating 

measurement and intervention that has informed nursing knowledge and practice. These 

numbers are not the focus of the troubles that arise for nurses in emergency room 

practice. The numerical practices under critique are relatively new forms of 

measurement, standardizing practices, and calculative understanding that have been 

infiltrating caring work for a number of years and producing a different sort of 
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knowledge about patients and what they need from nurses (Campbell, 1992; 

Mykhalovskiy, 2001; Rankin & Campbell, 2006, 2009; Rankin, 2001, 2009). 

Nurses have increasingly been actively engaged in the production of medico 

administrative data (care pathways, workload measures, alternate level of care assessment 

for example) just as surely as they measure and record vital signs on patients. In the 

previous chapter, I outlined specifically how nurses translate patient problems in the E D 

into a numerical score. Many of the textual forms and devices that have been introduced 

and proliferated through computerized technologies, rely on nurses to complete them; to 

translate and enter specified information about patients, their needs and what gets done, 

producing an abstracted account of nurses' work and patient care that many others far 

removed from the immediacy of the bedside, can read, aggregate, average and interpret 

for a variety of purposes (Cheek & Rudge, 1994; Rankin & Campbell, 2006; Rankin, 

2001). 

The frustration expressed by the nursing informants in this study about these 

numbers erupts from the consequences they and their patients are experiencing as 

traditional ways of taking care of patients in the emergency room are being reorganized. 

Patients, the resources they require, including nursing time and attention, expressed and 

known numerically, through the C T A S text, is informing the current reorganization of 

care. The disjuncture in which these nurses report finding themselves: "providing bad 

care" but harnessed with "the whole pressure is to increase flow through the department" 

which then gets measured as improvement is evident below: 

Wel l , the only positive thing is that whole flow issue. Our numbers. Like we're 
seeing some patients faster but like how, how is that positive when your sick 
people are still waiting and your nurses are getting stressed and overworked and 
getting burned out? Y o u barely have time to communicate about the patients and 
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say O K , this is what's going on. There's so much to do. There is no time to stop. 
It's just you can't, you can't give proper nursing care. We have this standard of 
nursing care and we just can't do it. Patient care standards are going down. Wel l 
not standards but patient care, the quality of patient care is down because you 
can't provide proper care in a room full of chairs. There's no privacy. How can 
you properly assess a patient? I can't provide proper comfort measures. Things 
get missed. We're sending patients to the floor, C T scan and the O R (operating 
room) fully dressed. It just passes our work to those other nurses. Are we wil l ing 
to lower the bar to improve our flow? (Tammyy) 

This tension, the "chafing" (Campbell & Gregor, 2002) that this informant describes, and 

how it has happened, can be traced to data (numbers and categories) that purports to 

know emergency patients and the resources they require. 

Textually mediated through C T A S , information about patients entered by nurses 

via the triage data entry form, combined with chronologic tracking of their stay in the E D 

allows patients to be known one way. A s I w i l l show, nurses at triage and the bedside 

know things about patients that far exceed this text mediated category. They act on this 

clinical knowledge that falls outside the text; it is more useful to them than the score, 

hence 3's sometimes "get i n " before a 2. 

A t triage, there is so much variation within those numbers. There is like a hard 2 
and a soft 2. A chest pain for example. E M S might bring them in and they have 
had Nitro (nitroglycerine) and now they are pain free and no changes on their 
E C G . They are a 2 because they are cardiac. But then I have an abdominal pain 
that is doubled over, and I have no information, no labs. They have active 
vomiting, diarrhea. They would benefit from being seen (by a doctor) so they can 
get some medications initiated and some diagnostics to rule out something serious 
like an appy or bowel obstruction. So I might put him ahead of the chest pain who 
has been treated and is stable. I might even give him a C T A S of 3 but put him 
ahead of the chest pain C T A S 2 because of that. It really depends on patient 
presentation and how they are looking at the time. (George) 

So too, nurses at the bedside who provide ongoing care, continue to gather important 

information about patients and what ails them, beyond the limits of the text and report 
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back to the triage nurse. This monitoring and surveillance happens inside the time the 

patient is waiting to see the physician. 

The nurse does a full assessment, fills in the E A T R (Emergency Assessment and 
Treatment form) and initiates treatments and labs as per protocol. It still might be 
several hours before the doctor sees the patient. The nurse can start IV fluids, give 
Tylenol, fentanyl per protocol, do an E C G , labs. Y o u can also use that 
information to bump the patient up in that priority line up. So, say you do an E C G 
and it is abnormal, or labs come back way out of wack, you call triage and have 
the patient bumped up to be seen. In that way, the priority list is what we use 
more than C T A S . (George) 

New patient flow processes are designed to expedite the E D visit for C T A S 3's by 

deferring the assessment and protocols described by George in the excerpt above, until 

the doctor sees the patient, in order to decrease wait times. This squeezes out the time and 

space needed to build knowledge about patients' needs and nurses' knowledge about how 

to address those needs. The expedited processes limit the ways nurses are both able to 

know, and intervene for their patients beyond the text mediated boundaries. The text is 

both organized by, and sustains the discourses of time, urgency and bio medicine that 

frames emergency care and dominates how we currently think about it. 

A Compelling Rationality 

The genesis of this study arose from my involvement with implementing a new 

process of care in the E D where I am employed. Prior to changes being introduced, 

nurses had been informed through memos, at staff meetings and through the public media 

that specific numbers representing the state of emergency room care were a concern and 

urgent solutions were necessary. According to these communications, wait times were 

excessive, patients were staying too long in the E D , too many people were abandoning 

the wait and leaving before being seen by a doctor, all of which imposed an unacceptable 
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level of risk to patients. Nurses themselves had ample anecdotal evidence of negative 

impacts of managing overcrowded waiting rooms and agreed with this evaluation. 

In Metro, average wait times had increased steadily from 4.5 hours in 2005 to 

over 6 hours in 2006 for those patients treated and discharged. For patients requiring 

admission, the time spent in the E D averaged 13 hours (The Region, 2007). The situation 

in many Canadian hospitals was deemed to have reached a critical level at that time 

( C A E P , 2002). A s a consequence the situation became the focus of organizational and 

political leaders, the media, and the public (Braid, 2006; Canadian Broadcasting 

Corporation [ C B C ] , 2007; Lang, 2006; Logan, 2006; The Region, 2007). Nurses working 

in EDs were aware of the news reports and as one nurse recalls: 

Then there was a lot of media attention. It was so busy. I mean everyday it 
seemed there was something in the paper or on the news about people dying or 
bad outcomes because they waited so long in Emerg.. .The appendix that went to 
X hospital, then died. The miscarriage in the waiting room.. .the lady with 
necrotizing fasciitis. It was non stop for awhile. (Mary) 

Despite this media, political and managerial attention, waiting times in the highest 

volume urban and regional EDs continued to worsen despite efforts to improve access, 

with the time from triage to physician assessment increasing significantly over the next 

three years ( H Q C A , 2010). Nationally, the CIHI was monitoring, comparing and 

reporting on E D wait times as well (CIHI, 2005). 

The 'facts' about wait times in particular, communicated in numerical reports and 

graphs, substantiated the discourse of 'crisis ' : a powerful argument that persuaded nurses 

to assist and comply with proposed changes that promised to improve these conditions. It 

was hoped that the data and numerical 'proof contained in the reports would generate 

changes to the allocation of resources and result in the addition of beds, nurses and 
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doctors that would serve to alleviate the overcrowded conditions. However, as the 

planning evolved, it became apparent that the E D had to solve its own problems. In the 

words of one administrator, it must strive to become "maximally efficient": 

These things have to be fixed at a departmental and program level. So the 
department of cardiology has to fix its problems, the department of medicine has 
to fix its problems, the long term care silo has to fix its problems. Emergency has 
to fix its problems. The only people who are capable of doing that are those 
people who work in those areas. So it falls on the program leaders in those areas. I 
think what's happened is there have been cutbacks in the system, there are fewer 
beds than there used to be, and it has been hard, harder for everybody, to manage 
the patients that need their care, and i f you are in that position, there are two 
roads. One is very easy and that's doing what we've always done, and let 
someone else deal with my problems, my waiting line. The other road is very hard 
and that is saying W E are responsible for these patients, we are going to figure out 
how to optimally allocate our resources, we are going to become maximally 
efficient, we're going to look after our waiting patients. (Doug) 

Thus, a plan was established for EDs to become "maximally efficient". This was 

accomplished by reorganizing the way nurses (and doctors) work with, and on patients in 

the E D , beginning from the point of triage. A s the changes unfolded, wait times 

responded positively, improvement was claimed, and more changes ensued in spite of the 

concerns reported by many nurses; the disjuncture described in the introduction to this 

chapter of providing bad care but celebrating improved wait times. 

There is no doubt that changes were needed. There is also no doubt that the 

intentions, plans and changes were designed with an aim to provide the best care 

possible. However, what this research uncovered was the breach between what was 

intended, what actually happens and what the numbers gloss over. Through a meticulous 

empirical tracing in the previous chapter, I showed the C T A S text itself to be both a 

product of the social organization of health care reform, as well as an active producer of 

organizational information. These are the numbers of concern; an authorized 
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understanding of E D patients and what happens to them, that is bereft of detail; 

incomplete and abstract but relied upon to evaluate care. Furthermore, these same 

abstract accounts inform strategies that organize resources and different ways of 

providing care in emergency rooms. 

M y analytic focus in this chapter is to expose the disjuncture between the 

numerical knowledge, presumed to be factual, neutral, and hence, unassailable that is 

generated through the activation of the C T A S text, and the actual experiences of people; 

nurses, patients, doctors and others, as they unfold in the unpredictable, dynamic, 

location 'on the floor' in a hospital emergency room. It is this numerical knowledge that 

is used to drive and evaluate reform and efficiencies. 

C T A S in Action 

The following excerpt recorded during a routine update between two nurses, one 

the nurse in charge and the other the triage nurse, is typical of the way the E D ' s current 

situation in the waiting areas would be reported. The triage nurse says: 

I've got four 2's, well actually 5 - I've got a possible appy - came in as a 3, but 
he's getting worse, febrile now and tachy. He needs to come in. There's five 3's, a 
couple of 4's. They can wait. A n d a few for Minor Treatment. That's it. A n y beds 
coming up? I need monitors. Oh wait.. .I've got 2 back in E M S Park. They've 
been waiting a couple of hours now. We have to get them in too. (field notes, 16-
07-2010) 

The nurses' use of the C T A S text that organizes her thinking is highly visible in this 

comment. We can identify how the C T A S is organizing the way both these emergency 

room nurses talk about the patients that are waiting to be allocated a treatment space. This 

abstract numerical conversation displays a particular institutional speech genre (D. Smith, 

2006) in which we can see it makes sense to those who work in the E D . This type of 

conversation would be instantly understood in any of the multiple urban and rural E D s 
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coding system applied to each patient's acuity governed by the C T A S text. Specific 

information about these triaged and now waiting patients coordinates activity for many 

others at work in the E D . 

Using this excerpt as a starting point, I open to view what the triage nurse knows 

about each individual patient, how she knows, and what is actually being communicated 

to the nurse in charge. She is tasked with helping to coordinate occupancy of variously 

resourced spaces and the flow of patients through the E D . There are many other patients 

that she and the charge nurse know about who are in treatment spaces, but have not yet 

been seen by a doctor, that they must keep in mind. The numerical framework that 

organizes and records the C T A S homogenizes a wide range of patient symptoms and 

conditions into a single category and, when aligned with the computer's empty 

chronologic tracking, subsumes, and does not count an enormous amount of detail that 

the triage nurse knows about patients, and wi l l act upon. What she is able to do is 

dependent on a myriad of shifting circumstances. 

Chief complaint and a number. 

Exactly what are nurses 'doing' in a triage assessment that results in them 

recording a numerical score and a brief notation of the chief complaint? How does the 

C T A S poster, guidelines, or C T A S training work when they are responding to a patient in 

front of them and attempting to match that patient to the conditions and symptoms listed 

in the guidelines in order to assign a category? H o w do managerial directives about 

efficiency, flow, and clearing the waiting room affect this? 
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The following excerpts highlight how this matching work is not easily mediated 

into the documentation that is entered into the institutional data base as a number; the 

information used to create knowledge about emergency patients on a given day. Carefully 

scrutinized, tensions are evident in regards to what nurses 'know' and act upon in their 

work with patients. One of the first and most obvious tensions is that the first "action" 

that is institutionally authorized is that of documentation - not hands-on nursing. 2 Hands 

on nursing may happen first but is not recorded electronically; it w i l l be recorded in the 

paper documentary record generated after the C T A S and triage text is complete. 

A s indicated previously the information system (REDIS) requires the nurse to 

first enter a succinct free text note that summarizes the patient's reason for coming to the 

E D . Most nurses invite the patient to explain their symptoms in their own words, while 

simultaneously observing the patient for physical manifestations of illness, specific 

symptoms, and behaviors, using skills acquired in their professional education, training 

and nursing work experiences. Natasha explains: 

Wel l , first you just look at them, colour - super pale, or green - there's something 
going on. It's not like a full exam, but a quick look - you can see when their 
respiratory rate is through the roof, or they are hunched over. The look in their 
eyes - are they sort of glossed over? Mentally you are thinking maybe their G C S 
is lower than 15. The way they are talking, acting - all of that. Y o u first get that 
look, then once you start talking to them, then maybe the story is not making 
sense.. .you can tell - maybe they're diaphoretic. Y o u can tell by the way they 
look because some people are stoic and would never tell you they are in real pain. 
Then the other side of the coin are the ones who are .. .well lets say overly 
dramatic. Y o u almost have to ignore the laying on the floor screaming your head 
off... .It can be a challenge. The last piece would be looking at the vital signs -
you know blood pressure, heart rate.. .putting it all together. (Natasha) 

2 Of course, this requirement can (and does) change depending on the nature of the patient's emergency, 
but the documentary work is a priority throughout the triage process, and intersects with the work of other 
nurses, paramedics, and admitting clerks in the actual work processes of documenting. 
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The C T A S guidelines to which the nurses are orienting this work outline 

examples of the conditions and symptoms in each C T A S category but this list is far from 

exhaustive and often it is difficult for the nurse to interpret the patient's description and 

her cursory visual assessment to match a condition on the list. When asked to describe 

their assessment work, meticulous, detailed descriptions were offered by informants, and 

supplemented by my observations of their hands on, systematic but quick, targeted 

physical investigation, staggered by pointed questions aimed to elicit more detail. The 

questions were sometimes organized around an attempt to identify a potentially serious 

underlying condition. This sometimes resulted in assigning an acuity number outside of 

the number indicated by the C T A S text. Many nurses felt they were accountable to "not 

miss anything" including potential outcomes. For instance, Poppy insisted: 

I think there's two different things; you look for clues - you recognize they are 
sick and you make them a 2; and even i f they didn't meet all those criteria from 
C T A S , you still make them a 2 because they look sick, or you look extra hard to 
find the criteria to justify giving them a 2. It is not just symptoms, it's like -let 's 
say you have someone come in and they have left lower quadrant pain...and you 
are worried they are an ectopic because they are borderline tachy, they are young 
and female. It could be an appy, it could be ectopic - you know because she's not 
sure i f she's pregnant. Her period is a little bit late, but not sure. So you are 
considering all these things so you really start looking for other signs - are they 
pale, diaphoretic, clammy.. .you look for those things.. .for more information. 
(Poppy) 

Wanda also used her broad knowledge of various medical conditions learned over many 

years of nursing to render her score based on anticipation of what could happen: 

Y o u have to consider, what is the worst case scenario? What could potentially be 
this person's worst case scenario? Could he be sitting in the waiting room for 
hours having a heart attack? I do try to make diagnoses at some level. 
Differentiate what this problem is, so I do use differential diagnoses. (Wanda) 
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The clock is ticking. 

Complicating this triage work is a guideline that suggests the entire triage 

assessment be limited to approximately two minutes to ensure 'patient flow' and allow 

for rechecking those waiting (Beveridge et al., 1998; Bullard, 2004). This is a target that 

has been carefully calculated; a numerical estimate based on means and averages, and i f 

the nurse adheres to the two minute triage it is expected that there w i l l be time available 

to allow for checking in new patients and monitoring those waiting according to 

reassessment time guidelines. The time target is entrenched in how the nurse informants 

talked about "good" emergency care. While it was not currently being audited in the 

locations where I conducted my research, there were numerous references by informants, 

including administrators and clinical educators to an expectation to be " b r i e f and 

"quick" when doing the initial triage scoring and chief complaint note. 

If you had a triage nurse that could take 5 seconds to triage an ankle injury and 30 
seconds to triage somebody with chest pain and move patients - be the 
quarterback - and that's all they had to do, then you could free up additional 
triage resources to go into additional care. (Doug) 

Some triage interactions are shorter than two minutes and there is no need for 

complex assessment; interestingly this was often the case in life-threatening situations --

those patients requiring advanced life support for example, where a cryptic note "cardiac 

arrest" in the free text box, the number' 1 ' in the C T A S space, and full name suffice. 

Typically, in my field observations, longer than two minutes was required. The 

pressure to adhere to the two minute guideline is organized within a constant need to 

"hurry" that is driven by the "line up" of patients waiting either for initial triage or for the 

ongoing reassessment that accompanies the triage responsibilities. In this study, each of 

the research sites triage on average, over 200 patients every day, with peaks of 220 to 240 
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per day occurring with increasing frequency (The Region, 2011). Many nurses described 

the pressures related to the sheer volume of incoming patients. Poppy for example, 

related the limitations as "like when you have that lineup of 10 people at the window and 

medics waiting to give report or check in, you don't have time to waste". Natasha 

describes it as constant: "sometimes the lineup is so massive, literally when the 'bus pulls 

i n ' . . .you just triage, triage, triage and you hope that your note is good enough that the 

next nurse looking at it w i l l know what to do". This nurse is cognizant that another nurse 

(bedside nurse or fellow triage nurse) involved in the care of the patient w i l l be using the 

written description of the patient condition; this is information that is required for the 

nursing work to continue. 

A s E D ' s are compelled to more standardized documentary practices, now 

becoming mediated by a computerized list of complaints, how wi l l Natasha, and her 

coworkers convey those critical pieces of information about patients so the "next nurse 

knows what to do"? Recall the critical information recorded on post it notes described in 

the previous chapter; all cues, used by nurses to relay important details along the patient's 

trajectory of care in the E D . These details often prompt the next nurse to do a number of 

early, nurse initiated interventions. A s described earlier, these interventions are not 

visible in the official documented story that only records time of triage, time elapsed to 

bed assignment and then time seen by the physician; a time zone viewed as 'empty or 

wasted' by those evaluating E D performance. 

Outside the confínes of C T A S . 

Returning to the opening passage between the nurse in charge and the triage 

nurse, a careful reading of this data also uncovers the nurses' everyday work of mediating 
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the standardized knowledge into something useful and meaningful; the occasions when 

the initial C T A S score and the IT system are unable to accommodate the reality of what 

is happening. This is the juncture where the nurse has to clarify that although "the record" 

(computer tracking screen) shows that there are only four patients who are at the high end 

of the acuity scale (2); there are actually five patients. This is a critical part of the nurses' 

knowledge in action. The nurse has recognized that within the dynamic features of 

emergency room care, one patient's condition has deteriorated. The detail she provides 

about the "appy" is a fundamental part of these two nurses' work processes. A s my 

analysis about C T A S w i l l uncover, vital features of nurses' knowledge are the target of 

the ongoing standardizing practices that are focused on gathering very specific data. 

There is minimal insight into what that means on the ground of nurses' knowledgeable 

use of their time. Instead of developing ways to support this level of expert competence 

the systems work to cover it over - to streamline and regulate it in ways that, I argue, 

have detrimental effects for patients. Nurses, as active participants are complicit, learning 

to perform streamlined modes of care. 

The nurses' interaction demonstrates their professional capacity to communicate. 

Clear and concise communication is an essential skil l in emergency room nursing where 

patients' lives hang in balance in a setting that is complex and fast-paced. The utility of 

the C T A S as a way to think about what to do - what to do now, what to do next, what can 

wait - is apparent. However, the critical juncture where nurses' knowledge intercedes 

with the C T A S framework while the institutional work of C T A S lurks behind the scenes, 

is an unrecognized and (for nurses) insidious incursion into their capacity to do their 

work well . 
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What the exchange between the charge nurse and the triage nurse also makes 

clear is that they are not just communicating information about the patients, but also 

where those patients are now and where they need to go. Space becomes a significant 

feature of each nursing triage decision. The particular space available at any given time is 

a critical constituent of which patient gets in next. Having "no beds" was mentioned as a 

situation faced consistently by informants. 

Wel l , when we have let's say 47 beds in our whole department - staffed - and say 
35 of those beds are filled by admitted patients. That gives you 5 beds to work 
with. A n d then you hear from admitting that there is no hope of any inpatient beds 
until sometime tomorrow - and it is only 3 in the afternoon. That's Gridlock! 
(Pete) 

Your REDIS screen at the top. It has this red alert when all the inpatient beds are 
full. I have never seen it any other colour. We are always in red status for 
inpatient beds. So it just backs up in emerg. (Mary). 

Or as Rita laments: "where day after day, every space is occupied" and Susie agrees: 

"Yes, we have multiple sick patients at once and no beds - or appropriate beds to send 

people to". Tom also describes the situation when they really need beds (stretchers) to 

properly care for patients, but the chair spaces are all that is available. 

There are days when the only space available is through W R C . The only way 
patients w i l l get seen at al l . That is a desperation thing. When you look at that 
REDIS screen and you can see you are Gridlocked - check mated essentially. 
There is nowhere else to go. (Tom) 

The nurses in the opening exchange are concerned that patients are waiting, not 

yet in treatment spaces; some 'parked' with E M S in a hallway. For example, the patient 

who is getting worse: febrile and "tachy" (meaning the patient now has a fever and his 

heart is beating faster than normal) needs to be considered in relation to the available 

resources and spaces. The C T A S scale is no longer helpful. Although the patient is 

3 Where Tom works these are chairs outside of the treatment area, in the Main Waiting room, but they are 
counted as a treatment space in the tracking system. 
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worse, now a 2, the initial acuity level assigned, a 3, is stabilized (for statistical 

purposes). Note the nurse does not say "he's now a 2"; rather she describes the actual 

condition in order to stress that he has become higher priority for the next available bed 

and for the physician to see. The charge nurse w i l l then act upon this information to help 

accomplish the "operational objective" of the C T A S tool; to have the patient moved into 

a treatment space where they can be seen by an emergency physician (Beveridge et al, 

1998). To accomplish this, she or the triage nurse wi l l walk through the E D seeking 

stable patients to move into chairs, or expediting discharges or transfers. 

Once in the bed, the patient's priority to be assessed by the doctor w i l l need to be 

manipulated by the triage nurses using the priority list described in Chapter 1. This 

maneuver w i l l ensure that the patient w i l l be seen earlier than other patients who might 

be less urgent, despite having arrived earlier. Even though the patient is a ' 3 ' in the 

system, he/she may be seen before someone who is a ' 2 ' , whose symptoms have 

improved. This work is integral to the skilled management of stressful and fluctuating 

conditions when, as several informants concurred, there are more than twenty patients " in 

line" for the doctors. 

Behind the Scenes; What the Tracking Systems Cannot Count 

The C T A S implicitly relies on both nurses' expert biomedical knowledge of 

illness and injury for it to operate in this way. It is also contingent however, on the space 

or resources available at any given time. The text driven code relies on the nurses' broad 

scientific and practical knowledge of anatomy, pathophysiology, symptoms of disease, 

health, wellness, and so on, that they have acquired through formal nursing education, 

training, and hands on experience working with patients, that they w i l l then to act upon. 
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Activating the C T A S text relies on extensive and intricate nursing work and nursing 

knowledge but then covers it over in the translation and recording. The work and 

knowledge required to get patients from triage to a treatment space and seen by a 

physician is also not visible. 

Recalling the physical layout and the bed map described earlier, we imagine the 

nurses clicking on the screen as they question i f beds are "coming up". The work of 

'getting patients in ' is similarly covered over by the chronological tracking of the time 

neutrally passing by. We know that triage nurses manipulate a priority order that 

determines which patient w i l l be seen next. The computer cannot record this 

manipulation. Thus, in all the authorized views of what is happening it appears just a 

simple formula of the sickest patients being seen first while the remainder are seen in 

chronologic order. This is certainly the assumption that is embedded in the excitement 

about the reduced wait-times and "improvements" to care that are widely circulating. 

Reassessment and 'juggling' the queue. 

The initial data excerpt where the nurses filled in the gaps about the person who 

may have appendicitis in order to communicate what was needed beyond the numerical 

reports alluded to patients getting sicker after the initial C T A S category had been 

registered. Patients, especially those who are triaged as a 3, usually wait for some time. 

They are monitored and assessed by nurses throughout this wait. A s discussed earlier in 

this chapter, changes are recorded in the pen and paper documentary record. The informal 

systems that nurses continue to rely upon to flag the patients for urgent medical attention 

continue to work and patients may be moved higher on the priority list to be seen by the 

doctor. Nonetheless, in the official accounting, only the time of the initial triage to the 
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patient's time of transfer into an active treatment space, and the time seen by the doctor 

are recorded in the IT system. 

Reassessment and juggling the priority queue is complex work that requires triage 

nurses to be aware of the conditions of those they personally have triaged, those triaged 

by the other nurses working with them, including those who triaged patients during the 

previous shift, and where new patients checking in 'fit ' on the urgency scale for beds and 

doctors. Part of the communication is accomplished in the free text triage notes, or on the 

post it notes described earlier as ways of "telling the next nurse what to do". (Natasha) 

They also need to be aware of the status of patients who are already in treatment spaces 

but have not yet been seen a doctor, so remain in the priority queue. 

Once again referring to the report between the triage nurse and the charge nurse, 

the C T A S guidelines suggest that the five 2's mentioned should each be reassessed every 

15 minutes while they are waiting. A reassessment entails calling the patient from the 

main waiting room to an area behind the triage desk, performing standard vital signs 

(blood pressure, pulse, temperature, oxygen saturation) and asking questions about 

current symptoms. This appears to be a straightforward and reasonable expectation, 

considering the potential instability and possibility for deterioration in this category of 

patient. The official standards that assume that nurses' time in emergency can be 

carefully controlled and is a constantly available resource is incongruent with what 

actually transpires. The fast paced and irregular pattern of patient arrivals rarely results in 

a smooth delivery of planned monitoring and surveillance. It was difficult for the nurses I 

observed to complete five reassessments every 15 to 30 minutes while continuing to 
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triage and assess new patients arriving. The following excerpt captures the pressures of 

reality as well as the consequences for patients: 

I know that at triage when we were responsible for reassessing, you just couldn't 
keep up. Y o u could not do all the reassessments. I mean you tell people when you 
triage them to come back and tell you i f they are feeling worse. Y o u can't get 
upset i f they do keep coming up. The ones I always worry about are the ones that 
don't come back for reassess. They sit there and get sicker and sicker and you 
don't have time to check up on them. (Wanda) 

Nurses described different ways of organizing the work, including allocating 

specific roles to each triage nurse to try and keep up with the demands. If there were two 

nurses, one would do reassessments, one would deal with new patients. If there were 

three, the third nurse would be directed to triage the ambulance arrivals, answer the 

phones and communicate with the charge nurse and the rest of the department. 

There has to be one nurse responsible for reassessment. Someone has to do those 
reassessments. I mean the one assigned is ultimately responsible, like i f there 
were an incident and management is looking back -You- the one assigned to that 
role - is responsible. (Rita) 

Each of the five 2's in the initial vignette may suffer from different conditions 

requiring different ways of monitoring, and within each of the categories, there is a range 

of severity. For example, a diabetic with low blood sugar levels needs frequent blood 

sugar checks. Someone who has low oxygen levels requires continuous oxygen saturation 

readings. They are both C T A S category 2. The numerical scores and specificity of the 

guidelines seem to construct an objective representation of the patient's needs, however 

nurses select who gets admitted to a treatment space next, from a group of five patients, 

all sharing the same acuity score. The selection is sometimes difficult so nurses rely on 

discussing the patients among themselves and obtaining additional bio scientific 
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information outside the expected assessment techniques. This is also more time 

consuming: 

If there is a patient I am worried about, I sit them up close - in front of me in the 
waiting room. Sometimes when there are no beds you are fighting - I don't mean 
fighting, but negotiating with the other triage nurses over which patient should go 
in. Y o u each have someone you think needs that bed so you have to talk it over 
and agree. Sometimes that is when you call E C G and they all get an E C G so you 
have something else to confirm your feeling. (Mary) 

Deciding the order of priority is clearly not accomplished by the score alone. Nurses' 

meticulous surveillance, monitoring, ordering and interpretation work, all of which sits 

outside official C T A S scoring procedures enters into bed allocation and timing of the 

doctor. 

Tensions and troubles. 

When resources are limited, tensions between nurses are evident, as are concerns 

about accountability for getting patients seen within the C T A S guidelines: 

Y o u also chart a note when you do reassessment vitals, and concerns like no beds 
in department, department busy, that sort of thing. Y o u might write in the chart 
that the patient was bumped up to be seen. It is called "cover your ass". The 
trouble is that there might be 3 triage nurses who are all changing that priority list. 
Everyone thinks their patient is the sickest and you argue about it. Some triage 
nurses, it is their personality -everyone is a 2 and you have to be able to see 
the range and ensure the right person gets in next. (Tom) 

This description of what goes on to manage getting patients in to see a physician in the 

E D is far more complex than sorting on the basis of time of arrival and acuity score. Wait 

times are monitored, recorded and scrutinized constantly by administrators, managers, 

and government officials outside of the direct care realm. Mediating how long each 

patient waits where and for what, is part of triage work. Susie describes the tension she 

experiences when the standard scores and expectations of the text for moving patients in 

to care spaces in an orderly, objective way do not seem to produce the desired effect 
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because of contextual pressures; insufficient beds or the availability of specific resources 

at a particular time. 

People don't understand the stress of being up there. It is like being in a pressure 
cooker. Y o u know you've got patients that are sick or could be sick - you have all 
that in the back of your mind and you also know you only have one bed coming 
up. A n d you have all those people you would love to get into beds - but your 
choice is limited. Y o u can only pick one. A n d so much goes into that choice. So 
much pressure. To function in that pressure cooker for 12 hours - is a lot to ask, 
of anyone. Even those who think they are doing O K , they don't hear themselves 
at the end of that shift. (Susie). 

Behind time to M D and length of stay [LOS]; some things don't count. 

Other things happen in the ebb and flow of an emergency room that must be 

accommodated. The intake and reassessment of patients may suddenly be disrupted. If 

the patients who are already in the waiting room wait longer than usual, it shows up both 

in real time data tracking and in the E D summaries of wait times produced daily. There is 

nothing in the numerical data to explain what happened to make the wait longer. When an 

administrator analyzes the apparently excessive wait times after the fact, all they can see 

is that the "waiting" is the problem to be addressed. Other things going on elude official 

managerial attention and are not available for inclusion in official reports. Mary, 

however, describes what can happen on a "crazy night" that is not counted: 

Wel l , it is the nature of Emerg. Unpredictable. But some nights or days just 
because of what comes in, you need twice the staff or beds just to cope. Like you 
get a multi vehicle trauma - all serious. Y o u need everyone helping - docs, 
nurses, attendants and you have no back up to look after the other patients. Or like 
last week - a stabbing walks in, collapses at triage and you have to call for help -
now! When we get a multi vehicle trauma - maybe five patients, they all arrive 
at the same time. Everyone is mobilized to help with that situation, but it means 
leaving one nurse covering multiple areas, and no one else gets seen. 

What is evident here is that despite the contingent nature of an emergency room 

there is no built in flexibility with the labour resources. When nurses are pulled in to help 



98 

out with traumas, other important work they were doing is left undone. Ultimately people 

wait longer and that wait time may be poorly monitored. Thus behind the recording of 

waiting time, things go on that could explain why a patient C T A S 2 might have waited 

four or five hours to see a physician, on that night, or why a patient initially given a score 

of 3 was moved to a bed after only two hours and ahead of the patient who scored a 2. 

When someone collapses, that person is brought in and treated, even when no beds are 

open. Again, things happen that are not counted. The confines of the text and the data 

systems that work in tandem with it produce a very different version of reality. The work 

done to accomplish opening up appropriate treatment spaces and treating patients actual 

conditions is not visible in the digital recording systems. 

There are things that nurses know about patients outside the text that helps them 

make decisions about who gets in next, why some '2's might wait longer than a 4, and 

out of "a whole bunch of 2's, who the doctor w i l l see first". There is a constant interplay 

between available space and clinical judgment that interrupts the order that C T A S is 

expected to impose. 

In my observations I noted that the arrival time, combined with acuity score was 

rarely the order of priority to be seen by a nurse or doctor, and for valid reasons that 

could not be seen or counted. The example above, for instance, where a seemingly stable 

patient collapses, a stabbing victim is 'dropped o f f or a multi vehicle trauma results in 

five unstable patients arriving require immediate attention. Even routine 'happenings'; a 

dehydrated infant requiring an intravenous line insertion, or a bladder catheterization of a 

confused elderly patient can hold things up, take more time or change the order of who 

gets seen next. 
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Making room: the work of getting patients in. 

Triage work involves managing the resources of treatment spaces (see Chapter 1) 

and matching each patient's needs for monitoring and intervention, to what is available at 

any given time. There may be several patients with the same acuity score, who arrived in 

close proximity, who are essentially competing for the spaces opening up as other 

patients are discharged. Recall that beds or chairs are equipped and resourced differently; 

they are not equal. A patient with symptoms suggestive of a heart attack, or the potential 

spinal injury on a hard spine immobilization board cannot be placed in a space resourced 

for stable, less serious problems. 

In my observations and experience, the work of juggling beds to bring about 

getting patients into the E D seemed to be the most challenging and time consuming 

aspect of triage for nurses. Making space can involve shuffling patients out of beds and 

into chairs, moving extra stretchers in, pressuring other nurses and doctors to speed up 

their work, or demanding that inpatient units accept an admitted patient immediately 

regardless of their readiness to accept the patient. It can also involve placing sicker 

patients in lower resourced spaces "just to get them seen and started." (Tammy). 

This behind the scenes activity, when the E D is busy, has more influence on how 

long people wait than the score they have been assigned. The pressure to maintain the 

flow, and keep patients moving through means that lower acuity patients sometimes get 

in and are evaluated and treated before the more seriously i l l who must wait until a 

monitored bed opens up. A triage nurse 'Tammy' explained how this works: 

The whole idea is to get people out of the waiting room, right. So let's say you 
have a cardiac sounding chest pain C T A S 2 but there are no monitored beds 
available. B U T , R A Z only has three or four patients so the chest pain waits 
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because they can't come to PvAZ or Intake, so you pick the next PvAZ appropriate 
patient to come in next. 

Sometimes space is added creatively: 

.. .but together you figure out O K where can we put this patient.. .like maybe 
someone else can move - like out of monitors - or to R A Z or something. Or that's 
when the third stretcher goes in the Code room. (Pat) 

The 'code room' at this informant's work site was designed for two stretchers. Moving in 

a third stretcher requires the ad hoc assembly of additional equipment (cardiac monitor, 

IV pole, oxygen tank, portable divider) and personnel. She goes on to elaborate "it 's not 

just about acuity and a score anymore, it's about where do I put people." (Pat). Another 

nurse concurs: 

I've put an extra stretcher in ' X ' area or the code room. Or an extra chair in one of 
the ' Y ' rooms. We mitigate risk by putting people into what I call nonexistent 
spaces. (Tom). 

Exceeding the space capacity also means imposing additional workload on the 

available nursing resources. Nurses are assigned to 'areas' in emergency. Each area is 

designed to accommodate discrete numbers of patients with different levels of acuity. 

When patients are doubled up and extra patients moved in, this automatically increases 

the amount of nursing labour that each nurse is required to produce; more patients must 

be looked after. When all the stretchers in the E D are occupied, the invisible work of 

"maintaining the flow" is complicated and physically demanding. Immediate transfers of 

admitted patients are arranged, patients are shuffled from beds to chairs, or squeezed into 

extra spaces. Orchestrated by the triage and charge nurses, there is a network of intense 

and multifaceted work that unfolds involving a number of people; bedside nurses, 

emergency physicians, consulting physicians, housekeeping staff, nursing attendants, 

E M S , nurses on inpatient wards, and sometimes hospital administrators. 
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Communication work. 

The key piece of data I have relied on in this chapter is the opening excerpt 

between the charge nurse and triage to show ' C T A S in action'. This form of information 

exchange happens frequently throughout a regular twelve hour shift. A s "Pat" describes: 

The clinician (charge nurse) has to know when triage is going nuts, and be on top 
of who is sick, who we can move.. .it's a team thing. Triage is like the navigation 
crew and that communication is so important. (Pat). 

The computer was also consulted more frequently as the triage nurses constantly tried to 

keep track of how many patients were in the priority list for physicians to see, and how 

long each had been waiting. They did this by repeatedly clicking between the different 

displays (screen views). This work involved the nurses in what Smith defines as a "text-

reader" interaction wherein the computerized bed maps and other features built into the 

software program organized how the nursing work could proceed. 

On one screen the nurses took note of the icons (described previously) next to 

patient names to that would indicate imminent discharge or consultations that have 

happened and supports the nurses to know i f spaces might soon be available. The 

computer screens only provide a partial story though; they do not indicate i f the patient is 

actually ready, or i f the consultation is still in progress. The nurses also telephoned or 

walked to individual treatment areas to collect additional vital information from the 

bedside nurses that helped them make decisions about moving patients to chairs, 

summoning the doctor to expedite reassessment and discharge, or pressuring for a patient 

to be moved into an inpatient bed. A s they do this ongoing surveillance they find out 

what tests have been completed, what the patient is still waiting for, i f they are stable or 

unstable, the projected timing for possible discharge, i f they require transportation, and so 
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on. Concurrently additional sharing of information is being initiated from the nurses who 

are working in the assigned areas: "you ' l l get a call from waiting room care or R A Z that 

they have a really sick patient that now needs a bed" (Poppy). This may be yet another 

C T A S 3 who has deteriorated and is now really a 2. 

In the moment uncounted work. 

Neither the triage scale nor the most careful assessment can see everything that 

may be wrong. " Y o u don't have a crystal ball to see that someone's platelet count is 15 

(very low)" (Sina), or "people in the waiting room collapse suddenly, have seizures, 

whatever and they need a bed right now" (Pat). Triage nurses must be aware of and 

respond to these changes. Even as new patients are constantly presenting for their "two 

minute" triage assessment that is ongoing and thought to be the central feature of the 

triage nurses work processes, the behind the scenes juggling can be relentless, and in the 

words of this nurse; a struggle: 

If I have three or four chest pains and I have to decide who gets the bed first or 
who can go to 'Intake' because there are no beds, I need to know who is the safest 
- who is the most at risk. I mean you have four patients all sick and only one 
bed - you are struggling to make the right decision.. ..and you hope you make 
the right one. (Susie). 

These " in the moment" decisions do not always play out as intended, creating 

additional stresses that patients and nurses must cope with. A s patients are hurried out of 

beds and into chairs to make room for new patients or quickly transferred up to inpatient 

wards, things do not always progress smoothly. The following vignette compiled from 

my field-notes summarizes a situation that unfolded, on a busy day when one of those 

"struggles to make the right decision" happened. 
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It is noon on a busy Monday. A l l the stretchers in the E D are now full and there 
are 18 patients on the priority list waiting to be seen by physicians. Triage has 
four sick patients, in the main waiting room who urgently require beds. Both the 
resuscitation stretchers in the 'code room' are occupied. One patient in the main 
waiting room has a fever, has recently undergone chemotherapy, was sent by her 
doctor for neutropenia and fever. She is immunocompromised so requires an 
isolation room. The triage nurse applies a surgical mask to offer some protection 
until an isolation room is available. One of the isolation rooms is currently 
occupied by a patient, who is being investigated for a gallbladder disorder. He did 
not require isolation; it was the only bed available at the time he came in. He has 
already been examined by a doctor, with much of his diagnostic testing 
completed. He has received intravenous fluids, and medications for pain and 
nausea. He is currently out of the E D undergoing an ultrasound test. The triage 
nurse calls the bedside nurse to see i f this man is well enough to sit in a chair 
when he returns from his ultrasound. He was comfortable when he departed 45 
minutes ago so the room is cleaned, a new stretcher moved in and the woman with 
the fever is moved into the room. Twenty minutes later, the patient with 
gallbladder symptoms returns from ultrasound. His condition has changed; he is 
moaning and writhing in pain. A nursing attendant and nurse assist him to move 
to a sitting position. Sweaty and pale, he is moved off the stretcher and into a 
recliner chair in a large open room occupied by eight other patients. His wife, 
visibly distraught, tearfully states "well he is in so much pain now he can't even 
stand up; how do you expect him to sit in a chair?" The nurse explains that the 
room with stretcher he had occupied earlier was needed by someone sicker. 
Although the patient with acute gallbladder disease can receive additional narcotic 
analgesia for his pain sitting in the chair, positioning for comfort is more difficult 
and there is no privacy. The frequency of monitoring necessary for patients who 
have received powerful narcotic medication is more challenging for nurses in this 
lower resourced treatment area where one nurse is responsible for the care of 
eight other patients who are presumed to be "stable". 

The patient with the fever (a C T A S 2) and neutropenia (low white blood cell count and at 

risk for infection), was moved into a bed in a timely manner, but not without effort and 

with consequences for another patient and that patient's wife. Nonetheless in the official 

account of what goes on in the E D , both patients w i l l show a simple timeline marked by 

triage time, time placed in treatment space, time elapsed prior to them being seen by the 

doctor, the discharge time and entire E D length of stay. What actually happened never 

counts in 'the numbers'. 
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The movement in and out of beds and chairs, the time and effort to move 

stretchers, clean rooms, give hand over report from one bedside nurse to another, the 

nursing time and effort dedicated to moving patients who are in pain into chairs and then 

the intensive work to alleviate symptoms and reassure his distraught family members is 

subsumed. This background, uncounted work of moving people, juggling and creating ad 

hoc spaces is essential to maintaining 'efficient flow' and accomplishing the goal of 

triage; to get patients into spaces quickly (and achieve good numbers) where they can be 

treated. What is measured seems neat and tidy. The numbers constructed through the 

C T A S and data tracking system; acuity scores, time waiting, time in and time out by 

category, averaged over the day, week, month and year become the issues for managerial 

attention. The time needed for caring, for responding to the real needs of patients and the 

space needed to accomplish it is not visible, measured or counted. The pressure to be 

"maximally efficient" described by the administrator earlier is absorbed into the work of 

front line workers and patients. This has serious consequences. The depth of emotion in 

the following excerpt is difficult to convey. The cadence of this nurse's speech 

accelerated as she spoke of her participation in the work of trying to reduce wait times: 

I mean your guts are in a knot the whole time because you want those sick people 
in and there isn't the right space to put them but you try and juggle, right. There's 
no time. It's always go, go, go. In, out, in, out, in, out. It's about getting people in 
and getting people out. That's all it's about. It's like a stop watch going all the 
time. (Tammy) 

C T A S : the Official Account 

The data systems record and aggregate triage complaints, critical time points such 

as bed allocation, physician contact and total time elapsed from triage to discharge. This 

is the official report of what happens to patients in the E D . The figures that follow are a 
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sample of how this type of accounting might be made visible and widely disseminated to 

administrators, government officials, public health service websites, CIHI , and so on. 

Through graphs such as these, average wait times for each C T A S category can be 

compared to the "reasonable" times established in the C T A S guidelines. Figure 3 shows 

that the time for each C T A S category exceeds the established guidelines, but have 

improved after the R A Z area was up and running. 

Figure 3 Average Times by C T A S Pre & Post R A Z 
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Figure 4 compares three hospital sites and imposes a performance 'target' of 80% 

that is never achieved. This is a problem that is now the focus for improvement. 

"Improvements" do not always include E D expansions, additional inpatient beds, or 

increases in the nursing and medical personnel. Rather, the combination of C T A S data 

and increasing wait times is used as evidence to support the need for immediate redesign 

of work processes to improve efficiency. These include a variety of strategies that have 

now been implemented. 

The "successes" circulate in the literature where to establish: "fast track areas" 

(Fernandes & Christenson, 1995), rapid entry (Chan et al, 2005), triage liaison physician 

(Holroyd et al, 2007), over capacity protocols, and waiting room care (Innes, 2009) are 

decreasing wait times (bringing them closer to the C T A S guidelines) and length of stay 

without incurring significant cost. Many of these ideas have been embraced in the 

reorganization processes the informants in this study described. 

C T A S is foundational to the management of EDs ; it organizes the production of 

specific information, textually mediated knowledge, which is integral to health care 

evaluation and reorganization. Inserted into nurses' work at triage, the C T A S has become 

a factual way of "knowing about" patients and what they need including the resources 

they require and how long an emergency episode of care for each patient category should 

last (see Rankin, 2001). Categorization and counting produce targets for reform within 

ongoing attempts to achieve faster and more efficient care processes within increasingly 

rationed resources where chairs replace stretchers, and nursing time and attention is 

reduced to the larger number of patients. 
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The ethnographic data displays the wide range of conditions, symptoms, and 

happenings that influence how categories are decided and how quickly or slowly patients 

are actually taken in to an E D space, diagnosed and treated. Events in the trajectory of a 

care encounter may not unfold smoothly, or through standard processes, yet the variation 

and how things get done, is not visible in the official version of 'the numbers'. 

Discussion 

Observable in this chapter is the extensive and contingent work that goes on 

behind the scenes; work that the numbers cannot capture, rendering what is captured, an 

empty shell (D.Smith, 2001). B y this I mean that the numbers, the categories of C T A S 

and the recording of time cannot hold all that goes on while patients move from place to 

place in the E D . Yet people trust numbers, believing them to be accurate, factual 

representations of what goes on. This is the power of numerical representation as 

authorized knowledge; a text mediated ruling relation (D. Smith, 1999, 2001). 

The triage and acuity scale is both a product and driver of the rational 

management of emergency care that relies on a business or managerial perspective. These 

powerful discourses are imbedded in the C T A S text. I treat the triage and acuity scale as 

a "key device" (D. Smith, 2001, p. 164), coordinating activity and thinking, to produce 

narrow factual accounts or knowledge for ruling the way nurses and others are able to 

know about patients in the E D . 

Discernable in the data is that triage nurses build knowledge about patients, some 

of which is governed by C T A S and recorded in an organizational account. A substantial 

amount of what nurses know and act upon exists outside this official domain, and 

instigates reflexive action to accomplish the happening of actually getting patients into a 
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space in the E D and treated. The priority queue for example, is responsive to changing 

patient acuity and severity over time, but the careful manipulation of it, is not recorded. 

Modifying treatment spaces to accommodate higher volumes of patients when 

necessary does not figure in wait time reports. The flux in the priority order adjusted and 

readjusted by the triage nurses is responsive to the changing conditions of all patients 

both in treatment spaces and in the waiting room but this work all goes on "behind the 

scenes". It cannot and should not be standardized. Nonetheless my study reveals how 

this work is critical to the effective production of emergency treatment. This 

contradiction; that actualities related to patients and how waiting times come to happen 

the way they do, is not captured in the documentary evidence (the authorized view of 

what is happening) has significant implications when efficiency strategies are designed. 

For example, the official accounting of a single day showed a total of 165 C T A S 3 's who 

experienced an average wait time of four hours and twelve minutes. That some waited 

longer, some far less, and that this fluctuation was mediated by a nurses' intelligent 

purposeful action, is the taken-for-granted backdrop of the work, but cannot inform 

subsequent decisions about how to "reduce" the average for that day. Averages can't 

accommodate the work in this case, thus the work remains unacknowledged in the 

subsequent steps that target wait-time reductions. In the next chapter, I outline a project 

that is based on just such a target, and the untoward consequences that followed. 
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Chapter Four 

An Everyday Experience of Quality Improvement 

In this chapter, I connect the C T A S text mediated information about patients into 

a particular restructuring initiative intended to improve capacity and flow in the E D . This 

exemplar shows the official entry of the C T A S text as it is activated beyond the 

immediacy of a nurse's hands on work with patientsat triage to a production of 

knowledge that is distant from the E D in both time and space. The C T A S text organizes 

the specifics of representing and recording the initial patient condition. It depends upon 

the knowledge and work of nurses whose assessment and coding of patients is entered as 

numerical 'fact'. 

Once entered in the IT system, the C T A S codes are separated from people's 

bodies (the nurse working with a patient) and enter what D . Smith (1990) refers to as a 

virtual reality. A s the numerical codes and times accumulate and are arranged to produce 

statistics, increasingly abstracted groups of patients emerge that are seen to share the 

qualities that defined the category. These are official representations that produce 

members of these patient groups as homogenous and standard, with (virtual) standard 

needs for resources. The C T A S data is then used to calculate the associated costs, 

(including time) of a patient's E D stay. It is through this system that patients and nurses' 

work with patients becomes evidence - a legitimate target for administrative attention 

and reorganization (Mykhalovskiy, 2001; Rankin, 2001). Tabulated and averaged, the 

data nurses produce through their C T A S work provides evidence that informs projects 

that significantly alter nurses' work practices in the E D . 
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In this exemplar, changes in triage practice involved focusing attention on patients 

coded C T A S 3, deciding which of those patients were 'stable and likely to be 

discharged', and sorting them to an area where they would occupy chairs rather 

stretchers. Previously, all the areas of the main E D were stretcher spaces. This introduced 

a different type of decision into triage nurses' already complex work. A s we saw in 

previous chapters, not everyone that is slotted into a single numerical category is the 

same; there is a range and people vary and change. 

The administrators, outside the E D reading the numerical reports produced from 

the C T A S data, see the patients coded ' 3 ' in a standardized way, through their 

disembodied interpretation of C T A S categories. A medical administrator for example 

shares: 

Y o u get the 1 's and 2's into care spaces, then focus on 3 's to see i f - to ask - do I 
really need to allocate a precious stretcher to this patient? Because, obviously, 
70% of C T A S 3's don't need a stretcher and a monitor. (Doug) 

The exceptions in the group (patients who are more i l l than they appear or who 

deteriorate quickly) 'blend in ' through calculative (mathematical) practices, and are not 

visible to those who interpret C T A S 3 statistics from a distance. These actual patients 

pose a problem for nurses to address in the moment when they require more care and 

attention than would be predicted by the score. Handling contingency is a taken for 

granted part of nurses' work, and is not accounted for in the redesign of work and 

available care spaces. Unanticipated consequences result that produce tensions and 

problems for patients and nurses. In this chapter, I show what happens when standardized 

data alone is relied upon to determine what patients and nurses require. 
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The change in how patients are accommodated (in a room full of chairs instead of 

beds) requires nurses to think about patients differently; selecting certain ones for what 

they called the 'rationed' version of care. Nurses talk about 'rationed' by describing 

aspects of both the care space and the time available for them to care; "the lack of 

privacy in a room full of chairs without even a curtain" (Mary), and as Tammy points 

out: 

Y o u don't meet the patients, you don't get to know them. Y o u barely have time to 
communicate about the patients and say ok, this is what's going on. There's so 
much to do. There is no time to stop. It's just very hard to keep track. It's a high 
turnover area but also mixed in are some really sick people that need to be 
watched closely. I like to really know my patients and their trends. It's the only 
way you can anticipate their progress. Y o u just can't keep track of things in here. 
(Tammy) 

The work practices of nurses assigned to the chair areas were dramatically altered as their 

contact with patients was curtailed. The redesigned work practices reduced nursing 

activities to primarily clerical tasks related to managing the continuous movement of 

patients in and out of exam beds and back and forth to chairs or the waiting room, while 

ensuring that doctor's orders for each patient were carried out "like a glorified secretary" 

(Poppy). Wanda concurs: " Y o u are not using what you know to provide care; you are just 

carrying out tasks." 

A s seen in the previous chapter, another critical feature of triage work is that it is 

not a static, isolated event. It happens over the course of each patient's entire visit in the 

E D , and is responsive to the evolution of each patients symptoms or manifestation of the 

underlying condition. The work is also sensitive and responsive to each new patient that 

enters the E D , as triage nurses continuously adjust the priority queue of all patients 

waiting and organize the context by moving patients between different treatment spaces 
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as necessary to accommodate the demand. Each patient's trajectory can thus be speeded 

up or slowed down by the needs of other patients, the resources available at any given 

time, idiosyncrasies of individual professionals (some doctors are slower than others), 

equipment malfunctions, and so on. There is an undercurrent of flux, mediated by triage 

work over time (most of which is classified as 'waiting time' before the patient is seen by 

a doctor) that is impossible to record so it remains invisible. Yet, it is an essential feature 

of organizing E D care for all patients at any given moment. I argue that it is this invisible 

work that is seriously hampered by new care processes, and this disruption of nurses' 

knowledge work is consequential for nurses and patients in deleterious ways. 

M y participation on a committee organizing the initial process improvement 

project was the origin for the problematic in this study. M y experiences directed my 

attention to tracing the relations that organized the original initiative and for the ongoing 

changes that ensued (Campbell & Gregor, 2002; D . Smith, 1987). The first initiative 

called the Rapid Assessment Zone ( R A Z ) was functional prior to my entry into the field 

for this research study; however I summarize my experience on the R A Z committee as an 

entrée to this piece of the analysis to frame the chronology of events that followed after 

the R A Z was deemed a success. The implementation of a strategy called 'Waiting Room 

Care/Intake area' followed the R A Z initiative and was based on the same premise that 

eligible (less sick) patients could be sorted to an expedited version of care . This change 

was actively evolving at all the research sites during the course of this study and offers a 

glimpse into the shifting terrain of nurses' work process as they are being reorganized. 
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The "Rapid Assessment Zone (RAZ)" 

In 2007, the health region under study hired a team of consultants to provide 

training and advice for a quality improvement [QI] project aimed at reducing prolonged 

wait times in emergency. "Six S igma™" and " L E A N ™ " were the specific approaches 

applied. These improvement methods originated in the automobile manufacturing 

industry and were perfected by the Japanese electronics industry (Folaron, 2003; 

Woodard, 2005). They have been widely applied to health care in the U.S . and are 

expanding rapidly across Canada (Bisaillon et al., 2005; Dickson et al., 2009; N g et al., 

2010). The data driven paradigm with its implicit claims to improve efficiency and 

contain costs drives the generation of, and dependence on, text based (numerical) 

knowledge. 

During orientation meetings with nursing staff the consultants promised that 

lessons learned from automobile manufacturing and the electronics industry could help us 

process patients more rapidly and efficiently, reduce wait times, return ambulances to the 

street where they belonged, improve patient satisfaction, and reduce the risks to patients 

that excess waiting imposed. Graphs displaying data from other EDs where the 

consultant's recommendations had already been implemented provided evidence of the 

success of the approach. The team of consultants also used a report published the same 

year from the Health Quality Council that suggested a process to "segment and stream" 

emergency patients using a combination of current triage scoring practices and outcome 

based triaging ( H Q C A , 2007; The Region, 2008). Framed as collaborative and 

consultative, nurses were engaged as committee members to support a practice of nursing 

care consistent with a particular managerial discourse of efficiency, that they understood 
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as a rational and logical solution to the troubles they experienced in their work (Rankin & 

Campbell, 2009). 

Convinced by this evidence and its compelling rationality, my colleagues and I 

began to participate in selecting a location for the new R A Z - an area intended to target 

the stable, treat and release patients, replacing six stretchers with 12 recliner chairs. The 

plan was designed to increase capacity by creating additional patient care spaces without 

significantly increasing expenditures. Triage nurses were to identify which patients, 

including those waiting with ambulance personnel, were appropriate to admit to the R A Z . 

The plan also incorporated moving stabilized patients from other treatment areas out of 

beds and into chairs in R A Z while they waited for transfer to an inpatient bed or for the 

completion or results of diagnostic tests. 

Previously two nurses were assigned to the six stretchers and this quota did not 

increase when the patient spaces doubled. The initiative was intended to improve 

'capacity and flow' while being cognizant of budgetary constraints and, in the words of 

an administrator, controlling "who gets precious resources" (Doug). The R A Z initiative 

resulted in a very heavy workload, lack of privacy, visitor restrictions, and complaints 

from nurses that it was "unsafe" (Tammy). Later in this chapter, I wi l l elaborate on how 

these conditions were inconsistent with what my nursing colleagues and I defined as 

'good care', yet the managerial imperatives to "do our part" to reduce the excessive and 

risk laden wait times subordinated our concerns. 4 Tammy clarifies how some of these 

complaints were managed: 

4 See Rankin & Campbell, 2006 and 2009 for an extensive analysis of conditions and relations that 
subjugate nurses including the overriding authority of health informatics and the dominant rationality of 
efficiency and fiscal restraint. 
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First, there were the nurse satisfaction surveys they were doing. I talked to the 
manager about that, because I know they were poor, but he doesn't listen to that. 
First he said we were just getting used to it and it was like just change, and we 
should be proud of our numbers. Like we're seeing more patients and you know, 
cause it's about speed. It's all about "efficiency and speed and flow" (quoting the 
manager), and he showed me these graphs. About wait times. They are going 
down and he said "isn't it better for triage to have less people to worry about in 
the waiting room? He asked me i f I thought it was better to have patients 
collapsing in the waiting room instead". Like what do you say to that? .. .he said 
that when we say it isn't working it's because we aren't doing it right. That triage 
is sending inappropriate patients. He said they are not supposed to be sick back 
here (in R A Z ) . It is not supposed to be an issue. But it is! Because they are 
sick. (Tammy) 

Sina related that she had also approached the nurse manager about the workload: 

When we complained about the workload, they promised we'd have an attendant 
(nursing attendant) full time assigned just to R A Z . That lasted like a week. I guess 
there is not enough staff. He (the manager) said the floors (inpatient wards) were 
taking extra patients and not complaining. I guess the only positive thing is that 
whole flow issue. The whole pressure is to increase flow through the hospital, 
right. So, we have to do our part too. That's what we keep hearing (Sina). 

To the manager, the graphs, showing improvement were something to "be proud o f ; it 

indicates the success of the project through his focus on reducing wait times. The "sick" 

patients that Tammy complains about don't make sense in his understanding of C T A S 3's 

as stable and likely to be discharged so he constructs it as an error, remedied by 

improving the instructional guidelines posted at triage describing " R A Z appropriate" 

patients. 

Waiting Room Care and Intake; Lost in the Shuffle 

The systems of 'Waiting Room Care [ W R C ] ' and the 'Intake' area operate in a 

slightly different way at each of the three study sites. I use the names interchangeably to 

maintain the anonymity of sites and participants. Nurses work processes are similar 

within both of these initiatives and are based on the same overall design and rationale. 

The plan to expand the care for patients who are waiting was first introduced to managers 
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and nurse representatives from each of the different hospitals at a 'workshop 5 ' that 

several of my informants were asked to attend as 'project leaders'. 

The differences between sites were largely a function of the space available in 

each E D as well as unit specific local protocols that were developed by each unit 

manager in consultation with nurses, as the project evolved. The restructuring involves a 

system of care that begins in the main waiting room or a 'sub' waiting room that has been 

created inside the confines of the department. One of my informants characterized the 

new approach to patients who were awaiting care as simply relocating the problem: 

But the other side of that is that you move the problem to the back. I look at the 
nurses back in Intake and they are overwhelmed by the volume of patients so the 
same thing can happen whether they are in the (main) waiting room or a chair 
inside the department waiting to be seen. They've just moved the problem to a 
different place. It is not as public i f they do happen to crash on you. It is definitely 
a more controlled environment - at least you are at arm's length to a doctor or 
nurse. (Rita) 

Moving the problem also means that patients are no longer subject to the monitoring and 

surveillance of the triage nurses. The nurses assigned to Intake and W R C are also busy 

processing patient orders, moving patients in and out of exam stretchers, arranging 

transport for diagnostic tests and so on. 

The electronic patient tracking system records the time that a patient is moved 

into a bed or 'space' as it traces the patients 'length of stay [LOS] ' . The triage nurse 

relocates the patient (virtually) in the tracking system at the same time as she calls the 

patient from the waiting room and directs him to the allocated space. The same process 

happens when the patient's chart is moved to W R C or Intake, only the patient does not 

actually move. This 'movement' takes place electronically. It appears (virtually) that 

5 The title of the workshop has been omitted. When "workshop" appears in the text, it refers to the 
workshop that project leaders and managers attended about the Intake/WRC initiative. 



118 

something has progressed or changed for the patient, because this is recorded in the 

tracking of L O S as a move to a treatment space, when only the paper chart has moved. 

The patient may still be physically sitting in the main waiting room or moved to a chair 

inside the department to continue to wait their turn to see a doctor. A s soon as the chart is 

moved, the triage nurse is no longer responsible for monitoring the patient; they are now 

the responsibility of the W R C or Intake nurse. While decreasing the work of the triage 

nurses, the work is shifted to other nurses and the patients sometimes, as Wanda 

observes, get "lost in the shuffle": 

The rationale is that the patient is better off back there (in Intake) than they would 
be sitting in the Waiting Room. I have a different rationale around that - only 
because I've worked it often. I find the area gets so overcrowded with patients 
and it is a finite space, and there are only 3 nurses assigned to that area, and there 
could be upwards of 20 or 30 patients there. I find that patients get lost in the 
shuffle so that i f you have somebody that is really sick and they go back there, I 
think they are most often at more risk going back there, than they are in the 
triage/main waiting room. When you are at triage and you know you have a sick 
patient sitting in your waiting room, you are almost hyper vigilant about 
watching them and trying to find a bed. Y o u know "I have to get them back, I 
have to get them back". But what happens now is that nurses put the patient in 
Intake and release that sense of hyper vigilance.. .you know that "I need this 
person seen by a doctor. I need a nurse to get labs and E C G and start an IV. But 
back in Intake they get lost in the shuffle of charts that just sit on the desk. 
(Wanda) 

Getting "lost in the shuffle", in Wanda's considerable experience may actually put 

patients at more risk than remaining in the main waiting room where they are monitored 

by the triage nurse. The patients are often not in the immediate visual range of the W R C 

nurse and they are busy carrying out doctors' orders. Yet this reduction of time in the 

main waiting room is measured as an improvement. 

Patients continue to wait until they are summoned into an examination room when 

it is their turn to see the physician. Simple blood tests, short procedures, Xrays or other 
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diagnostic tests may be ordered and the patient returns to their chair or the main waiting 

room while the nurse processes the orders and organizes them to be carried out. 

The patient continues to wait in the chair or in the outside waiting room for results 

and are out of visual range of any of the nurses. Alternatively, they may be sent to a chair 

or stretcher in another area ( R A Z or Short Stay) i f more complex interventions are 

ordered by the physician and closer monitoring is required. This work of organizing 

patient movement, as discussed earlier, is the work of triage nurses who now need to find 

a vacant bed or chair. The physical labour of moving patients, equipment, belongings and 

cleaning beds is the work of other nurses, nursing attendants, housekeepers, family 

members and even the patients themselves. 

A greater number of patients can be accommodated in the same physical space by 

implementing this type of care process. A s nurses observed: 

Wel l , it is like doing care in the waiting room. It increases your space, your 
capacity, because you treat patients everywhere, as long as there are enough 
doctors to see them. But you aren't limited by your bed spaces and you can move 
faster. A n d you are always.. .you have to be aware of looking around your 
department. Are there patients sitting around reading a book? Waiting for a 
consult? Or results, or a bed on the ward? Y o u have to look at them and decide i f 
you can move them out of your E R stretcher and into a chair or even the hallway 
to make more room for the incoming, sicker patients. We are forced to decide -
do they really need to take up an acute bed or a monitor when they have been seen 
by a doctor, and diagnostics are started? Especially when there are sick patients 
in the waiting room who have not had the opportunity yet to get things started. 
(George) 

Other nurses expressed similar understandings of the initiative. George refers 

directly to the same compelling rationalities and the discourse of safety used to construct 

the necessity of the R A Z project. His description is coloured by his knowledge of "sick 

patients in the waiting room that are undiagnosed" (at risk), that inappropriate patients are 

occupying stretchers, that strict judgments about resources must be made, and that under 
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the circumstances of limited space, it is " O K to treat patients everywhere". This piece of 

data shows nurses being organized to think differently, in rationed ways about patients in 

the E D and wil l ing to step up the pace and quantity of their work, to contribute to the 

enterprise of creatively "making more room". This line of thinking reflects the content of 

the "workshop" and the discourse of risk related to E D overcrowding found in the 

literature. 

A n administrator provides the managerial explanation behind the strategy: 

I think you provide what people need. So instead of going from triage nurse and 
back to the waiting room, they need to go to the triage nurse, then the Intake area 
to get whatever assessment they need, then sixty percent of those patients can go 
back to a chair outside the department, or some lower acuity space to wait for 
results or additional treatment. Most of the patients don't need a space inside the 
E D . If you have the Intake area, which has a sorting function, the physicians do a 
definitive exam, then sort or disposition to an appropriate space. Now, that is for 
one stream of patients. The l ' s and 2's still go inside. They need a monitor. They 
need an acute care nurse. The level 4's and 5's go down the hall to Minor 
Treatment. That intermediate group - those are the ones we know we are failing 
the most with. Those ones go from the triage nurse to the "sorting area". Two 
thirds of those people can avoid the stretcher and the monitor. (Doug) 

When I asked for clarification regarding the part triage nurses were supposed to play in 

the decision of selecting the appropriate patients for Intake, he elaborated on the rationale 

for the new work process and the need for precisely allocating resources: 

We don't seem to have enough nursed stretchers, and monitored care spaces. We 
don't seem to have enough to look after all of these sick patients, so it is really 
important that we don't allocate precious resources to patients that don't need the 
precious resources. So I think one role is finding sick patients and prioritizing 
them, the other is prioritizing department resources. Not giving them to patients 
who don't need them, because that is lost.. .a lost resource there. (Doug). 

In the talk of the administrator, we clearly see the discourse of rationing resources as he 

admits there isn't enough to go around for "al l the sick patients". Nurses, particularly 

those at triage are enlisted into carefully screening and monitoring the use of stretchers, 
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and made accountable to ensure that stretchers aren't "wasted" on those who don't need 

them. The pressure to accomplish optimizing resources infiltrates the everyday decisions 

of triage work and changes the way nurses think about patients and what they need. 

Patients who are allocated to W R C and Intake also do not receive the same 

amount of time and attention from nurses as they would i f they qualified for a stretcher. 

Nurses have minimal contact and interaction with patients as they escort them to and 

from the waiting room and the examination area. The instructions and protocols written 

for WRC/Intake area require that the nurse perform routine vital signs and documentation 

less frequently than in the traditional care spaces. Initially the directions were to eliminate 

the comprehensive 'head to toe' assessment that, in all other care areas was a standard of 

routine practice that every patient received. Two of the E D ' s under study revised the 

directives, to indicate that the extent of the assessment was at the discretion of the nurse 

assigned to the area. One of the managers clarified: 

So it should always be based on the nurse's judgment and whether or not that 
patient requires a full assessment. Do you need to document? Absolutely. So, i f 
you want to put "Not Applicable" that's O K . If I've come in with an upper 
respiratory infection, I don't expect you to ask me about my last menstrual period. 
Ijust don't. To do that full head to toe assessment. No . So, it is not applicable. 
Use your head and put "not applicable". Should it be documented - absolutely it 
should be. Umm, you could put through that whole sheet, not applicable for some 
because they came i n . . . for a lacerated index finger. End of story. They aren't 
shocky. They didn't lose consciousness when they cut their finger. (NM1) . 

Managers and administrators are seemingly able to justify selectively eliminating aspects 

of standard nursing practice based on "need". People that are seen to be "less sick", as 

viewed through the standardizing framework of C T A S , no longer need nursing attention 

or assessment. The implications of this are presented later in this chapter. 
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Other aspects of nursing involvement in patient care are also changing. Patients 

may be discharged from W R C or Intake directly by the physician. In other areas of the 

E D , the nurse would interact with the patient prior to discharge to answer questions and 

ensure that follow up instructions and referral plans are understood. While nurses 

considered this "an important part of their job as nurses" (Tammy), it was yet another 

aspect of care considered redundant and non essential in the larger scheme of efficiency. 

The 'target' group. 

The aggregation and calculative practices made possible through the text 

mediated numeration of patients and their emergencies, "gives shape to health care 

activities as a patterned universe of increases, decreases, and dispersions... known 

through statistically derived objects of discourse (Mykhalovskiy, 2001, p. 149). In this 

case, a quality improvement initiative specifically concerned with wait times and L O S 

initiated a review of the C T A S data for the previous year. The findings indicated that, 

similar to CIHI reports, the largest category of patients treated in the E D were category 3. 

It was also determined that the majority of patients falling into this category were 

eventually discharged home directly from the E D . In addition, the data revealed that 

C T A S 3s waited the longest to be seen by a physician. Hence both the administrator's 

and manager's comments above that "we are failing the most with [the 3's]" and the 

statistics they shared during the interviews. 

The decision was made to target C T A S 3s for the performance improvement 

strategies. The C T A S 3 patients are considered a "marker" of E D flow since the majority 

of patients who visit the E D fall in this category (Bullard et al., 2009). These findings 

related to mid acuity patients, the wait times, as well as the types of solutions developed 
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to address the problems are topics found frequently in emergency medicine and health 

care management journals (Bucheli & Martina, 2004; Bullard et al, 2009; Downey & 

Zun, 2007; Nash, Zachariah, Nitschmann & Psencik, 2007; N g , V a i l , Thomas & Schmidt, 

2010; Shiver, 2007). One of the E D managers relies on the logic of these forms of health 

services research as he described how he understood C T A S 3s as appropriate for 

funneling to a new type of care stream: 

So, it has brought to light, using the scoring system, the challenges around those 
C T A S 3's. The mid acuity patients who don't get sorted, triaged to Minor 
Emergency, and therefore don't get seen in a first come first serve kind of clinic 
format. A n d the very acute ones get treated right away. So, the poor C T A S 3's 
have no real place to be seen and we do very poorly, actually with those patients. 
In the timeliness of their care. So, I think without that scoring method, and 
without that data, we may have known it anecdotally, but with data we really have 
demonstrated proof that we don't do well with those patients. So, that has been an 
advantage of using that scoring system. To collect that data. We know that there is 
a particular group that we need to focus on. To find a different way of doing our 
work around those particular patients. ( N M l ) 

The accumulated data from the scoring system at triage provides the authoritative 

evidence to organize a different version of care for C T A S 3 s. It is a completely different 

construction of the problems related to C T A S 3 s, described in the previous chapter that 

nurses talked about. The uneasiness and instability of the "3" designation that elicited so 

much of their informal monitoring and assessment work; the practices that are invisible 

within the authorized data of the C T A S system. 

Nonetheless, the medico administrative (Mykhalovskiy, 2001) C T A S data is what 

is relied upon by managers to identify and ameliorate specific problems in care delivery, 

including 'access'. Another administrator directly links the resources of a stretcher and 

monitor to specific acuity groups. Furthermore he expands his view that one way to 

control resources is to re-organize (speed up) the work triage nurses. He said: 
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A n d so, I really, really like the concept of one minute triage assessments - like 
rapidly moving forward - getting 4's and 5's out of the way -rapidly moving 1 's 
and 2's into care spaces, the system, and focusing a little bit on 3's. (Doug) 

Re-formulating the standards for triage assessment is considered a logical 

solution, a strategy to move the "obvious" cases through more quickly in order to provide 

a little more time for nurses to agonize over the C T A S 3's. This approach changes the 

meticulous assessment work described by the nurses in the previous chapter; work that 

actually takes much longer than one or two minutes and often continues after the initial 

triage is over. This is how the nurses spoke about the new directive for speeding up 

triage: 

But the pressure is now on us to send them to intake and let that nurse do the 
work and have triage be 30 seconds, C T A S number and that's it. Of f to Intake. 
Taking that decision away from triage. A n d mistakes are made. It is a risk for 
patients. (Susie) 

Despite this nurse recognizing the risk for patients in triage, there are threads of 

managerial discourse in what the nurses are talking about, that is different from the way 

they usually practice triage work. These can be traced to the ideas that were presented in 

the "workshop" leading up to the implementation of W R C and Intake where the nurses 

were consulted about how they might de-pressure the triage area by utilizing the 

departmental resources more effectively, planning for another nurse to "do the work". 

Another contradiction apparent in the managers' and consultants' plan to "rapidly 

move the C T A S 2's into beds", is the ongoing 'norm ' in the E D described by the nurses: 

there are no beds. 

U m m , we don't have very many open beds in our department. They are always 
ful l . . .of either very sick people or people who are admitted to the hospital, but 
waiting to go up to a ward. (Pete) 

On the day Poppy describes, how could these 2's be "treated right away"? 
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It would be an easy job i f there were always beds to put patients in. I remember 
one of my first triage shifts. We had twelve 2's in our waiting room! ! A n d no 
beds! (Poppy) 

Mapping the Connections 

Nurses' triage work with individual patients is textually organized and this work 

in turn builds managerial knowledge. The nurses' assignment of a C T A S score produces 

standardized information (another text) about each patient. Replicated, through computer 

programs and networks, the texts produce the information that, when read elsewhere by 

managers and administrators, provides evidence to plan and implement strategies to 

streamline care. This text links front line triage practices into standardizing processes 

related to rationing attention, space and care in the E D to select groups or categories. The 

complex, nuanced work of monitoring and assessing the waiting C T A S 3 s is invisible as 

the deeply contradictory initiative to speed up the triage work itself is implemented. The 

circuit of knowledge is strengthened by authoritative discursive underpinnings that frame 

the restructuring as appropriate and valid under the circumstances of the crisis of 

overcrowded E D ' s and extended wait times. These features of knowing completely 

overlook what the nurses know about how triage works and the particular risks faced by 

C T A S 3s. 

The conceptual framework found in the powerful ruling discourses of hospital, 

and emergency department management frame problems and solutions in particular ways. 

Often, a pervasive concern with risk, monetary value, and the amount of time each 

patient spends in the E D dominates what is being written about emergency care (Dong, et 

al, 2006; Innés, Murray & Grafstein, 2001). This concern is replicated across different 
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sites of knowledge production. One of the administrators interviewed for example, made 

reference to the Institute of Medicine [IOM]: 

The ones [performance benchmarks] that we are trying to move towards, and you 
are right, there is a huge focus on time indicators, and that falls into the I O M 
domains of quality - and that is access, effectiveness, efficiency, safety, 
appropriateness, patient focus - so we are trying to measure patient focus and we 
have been working with the Health Quality Council in terms of getting the patient 
satisfaction data.... We have really crude safety markers - mostly in the form of 
quality concerns and complaints that come in, but also left without being seen is a 
safety marker. So really, safety markers are not good, but we are working on 
them. I think efficiency and access are the time related ones. So, access - how 
long you wait to see a physician, how long you wait to get into a care space. I 
think that is actually T H E most important thing.. .(Doug) 

The domains of quality, including how long it takes to see a physician, thus forms the 

central theme of quality improvement, the projects of which continue to reorganize 

nurses' front line practice. Nursing work and nurses' concerns that emerge in my data do 

not appear on this quality agenda aimed at time. Instead, nurses and their work remain in 

the background invisibly doing whatever is required to accomplish both the ideological 

practices of "quality" (see Rankin, 2006) and the actualities of access, efficiency, and 

safety. The dominant bio medical model, and specifically the influence of the I O M 

reports, the invisibility of nurses' work and the "cult of efficiency" all serve to exclude 

the contributions nurses might make to determining what counts on the patient safety 

agenda (Storch, 2005). 

Process improvement, industry and 'care'. 

Time and "wasted time' in health care systems has been identified as a significant 

source of reducible health care expense, thus the predominance of improvement strategies 

intended to accelerate patients' "f low" through the E D (Asplin, et al., 2003; Folaron, 

2003; de Koning, Verver, van den Heuval, Bisgaard & Does, 2006; N g et al., 2007; 
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Shiver, 2007; Woodard, 2005). In emergency departments, quality improvement 

strategies have focused specifically on the issues related to overcrowding; long waits for 

care, delays in specialist consultation, delays in admission to emergency stretchers and 

inpatient beds, increased frequency and risk of adverse events related to delayed access, 

delays in offloading ambulance arrivals, and so on. A l l of these delays can be objectively 

measured and monitored on a timeline. 

I draw attention here to the way that knowledge about delays, and the research 

that is being done to study this issue, is itself socially organized; the data collected and 

analyzed is not related to individual patients and their care requirements. Rather it starts 

within the text mediated C T A S information, stored as medico administrative data in 

repositories such as CIHI and N A C R S . Contributions that nurses might make are difficult 

to articulate within this framework that can only 'see' benefits from eradicating time that 

nurses spend with patients. 

Socially organized solutions. 

Various process redesign strategies intended to move patients more quickly 

through episodes of care have been tested and reported in the literature; the same forms 

of redesign that have been implemented in Metro hospitals. There are marked similarities 

between the way the informants talk about the new care processes and what are outlined 

as viable solutions in current discourse. These include: rapid assessment areas (Ardagh et 

al. 2002; Chan, Kil leen, Ke l ly & Guss, 2005; patient flow streaming on the basis of 

complexity and lean thinking theory (Dickson, Anguelov, Vetterick, Eller & Singh, 2009; 

Ieraci, Digiusto, Sonntag, Dann & Fox, 2008; Kel ly , Bryant, Cox & Jolley, 2007; N g , et 

al., 2010), and ambulatory waiting rooms (Potts et al., 2007). 
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One study used a continuous quality improvement model and determined that 

nursing assessment was "non value added" in a "streamlined process" for ambulatory 

patients; nursing assessment was then eliminated in the fast track area to accomplish 

faster processing of patients (Fernandes & Christenson, 1995). In this study nurses' 

assessment work and what it accomplished for the overall organization of the E D and 

patient safety was not described. Nonetheless, the study circulates as 'fact' and the 

concept that nursing assessment does not add value to the emergency care of certain 

patients was reiterated by an administrator both in regard to in depth nursing assessment 

at triage and the ongoing assessment related to the patients deemed eligible for 

WRC/Intake. He states: 

If you had a triage nurse that could take 5 seconds to triage an ankle injury and 30 
seconds to triage somebody with chest pain and move patients - be the 
quarterback - and that's all they had to do, then you could free up additional 
triage resources to go into additional care, and since physicians would assess the 
patients eventually, you are introducing redundant processes, and no value added 
services. (Doug) 

Doug's quote overlooks the temporal centrality of triage work, instead depicting 

assessment as a finite, singular event. When viewed this way, the contribution of nursing 

assessments (as an ongoing monitoring and surveillance work process) is not visible, and 

is subject to elimination. From an administrative perspective, all that is required is a 

quick categorization and assignment of a number. The objectifying device of the C T A S 

attributes agency to the number on the scale. It eclipses the fact that it is nurses doing the 

work of moving people into the E D (See D . Smith, 2004). Tensions are evident when 

those claiming success with the streamlined care process contend that nurses are slowing 

down the system (Fernandes & Christenson, 1995), without elaborating on nurses' 

activities or purpose. 
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What this project has shown is that triage nurses in the E D build knowledge about 

each individual patient from the moment they check in at triage until they leave the 

department. The triage assessment, the C T A S category assigned, the cryptic post it notes 

with observations, and reassessments done while patients remain in the main waiting 

room, all contribute to this patient centric knowledge. Once in a treatment space, the 

bedside nurse builds on this knowledge. This nursing work is a critical component of 

ensuring that the sickest patients in the E D are identified, even after the initial triage 

encounter, and treated first, which was always the goal of triage even before the 

introduction of the C T A S . It is one of the critical nursing processes that nurses define as 

contributing to quality patient care: 

One of our roles is assessment- I need to know what is going on with them. There 
are always things that come up when you do the bedside head to toe assessment. 
People remember details they forgot to tell the triage nurse like oh ya, I am 
diabetic on insulin or I had chemo 2 weeks ago. A n d at triage you can't always 
listen to everyone's belly or chest - and you pick up details that fill the gaps. 
The bedside nurse doing that assessment often catches something and then phones 
triage and says: I need this person bumped up. (Natasha).6 

Safety for patients is mediated by the ongoing assessment7, monitoring and surveillance 

work of nurses that goes on while patients move from the triage waiting area to a 

treatment space. The back and forth communication between the 'bedside' nurses and 

triage brings into view the centrality of triage work in orchestrating, in part, the way 

patients' time in the E D unfolds. Nurses know that the triage assessment is limited, that 

triage nurses can't see everything and that things do get missed. 

Susie, a nurse with 30 years experience in the E D suggests: 

6 Recall that even though the patient gets "bumped up, the triage score does not change. 
7 Here I include the various ways that nurses do assessment work; not simply the initial 'head to toe' 
assessment that nurses complete on the documentary record. 
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The purpose of doing an in depth assessment after triage is you can see 
patterns.. .you've looked at their pupils, you've looked at their skin, you've done 
neurological testing, listened to their bowel sounds, got a pee sample, asked about 
their bowel habits, exposures, determined whether they are pregnant. But i f you 
don't do a physical assessment, you are no further ahead than you were at triage. 
(Susie) 

The assessment work, as nurses describe and do it, certainly appears more value added 

than the authors of the 'streamlined care' articles and the hospital administrator contend. 

A common feature of many of the restructuring initiatives described in the 

literature is the focus on triage work and the requirement to more effectively segregate 

groups of patients with low acuity and low complexity; those patients thought to have 

stable, 'treat and release' conditions. Thus sorted, these patients are treated in a speeded 

up version of the routine care process, in treatment areas where nurse patient ratios are 

higher, nursing work and attention is reduced, and care providers are less qualified. B y 

rapidly processing a select group to whom the range of care and service is curtailed, the 

hospital can accomplish a reduction in overall wait times without significantly increasing 

expenditures (Ardagh et al., 2002; Ieraci et al., 2008; Rodi et al., 2006; Sanchez et al., 

2006; Shiver, 2007). The central purpose is to move patients in and out of the E D 

quickly. Only time in and time out count. A n E D nursing manager shared his 

understanding of this goal: 

Not on an individual level, but on a cumulative level, you could see in the data, 
say for C T A S 3's, in this month, it would decrease the overall wait time i f some 
patients got in sooner. Y o u would see it in the data - in your times. ( N M l ) 

Building on the C T A S framework, these conceptual models have supported the 

development of areas like W R C , Intake and R A Z . The previous chapter described some 

of what happens inside that time between patients and nurses that cannot be categorized 

and measured and is thus subject to elimination. N o w they are also using this 
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conceptualization to make decisions about which patients are eligible for this rationed 

care stream. 

The Cost of Rationed Care: What Actually Happens in R A Z and W R C 

M y research uncovers that the treatment areas designed to improve access, reduce 

wait times and achieve the goal of 'maximal efficiency' are often fraught with tension 

and troubles for both nurses and patients. Gaps in the way nurses were able to learn about 

and care for their patients became apparent as nurses talked about what it is like to work 

in R A Z , "short stay", Intake and W R C Patient assessment, comfort measures, patient 

teaching and coaching, and the time to answer questions, carry out attentive monitoring 

and surveillance, and so on are curtailed or simply not done. Informants declared that the 

way triage nurses ensure that the sickest patients were always seen first is seriously 

undermined. 

Many aspects of 'quality' care, as these nurses defined it are left out. The 

workload, the physical environment and the speed of the work led to what they saw as 

"falling standards". When the E D was busy, triage nurses feel compelled to send sicker, 

higher acuity patients to areas with rationed nursing care. Their previous triage process 

disrupted, nurses resorted to these tactics to get a patient seen quickly. This results in 

"near misses" with nurses scrambling to intervene. For example: 

I think Intake patients - the sicker ones get inappropriately bumped down because 
as the triage nurse, you put that patient in Intake, to get them seen faster, because 
you are worried. So you mentally release that stress, that responsibility to the 
receiving nurse. But the chart may just get put down because the nurse is busy. 
But you assume that - oh that person is getting taken care of. Then you focus on 
the new patients coming in, and the next patient bumps your Intake patient down 
because they have E C G changes. The whole area, Intake, is not designed for 
critically sick people, but patients D O get put back there, and you as the triage 
nurse forget that you put back that really sick guy there- just to get started but 
then, they crash because they don't get seen and then you are trying to start I V s 
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and push drugs on a guy in a chair. Or like we had a girl with major 
elevation on her 12 lead that turned out to have myocarditis. But there was a huge 
delay. She was waiting to be seen in Intake for awhile, before they did the E C G . 
Then we end up rushing her to the Code room because she gets really tachy and 
then she finally gets seen. (Wanda) 

Tom elaborates on feeling there are no other options at times: 

There are days when the only space available is through W R C The only way 
patients w i l l get seen at all . That is a desperation thing. When you look at that 
REDIS screen and you can see you are Gridlocked - check mated essentially. 
There is nowhere else to go. Y o u have what you think is a hot appy (appendicitis) 
in the main waiting room, R A Z is full; your priority is to get that patient in, before 
the morbidity escalates. So that becomes the only place you can put them through. 
We've all had the experience of a ruptured ectopic or a ruptured appy who was 
perfectly stable one minute and half dead the next and it's a big panic and surgery 
(the consulting doctor from the surgical service) is there, and you are trying to get 
antibiotics in, and do the O R (operating room) checklist and send them upstairs 
while they are still half dressed. (Tom) 

Despite these instances that nurses report, the official reports, memos, updates and 

public announcements focus on declining wait times; the successes and improvements 

that are levied as evidence of a government responsive to public concerns. The frustration 

this creates for nurses is evident in the coffee time chat recorded in field notes during an 

observation session. The E D manager had placed several pages of colourful graphs 

displaying the latest calculations of performance data for each hospital site in the staff 

coffee room. The downward trend on the graphs was obvious. The nurses had this to say: 

"It's the numbers. It's all about the numbers. It doesn't matter i f we helped them 
or not. Another nurse interjected: "ya, the worst care imaginable, like having a 
big M I and sitting in waiting room care, but the numbers are good." "I don't know 
why they call it waiting room care, because you don't get care there!" A n d 
another: "or like sitting in R A Z getting blood or morphine and they are like 
doubled over, moaning in pain and barfing in a K basin, but there is no bed to lay 
down in . . .but the numbers are good! A n d finally: ya, well you know what it 
has come to; almost dead to get a bed! (Field notes, 11-18-2010) 

The apparent successes of the quality improvement projects have some serious 

repercussions for patients evidenced by the ethnographic data gathered in this study. 
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Nurses are dissatisfied with the shortcuts and reduction in stretchers that constrains 

patient care. They see patients' suffering, but are organized to produce good numbers. 

The connections between the re-organized work processes and their effects on people 

disappear, leaving the official story to show "improvement" (Campbell, 2008, p. 268). 

The benefit of using an institutional ethnographic approach is being able to expose the 

actual consequences of redesigning nurses' work, using evidence of a different sort; 

restoring what has been forfeit from view, and the real cost of 'efficiency' can be 

described. 

Holes in the safety net. 

With the work redesign, ( R A Z , W R C and Intake), the plan was to eliminate the 

usual patient assessment and protocols for the C T A S three, four and five patients who are 

directed to W R C and Intake. The rationale was that patients diverted to this area are low 

acuity. The assessment work and documentation is time consuming and requires patients 

to at least partially undress. The intention of eliminating this time consuming work of 

undressing and assessment was to speed up the flow of patients and allow the nurses 

assigned to RAZ/WRC/Intake to handle a higher volume of patients. Earlier in this 

chapter, nurses talked about the vital importance of assessment work. The nurse 

informants recruited into this study communicated their discomfort with this rule that 

directs nurses how to ration care for the patients funneled through this area: 

I personally am not comfortable working in an area and having a group of 
patients that I know nothing about. Don't do an assessment. I have actually 
heard management say, don 7 do an assessment on the patients in W R C ! There 
have been nurses told that they w i l l not be assigned to W R C because they slow it 
down when they actually try to do assessments. It is disturbing. Really disturbing. 
Because we put patients at risk. We all have stories of the near misses, where we 
only discovered something really serious because we did an assessment or drew 
labs (blood tests). (Tom) 
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In this excerpt, the nurse defends the need for doing this assessment work because it is 

important for patient safety and getting to know patients. It is part of professional 

practice, as the nurse knows it, regardless of the rules. Those nurses that slow the system 

down by enacting their professional standards report being "hauled into the office" and 

"not allowed" to work in this area. Compliance with the rules is expected, and eventually, 

in my experience, nurses acquiesce. A s Rosa indicates "I mean, you just go along with it, 

whether you like it or not; what can you do?" 

Nurses conveyed finding their work very difficult to do when they eliminate 

patient assessment which has, until W R C , been fundamental to their nursing practice with 

all patients entering emergency. Nonetheless, this is invisible work (that even patients 

don't 'count'), that nurses know is critical to saving life and limb. One of my informants 

summarized this quandary by saying: 

Y o u know in that Intake area, everybody is saying the patients only want to see a 
doctor - they don't care i f they see a nurse and I've been told by our management 
at a P R C (Professional Responsibility Committee) meeting that she doesn't care i f 
we do assessments on patients. Because that's not what they - the patients want. 
Theyjust want a physician. But i f /don ' t do an assessment and we have 24 to be 
seen, how do you know who is the sickest? So I have some real concerns about 
those new processes. We still have long, long, long waits to see a doctor. (Susie) 

A n d even when the nurse did want to perform an in depth assessment, there is no space or 

time in which to actually do the examination; these have been organized out: 

But there is no place to do it. Patients are in a wheelchair in the middle of the 
hall. So the expectations and what we have to work with are two different things. 
So when we are 24 behind, we are still expected to pick up those things - the sick 
ones, and that is our job, to pick up the sick ones. Y o u can't expect triage to pick 
it all up. Especially when they are seeing so many people. (Susie) 

This ongoing assessment work, basic diagnostic work, and routine nursing care, 

including talking to and supporting the patient and family, goes on virtually 'behind the 
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scenes' during the time a patient is waiting to be seen by a physician. The time tracking 

in the IT system records the time from a patient being moved to a space (including W R C , 

R A Z or Intake) to the time a physician electronically signs up for and then visits the 

patient. This time between presentation, triage, and being seen by a physician is recorded 

as 'virtually ' empty time in a time tracking system. The assessment work of nurses, 

including the ongoing astute, watchful monitoring of patients symptoms, and the 'nurse 

initiated protocols' described earlier, are recorded in paper and electronic clinical 

recording systems. They are clinical records that are a critical tool for nurses, but these 

records are not included into the large aggregates of data 8. Based on this conception of 

things happening a "lag time" can be viewed as something to eliminate in order to 

'streamline care'. Yet the time is not empty. Nurses are shuffling patients, creating the 

physical space necessary, assessing, monitoring, comforting, drawing blood samples, 

observing and a myriad of other activities in order that patients come to be seen by a 

physician and treated, in the shortest time possible, and, as Susie reflects: 

We do prevent the disasters. We are the ones that find them and draw the attention 
of the doctors to them - we get them bumped up and seen by the doc. And we start 
treatment before the docs ever get to the patient. The family, the medics bring in a 
bias about the patient and i f you just follow that - you can get sidetracked. 
Nurses sort that all out - through that physical assessment. We have this 
knowledge where we put what we see and what we know about physiology 
together and we can see who is sick and then we do what needs to be done. 
(Susie) 

Notjust physicians but the whole structure of health care, relies on nurses to 

'miraculously' articulate professional, managerial, and therapeutic tasks, (to do what 

Nor should they be. I do not want to suggest that we develop better systems for collecting large 
aggregates of data, but rather that we should complement the calculative modes of knowing with other 
forms of evidence - such as the analysis 1 am producing here. 
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needs to be done) and yet this expert, intelligent action never appears in any 

organizational accounting of nurses' work (Campbell, 2000, p. 201) . 9 

Captured in the new organization of work. 

These data excerpts open to view the many ways that nurses are captured within 

contradictory knowledge practices - on the one hand convinced to subjugate their hands-

on knowledge in order to support the rational management of health care delivery. Even 

i f they initially resist they seem eventually to fall in line with the status quo. A t the same 

time as they admitted they had "real concerns" about not doing a full assessment, the 

majority of the nurse informants who had worked in W R C admitted they were able to 

complete an assessment only "when they thought someone was worse or had something 

else going on" due to insufficient time. This is how an important and substantial element 

of nursing care is eliminated within circumstances of a frantic pace and the sheer volume 

of patients. The work organization itself forces nurses to comply. "The Intake nurses can 

be overloaded; sometimes there can be 18 or 20 patients in there" (George). In 

circumstances such as this all but the most essential tasks wi l l be eliminated, and this can 

come to make sense to nurses who are captured within the ideological framing of the new 

organization of their work processes. 

Some informants conceded that while W R C was not ideal, and created problems, 

there were some positive aspects. For example, Rita says: "I mean it has a positive aspect 

because we are identifying, as in diagnosing them quicker than i f they were sitting in the 

waiting room. When we know they are sick and we have no space, we put them in Intake 

9 Marie Campbell in "Knowledge, Gendered Subjectivity, and the Restructuring of Health Care: The Case 
of the Disappearing Nurse (2000), talks specifically about the health care system's reliance on nurses' 
skilled, intelligent practice, yet this expert professional action never appears in any organizational 
accounting of nurses' work. Therefore, it can be "discounted organizationally and treated as miraculous" 
(p. 201). 
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and give them a higher priority so they are seen by the doc right away." A s Mary 

describes, it is a tradeoff: 

I think it is better in some ways. Better maybe for triage. But that said, now those 
Intake nurses look after more patients and they are seeing so many people. They 
essentially took the load off triage for managing that waiting room but I know that 
as triage when we were responsible for reassessing, you just couldn't keep up. 
Y o u could not do all the reassessments, but neither can they sometimes. (Mary) 

The new design that requires nurses to rapidly process a select group of patients 

necessitates the elimination of time consuming nursing standards. Informants shared their 

concerns about how they were eliminating or condensing patient assessments in W R C 

and Intake describing their understanding that this imposes the risk "that things get 

missed". "They (managers) assume that R A Z means the same as walk in clinic type 

patient. That is not always the case" (Sina). Nonetheless, nurses too begin to think of 

patients diverted into low acuity areas in the same conceptual way as the category defines 

them; as stable, likely to be discharged and 'not sick'. Moreover, this category of patient 

is often pilloried as being an 'abuser" of emergency health services: 

I find too that sometimes people get labeled R A Z . Y o u put that R A Z stamp on 
their chart and then nobody cares about them. They think they don't deserve any 
more attention or any more care compared to the patients in monitors or acute 
beds. Like oh, they're a R A Z patient, ugh, they should have gone to a walk in 
clinic or minor treatment. Why don't they just see their GP tomorrow? They are 
stereotyped into that R A Z sort of group of patients and that's how the nurse thinks 
too. (Tammy) 

When nurses are lulled into thinking that patients are stable and low acuity, they 

are organized to consider these patients' need for assessment, monitoring and nursing 

care from that reference. Nurses begin to construct patients as appropriate or 

inappropriate candidates for "emergency" nursing care and the focus is one of control, 

where a patient as a person is systematically excluded, and caring is reduced to technical 
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procedures (Malone, 1996). Varcoe's, study of emergency nurses concluded that in 

systems such as these, apparently non-urgent or non-physical issues, in particular 

domestic abuse, and mental health problems, are obscured, contributing to missed clinical 

diagnoses (2001). 

When things get missed, patients are not identified early enough as being 'sick' or 

potentially unstable, subtle changes in their condition are not noticed and they wait in 

'time order' (first come first served) to see a physician. Within the current system of care 

they are not connected to other resources that may be appropriate. The opportunities for 

nurses to intervene, to have the patient "bumped" up the priority list (the informal work 

described in the previous chapters) is no longer possible. If patients deteriorate or are 

more i l l by the time they are seen by the doctor, what is more, triage nurses are blamed 

for "getting it wrong or sending inappropriate patients" (Tammy) when the system fails. 

Organized to not ask; the domestic violence question. 

Even care practices that are 'evidence based' and audited for compliance rates are 

subject to elimination by the restructured work process. For example, a screening 

question about domestic violence (DV) is included on the E D assessment form, (see 

Appendix E). Evidence arising from women's studies indicates that this question is a 

critical component in identifying and supporting people at risk for domestic partner 

violence (Kramer, Lorenzon & Mueller, 2004). When the assessment is not done, the 

treatment record assessment page, including the D V question is left blank. This is true for 

the majority of patients who are seen through W R C The D V screening question, a 

crucial part of nurses' routine information gathering is not being asked. 
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A comprehensive presentation on domestic violence, framing it as a health issue, 

and explicit information about the question itself, is included in every new staff 

member's orientation to the E D . The content reviews the current literature about 

domestic violence and stresses the importance of questioning everyone about personal 

safety, as a matter of health assessment. According to the D V specialist who prepared the 

content, " there is a great deal of evidence to suggest that emergency nurses can be 

instrumental in intervening in domestic partner violence when they include a direct 

question about personal safety , and careful observation for signs of physical or emotional 

abuse" (Vitale). Vitale recalled that the original steering committee established several 

years ago to promote assessment and intervention in cases of domestic violence in EDs, 

was composed of physicians, nurses, clinicians from different units, university 

researchers, social workers and a director of nursing for the E D . Vitale described the 

careful scripting of the D V question that was included in the E D treatment record around 

2000; "it is just a cue for nurses to integrate the possibility of D V into the whole 

assessment." Vitale explained how the inclusion of the D V question in the routine 

assessment record was accompanied by educational packages and information sessions 

that were offered to E D staff at that time. He added: 

D V is an important health issue, with tons of evidence to suggest that the more 
frequently patients are asked about D V , the more likely they are to disclose. 
People are coming back over and over again to the E D . That's what happens. 
Studies have shown that. In Ontario, they are doing "Death Reviews" and Fatality 
Inquiries. Women who have been killed by their partner and they do a 
retrospective study, they have been in emergency numerous times within the 2 
years prior to their death. 93% of the time they were in there with injuries but the 
emerg is 'treating and streeting' them. They are not connecting them up with the 
resources that can help them with safety assessment and lethality assessment so 
they can understand the risk they are in. Make some informed decisions for 
themselves and their kids. This province leads the nation on stalking and D V and 
we are second in the nation on domestic homicide and i f you think that does not 
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impact health, you have your head in the sand. Y o u don't know. Y o u don't know 
what victims look like, so you have to ask. (Vitale) 

When we discussed the changes in the E D that interfered with asking the question, his 

response clearly outlines the potential impact, from the perspective of the D V evidence: 

Y o u can't have a comprehensive history i f you are doing very narrow assessment. 
I see it as a tragedy. They put the focus on Emergency - as a scapegoat for the 
whole system and the faster you work, the more stuff gets left out. A n d these 
victims w i l l just keep coming back. We have the opportunity in Emerg because it 
is open 24/7 and maybe the only health care access that person has, and we can 
provide that awareness raising. We have that prime opportunity yet the numbers 
and directives for speed drive the show. The focus on the numbers and doing the 
bare minimum so you can get people out. The no nursing assessment is a slap in 
the face for my profession. It is a way to eradicate/dismiss nursing practice so you 
can get the patient out faster. But it is jeopardizing the citizens of this province. It 
is a tragedy. (Vitale) 

I also learned that "compliance rates" were audited for all the EDs in regards to whether 

nurses had documented that an opportunity had been provided for patients to disclose 

whether or not they were experiencing domestic violence during the emergency visit: 

I track compliance rates monthly. It is a performance indicator. Asking the D V 
question is deemed by QI and the hierarchy of the emergency management to be 
part of the documentation guidelines. Notjust nursing assessment, but part of the 
documentation guidelines along with allergies. More data is being collected about 
compliance rates and policies are being formed looking at the reasons for non 
compliance. N o time to ask was always one of the big reasons. So now we need to 
look at it closely because it is a performance indicator and some sites are down to 
as low as 5%. (Vitale) 

This interaction highlights how even the numerical "facts" that are being used to 

organize emergency room care are being organized very selectively. Wait times are 

linked more securely to the economic rationalities of labour resources and political 

interests than is domestic violence, an ongoing and hidden problem that predominantly 

impacts women. Despite compelling evidence regarding how emergency room nurses 

might save lives, and the education and resources that nurses were provided in order to do 
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this work, it is no longer being done. A l l the evidence that stands behind the importance 

of addressing domestic violence in each emergency visit, the concerns for (mostly 

women's) health and safety no longer 'counts'; trumped by the need for speed. In spite of 

its status as a "performance indicator", it is not in the forefront in the same way that wait 

times are. 

Even when nurses in R A Z , W R C or Intake are doing 'discretionary' assessments, 

and want to ask the D V screening question, their ability to do so is limited by the physical 

constraints of the area. 

I know we have privacy issues in all areas because all there is between beds is 
curtains, but this is even worse. Y o u are just sitting right out in the open. Even i f 
you ask behind the curtains and they answer yes, you know that everyone has 
heard. Y o u can keep them in the exam bed for awhile, but when you're told to 
clear the bed by triage or the clinician, then you have to put them out in a chair in 
front of everyone who heard the whole story. A n d you know, 'cause it's about 
speed. It's all about efficiency and speed and flow and so you're just asking them 
the bare minimum when really, there could be something else.. .there might be 
some domestic violence going on. They could have bruises all up and down their 
legs but you don't know because you haven't taken their pants off and they are 
too scared to tell you because there is like 100 people watching! (Tammy) 

In this example I show how routine work practices are controlled and organized; 

aspects of nurses' work are organized in and out o f nurses work processes. Contrary to 

the dominant discourse that circulates in nursing about individual competence (Purkis & 

Nelson, 2004), a "good" or "competent" nursing practice is not only about the attributes 

of individual nurses, whether or not the nurse understands that domestic violence is a 

serious health issue in emergency room practice, it is about how the work and knowledge 

practices are being socially organized. Nurses learn not to pay attention to domestic 

violence as a health issue. They are organized not to ask the question. This significant 

health promotion practice is not captured in C T A S or wait time data. It does not rule. The 
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consequence of low compliance rates becomes a problem for the D V coordinator to 

solve; to think of a different way that nurses might incorporate this important assessment 

work somewhere else or in an alternate manner. 

On busy days you juggle: work processes related to treatment space. 

Prior to the introduction of treatment areas with only chairs, patients in the acute 

care area, were all assigned to a stretcher (bed). A t that time, while there were too few 

stretcher spaces to meet the demand, there was far less shuffling and juggling required. If 

a patient was worse than initially thought by the triage nurse, became unstable, or serious 

medical issues were identified, their needs and subsequent treatment could be 

accommodated. When the patient is located in W R C or Intake, troubles ensue when 

patients require more intervention than initially expected, or when "doctors decide to 

order a full work up on something that should be simple" (Rosa). Patients either have to 

be moved out of stretchers and into chairs to make room for new patients, or the nurses 

just cope as best they can, delivering care in less than optimum conditions. C T A S and 

daily patient volumes were used to rationalize a reduction in the number of stretchers in 

favour of chairs intended for lower acuity patients. On days when it is busy and stretcher 

space is scarce due to high acuity patients occupying them for long periods of time, or 

high numbers of admitted patients waiting in the E D stretchers, the nurses are pulled into 

increasingly complex work processes: 

Juggling patients in and out of beds is constant. It is really constant. Very rarely 
do we not have to shuffle anymore. When you have beds available, it is a 
surprise. A rare thing. When that chest pain walks in and you have a place to put 
him - that is rare. Very rare, that you don't have to shuffle the whole department 
to make room (Pete). 
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Despite the addition of more treatment spaces accomplished by the introduction 

of chair care in the R A Z , and the inclusion of W R C and Intake in the space census, in 

actuality there is much less flexibility to accommodate the ebb and flow of acuity levels 

that characterize emergency work. The chair arrangement disrupts nursing triage and 

intervention practices resulting in problems for nurses and patients. Nurses are left to 

bridge the gaps. They are counted on to reliably manage the unexpected and continually 

intervene to hold the workplace together (see Campbell, 2000). Yet none of this crucial 

activity is recorded or 'counted' (nor is it amendable to recording and counting). It is part 

of the taken for granted work of "improving access" to which nurses are expected to 

adapt in the redesigned work environment. Nurses now expend more time and energy 

moving patients in and out of beds and chairs; time and energy that might be spent doing 

other nursing work. More time is spent providing handover reports between nurses when 

patients are exchanged. Articles of clothing are misplaced and lost in the shuffle. Yet, 

these inefficiencies that nurses know about are "eclipsed" (D. Smith, 1987). The behind 

the scenes juggling work is unseen, unaccounted for, and thus the whole E D project is 

somehow seen as more efficient. 

The careful calculations based on C T A S that were used to determine resources 

required a decision about the ideal number of stretchers and chairs. During times when 

the calculated ideal does not match the real needs of patients, this reality must be worked 

into the decisions of triage nurses. When all the stretchers are full, the pressure to ensure 

that sick patients are seen first, and not left in the waiting room sometimes results in high 

acuity patients being placed in chairs in the R A Z , W R C and Intake areas "just to get them 

started". Informants disclosed that during the initial implementation of the R A Z and 
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W R C practices it was unusual for a triage nurse to shunt an acutely i l l patient into a chair 

and this occurred only "when the triage nurse feels that no other option is available", but 

it is now happening "al l the time". This is another sort of gap that nurses expertly mediate 

in order to respond to patients' actual needs. Rita elaborates: 

We have no bed space. So we put them in Intake and give them a higher priority 
so they are seen right away. Y o u have to do that because the docs think i f you put 
them in Intake, they aren't that sick so they don't hurry in. Y o u still have to make 
a plan where to go from there because you know they need treatment and meds, 
but it sometimes gives you time to shuffle things while they are being seen. But it 
was never the intent of the Intake area. It's a huge risk to have these really sick 
patients going there. It is so frustrating. I mean I know the benefit is that they are 
seen quicker. We have our sick patient out of the waiting room and they are not 
crashing on the floor. A t least getting diagnostics started, a doctor involved. But it 
is frustrating being forced to put a sick patient that situation: in a lounge chair and 
say, I know you are sick, but we have nowhere else to put you except this chair, 
with 20 other people around. It doesn't seem right to put a sick patient into a chair 
to look after them. We never intended to nurse sick people in chairs. It is not 
right. It is completely outside what we were ever taught or trained to do to care 
for sick patients. I mean, sure we are changing with the times and some patients 
who end up in emergency can sit in a chair - absolutely. But many should not, 
and I don't know, it is appalling...and we are compromising health care when we 
do it. I think that nurses feel they are not giving good care to patients in a lounge 
chair. (Rita) 

While openly admitting that care is being compromised, nurses are organized to 

work in this way, and they do. When the unexpected happens, and patients are in danger, 

the work that nurses do to intervene remains stubbornly invisible: 

The managers don't understand what is really going on with patients. They don't 
see that these sick patients are sitting in chairs. They think that as soon as they 
have to get an N G tube (naso gastric tube) or something, we magically find a bed. 
They look at the C T A S 3 numbers and the numbers supposedly tell the story. 
We've pushed this many people through. This many here, this many there. It's all 
just numbers. They don't see the faces or bodies behind the numbers; the 87 year 
old that had to sit up in a chair all night long, never got a wink of sleep and now is 
frustrated and grumpy or confused and then you have to tie him to the chair, and it 
unravels from there. Pulls his IV out, gets totally demented. They don't see those 
people. They don't see the repercussions of that. Not too long ago we put this 
patient back in a chair and she dropped her pressure, looked like shit, ruptured an 
ectopic right then. So I have to tip the chair back, open her IV wide and send 2 
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stretcher, you know, get her stabilized. A n d where does that show up? It looks 
like this patient has moved from a R A Z chair into a Resuscitation bed. That's it. 
Smooth, seamless move from one space to another. (Susie) 

The nursing work apparent in this interview excerpt reveals the critical contribution that 

nurses make to reconcile the newly organized E D , whereby nurses consistently navigate 

the unexpected, juggling work that is physical, takes time, and was critical to saving this 

patient's life. She is thinking on the spot, responding to an emergent situation. Her work 

was not part of the official objective account that went on record as time and location. 

The activity that accomplished the 'save' is covered over. There is no category that 

captures what happened, and it remains "unknown" within the text mediated social 

organization. The real event; "what actually happened" that is made visible in Susie's 

recollection of events, offers material evidence that fills the void. It is an alternative 

account that counters the numerical evidence. The text mediated version of this woman, 

with a now ruptured ectopic pregnancy and internal bleeding that the managers w i l l see 

as C T A S 3, L L Q pain is one in which people and their experiences disappear, and what 

actually transpired is invisible (D. Smith, 2001, 2005). 

Maintaining the flow; processes that undermine triage. 

Triage nurses are also compelled by the pressure to "keep the flow going" when 

stretchers are full and they decide that is unsafe to send an unstable patient to a chair. 

This happens when there are inexperienced nurses 1 0 in R A Z or W R C , or it is clear to the 

triage nurse that a monitor bed is required at the outset. When there is no appropriate 

space for the sicker patient, the low acuity patients continue to be brought in through 

1 0 This is often the case. The R A Z and WRC/Intake areas are thought to be populated by stable patients and 
consequently these are the areas where novice, casual or healthcare workers with less education are 
generally assigned to work. 
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W R C and Intake, while the higher acuity patients remain in the main waiting room or in 

E M S park until a stretcher becomes available. This practice is completely contradictory 

to the principles of good triage. To leave acutely i l l patients sitting outside the active 

treatment areas whilst stable patients move forward is a significant disruption in nurses' 

triage work. The triage decisions are now dominated by the organizational interests of 

scarce resources and rapid processing of patients, rather than by patient's actual needs. 

A n example from my field notes shows this in action: 

Tammy was observed for a full shift at triage. During this time she triaged an 

elderly patient experiencing chest pain. He had a significant cardiac history but all the 

monitor beds were full. The number of patients waiting to be seen by physicians was 

relatively low. She told me that she felt pressured to "get patients in so the docs would 

have people to see". Working within the directives of the new efficiencies (doctors can 

not be left idle) she proceeded to place three patients, all lower acuity than the patient 

with chest pain into W R C The patient with chest pain remained outside the active 

treatment area, waiting one hour before a monitor bed opened up. This meant that lower 

acuity patients were seen before the "sickest patient in the department". She explained: 

The whole idea is to get people out of the waiting room, right. So you have a 
cardiac sounding chest pain C T A S 2 - could be an M I (heart attack) but there are 
no monitored beds available, but, W R C only has 3 or 4 patients so the chest pain 
waits because they can't go to W R C , so you pick the next W R C appropriate 
patient to come in next. The whole pressure is to increase flow through the 
department, right. That's what we keep hearing. Meanwhile, your chest pain is 
infarcting in the waiting room and you have no place to put him. But we can put 
somebody in W R C ! (laughs). It really undermines the whole C T A S system and it 
makes the triage nurse look like a fool because people out there can see that she's 
putting in someone who doesn't look sick while the guy that looks like crap is 
waiting. It makes it harder to decide what to do. Youjust feel like you can't win. 
There's always that pressure to keep the flow going, regardless. (Tammy) 
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Rather than stop the flow when a stretcher is not available, less acute patients are sent 

through the low acuity areas, get seen quickly by a doctor, while the higher acuity 

patients wait for a bed to come open or are "juggled" to accommodate. 

Once again, the institutional discourse compelling "maximal efficiency" overrides 

what this nurse knows to be the best triage decision and in the best interests of the 

patient; that the patient with chest pain should be seen first. The institutional organization 

of the available resources governed her decision to put other, less serious patients ahead. 

A s the efficiency logic organizes nurses' triage decisions, different risks may appear and 

the nurses in this study report that risks are increasing. This nurses' attention is pulled to 

focus on patients eligible for W R C , the 'not sick'. Before the implementation of the 

'wait-time' interventions triage nurses were constantly scanning the waiting room 

"looking for evidence that the patient might be sicker or have something else going on", 

as nurses have talked about in previous excerpts. It is these aspects of skillful triage that 

are being undermined by the new systems of care. 

The 'right' emergency patient. 

During my fieldwork I noticed a shift in the way nurses thought about and talked 

about patients. M y fieldwork commenced during the time period when the W R C , Intake 

and R A Z areas were newly up and running. During the latter months of the study these 

processes were no longer novel. During the later observations I noticed that triage nurses 

began to question patients differently about what they had done to look after themselves, 

asking whether they had seen a family doctor or clinic prior to coming to the E D . The 

information elicited by these questions did not contribute to care, and often led to the 

nurse advising the patient how to avoid E D visits in the future. Patients were being 
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viewed as either "legitimate" or "inappropriate" candidates for E D care. A s increasing 

numbers of patients were seen through the expedited pathways, nurses talked about these 

patients as "not really needing to come to the E D " and "wasting our time". The nurses' 

manner with these patients was frequently abrupt and dismissive. 

The C T A S , as a health information strategy used to constitute managerial 

knowledge about patient needs, in tandem with evidence of resource scarcity is being 

used to inform a discourse defining the 'right patient' in emergency or what constitutes 

an appropriate emergency visit (Provincial Health Ministry [PHM] , 2008). In this way, 

the appropriateness of resource consumption and cost effectiveness for specific groups of 

patients on the basis of C T A S scores can be determined. This was obvious in the 

administrator's talk about "precious resources" and not "wasting them" on someone who 

didn't need them. Triage nurses have begun to adopt this way of thinking about their 

work, which has disturbing implications for patient centered care. Ultimately, the 'right 

patient' discourse may support an attitude which values patients and their problems 

differently, constraining and limiting the possibilities for nurses' work in the E D setting. 

For example a marginalized woman whose experience of escalating domestic 

violence looking for refuge in the emergency room, or a new mother for whom the 

emergency room is an entry to the available resources. Patients who have limited socio

economic supports are particularly vulnerable to the new practices (Malone, 1996). 

Not only are nursing practices eliminated but skillful caring attributes important 

to professional nursing are disrupted. A s triage decisions increasingly become dominated 

by the organizational interests of scarce resources and rapid processing of patients, social 

and ethical problems are marginalized (Heslop, 1998). A s one nurse commented "it 
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changes the way we think" (Marjorie). While various discourses compete, each may 

inform, shape, and constitute the practice of emergency nursing, and the ways in which 

the patient comes to be known and understood (Heslop, 1998, p. 87). 

"Standards are falling". 

A l l of the nurse informants described in detail, multiple ways that they were 

unable to carry out all of their professional obligations to patients. The pressures to 

discharge patients and "clear beds" resulted in patients "going up to the operating room in 

a wheelchair fully dressed" rather than undressed on a stretcher and ready, as would 

happen in the past. There was no time for patient teaching, or "getting to know people" or 

to find out i f they "might need to be set up with home care or social work." There was no 

time to "communicate with other nurses about patient care or treatments", to ask 

questions, or "even think." There was no longer privacy to communicate and offer 

support "when bad news is delivered". Nurses talked about "lowering the bar" and 

finding themselves unable to provide comfort measures with people sitting in chairs. 

During my observations, I watched nurses frantically running about, flipping 

through piles of paper charts on clip boards, and computer screens, "trying to keep 

everything straight" for multiple patients at a time. Nurses noticed and responded to both 

the predictable and unpredictable symptoms of a person's illness and injury. Everywhere, 

they were rushed and intense. Enrolled in the plan to increase capacity and be 

"maximally efficient" they try to keep up the pace of the increased workload, and learn to 

work differently, forfeiting aspects of nursing work they once considered essential. 

These fundamental aspects of their work like assessment, helping patients get 

comfortable, administering pain relief, listening, talking, teaching, picking up subtle 
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insidious changes and so on, go unrecognized and uncounted in the systems that monitor 

and record a patient's E D care. The C T A S generated numerical accounts of what goes on 

in the E D effectively "lock out" knowing about this routine work. A s the pace and 

amount of work increase, skilled practices that nurses know are essential to provide 

"good" and "safe" care are eradicated or abbreviated. The only evidence that is 

considered (counted) is numbers and times. A s wait times on average are reduced, 

showing improvement, the restructuring project is branded a success, and continues in 

spite of the protests and claims of nurses that patients are at risk and they are less able to 

intervene in time. This contradiction, this line of fault is both a product and a result of, 

the text mediated knowledge produced through the C T A S and the ideological intentions it 

carries for monitoring, accountability, and rational management. 

Relentless escalation: new benchmarks and targets. 

Despite the apparent success of the W R C , Intake and R A Z that demonstrate 

decreased wait times, there is ongoing pressure to do more. In 2010, the health region 

under study published a "Five Year Act ion Plan" that included specific targets for the 

E D . The targets, stipulated in terms of total L O S in the E D , were four hours for 

discharged patients and eight hours for admitted patients ( P H M , 2010). In the ideological 

framework of E D management, waiting times are conceptualized as "access" and waiting 

is defined as a barrier to receiving care. The origin of these time targets is not explicit or 

clear. Similar to the time guidelines in C T A S , these targets are "not evidenced based, and 

I am not sure where they come from, really" (NM1) . Clues about the origin of the four 

hour target were apparent in March, 2009 at a conference sponsored by the health region 

that I attended. In one session, an expert from the National Health Service in England 
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shared his experience of E D care reform also based on four and eight hour targets derived 

from "models in the manufacturing industry" (Cooke, 2009). This way of privileging 

industrial analysis over a patient or health focused approach, and the increasing influence 

of global markets and competition in the health care sector is endemic to current E D 

restructuring initiatives. 

A t the same time as the 2010 provincial health "Act ion Plan" was released, 

another public document, "Act ion on Emergency, We're Improving Access" was released 

that described the targets and plans in more detail. From the outset, reducing L O S is 

couched as the strategic key for improving access for patients as well as contributing to 

the financial sustainability of the system, as were strategies to ensure the "right care in 

the right place" to prevent unnecessary burden on E D resources ( P H M , 2010, p. 11) The 

document emphasized that "these targets w i l l mean that citizens wi l l have some of the 

shortest emergency lengths of stay in Canada" ( P H M , 2010, p. 2). While seemingly 

offering citizens transparency, the content reflects the ideology of the dominant 

managerial discourse of health economics and market like competition. It positions the 

general public to think about E D care in the same way as those who govern and manage 

it. Thus informed, the public is able to engage in the health care debate from this 

dominant perspective, and to link short E D visits to better health care. 

The new benchmarks and targets mark another point of disjuncture. While nurses 

have articulated the ways W R C and Intake have disrupted competent patient care, they 

are not only expected to continue, but to turn it up another notch. The four and eight hour 

mandates inject an explicit accountability that requires E D health care providers to 

organize and coordinate their work to meet these standard limits; a way of standardizing 
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length of stay. Implicit in the time related targets, is the 'time is money' logic from 

industry that holds front line workers accountable for ensuring that patients do not 

occupy stretchers for too long; the assumption being that this is "idle" time when nothing 

is happening. Meeting the targets exerts increasing control over professional practice for 

all those involved in the care of the patient (see Rankin, 2001). A s I show in the next 

chapter, it also has very real implications for others (family members, nurses and patients 

on inpatient units, for example) who must manage the consequences. 

Discussion 

The unremitting focus on decreasing E D wait times has instigated radical changes 

in work processes that are changing the way nurses think about and are able to care for 

patients. Organized by powerful textually mediated discourses of efficiency, productivity 

and rational management (Rankin, 2001), beds have been replaced by chairs and triage 

nurses must decide which patients are eligible for 'precious resources', and who is not. 

This new focus in triage work is a shift that brings nurses in line with the institutional 

order of performance measurement and cost effectiveness. Nurses have had to learn to 

care for patients differently, prioritizing tasks and leaving out substantial amounts of 

their usual professional practice in order to accomplish above all else, swift passage of 

patients through the system. 

What comes to the fore in this chapter is how easy it has been to eliminate nursing 

work, that was previously considered essential to patient care in the E D . The health 

impact and suffering that are incurred when this work disappears are not included in what 

"counts". Integral to the redesign of E D care was the necessity of reducing the patient's 

contact with the nurse. The authorized understanding of triage and nursing work treats 
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triage as a single point in the trajectory of care, and not a dynamic, reflexive process that 

continues in the background of each patient's E D visit. 

Another significant assumption is that nursing and physician assessment work has 

the same focus and acquires identical information from patients. A s well , that nursing 

assessment is also a single point in the course of care, dictated by standardized tools and 

that it is "over" once the assessment record is completed. The nursing assessment both at 

triage and at the bedside has been identified as redundant or not "value added". I argue 

that the nature and purpose of the work the nurse calls "assessment" is fundamentally 

different and serves a central purpose in organizing patient care. 

Health education and supportive intervention is being overlooked. Teaching 

people how to manage common illnesses and perform suture and wound care for 

example. Pregnancy loss support, medication teaching, the routine screening for domestic 

abuse, increasing public awareness about injury prevention, and infection control to 

prevent the spread of infectious conditions are often falling by the wayside. These are 

practices that are unlikely to show up in the "outcomes" being measured, but are 

nonetheless important contributions to population health that emergency nurses 

contribute to. 

Troubles and tensions erupted for patients and nurses inside these new care 

processes that can be traced back to the knowledge and work that could not be held by 

the standardizing framework of the C T A S text or the authorized numerical reports 

summarizing wait times. The range of acuity, each patient's experience of symptoms, the 

timing of new arrivals, and the ongoing addition of new information about each patient's 

illness is not captured in the codified version that is recorded. Variations among patients 
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are subsumed within categories as the data accumulate within general aggregates over the 

days, weeks, and months. 

The nurses' stories harbor a deep concern for the safety and well being of 

patients. They fear that new work processes contribute to near misses and less than 

optimal environments in which to provide care. They recognize that important features of 

their work are disappearing. A s such, this study captures an important phase in the midst 

of E D restructuring where the ground is continuously shifting; nurses are aware of the 

change in their own practice and the new way they are starting to think about patients, yet 

it is becoming 'business as usual' for them. Regardless of their concern for patient well 

being, the nurses are falling in line with the ruling perspective, and are now beginning to 

construct the patients who they selected for W R C , R A Z and Intake, as "not sick" or "not 

real emergencies, that could have been dealt with by a family doctor" (Field notes, 10-

01-2011; 12-02-2011). 

The tensions created by limited resources and the pressure to compress a patient's 

length of stay are professionally and ethically challenging for nurses. They recognize the 

short cuts, but are beginning to "use the ruling frame to ideologically reconcile some of 

the difficult decisions they must make" (Rankin, 2001, p. 265). 



155 

Chapter Five 

Virtual Ruling Through Institutional Technologies 

In this chapter, I focus on the information technology [IT] systems in the E D and 

specifically, the way they are integral to organizing observable sequences of action for 

triage nurses, patients, and others who are connected to the happenings in the E D . The 

information technology revolution has transformed our ability to capture vast quantities 

of data on the inputs and activities of the health system and offers a major resource for 

performance measurement and improvement (P. Smith, et al. 2009, p. 4). This form of 

progress and the data produced within computerized systems of monitoring and recording 

offers substantial benefit for the health care system, administrators, care providers and 

ultimately, patients. I argue that the terms governing input into the system limit what is 

made known about patients and what happens to them, and subsequently, what can be 

done to improve the provision of care. The desired 'outcomes' of improvement are 

defined within the narrow confines of what the system can measure, not by what patients 

might require. 

This chapter shows nurses interacting directly with real time data and accounting 

texts that prescribe specific 'orders' for what to do next. I show how this system of 

'virtual control' operates, locking out what nurses might know and contribute to 

improvement initiatives. Nurses acquire different forms of knowledge about patients 

outside of these systems that needs to be acknowledged and put to use. 

In the previous chapters of analysis I have been describing how the computer 

programs harbor the ideological frame of the administrative discourse, acting both as a 

mechanism for reproducing a documentary reality and operating as a vehicle that inserts 
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ruling practices into front line work through a set of implicit instructions. Texts perform 

at that key juncture between the local settings of people's everyday worlds and the ruling 

relations (D. Smith, 2005, p. 101). In this chapter, treating the visual displays on the 

computer as texts, I show how that works in more detail. M u c h of what goes on in the E D 

is fitted into a representation of institutional reality within an IT system. The visual 

displays that summarize events, the bed maps and symbols that I show nurses working 

with are meaningful; they 'tell a story' about the E D , and the conditions under which 

nurses navigate their work. From a distance, these graphics and lists appear neutral and 

helpful. On closer examination, as the red frowning faces come into view, a less neutral 

message becomes apparent. Framed within an institutional discourse, there are things 

happening that change the icons from green smiling faces to red frowning ones; 

something that nurses know about, and act upon. 

This text based construction of knowledge for ruling is accomplished through 

sophisticated computerized data information systems and software programs; institutional 

technologies that directly enter into organizing and coordinating front line work. Pence 

(2001), defines institutional technologies as "both the specific tools that workers use to 

accomplish their tasks and the institutionally organized procedures for accomplishing 

these tasks" (p. 204). She goes on to explain that they shape "the way we live and work 

together and what we are able to produce" (Pence, 2001: 204). This chapter w i l l describe 

how the institutional technologies, and the implicit and explicit directives they hold, 

restrict and coordinate front line work in a very disciplined and standardized way, leaving 

less and less room for autonomous clinical judgment. 
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The interplay between nurses' triage work articulated with the C T A S , and 

computerized institutional technologies was well established before I began this study. 

The programs were expanded and additional systems of counting and governance were 

added after I entered the field. The impact of these changes on triage work and decision 

making cannot be underestimated, as I w i l l show in this chapter. 

The institutional frame of 'access' and 'flow'. 

The drive to provide an economically efficient, highly productive and effective 

health care system has been closely linked to a measurement oriented discourse of quality 

improvement [QI] and performance monitoring. Within this discourse, quality and cost 

control is closely linked and help define concepts like 'performance' and 'efficiency' 

(Brown, 2008; P. Smith, 2009; Mossialos, Papanicolas & Leatherman, 2009). N e w 

emphasis has been placed on monitoring and accountability structures specifically 

designed to measure and compare 'performance'. Performance measurement begins with 

abstract categories intended to capture work processes related to a goal; things like the 

I O M domains (see Berwick, 2002) that the administrator talked about in the previous 

chapter: 

"The ones [performance benchmarks] that we are trying to move towards, and 
you are right, there is a huge focus on time indicators, and that falls into the I O M 
domains of quality - and that is access, effectiveness, efficiency, safety, 
appropriateness, patient focus" (Doug). 

Textual accounts like the C T A S and length of stay [LOS] that categorize specific 

activities of health professionals and patients in order to measure them are examples of 

this form of accounting. In this way, specific routine activities become amenable to 

monitoring, evaluation and control. In order to measure however, activities must be 

grouped or coded. How this is done, depends on dominant conceptual frames of reference 
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that define the categories and the activities that are counted. In the E D , wait times, time 

seen by physician, bed occupancy and L O S are prominent in the statistical reports used to 

describe 'performance'. Wait times specifically are an indicator associated with the 

concept of 'access' in health care systems (Al l in , Hernandez-Quevedo & Masseria, 

2009). The C T A S , (and similar scales internationally), are a central constituent of 

institutional action and monitoring, and contributes to the conceptual framework of 

access and waiting in emergency care systems. A s such, it also forms a basis for control 

and reform. 

Waiting times are measured in every urban and rural E D across Canada and in 

every developed health care system around the world. The literature on overcrowding, 

E D wait times and emergency access originating in developed countries around the 

globe, construct the measurement of wait time in the same way it is reported in the 

Canadian context; triage to physician or in some cases an emergency nurse practitioner 

(Goransson, 2005; M c C a l l u m Pardey, 2006; Van der Linden et al., 2011). This 

conceptualization overlooks the interventions provided by any other health professional 

(nurses, respiratory therapists, social workers) in the interim, because their time of 

contact with patients is not recorded. In the previous chapter I showed all of the 'behind 

the scenes' patient work of assessment, monitoring, surveillance, testing, space - making, 

treatments, and juggling the priority list that goes on during the wait for a physician. It 

appears, officially however, that the wait is empty or 'wasted'. 

In rationally managed health care systems, wasted time is costly, and needs to be 

constantly measured and reduced. Time is captured in computerized tracking systems 

where it is subject to audit and evaluation. Comparisons are made to standards (the C T A S 
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guidelines for example), and to peer hospitals so that judgments about 'performance' can 

be made (refer to Figure 3 in Chapter 3). The construction of waiting as a problem, and 

the subsequent implications for nurses' work wi l l not be limited to the local site of 

investigation, since these performance reports and comparisons are done across Canada 

and the developed world. 

' F low ' is a conceptual term related to 'access' and 'waiting' within the Quality 

Improvement [QI] discourse that refers to the movement of a patient through a process of 

care. Bottlenecks and congestion or delays (waiting) as a patient is 'processed' are blocks 

to work flow that are deemed inefficient and need to be redesigned. (Asplin et al., 2003; 

Dickson et al., 2009; N g et al., 2010). Many of these kinds of analyses are derived from 

mathematical calculations of total numbers of patients, numbers of beds and time elapsed 

between specific events. For example a QI consultant I talked to described the process 

redesign required to maintain the optimum 'f low' of patients through the E D : 

So, based on your daily volume, and your treatment space, let's say a patient is 
now discharged every twenty minutes. This creates a backlog. The flow is too 
slow and it is cumulative. But i f your target is a four hour L O S , then you need to 
discharge a patient from a treatment space every five minutes. Y o u know, to keep 
up the flow, (field notes, 06-09-2011) 

The consultant did not discuss how this feat would be accomplished within the reality of 

attending to individual patient needs and requirements for nursing care after a discharge 

order is received. For example, medications may need to be assembled, referral forms 

completed, transportation arranged, patient teaching about wound care, management of 

vomiting and diarrhea at home, use of medication, and so on may need to be completed. 

The conceptual frame of ' f low' that constructs this target cannot accommodate such 

details. The reality of nurses' work with patients remains hidden. 
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While this study was in progress, E D wait times (access) had once again become 

the focus of intense scrutiny and public debate. In response, E D wait times became a 

priority issue for the provincial minister of health and administrative leaders in the 

region. In December, 2010, a set of mandated performance goals based on E D patients' 

length of stay [LOS] and a provincially mandated "Over Capacity Plan" [OCP], were 

implemented which served to expand control 1 1 and accountability structures in the busiest 

EDs in the province. In regards to this research study, the timing of the O C P and new 

L O S targets was fortuitous; it provided an opportunity to examine and show a new kind 

of ruling project in action. M y analysis w i l l illustrate the capacity of a text to coordinate 

and control people's work in the E D . The textual practices I describe also expand into the 

work of nurses on inpatient wards in a way that subordinates clinical priorities to 

benchmarks and targets imposed far beyond the local site of care provision. 

The computer based technology for counting, tracking and making specific 

circumstances visible is integral to engaging E D health care professionals in the 

managerial agenda of reducing wait times and L O S . I begin by showing how nurses 

interact with the specific information transmitted via the newly expanded IT system and 

how it enters into decisions about patients, space management and waiting. Explicating 

the way these institutional technologies articulate with clinical priorities and patient care 

decisions contributes to the analysis of how texts rule in this particular setting. 

Virtually Organizing the Consciousness of Nurses 

In the E D , institutional technologies activated by triage nurses as they fill in the 

blanks required on the triage page about each patient, produce real time reports 

1 11 argue that these goals and 'targets' are not merely aims, but 'must do's; success is achieved when the 
target is met. 
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(cumulative data summaries) about total numbers of patients by C T A S score and elapsed 

time waiting. Technologically, this information is linked to a set of built in limits or pre-

established 'triggers' and 'alerts', displayed symbolically using colours and icons. The 

ability to read and interpret the symbols, to develop literacy, and know what to do next 

has now become integral to nurses' work at triage. Like the metaphor "a picture is worth 

a thousand words", the computer visuals enable nurses to instantly recognize and process 

a complex array of institutionally relevant facts about the context of their work, that they 

must then integrate into decisions about how to manage patients and space. To literate 

readers of the new technology, the symbols carry implicit instructions that nurses 

integrate into their practice as sequences of action. D. Smith uses the notion of a 'text -

reader conversation: 

1. It enables us to recognize the reading of a particular text as something that is 
being done in a particular local setting by a particular person 

2. It proposes that the reader, engaged in a text-reader conversation, plays two 
parts: first, she or he activates the text and, in activating it, becomes the text's 
agent; second, she or he responds to it in whatever way is relevant to her or 
his work. 

3. It makes it possible for us to see the text, activated by a reader, as 
participating and playing a part in organizing definite sequences of action 
(D. Smith, 2005, p. 120). 

A s such, the alerts and the directives affiliated with the text enter into and govern 

front line work more closely than ever before by ordering specific responses. I show 

nurses compelled to keep patients moving through the system and doing a form of 

constrained nursing work that accomplishes that objective. The interplay between 

computer texts and triage work is a key component of how that happens. 

When I observed triage nurses at work, checking and refreshing multiple screen 

displays on the computer was a frequent activity. They also talked about the various icons 

that populated the different screens (display functions) and how they 'read' them. I have 
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previously described the bed map and 'tracking screen' with the priority list. I now turn 

attention to how these connect with other computer texts to convey explicit directions 

that organize work processes for nurses and others. The following vignette, from 

ethnographic data collected early in the study (prior to the implementation of the OCP) 

shows a triage nurse as she is 'informed' about the conditions of the E D and the other 

contextual factors that interface with her triage work. I draw attention to the capacity of 

computerized icons to transmit a large amount of information 'at a glance" and virtually 

establish the conditions that enter into triage thinking and action. A few of the symbols 

and tables that nurses would see have been reproduced and are shown in Figures 5 and 6. 

A "text - reader conversation." 

Nurse Annie is one of two nurses assigned to triage. Standing in front of 
one of the four computer terminals in the triage area, Annie glances at the list of 
E D patients. She can 'see' that there are 50 patients in the E D , 18 of whom are 
still waiting to be seen by a physician. Six are C T A S 2's, ten are 3's and two 4's. 
The last patient checked in 20 minutes ago and the longest wait is up to five 
hours now. Ten of the patients who have been seen by doctors are waiting for 
'consults' from a medical specialist. These patients are also likely to be admitted 
to hospital. It also means for Annie, that she can't count on these beds being 
available for new patients anytime soon. The medical consults take time. There 
are 3 ambulances 'parked' in the back hall, 12 patients in WRC/Intake and the 
remainder in the M a i n Waiting room. A box at the top of the screen labeled 
'inpatient' is red indicating that there are no inpatient beds inside the hospital for 
admitted patients to go to. She clicks to display a bed map. A l l o f the bed spaces 
are occupied including the two resuscitation beds. Many of the spaces are 
coloured green, some pink. The pink beds tell Annie that an inpatient bed has 
been allocated and this stretcher w i l l open up as soon as the patient is transferred 
to the inpatient bed. The green spaces are housing admitted patients with no 
inpatient bed yet assigned so they are blocked. Cl ick to another screen; a chart 
showing wait status is coloured red with a red frowning face at the top. Annie 
can 'see' that the wait time limits have been exceeded. Cl ick again, and she can 
'see' that two more ambulances are en route to her site and that E M S is in orange 
alert status. She knows that orange alert requires her to download (find a 
treatment space to transfer the patient into) two of the E M S patients and release 
the crew so they can return 'to the street' to respond to calls. One more click on 
the 'patient expects' list and she is aware that two more patients are on route; one 
from a rural hospital and another from one of the urgent care centres. Annie and 
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T im discuss the situation aloud while navigating the different computer screens. 
Once or twice they glance out to survey the patients in the waiting room. A n 
elderly woman vomits in a kidney basin. A young mother tries to comfort her 
irritable infant. There are three more people lined up at the triage window. A l l o f 
these patients also require their attention and reassessment. 

Within less than a minute, Annie and T im are aware that every stretcher is 
occupied, a few wi l l be empty soon and they are under pressure to somehow 
make room to accommodate the immediate E M S download as well as conceive a 
plan for the incoming patients and the patients in the main waiting room. Annie 
clicks back on the bed map and offers to make a round of the department to see i f 
anyone can move out of stretchers into chairs in R A Z . A s she hurries through the 
various treatment areas she coaxes the nurses caring for admitted patients who 
have been assigned beds to get them up to the unit immediately. Every nurse in 
the main department is made aware of the need for space and enrolled in the 
work of hurrying patients out of E D beds. The doctors are paged on the overhead 
intercom to do reassessments on patients who may be ready for discharge. T im 
meanwhile instructs a nursing attendant to move an extra stretcher into the 
Resuscitation room. 

Figure 5 Computer Visuals 

These coloured bars are a visual representation of the availability of 
inpatient beds. 

Red Indicates that very few inpatient beds are currently available so 
patients admitted to the hospital from the E D must wait in the E D until 
a bed opens up. 

I N P A T I E N T 

J ' I N P A T I E N T 

Yellow indicates that more beds are open or predicted to open that day. 

Green indicates that enough inpatient beds are available to 
accommodate the predicted numbers of E D admissions. 

Each E D site and Urgent Care Centre is listed as green, yellow or red based on the 

number of patients waiting, C T A S scores, how long they have been waiting since triage 

to move to a treatment space and how long they have been waiting to see the physician. 

The values are summarized on charts, a facsimile of which is shown in Figure 5. 
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Figure 6 Reproduction of Computer Texts 

I N P A T I E N T S T A T U S fr£\ 

\y A C T U A L 

1 or more patient with "Decision to Admit' 4.0 hours (OR) 2 
6 or more CTAS 2 & 3 in waiting room for I hour 3 

I 
PatientWait Status 

Last 10 Actual Values 

The colours above would change to yellow or green as the wait times decline 

TOTAL PATIENTS 

CTAS 
1 

CTAS 
2 

CTAS 
3 

CTAS 
4 CTAS 5 TOTAL 

Total # of 
Patients 

1 18 28 6 1 54 

Patient in Main 
Waiting Room 0 3 6 2 1 12 

Patients in 
Main Dept 

1 16 20 0 0 37 

Minor 
Treatment 

0 0 2 4 1 7 

© © (S) 

Status icons change colour based on pre set limits. These appear in different display 
'views' such as Inpatient. Patient Wait, and Individual Site, for example. 

Under some conditions what is done next is dictated by policies that govern 

certain aspects of work, in this case relations between the E D and ambulances. The 
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ambulance orange alert for example, is actionable. To ensure nurses are aware, the orange 

alert status is also broadcast over a radio behind the triage desk and must be 

acknowledged by one of the triage nurses by picking up the radio and speaking to the 

dispatcher. The policy dictates an immediate download of E M S patients meaning the E D 

must accept the care of a patient for whom they have no stretcher when other sicker 

patients may already be waiting. The E D is accountable when delays tracked through the 

monitoring systems are identified and reported. Making room, and deciding who gets in, 

is a problem for front line nurses to solve in the moment. A s described in the previous 

chapter, shuffling and juggling other patients, creating ad hoc spaces that are not counted 

in the funded bed census or sometimes moving sick patients "anywhere, just to get them 

seen" does not support good nursing care, but it does "keep the flow going". 

Y o u know your admitted patients are circled green. When they get a bed it turns 
pink. Y o u watch and watch and as soon as it turns pink you wonder how long 
before they are gone. Why aren't they moving? Y o u scan the PvEDIS list of all 
patients because i f someone is ready or almost ready for discharge, an icon wi l l 
appear. A little house. Then you keep looking for the bed to clear. If it takes too 
long, you can phone back and ask the nurse in that area when they are leaving. 
Then when the bed is clear the space turns colour until housekeeping gets there. 
Y o u are constantly refreshing the map looking for pictures and colours to change 
and counting the minutes. A t the same time you are planning who is going to go 
where. (Pete) 

In this excerpt, the ability of the computer text to focus the nurses' attention on the 

passage of time and the work to be done of ensuring that beds are cleared as fast as 

possible, and then filled again, is powerfully evident. Nurses' time is invested in 

regulating and accommodating time. 

While the aim of the information system is to render unpredictable conditions 

more manageable, and thus maintain order, it actually produces "a sense of urgency and 

imminent chaos" (Rudge, 2011, p. 168). Tammy describes this as "constant pressure": 
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There's so much to do. There is no time to stop.I find that I am rushed to send 
patients up to the floor, pressured by medics (EMS) , especially i f they are in 
orange alert. If you are in monitors, you are always being pressured to clear your 
beds, move them to R A Z , get them discharged...You are harassing the docs to re
assess and make a decision. Or bugging the consultants, saying c'mon, 
c'mon...let 's go\ (Tammy) 

The control and order that the institutional technologies are expected to impose often had 

the opposite effect. The sense of urgency and duress may contribute to decisions that are 

not in the best interests of patients or care providers at that moment. Rita describes the 

risks when things were chaotic: 

On the weekend though, it was so busy that our Intake area just got bombarded. 
Bombarded with everything. We were sending everybody there because it was the 
only space that doctors could examine patients. So we had chest pains - cardiac 
stuff identified back there, strokes identified back there, sick people... but it was 
never the intent of the Intake area. It's a huge risk to have these really sick 
patients going there, but you.. .you have to find somewhere. (Rita) 

Tensions and troubles emerged between different health professionals; 

paramedics and nurses, doctors and nurses, triage nurses and bedside nurses A N D 

between patients and nurses. Each participant in the care process "attends to his or her 

own work through the relevancies of that position, its activities, the standpoint that 

employment responsibilities generate, and so on" (Campbell, 2008, p. 271). Paramedics 

for example are pressured by superiors to offload patients in order to be available for new 

calls for an ambulance in the community. Steve indicated that: 

The supervisor w i l l come find me. I mean, my job is out there, on the road. They 
time us, and i f we are parked, we are supposed to like make a case to download. 
Especially i f it is the end of my shift, cause of you know, over time costs. (Steve) 

'Making a case' means having a discussion with the triage nurse about the patient's 

condition and negotiating for the next available space as well as attempting to pin down 

how long it w i l l be before a bed wi l l be assigned. 
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Bedside nurses are called upon to continually transfer patients somewhere else, 

either to other spaces in the E D , to inpatient beds inside the hospital, or home, before 

their required care is complete. Tammy cited several instances of her work that she had 

been unable to do in the PvAZ area during one eight hour shift of work: 

A n d like I had to send two patients to the floor fully dressed, and to X R a y and C T 
Scan. Which is not appropriate. It impairs how they do their job. I f I was a floor 
nurse (nurse on inpatient unit) and received a patient from emerg and they were 
dressed and not in a gown, I 'd be going like what is going on?! There isn't as 
much time to pay attention to doing the admission orders for blood work or things 
that we can do to save work for the girls upstairs. A n d then the doc discharged 
this person and he left before I had a chance to talk to him. Y o u tick off the box at 
the bottom of the chart that says discharge but you have no idea what they have 
been told or given in terms of follow up advice. Part of our job is teaching, and 
making sure they have everything they need before we send them home. (Tammy) 

Poppy was concerned that the rush to transfer patients resulted in critical information 

being missed in the transition from place to place and between care providers: 

Honestly, it becomes a blur. There are a lot of things that get missed in that report 
to the floor (inpatient unit) or even to another area here (in the ED) . That happens 
a lot - so the 'float' (float nurses are not assigned to a specific treatment area and 
help where needed), who doesn't even know the patient gives report and there are 
a lot of things that get missed.. .in that transmission of information - there's holes 
in it. (Poppy) 

This chaos and urgency is socially organized and perpetrated through the constant 

reminders displayed on the computer monitors that the system is " in red" (red frowning 

faces) because too many people have been waiting too long. 

Urgency, efficiency and productivity. 

A s the nurses click through the various screens, the "pressure mounts" and they 

are compelled to take action. The symbols and the nurse's interpretation of them are 

socially organized. When the computer displays are viewed, "it brings consciousness into 

an active relationship with intentions originating beyond the local" (D. Smith, 2001, p. 
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164). The red angry faces are connected to the managerial ruling relations that impose 

limits on waiting and aim to reduce it. Nurses become "hooked i n " to taking action (D. 

Smith, 2001) and geared towards productivity; getting the most out of available spaces 

with the result being that everyone works harder. 

This is not to say that predictability is without benefit in the E D ; it does help to 

plan and prepare for some of the demand ahead of time. However, what this analysis 

shows is the way nurses' triage decisions are bound up with the organizational interests 

of 'maximizing efficiency'. Anticipating the severity of the demand/resource mismatch 

encourages activity (work) that w i l l free up beds for the incoming, regardless of 

individual patient needs or the conditions that bedside nurses need to navigate in order to 

meet them; for example the extra time it takes to complete procedures or interventions 

with infants, children and the frail elderly. Troubles ensue because the resources available 

in the E D are based on averages, and the only way of accommodating patients when 

reality doesn't fit the mathematical predictions, is for front line care providers to pick up 

the slack. To "physically, I mean physically run around the department looking for 

people to move" (Wanda). According to Rudge (2011), strategies that ensure the 'smooth 

running of the system' compel people to 'work at speed and keep up' driven by the sense 

of urgency and the likelihood of chaos i f they do not (p. 170). 

During my observation sessions in particular, where informants were actively 

engaged in the work, triage nurses talked about the influence of these computerized 

textual displays in ways that conveyed the constant intense pressure driving their work 

and decisions. The cadence of speech actually increased, and the emotion was obvious in 

the emphasis on certain words. The encounter with the symbolic IT text activates 
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thinking oriented toward the deployment of institutional resources followed by a course 

of action. 

Your REDIS screen at the top. It has this red alert when all the inpatient beds are 
full. I have never seen it any other colour. We are always in "red" status for 
inpatient beds. So it just backs up. Y o u come on in the morning and look at the 
department map and see all the beds with green instead of pink. Y o u know it is 
going to be bad all day because it w i l l take them all day to get beds on the units. 
Youjust try and get through the day. Sometimes, you have to think outside the 
box. Like, can I put these patients waiting for beds in a hallway i f they are stable, 
you know, to make room for those unstable patients coming in? Some days, you 
are just waiting for the other shoe to drop. For a disaster. On those days, the 
'short stay' and 'Intake' nurses are working to the max. L ike , what else do we 
do? Y o u try to think of all the options. (Mary) 

It turns their attention away from an elderly woman vomiting into a kidney basin, and the 

young mother and her distressed baby, and draws them to the disembodied needs of the 

IT system. The institutional technology becomes a regulatory interface forming a barrier 

between nurses and the actual (embodied) happenings of patients. Nurses' primary 

interest in people's bodily experience is disrupted. The red alert is read as a problem that 

the triage nurse must solve in the moment by "thinking outside the box" and putting 

patients in hallways and overloading the Intake area. Mary describes waiting for 

"disaster" as the rationale for this effort to keep patients moving through the system. A s 

Rudge, (2011) argues, the managerial controls that ensure such processes "result in a 

system that perpetrates violence and coercion on its clients and workers" and further that 

"the idea of chaos and the need to ensure order are used to take the focus from other 

aspects of the system..." (p. 167). 

Nurses, motivated by their perception of risk to patients, will ingly contribute to 

the efficient processing of patients through the E D , even when the condition of "no 
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inpatient beds" rarely changes. Quite simply, they are compelled to work harder under 

conditions of increasing risk to patients: 

Nurses wi l l accept the added work when they know that someone out in the 
waiting room is in danger. Part of the outcome is that the hospitals depend on us 
doing that extra work. The system would crash without it. There is a lot more that 
goes into the decisions we make than just physical space. A lot more. I think what 
is most upsetting to me is that we as nurses take on that extra work, and it is a 
given that we wi l l . (Wanda) 

Rosa adds: " Y o u just do your best, do the essentials, and pick up the pieces after." 

Wanda and her colleagues are compelled to increase their workload to accommodate the 

conditions in which they and their patients find themselves. The work of nurses in the 

fiscal enterprise of decreasing wait times without increasing expenditures is taken for 

granted. Duty bound by their professional responsibility of keeping patients safe, they can 

be relied upon to do extra work. The extra work that Wanda alludes to is not necessarily 

providing better care to individual patients, but the work of doing more with less, which 

ultimately is measured institutionally as an improvement. 

To illustrate, I contrast what Wanda, Mary, Rosa and others have described about 

the work of accomplishing access, with what an E D nurse manager said: 

Emerg is always sitting there saying to other departments - well you have to get 
us beds, for all our admitted patients and I am sitting there thinking - that is not 
always true. We have not done everything within our own walls to speed up our 
processes. So instead of blaming, instead of looking to other departments to solve 
our problems, we have to solve our own problems. This Intake area. It is huge. I 
don't know how we would have managed without Intake in the last 6 months! It is 
miraculousl Do we still have a ways to go? Absolutely we do. But our numbers, 
our numbers are really good. ( N M l ) 

Campbell (2000) asserts that while the whole structure of health care relies on nurses to 

seamlessly perform professionally expert, intelligent action in an always shifting routine, 

it never appears in any organizational accounting of nurses' work. She concludes that "it 
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can then be discounted organizationally and treated as 'miraculous'" (Campbell, 2000, p. 

201). The similarity between Campbell's analysis and the words of the E D manager is 

uncanny. Working to the lmax\ as Mary described, and what that entailed, is not made 

visible nor counted in any organizational record of length of stay, or time waiting. In fact 

the manager then describes a new directive they had recently initiated because the Intake 

area had been such a 'miraculous' success. She explains: 

We've now been trying to do a push system, rather than a pull system. So pull 
would be the Intake nurse going to collect charts from Triage and calling the patient 
when she is ready. The push system is Triage says this person is going to Intake, labels 
them Intake and takes the chart and the patient to Intake and says, this is your patient. 
That's the push system. So, depending on the dynamics of the group on any given day, 
and how hard people push or pull.. .so sometimes you have times when there are 20 
patients that Intake is trying to keep track of. They might have 4 or 5 stretchers with 
patients and 6 more in chairs waiting to come in to Intake. There may be 5 more in 
Results Waiting Room. So these people have come into Intake, had blood work drawn or 
tests, and they are sent back to the M a i n Waiting Room to wait for results. So Intake is 
responsible for all of those people. So it could be 20 people. But it can be done. ( N M l ) 

This shows the relentless intensification of work that is organized by performance 

measurement. Good nursing dynamics becomes about how many patients can be looked 

after. The targets are continuously moving; when the first target is achieved, a new one is 

set and processes are redesigned again to achieve the next level of success. Just a few 

years ago, the nurse patient ratio was two nurses for six patients in the acute care areas. 

The 20 Intake patients mentioned in the data excerpt would have been in stretchers in 

these areas. Not only has the workload more than doubled, but the two nurses assigned to 

12 

the Intake area have patients that are in three different locations. The invisibility of 

nurses' work is a barrier that reflects the focus away from anything nurses might be doing 

for the benefit of patients. 

1 2 Recall that the patients in Intake may include those CTAS 3 patients that the nurses know can "go either 
way" or those "sick" patients that triage nurses move "anywhere just to get them seen". 
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Pressure and tension on the front line. 

Many of the nurses talked about problems they had noticed since the ambulance 

alert protocols had been put in place. Just as E D care providers were under closer 

surveillance, so too were ambulances and paramedics being timed and tracked during the 

course of their routine work. One of the problems identified for E M S was the time spent 

in the hallways of the E D waiting for a stretcher to become available for their patients. 

Under the realignment of the health care system, the management of E M S services 

shifted. This allowed for the merger and sharing of some of the IT systems to more 

closely link ambulance services with the E D . A new process was introduced that enables 

the ambulance dispatcher to view the same information that is displayed on computers at 

each E D site. Based on this information (patient volume, number of people waiting, bed 

occupancy and wait times) the dispatcher can direct ambulances to the 'least busy' E D , 

and not necessarily the closest hospital. While this works theoretically, i f an ambulance 

on a call in the far southwest of the city is directed to the hospital in the north east end, by 

the time the ambulance finally arrives (having to negotiate traffic across town), 

conditions at that E D may have changed dramatically, and the patient might still have to 

wait. Or ambulances arrive in groups which creates problems: 

They use (a clinical informatics system) to redirect ambulances. A l l I've noticed 
is that the ambulances seem to arrive in clusters. It can be really hard. Because if 
for a short while, you have beds or fewer patients in your waiting room, the next 6 
ambulances are sent to your site. So they tend to arrive close together. It is really 
hard on the system and the program can't see that people walked in and filled 
your waiting room while the ambulances are on route. (Pete) 

The technology creates problems in this case; the virtual reality does not line up with 

what actually happens and chaos is created rather than avoided. It also creates problems 
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for the patient's family who have to drive past the hospital close to their home and across 

the city in order to be with their relative. 

The nurses also identified an increased pressure from E M S crews trying to 

negotiate earlier transfer of patients into E D treatment spaces. Many nurses talked about 

"always trying their best to avoid 'parking' medics" and "it is always in the back of your 

mind that you are keeping E M S off the street i f they are parked in your hallways so you 

are always working hard to try and get them back out there" (George). However, nurses 

also talked about a change in the working relationships between E M S staff and triage 

nurses; a feeling that there was "pressure", "harassment" and "distrust" that wasn't there 

prior to the alert system and new accountabilities embedded in it. For example: 

Like with E M S . They ' l l tell you a story at triage and make a case for the patient to 
go to the waiting room, but when you look at the patient, they are half dead. I 
don't trust anyone anymore. I go and look at the patient and talk to them. It goes 
both ways - either E M S w i l l exaggerate to get a bed or they'll downplay to go to 
the waiting room. Either way, when / talk to the patient I get a different story. 
(Rita) 

Nurses also talked about having to "defend their decisions" and "being hounded to put 

the E M S patients through Intake or W R C " . They noticed changes they thought were 

unsafe such as: 

There are many E M S that w i l l now bring patients in wheelchairs from the A m 
Bay (ambulance garage), trying to encourage that download, because they know i f 
the patient comes in on a stretcher, that triggers something at triage. So there are 
more wheelchairs coming through, even patients that should be on a monitor and 
oxygen because they had Nitro. I mean it isn't safe. (Wanda) 

Susie explained it as differing priorities: 

The other thing that has become really, really difficult in the past year or so has 
been the push from E M S to download their patients. The whole alert system, Red 
alert. Whatever. But it is the pressure they put on us at triage. Some of the 
Supervisors come up and stand over you. Our priorities are different. Their 
priority is to dump their patients and get back out on the street. I mean their time 
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is tracked, I know. My priority is to organize everything else in the department 
and I have to integrate them into that, and they don't understand how that works. 
Different priorities. (Susie) 

While Susie's explanation may seem adequate on the surface, when examined for the 

traces of outside interests, the same relations that organize triage nurses to phone back 

and pressure bedside nurses to speed up discharges, or put sick patients in chairs, to push 

patients, become apparent. The pressure to speed things up, move patients along, and 

reduce the wait also coordinates what the E M S crews are thinking about and doing. 

Tensions between doctors and nurses result when the Intake area cannot flow as 

intended. The nurses respond to the realities of the patients' conditions and needs. This is 

seen to slow things down: 

There were no beds anywhere in the department and the waiting room had 25 to 
35 people in it all day. We were in and out of the code room. I had sick people to 
move out of R A Z , but couldn't. There were just no beds coming up. So then half 
the exam stretchers were occupied by sick patients - too sick for a chair. The docs 
come in and get mad because there is no place for them to take a patient to do 
their initial assessment. They bitch that triage is putting inappropriate patients 
there. (Sina) 

A s the nurses have informed us, inappropriate patients are there, but that decision by 

triage was organized by the pressure to use any available space. Others complained that 

the doctors are angry that patients "aren't ready" when they come to examine them; they 

are still in the chair or in the waiting room. Nurses argue back "that it is the physicians 

who are holding things up and they need to pick up the slack" (Rita). They also complain 

that some physicians are "slow" (Mary, Rita, Rosa, Wanda). Then there are others who 

nurses accuse of ignoring the priority list so carefully organized by the triage nurses: 

Then there are other docs - you know, they cherry pick. They want to see a 
bunch of easy patients first - or at the end of their shift. Then they finally come 
over to the one you are worried about. They know that one sick patient w i l l take 
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longer so they see a few easy ones, get them out of the way. So much for C T A S 
number. (Mary) 

Bedside nurses complain that: 

The triage nurse, A K A the bed witch, is trying to ram patients down my throat. 
A n d I say, we 'Il come get them when we're ready and they (triage nurses) won't 
wait. They are sending them anyway, and they're sending patients that are too 
sick and shouldn't be there. (Wanda) 

The "push" system advocated by the nursing manager and the administrator 

earlier in this chapter disrupts the work of the nurses who receive the patient when "they 

aren't ready". During my on site observations, when there was an empty space, nurses 

would attend to other patients, do vital signs, update family members, ensure that 

intravenous infusions were checked, review computer reports to see i f results from 

diagnostic tests were back, medications were due, or new orders had been entered, 

reposition patients, and so on before focusing their attention on the new patient. The 

patients in their area settled and up to date, they felt "ready". "Pushing" does not 

accommodate this, and nurses felt "pressured and disorganized". (Susie, Wanda, Tammy) 

Tensions between triage nurses are apparent as they are struggling to make very 

difficult decisions. Each triage nurse is advocating for the patient they know more 

intimately, having done the initial triage assessment: 

Sometimes when there are no beds you are fighting - I don't mean fighting but 
negotiating with the other triage nurses over which patient should go in. Y o u each 
have someone you think needs that bed so you have to talk it over and agree. 
(Mary) 

The pressure is everywhere; the urgency, the coercive practices that produce the 

tension these front line caregivers complain about. While the conventional explanations 

would address what is going on as "burnout", "bullying", poor collégial relations, or 

simply "just reactions to change that people wi l l get used to" (field notes, 15-11-2010; 
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05-01-2011), these conceptual understandings are inadequate and cover over what is 

really going on. The tensions can be traced directly back to the textual accounting, a 

construction of knowledge that determined that over 70% of E D patients do not need 

beds and require less time and resources. The work redesign and overarching sense of 

urgency to keep things 'flowing' is part of this social organization. Nurses also reported 

tension in their relations with patients, especially at triage: 

Wel l the patients. They are angry. They're so angry. They see us as keeping them 
from seeing the doctor. They don't see us as the facilitator; they see us as the bad 
guy - the lockholder that keeps them from seeing the doctor. (Susie) 

I've worked 4 hours up here (at triage) and all I've done is diffuse anger - anger 
situations - and then I can't even - I can't even face it any more. I 'm done. 
(George, field notes: 03-09-2010) 

Some of the nurses identify the publicity about wait times, especially the public 

statements by government officials and health ministry publications committing to 

improve E D waiting, and announcing the new targets as contributing to the problems and 

tensions they encounter at triage. 

Lots of people now think emerg should be like a drive through. Some people 
think that because their problem is less serious and won't take up much time, they 
should be seen before the complicated really sick person. I think there is public 
pressure because the waits are so long. It's consumer driven. (Tom) 

Pete elaborates: 

Emergency departments are it. People don't go to family doctors or walk in 
clinics. Emergency departments are it i f you want your tests done. If you want 
quick answers, come to emergency. I mean, waiting 6 hours is not a quick answer, 
but in the big scheme of things for people - it is. It's a very quick answer 
compared to waiting a week for an appointment at your GP , going to the lab the 
next day, and maybe 2 weeks later you have an answer. So everybody's coming to 
emergency, and the government and media encourages it. (Pete) 
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The increased numbers of patients arriving at the E D , due to pressures elsewhere in the 

system is something that front line workers are expected to cope with, and sort out. 

A recent report from the provincial health quality council reported the results of a 

survey about patient satisfaction regarding the care they had received in the E D . Patients' 

responses to specific questions concerning care, communication, attention, and support 

had not improved, and in some cases declined from previous results, in spite of targeted 

efforts to improve access ( H Q C A , 2010, p. 4). Fractious relations with patients in the E D 

have been addressed widely in the literature, often placing the onus on triage nurses to 

learn new techniques for 'diffusing' anger, and better ways to communicate with patients 

(Harris & Hendricks, 1996; Keep & Glibert, 1997; Lau, Magarey, & McCutcheon, 

2004). Security officers are present around the clock in many emergency departments, 

including the ones in my study. 

The accounts of nurses describing their redesigned work processes that require 

them to rush and hurry people from place to place, and from one nurse to another offers a 

different explanation for the public consternation. Within the efficiency strategies that I 

have explicated in this study, there is little wonder that "59% of patients reported that 

their anxieties and fears were not addressed, and they did not have adequate time to 

discuss their health care concerns, test results, treatments, and discharge instructions with 

care providers" ( H Q C A , 2010, p. 4). It is not that nurses need to learn better 

communication, but that they have time to do it in the first place. "In situations where 

patients and families do not feel cared for, nurses must do additional work in order to 

overcome suspicion, resistance, and mistrust; trust is jeopardized when temporal or 

structural constraints preclude relational work" (Weiss, et al., 2002, p. 108). 
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Driving Improvement and Mandating Compliance 

Over and over, the phrase "no choice" came up in nurses' accounts of the 

relentless redesign of E D care processes intended to increase capacity and promote 

' f low' . From the standpoint of nurses, this is the truth as they experience it. Nurses know 

that people suffer, from pain, worry about their symptoms, and that the physiologic 

trajectory of an illness or injury may lead to unpredictable deterioration. A s they survey a 

waiting room full of sick and injured patients, they "have no choice but to do something 

to make it better for people" (George). Nurses know that patients are better off getting in 

to a treatment space as quickly as possible, diagnosed and treated. Nurses also know that 

patients with some conditions can safely wait longer than others. 

The message that E D wait times are a problem; a barrier to access that citizens 

need to be concerned about is reinforced in the media and in a powerful public discourse 

that criticizes E D wait times and demands improvement. Wait times are portrayed as a 

critical situation that must be fixed. This same message was communicated to nurses and 

nurse managers by senior administrators at workshops and conferences where nurses 

were introduced to new strategies and goals designed to "improve the performance of the 

E D " (NM1) . "The whole message was that patients in the main (outer) waiting room are 

'left behind', not looked after, so no one should be in the waiting room." (Rita). 

A s the data excerpts in previous chapters have articulated, no choice but to help in 

the crisis (as nurses understand their obligation to patients) soon turned to no choice in 

other aspects of work; no choice about where to put people when it is busy, no choice but 

to work harder, no choice but to minimize patient contact and eliminate aspects of patient 

care, and so on. In order to explore the nurses' experience of subordination (having no 
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choice), I trace the way their work is becoming increasingly controlled through the 

ideological framework of performance improvement. 

Performance improvement relies on establishing targets and goals that would 

demonstrate positive change. The targets are typically derived from mathematical 

calculations or based on comparing measurements in one system to a system that is 

performing better (P. Smith & Busse, 2009). Global comparisons and rankings of health 

care systems are commonplace and sharing strategies between systems to achieve a 

higher level of performance is considered essential (Baker et al., 2008). The E D L O S 

targets that had been mandated in the United Kingdom [ U K ] , and documented as leading 

to reduced E D wait times were thus imported to Canada. 

A s these targets were introduced in the U K , critics argued that the four hour L O S 

for discharge and eight hour L O S for admitted patients was arbitrary and not based on 

any evidence that it provided better quality care in the E D (Mortimore & Cooper, 2007). 

The local targets, identical to the U K times, were determined by high level administrators 

and made available to the general public through formal publications. B y focusing on 

specific aspects of measuring E D care, the options for how to improve are narrowed 

considerably. The conceptual framework that defines 'access' and 'waiting' is supported 

by what is already being measured which in turn, establishes the targets. This 

substantially limits the possibilities for what needs to, or can be improved. 

Defining the concept of waiting. 

The concept of waiting in the E D has not been well defined, except by the narrow 

understanding of time passing. Wait time as measured and reported currently, is 

demarcated by the time from triage to the time the patient is seen by a physician. Why 
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not, as Susie asks would the time the patient first sees a nurse be counted as the start of 

care? 

When you have 24 patients sitting in Intake, well we 've seen them. The nurses 
have seen them but they are still in the system as not being seen. Y o u might have 
started protocols, done blood tests, an E C G , started an IV, given reassurance, 
started oxygen, even given meds like prednisone or A S A (aspirin), got lab work 
back, interpreted it. We've done our job. But when they report wait times, it is 
triage to physician. (Susie) 

The conceptualization of waiting as wasted or empty clearly does not apply. If the wait 

time is counted as time to first care provider, the time would be dramatically lower and 

not in such urgent need of reduction. The activities nurses (and others) do to care for and 

manage the timing of a doctor's arrival might be open to view. 

What emerges as so highly contradictory in the current formulations of waiting 

and the directives to reduce wait times is that the initiatives concurrently reduce nursing 

care. M u c h of the critical work that nurses do during a patient's wait is eliminated when 

waiting times are reduced. The definition of wait time that is the contemporary currency 

of waiting is engrained within traditional institutional hierarchies of medicine and 

nursing. In this case, the primacy of the patient and physician encounter is firmly 

entrenched. 

The narrow focus on L O S as an indicator of E D performance leaves very few 

options other than to find ways to reduce it. Since cost containment is the actual issue 

being addressed, this must be accomplished by finding ways to move people through 

faster rather than add significant resources. The industrialized models of performance 

improvement advocate solutions that standardize, control, and minimize variation. A s I 

w i l l show, choice is removed, and autonomous clinical judgment and individualized care 
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is replaced by explicit instructions and accountability structures that significantly disrupt 

nurses' work and their ability to safely care for patients. 

Over capacity, surge and risk. 

In early 2011, communications like "it is a new year and we need you to tighten 

your belt" and "this is a provincial government protocol and we must ensure 

documentation" and "the 15 minute goal of triage to treatment space is attainable!" 

circulated in the three study sites where I was conducting research (field notes, 15-01-

2011). The mandated O C P was going to ensure that the "burden of risk would be shared 

throughout the hospital" and would help to achieve the four and eight hour length of stay 

[LOS] targets announced the previous year (Doug). Similar to the E M S trigger and alert 

system just described, variables were to be monitored, counted and timed. Limits are pre 

set in the data system that when exceeded, activate new "triggers" that mandate a 

response or series of actions related to the O C P . 

In order to develop the new systems, a manual data collection form (see Appendix 

F) was implemented that required hourly documentation by the charge nurse or a nurse 

assigned to the newly established "flow nurse" role. In this way, data from the various 

computer tracking programs was amalgamated, recorded under specific categories, and 

returned to the manager at the end of each 24 hour period. Stretcher occupancy, waiting 

room counts, time of consult to inpatient service, delays in consulting physician arrival, 

counts of admitted patients, and delays in transfer to inpatient beds were recorded hourly 

on forms or spreadsheets and the data "went directly to the Health Minister" (Tom). This 

documentation was time consuming and took time away from the charge nurse's routine 

work supporting patients and nurses over the course of her shift. When a 'flow nurse' was 
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present, nurses wondered "why counting the numbers was more important than extra 

hands to help with patient care" (Tom). 

The 'facts' made visible in the computer generated texts already active in the 

setting are manually recorded on the O C P spreadsheet and compared to the established 

criteria (triggers) contained in the overcapacity protocols. When specified conditions are 

met, action is taken. There is little space for autonomous decision making or flexibility in 

the plan. Nothing about patients, their conditions or circumstances, nor the circumstances 

of consultants who might have been delayed, or what was happening on the inpatient 

wards that might have held up an admission from the E D , is allowed to interfere with the 

automatic responses generated by the new "triggers". 

The sequence of mandated action involves 'surging' admitted patients to inpatient 

units within 15 minutes (Trigger One) or 60 minutes (Trigger five) (field notes, 27-12-

2010). Essentially, the inpatient units receive notice and must do whatever is necessary 

to accept the patient imminently. In the words of an administrator: 

It's better for patients. It puts the patient right in front of you. It makes the patient 
your problem and then that's the only way you change the system. Y o u make it 
a problem for the providers. No refusal] (Doug) 

This comment is very similar to the description of the "push and pul l " system within the 

E D described by the nursing manager earlier in this chapter. The posited solutions 

originate in the conceptual framework of industrial modes of productivity. The 'push' 

system is now being implemented across the entire hospital. 

Since the urban hospitals under study consistently operate at near 100% capacity, 

(always in red) this often means accommodating inpatients transferred from the E D in 

hallways, patient lounges, or squeezing an extra bed into a room designed for single 
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occupancy. The invisible 'space making' work done in the E D , is now being done, but 

not recorded on the inpatient units. This becomes a problem as nurses and patients on the 

inpatient units manage the consequences: 

Y o u have to be really sick or unstable to rate a bed these days. It is so different. 
But there is no choice. No choice. It is everywhere. The floors are just as bad -
even worse really. They have to look after extra patients in tub rooms and 
hallways. The over capacity beds. (George). 

The patients selected to be moved during a 'surge' is not always a clinical decision, but 

dependent on which inpatient unit has the most surge capacity at the time. For example, i f 

a medical unit has space, the patient admitted to the medical service would be surged, 

even i f more stable patients would be safer candidates for a hallway space on the unit. 

To facilitate the rapid transfers called for by this protocol, E D nurses were 

required to alter the way patient handovers to inpatient units were done. 

N o w you have to always make sure you have report in S C M (the computerized 
portion of the patient record). Y o u don't give phone report any more, so really 
those nurses are just getting the bare minimum. They can't ask you questions. The 
report tab doesn't allow you to type much. Y o u like end up doing 3 or 4 entries. 
But you still don't write everything you might tell someone on the phone, like 
stuff about family, or why you didn't give a certain med. Or concerns you might 
want to warn them to watch. (Tammy). 

Nurses' handover reports have traditionally been integral to ensuring safe passage of 

patients from place to place in the hospital. Weiss et al. (2002), describe the process of 

receiving and transferring a patient as one of trust and professional responsibility that 

includes double checking, vigilance, conveying particulars, and details that reassure 

patients and families that they are in capable and trustworthy hands. When transfers are 

organized by efficiency and pressured by time constraints, aspects of care that promote 

safety for patients becomes secondary. 
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The new protocols also result in some aspects of work being left undone; passed 

on to another care provider to complete. This may pose difficulties that must be 

accommodated ' i n the moment' by other nurses, disrupting and disorganizing their 

routines, which may contribute to errors. Recall Tammy, for example talking about 

"sending patients to the operating room in a wheelchair, fully dressed, or to Xray with all 

their clothes, so the tech has to undress them". 

Prior to the O C P , there was some flexibility in negotiating the time of patient 

transfers between the E D and the inpatient unit. N o w there is, as many nurses agreed "no 

choice": 

They have this Surge thing now, where once you are holding 26 patients or 
something - you can ask for a surge and the wards have to take the admitted 
patients and keep them on stretchers in their lobbies or wherever. (Pete) 

The surge, while creating problems that nurses on inpatient wards have to mediate, also 

has negative repercussions in the E D . A 'surge' of patients out, led to a surge of patients 

in, rather than a more steady inflow. This too, increases the pace and intensity of work in 

the E D with potentially negative consequences: 

Wel l , it creates a lot of hardship. A lot of hard work for everybody. The nurses on 
the receiving end, on the wards (inpatient units) all of a sudden get an influx of 
patients - all at once - no ifs, ands or buts. So they have to shuffle, move 
equipment, and increase their load. A n d they might have busy, unstable patients 
just coming from the OR, or something. A n d then the nurses in emergency all o f a 
sudden get an influx of new patients because as soon as those beds are cleaned, 
triage sends back all those sick patients they have been watching in the waiting 
room, or from Intake. The only one that really gets relief is triage - temporarily -
because it just starts backing up right away again anyways, because new patients 
keep coming in. In triage, you are always relieved when the "surge " happens - of 
course, but the nurses working at the bedside have mixed feelings because then 
they get 3 patients all at once and that can be overwhelming. Y o u don't feel like 
you are doing proper assessments. Y o u worry that you miss something, because 
you are working so fast just to catch up with the back log. Y o u scramble from one 
to the other. The rest of your shift you scramble because then you have new 
orders on every patient. It's like the dam bursts. A s soon as they are stable, they 
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go to Intake - move through the system. It is constant. There is no time to stop 
and you always feel like something is missed. (Pete) 

The O C P , though well intentioned, designed in consultation with first level nursing 

managers, and precisely informed by 'facts' to uphold the authoritative directions, has 

deleterious consequences for patients and nursing care not only in the E D , but on 

inpatient units as well . 

The only way the O C P plan can work, is to control and direct what nurses must 

count and then, what nurses must do next. Within the rigid confines of this documentary 

reality, choices are substantially narrowed, and whatever professional contribution nurses 

would make is constrained and subordinated. 

Discussion 

In this chapter I highlight what happens to the specific information about patients; 

the local actualities that enter the computer information systems through nurses' work. 

The local actualities are transformed into other texts (spreadsheets) that record select 

facts. This accomplishes what D . Smith refers to as a discursively recognizable object 

used to construct the textual reality of the ruling relations; the 'institutional reality" 

(2005, p. 187). I specifically focus on the interplay between nurses and the computerized 

texts that display the institutional reality, and both implicitly and explicitly organize 

sequences of action. The activation of these textual displays in the course of triage work 

contributes to organizing an atmosphere and a consciousness of "urgency and immanent 

chaos that is coercive" (p. 168) in driving activity that is focused on accelerating the flow 

of patients through the system (Rudge, 2011). When this is insufficient to accomplish 

new and more aggressive performance targets, control over work is tightened by 

mandated sequences action that are dictated rather than chosen by those doing the work. 
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The consequence is a system for social control and regulation of nursing practice (Winch, 

Creedy & Chaboyer, 2002). 

I note in particular how priorities for cost containment and efficiency that 

organize the O C P and lower resourced work spaces in the E D subordinate the concerns of 

those who define quality differently. For example, The Canadian Nurses Association 

[ C N A ] position statement in 2009, states explicitly that overcapacity protocols "must not 

be accepted as a standard business practice because they create new challenges that may 

affect the safety of patients and nurses and the integrity of nursing practice" (p. 1). 

I also challenge the conceptual framework defining access and waiting in hospital 

based E D systems, which places a substantial amount of nurses work inside the textual 

space of waiting for a physician, where it is subsumed and invisible. In this way, critical 

aspects of nursing work that save lives by expediting intervention, can be seen as not 

'value added' or part of 'wasted time' in the overall process of care. 

The analysis in this chapter offers yet another example of how the relentless 

intensification of nursing work is organized when health care systems continue to 

surrender to industrial modes of performance evaluation and improvement. It contributes 

to a growing body of empirical evidence that shows the negative effects on nursing, 

nursing work and patient care (see Adam, 2011; Armstrong, Choiniere & Day, 1993, 

Campbell, 2000, 2008; Malone, 1996; Rankin, 2001; Rankin & Campbell, 2006, 2009; 

Varcoe, 2001, Weiss et al., 2002). 

It isolates the analysis to a particular feature of contemporary hospital care, the 

hospital emergency department which has received a great deal of public, media, and 

political attention. I show how the computerized software that introduces production line 



efficiencies in patient flow creates serious consequences for nurses and patients. They 

threaten to permanently jeopardize nurses' contribution to patients' well being. 
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Conclusion 

This Institutional Ethnographic study was committed to 'discovery'; an empirical 

tracing that shows how and why things happen the way they do for nurses and patients in 

the setting of hospital emergency departments. The inquiry began in the experiences of 

registered nurses employed in large urban hospital emergency departments and doing the 

work of sorting patients out to be treated (triaging). From this standpoint, the analysis 

traced how triage work is organized, within the institutional frame. 

During the time period of this study, several projects aimed at reducing wait times 

were in progress in the research sites. Nurses' work processes were actively under 

scrutiny and subject to manipulation through alterations of both physical resources and 

the activities nurses were required to do or not do as these projects unfolded. Thus, I was 

able to incorporate nurses' experiences of being reorganized to work differently into my 

analysis. Discovering the C T A S text to be a ruling, high level organizer of emergency 

work and knowledge production, I turned analytic attention to unraveling the ideological 

framework on which it is based, then tracing that back into both situated practice and the 

way it was used to organize the restructuring of work processes. 

Throughout this thesis the core argument has been that industrial production line 

values and principles that have infiltrated health care management and that organize the 

redesign of nurses' work processes and reframe patient care may have serious disruptive 

and harmful consequences. Certainly, many of the experiences that the nurse informants 

(located at three distinct work sites) described are evidence of less than optimal care, as 

they define those standards. These situations are mediated by the competent and vigilant 
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work of nurses, but as the time to do this intercession work is steadily and intentionally 

being eliminated, an escalation of risk for patients is appearing. 

The ideology of industry as practice shows up in the work of nurses in many 

diverse areas, and new ways of practicing nursing bear marked similarities from unit to 

unit, site to site, province to province, and country to country. This study adds to the 

growing body of evidence that describe in detail, the disruptive, fragmenting effects of 

standardizing technologies, business models and the rapid processing of patients on 

nursing practice (Adam, 2011; Barnard & Sandelowski, 2001; Betts, 2005; Campbell, 

2000, 2008; Lister, 1997; Marck, 2000; Naef, 2006; Nelson & Gordon, 2006; Rankin, 

2001; Rankin & Campbell, 2006; Shannon & French, 2005; Storch, 2006; Rodney & 

Varcoe, 2001; Varcoe, 2001; Weiss et al., 2002). 

This research wi l l strike a chord with emergency nurses across the country as 

more hospitals and provincial health systems are employing Kaizen™ and L E A N ™ 

consultants from industry to improve E D processes and reach the same four and eight 

hour L O S targets that have been established here in this province (see Adam, 2011). 

Electronic triage systems have been implemented in a number of E D ' s in Canada with 

detrimental effects reported in the literature (Bjorn & Rodj e, 2008). The findings of this 

research project w i l l be useful beyond the local research site to those experiencing 

organizational change similar to what I have been able to describe. 

Many sectors of health care are affected by restructuring projects similar to the 

ones described in this thesis. The principles and values of industrial management 

organize the practices of a variety of professional care providers in diverse settings. 

While the focus of this study is on nurses and nursing work in emergency, the analysis 
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wi l l be applicable more broadly in the health care system. Community care, laboratory 

services, diagnostic imaging departments, and many other areas of the health care system 

have been influenced by this popular approach to 'quality improvement' that promises to 

increase productivity and efficiency while achieving cost reduction, or at the least cost 

control (de Konig et al., 2006; Godin, Raven, Sweetapple & Del Giudice, 2004; K i m et 

al., 2006; Kollberg et al., 2007). 

The intention of this critical analysis is not to suggest that these methods be 

dismissed entirely. Certainly, there are aspects of work and the organization of processes 

linked to patient care that are amenable to streamlining and reducing variability that save 

time and effort for care providers and patients. Restructuring the physical workspace, re-

sequencing specific steps and reducing redundancy in some aspects of work have proven 

extremely valuable in the E D . Unlike objects on a production line, or samples in a 

laboratory however, patients themselves do vary and need to be accommodated in 

sometimes unexpected ways that cannot be predicted or counted. Projects such as this one 

shed light on those less visible aspects of care processes that are not amenable to 

measuring. 

In my study, as nursing work is relentlessly restructured for maximal efficiency, 

productivity and the continuous (never stopping) ' f low' of patients through emergency 

and hospital beds, nurses' focus on patients is diverted to the demands imposed by the 

system efficiencies. Nurses recounted numerous incidents of "near misses" and "falling 

standards of care". Nurses are not mere bystanders, but are active participants as they 

become organized by a conceptual framework that changes the way they think about 

patients and their requirements for nursing expertise. 
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While the location of my study is in emergency, new processes in the E D intersect 

with other areas of care provision, (inpatient units, outpatient clinics, ambulance services, 

long term care facilities, for example) and have implications and consequences beyond 

the confines of the E D . This study contributes to a larger "map" of the social relations 

that (dis)organize nursing work and offers nurses a way to highlight what they know that 

is different from the dominant ways of knowing patients and what it is that nurses are 

actually doing with and for them. 

M y analysis of the Canadian Triage and Acuity Scale showed how standardizing 

technologies enter into nurses' work; the texts are activated by nurses in the course of 

routine clinical practice. The text was not merely a neutral tool designed to help nurses 

sort out the urgency of each patient arriving in the E D , but organized the collection of 

specific information explicitly for fiscal management and governance; knowledge for 

what D . Smith calls, ruling (1990, 2004, 2006). 

Just as these standardizing technologies are unable to capture details about what is 

really going on, so too are they insensitive to all of the consequences of restructured 

work. What is measured and counted defines what must change and structures the 

evaluation of the outcome. This narrow focus excludes other forms of input that exist 

outside this limited frame. The C T A S is one of many examples of text mediated, 

standardizing practices that nurses, and other care providers in diverse areas of practice 

wi l l recognize. This analysis w i l l offer a way for anyone who activates them to examine 

them differently. 

'Triage' is widely practiced by nurses in a variety of areas in the health care 

system wherever patients are required to wait for a service; geriatric assessment, various 
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'non emergency' surgeries (joint replacements, ligament repair, cataracts, and so on), 

oncology consultation, diagnostic imaging such as MRIs , rehabilitation, and long term 

care, for example. Triage is a sorting mechanism based on a standard set of criteria to 

determine the priority order of patients for the service or resources. A s such, my analysis 

w i l l be applicable and informative to nurses working outside of emergency areas and 

tasked with managing and mediating textually organized priority lists and the allocation 

of scarce health care resources. M y findings support the necessity of seeking and valuing 

different ways of knowing about patients, and hospital care, outside the textual and 

conceptual boundaries I have described. 

The Implications of Text Mediated Knowledge Production 

When I traced the C T A S historically, I discovered that it has two sides; a clinical 

application for triage and a structured way to record specific information relevant for 

resource management, evaluation of services and comparison. I showed nurses struggling 

to fit patients into the numerical categories of the scale; nurses know details and nuances 

about each patient that the scale did not capture. The work of categorization is contingent 

and reflexive. There is a range of acuity and a wide variation of patient symptoms and 

needs within each number category. Acuity and urgency are not static, but considered in 

relation to other patients waiting, new arrivals, available space, and changes in each 

patient's condition. Nurses' descriptions show that there is a complex integration of 

knowledge about patients that determines patient intake and wait time more so than the 

C T A S score. Yet, the numbers are accepted as fact; the authorized way of knowing about 

patients, and the chronology of their E D visit. The numbers of patients per day, and the 

chronology of each E D visit, within each category is computed and aggregated. Like 
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census reports, averages obscure the exceptions. For example, a census might calculate 

that the average Canadian is male, 36 years old and has 2.3 children. The retrospective 

C T A S data shows that the average C T A S category 3 is stable and requires minimal 

resources. The exceptions, as I showed in this study, are mediated by the skilled 

intercession of nurses, which is not visible in the authorized C T A S mediated way of 

knowing about a patient's 'length of stay' or resource consumption. A s Campbell (2000) 

notes, this professionally expert intelligent action, holding the workplace together in an 

unrecognized way, never appears in any organizational accounting of nurses' work 

therefore it can be discounted and cannot be accurately portrayed in information collected 

about it; what she calls "the virtually disappeared nurse" (p. 193). 

When C T A S is relied upon exclusively to make major organizational decisions, it 

emerges as a flawed tool. Those interpreting the chronology of patients' E D visits assume 

that the score and the time are directly related; the score accomplishes how fast a patient 

is seen by a doctor and treated. Nurses talked about many other factors that contribute to 

this process and that must be considered in order to keep patients safe, and reduce risk. 

They manage the work both of waiting and of actually getting patients in, by juggling, 

shuffling, creating ad hoc spaces, competent and knowledgeable assessment, monitoring 

and surveillance, and intervening in sometimes life threatening circumstances. None of 

this work is measured or counted. A fundamental contradiction embedded in the scale is 

the stipulation that the C T A S score cannot be changed. Nurses are instructed to adjust the 

priority to see a physician i f the patient's condition warrants, but the initial score is 

retained. This widens the gap between what the scale records as fact and the dynamic 

reality of what is actually going on for nurses who provide adequate care for the patient's 
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actual condition, not what might be expected by the score. This is critical evidence that 

needs to be communicated to nurses in education about triage, with less emphasis on 

scoring correctly. 

This is not to say that the tool is not useful or that the data collected from using it 

is not relevant. M y aim is not to malign the C T A S framework specifically, nor its authors 

or proponents. There are several triage and acuity scales currently in use (Australian 

triage and acuity scale, National or Manchester triage and acuity scale, Emergency 

Severity Index) that have similar standardizing frameworks and organize the 

accumulation of identical forms of medico administrative data. In this way, health 

services in different countries can be compared using standard criteria. This form of 

knowledge for managerial purposes is essential. 

I argue that nurses have extensive and critical knowledge about patients that must 

be considered as equally indispensible in managerial decisions about resource allocation, 

evaluating wait times, and reorganizing work processes. The data retrieved from 

standardized measurement systems is incomplete without the concomitant knowledge of 

personnel in direct care. 

Measuring waiting and defining outcomes. 

The ruling effects of the C T A S text are apparent when this data is relied upon to 

define and evaluate the delivery of E D care; in particular, 'access' and 'efficiency'. These 

concepts are political and are ideologically constructed; defined on the basis of what is 

known, through C T A S related data, which I have shown to be incomplete. The average 

amount of time that patients in each category wait compared to the C T A S guidelines 

enables a judgment to be made. If the average time exceeds the time specified in the 
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guideline, the wait is judged to be excessive, and strategies are implemented to reduce it; 

strategies that seldom include increased resources for direct care. While logical, there is a 

substantial piece missing from this equation. 

This research study was able to document the knowledgeable and competent 

nursing work going on in treatment spaces while patients are waiting for a physician. 

This critical 'bedside' nursing work is an extension or continuation of triage work that 

expands into what is happening while patients are waiting. The ongoing assessment, 

monitoring, intervention and interpretation of physiologic parameters, enables triage 

nurses to reflexively adjust the priority order of all patients waiting. This consistently 

ensures that the sickest (most acute or urgent) patient at any time is always at the top of 

the priority list. There is always a queue of patients waiting. Nurses are working with 

patients while they are waiting yet this is construed, through the lens of C T A S , which 

records physician time, as a problem of access and wasted (empty) time. 

Who decides the point at which is access is measured? The aim of efficiency 

projects that reduce the waiting within concurrent rationing of resources results in 

eliminated nursing time and attention. I am not arguing that patients should be made to 

wait in order to accommodate nurses' assessments and interventions. Rather, in the 

absence of a rigorous understanding of what is actually happening inside nurses' triage 

practices; compressing and accelerating this critical juncture of nursing practice may 

impose serious risks. 

In the current system, that conceptualizes access by specific professionals, the 

C T A S data is used to inform decisions about how improvements to that end can be 

accomplished. The options are narrowed by the stipulation that the end point for 
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measuring waiting is the physician. Following the key connections made obvious in the 

textual analysis, the circular route of the C T A S in this mapping is apparent. The C T A S 

text activated by nurses at triage, organizes the recording of specific information. 

Aggregated and averaged, the cumulative C T A S data produces knowledge for managing 

the E D ; to inform decisions about delivering care more efficiently, cost effectively and 

safely (waiting is associated with risk). The efficiencies are enacted through redesigning 

nurses' labour practices with patients, actually eliminating much of their contribution to 

the care of large groups of people categorized as "less urgent". Though well intentioned, 

the choices of how to be efficient are limited when reducing the wait to the physician is 

seen as the ultimate goal. 

The nurses' accounts detail the consequences for patients; inadequate monitoring, 

urine output and vital signs not being measured, lack of privacy, inadequate pain relief, 

poor communication, near misses, dressings not changed, fluids not documented, 

medication errors, important symptoms are overlooked, patient education about 

medication, self care, symptom management and follow up not being done, the inability 

to meet a patient's basic needs for comfort and sleep, and more. There were 

consequences for nurses too, as they physically rushed to move beds, chairs, patients, and 

equipment in the constant shuffle and juggle from bed to chair and place to place. They 

worry about patients' well being but push themselves and one another to work harder and 

faster as they try to practice nursing within a system that demands 'pushing' to achieve 

'maximal efficiency'. 

This study highlighted some of the consequences of the 'push' mentality as 

fractious and divisive relations have developed between nurses, doctors, E M S personnel, 



197 

managers and support staff (nursing attendants, housekeepers and so on) inside the E D 

and between emergency nurses and nurses elsewhere in the hospital who are 'pushed' to 

accept inpatient admissions from the E D . The relations between patients and what nurses 

can do for them, suffers from lack of time and attention. 

I argue that the possibilities for defining and gathering evidence about patient 

centered outcomes resulting from adequate (or optimum - as understood by nurses) 

nursing care and attention, are severely limited in the narrow framework afforded by the 

C T A S measures. The focus on waiting time and reducing patients' length of stay in the 

E D ignores and disrupts the work that nurses are doing. It threatens to eliminate work that 

nurses and the public consider vital contributions. Some of the screening, education and 

referral work that informants talked about wanting to do, the time for which is being 

systematically eroded, may actually serve to reduce the demand on E D services. 

The narrow focus on wait times and the invisibility of nurses' work within that 

waiting time precludes the possibility of considering and researching alternative ways of 

learning and knowing about nursing care and the additional services nurses might 

provide. For example the effectiveness of teaching parents how to manage children's 

vomiting and fever at home, or teaching about injury prevention, the effects of facilitating 

protection from abuse through domestic violence screening, the number of 'saves ' that 

nurses' assessment work accomplishes, or i f increased nursing time and attention, things 

that nurses do with fragile patients, reduces the incidence of E D visits for the elderly or 

those managing chronic disease. 
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The trouble with production lines. 

The C T A S mediated knowledge about patients fits easily into the industrial 

solutions that have been embraced in health care over the past decade. Beginning with 

triage scoring, followed by a text mediated chronological tracking, patient visits are 

constructed in a linear way as i f each patient is a singular event moving along a process 

(like an assembly line), one at a time, in an orderly way. Delays, or defects are identified 

within this course of movement through the E D visit and the solution is aimed at 

eliminating the delay or defect. 

The assembly line model (input, throughput, output) that treats triage as a series 

of discrete, singular events, one at a time, patient after patient, multiple times, that should 

be accomplished "rapidly" ignores the reality that triage nurses manage. There is always 

a group of patients waiting, always new patients arriving, new "inputs" to consider, 

carefully weighed against the needs (emerging and potential) of every individual patient 

in the group. This complex "integration" required to manage the priority list, and 

knowing which patient is the most urgent, is a complex, skilled activity that the 

production line approach cannot assimilate. This disjuncture undermines nurses' 

competent triage practice. 

Similar to the challenges that triage nurses experienced in trying to fit patients 

into complaint categories and acuity numbers, nurses' work is also difficult to categorize 

and count. Much of the work that is done with patients as time passes is recorded 

categorically in ways that fail to capture all that is actually going on. For example, during 

the process redesign, part of the consulting team's work was to record the activities of 

nurses, physicians, and other care providers. The recording logs were divided into 
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headings like "direct patient contact" with a list of possible tasks or actions (starting IV , 

taking blood samples, examining) and "indirect activities" (locating supplies, preparing 

medications, computer work). Nurses in this study described the comprehensive and 

integrative nature of their interactions with patients. They talked about it as 

"multitasking" and "taking advantage of every opportunity to ask questions and make 

observations" that contributed to building patient centric knowledge about symptoms and 

pathology, acuity, and urgency, during what might be recorded on the log sheets as a 

discrete task. Susie and Tom both identified that helping a patient walk to the bathroom 

for example, was also an opportunity for them to evaluate several aspects of the patient's 

condition: gait, motor strength, breathing, low oxygen levels or increased heart rate with 

exertion, symptoms like feeling dizzy or faint when standing, and so on. Based on these 

assessment techniques (the unrecorded work accomplished during the task), and 

awareness of the implications of specific findings, nurses affect what happens next for 

that patient. The nurse might call triage and have the patient 'bumped up' for example. 

For the QI consultants, this might be identified as a 'defect': a nurse's time being wasted 

doing a task that could be designated to 'non nursing personnel'. In this way, "precious 

resources are diverted to the sickest patients" (recalling the administrator's explanation 

earlier about lower resourced areas and wasted resources), but there may be 

consequences for the patient who's time with a nurse is curtailed. 

Nurses' work with patients cannot be reduced to the standard categories inherent 

in production line methods of delivering services and is not amenable to measuring and 

categorizing. There is no system of measurement that w i l l record this, nor should there 

be. Rather, the ethnographic work I have produced illuminates important alternative 
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evidence about nursing work and what is accomplished for patients. This sort of 

"ethnographic knowing" needs to be developed in tandem with calculative modes of 

knowing that currently rule decisions. What this research presents is a way to articulate 

nurses' incalculable work and render it visible so that it can be considered (counted), and 

accomodated in plans to redesign the way care is delivered. 

Progress and improvement are vital in health care, and nurses have an important 

contribution to make. It must be framed in the actual experience of their work with 

patients however, and not viewed through the ideological lens of industry. 

Control and coercion. 

Finally, I turn analytic attention to the way that nurses' work is being 

subordinated to external controls that organize compliance and ensure that nurses' 

attention remains directed to the ' f low' of patients through the system. "Surge", "over 

capacity protocols", "alerts" and "triggers", "benchmarks" and "targets" for prescribed 

length of stay are all presented as examples of what I call technologies of governance and 

control. It is apparent that control is an adjunct to achieving efficiency, reducing 

variability and accomplishing the goal of moving patients through the system faster. The 

actions prescribed within these systems erode professional discretion about patients, 

replacing autonomous care oriented decisions with 'orders' derived from numerical 

'knowledge' which I showed, from the standpoint of nurses to be incomplete and 

contested. Nurses are increasingly held accountable through real time auditing in such 

systems when they deviate from the protocols and the ordered actions associated with the 

preset statistical triggers based on how many patients, their categories and how long it is 

taking to move them through an E D 'visit ' . 
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This experience of being controlled chafes. Nurses are increasingly frustrated and 

discontent working in a system that challenges them to provide "patient and family 

centered care" yet adhere to the instructions of 'surge' that results in patients being 

transferred to inpatient spaces (often in hallways) or discharged out of the E D before 

nurses determine that their E D nursing care is complete. The ideals of "safe and 

compassionate care" clash with "nursing sick people in chairs" and the "lack of beds 

inside the hospital". The aggravation of nursing within this dichotomy occasionally led to 

acts of'resistance': 

One night we had so many admitted patients in chairs. Most of them were 
elderly. I don't know, ten or twelve patients maybe. It was almost midnight and 
we were told by admitting that no inpatient beds were coming up overnight. They 
were stuck in emerg until at least eight in the morning. So me and another nurse 
got the attendant to round up stretchers. We even borrowed some from the O R 
(operating room) hallway. We got these people out of the chairs and onto the 
stretchers and tucked them in for the night. Y o u should have seen the managers 
face when she came in and saw all these stretchers and the chairs lined up out in 
the hall! It was worth it though. It might have slowed Intake down, but it was 
worth it, that those little grannies got some rest, (field notes, 15-09-2010). 

While the act of resistance addressed the trouble in the moment, there is no long 

term effect or change as a result. Isolated acts of resistance are rarely enough to garner 

the administrative attention necessary to direct potential reforms. The findings in this 

study, that show how these troubling experiences, the chafing, is organized to happen, 

offer nurses a way to frame the argument and talk back to this fundamental contradiction 

using what they know. 

Implications of this Research 

This study makes visible what nurses in direct practice know about patients that 

the authorized ways of knowing leave out. To date, much research attention has been 

focused on the authorized ways of knowing, perfecting nurses' use of the tools and 



202 

instruments that contribute to the rational management of the system. It is critical that 

nurses turn their analytic attention in future research to exploring how things work in 

health care delivery and whose interests are served as the work proceeds. Using the 

empirical tools of institutional ethnography as a guide, I have explored how texts, and 

reform, based on knowledge produced through the texts, creates troubling consequences 

for nurses. More research is needed to build this critical analysis and extend it to other 

venues of nursing practice. It is important to disseminate these research findings and call 

attention to the critical evidence about nursing work that is not discernable in other forms 

of analysis. 

The analytic work of mapping institutional processes and relations, and 

demonstrating the coordinative and controlling function of texts, affords IE the capacity 

to do more than simply show "how things work"; it offers people a 'route' to follow to 

productively intervene (DeVault, 2008). It is important to focus on how this research can 

be useful in a pragmatic way; how wi l l nurses talk back and who w i l l they talk to? How 

does one attract interest in new forms of research evidence? 

Informing the system from the ground up. 

A s I began the process of recruitment for this study and talked to other emergency 

nurses across Canada, I noticed that nurses are taking a critical and skeptical stance to the 

changes in their work with patients, at least when they have discussions among 

themselves. I had more than double the number of volunteers that I originally anticipated. 

Those I interviewed talked long past the 60 minute time frame and continued to contact 

me to converse after the initial interview. A t conferences when I have presented 

preliminary stages of this research and discussed what I was beginning to discover using 
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the tools of IE, many nurses and managers could relate to the findings. I am hopeful that 

this signals an interest and an opportunity to engage nurses in this critical analytic 

dialogue. Disseminating and talking about restructuring as it unfolds in the day to day of 

nurses' work with patients now, while it is still unsettled and disruptive is one strategy 

"directed towards raising a coherent analysis capable of producing practical action 

through which we might confront and re-organize our work based on what we know" 

(Rankin, 2009, p. 284). 

Leadership on the front line. 

Looking up into the ruling relations from the ground of practice is daunting. In the 

frantic daily pace of nursing work, there is little opportunity for groups of nurses to 

gather for critical analytic dialogue. When individual nurses attend inservices or meetings 

on ' f low' or 'surge' and report the experiences that concern them, the numerical facts and 

figures seem to trump their alternative accounts. In spite of the intention to engage front 

line care providers, the organizational frame of the meeting cannot accommodate their 

input. For example, at a staff meeting, several nurses spoke up about feeling rushed and 

unable to provide basic care, and talked about medications being missed. The manager's 

response was "wel l , the four hour target shouldn't change your one on one care of the 

patient". When they insisted "But it does change care!" the consultant added, "you wi l l 

see that you actually have more time with patients once we address more of the wastes, 

like walking around for supplies and finding medications", (field notes, 06-09-2011). 

Clearly, speaking up in this type of forum should continue to be encouraged, but it is not 

enough. 
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One of the challenges for the nursing profession in Canada has been the limited 

opportunity for expert practitioners with graduate education to continue to work on the 

front line of practice in roles that incorporate nursing research activity and consultation 

with those in authority. Typically, nurses with advanced education move up and away 

from hands on practice, or i f they are performing nursing education including clinical 

education for universities, their role description does not include research or research 

support directly linked into the health system, nor is there an avenue to connect with the 

institutional hierarchy. Bridging this gap would facilitate supporting and promoting the 

development of new knowledge and transforming it into action. Educational institutions 

need to seek partnerships with health care systems that goes beyond negotiating space for 

clinical learning. 

Leading the dialogue and establishing connections to those in authority, lobbying 

the right people, presenting 'what we know' is essential to moving forward. Through 

mapping institutional relations, I discovered that Clinical Educators 'fit into' the 

organizational relations in a way that would facilitate directing potential reforms. 

Opening a space for critical dialogue. 

On an individual level, I am committed to, and actively participating in front line 

practice. In my role as a clinical educator, I envision creating the opportunity to bring 

these and other similar research findings to the attention of those who manage clinical 

departments in hospitals. E D 'Cl in ica l Educators' are connected by a network of relations 

beginning with front line practice, placing them in a position not only to build knowledge 

about everyday practices but also lead nurses on the front line. They are also connected to 
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multiple other 'pivot points' within the social organization that can provide the forums 

needed to collectively confront the disruptive effects of restructuring. (See Figure 7). 

Figure 7 Clinical Nurse Educators Locations of Influence 

Provincial Clinician 
Council 

C E O / C M O 

C E O / C M O 
Senior Leadership 

Regional ClinicalEducators 
Meeting 

Regional E D Educators Meeting 
Regional Clinical Nurse Specialist 

Regional E D Managers 
E D Executive Director 

A l l Department Clinical Educators 
(all hospitals, urgent care & rural) 

F R O N T L I N E N U R S E S 
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Starting with the Regional Educator Meeting and the site based educator 

meetings, all Clinical Educators can be encouraged to initiate discussions with care 

providers on their individual units about everyday experiences at work. In this way, 

nurses, and others in direct practice can begin to talk with one another about the over 

capacity and surge protocols and the reorganizing of their work with patients. They can 

provide input describing how the computer reports change the way they now 'know' their 

patients arriving from the E D in a receptive milieu. When the educators return to the 

Regional Meetings, larger conversations can happen, research evidence might be shared, 

and a more collective, influential action might result; a report or a meeting with senior 

leadership might be generated. It w i l l become evident, when the conversation is focused 

on organizational relations, how similar things are happening across multiple sites. 

Examining the E D organization, there would seem to be opportunities to present 

research findings to educators, managers and administrators from across the province that 

might balance the current understanding of quality care in the E D as defined through the 

dominant texts that fail to account for critical aspects of nurses' work in the E D . In 

addition, as a group that oversees nurses' education about using the C T A S , the findings 

my research has generated about how nurses actually take up the scale as they work with 

patients, w i l l be useful. 

Professional nursing specialty groups, such as the National Emergency Nurses 

Affiliation ( N E N A ) and Emergency Nurse Interest Group (ENIG) have educational days 

and workshops that create opportunities to share the findings of this research, as well as 

initiate the kinds of focused conversations needed to challenge the current agenda for 
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reforming emergency care and nursing work. Similar groups affiliated with other patient 

care areas could be approached as potential forums to engage and develop this critical 

dialogue. 

An opportune time. 

Those who hold positions of authority in the provincial health system are not 

oblivious to the troubled workforce. Front line managers are aware that things go amiss, 

but are held to the bottom line of performance benchmarks that originate in locations and 

relations beyond them. They are tasked with the work of implementing and pushing 

'targets' that they are aware wi l l affect the work of care providers on the front line. 

While productivity and efficiency appear to be overarching themes, there is 

increasing attention to an organizational framework that attends to "engaging providers", 

"creative workforce optimization" and developing a "trusting culture" that is open to 

using research evidence from a variety of sources. There are new avenues being 

developed through which patients can provide meaningful input. This atmosphere lends 

itself to disseminating research that is counter to dominant discourse by actively seeking 

opportunities through some of these newly formed groups. 

Patient advocacy groups and committees formed to attend to 'patient experience' 

could be approached to open a channel of communication to present and discuss the 

consequences nurses are experiencing in patient care as efficiency projects are 

implemented. Public opinion has been used as rationale for reducing wait times, yet i f 

recent studies of patient experience are any indication, patients want more from an 

emergency encounter than to be catapulted through the system faster, and, they want it 

from nurses ( H Q C A , 2010; Cooke, Watt, Wertzler & Quan, 2006). 
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The Canadian Nurses Association's ( C N A ) launch of the national expert 

commission on health system improvement and engagement with the Canadian Patient 

Safety Institute are inviting input from nurses on practice related issues. It is essential that 

nurses contribute what they know from working with bodies inside restructured work 

places. M y research findings contribute to this growing body of knowledge that w i l l 

contribute to a broader understanding of health system quality. 

This research has uncovered a number of significant troubles in emergency 

nursing work including the work of triage, (as nurses' practice it) as EDs are reorganized 

to more rapidly process patients. Using IE, I have uncovered critical alternative evidence 

to substantiate what nurses know is happening and not happening in the new ways of 

working (Rankin, 2009, p. 275). This evidence can be used to challenge and interrupt the 

current agenda for reforming emergency care and preserve the critical and valuable work 

that nurses do in this setting that contributes positively to patient's health, well being and 

safe passage through the system. 
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APPENDIX A 

Recruitment Poster 

UNIVERSITY O F EMERGENCY TRIAGE STUDY 
CALGARY 

N U R S I N G 

Inside Triage: The Social Organization of Emergency Nursing Work 

K A R E N M E L O N , R N , B N is the student investigator for this Masters thesis project. 

S T U D Y P U R P O S E : 

To explore and articulate the complex practice knowledge; (hands on work and thinking) 

that comprise triage practice and how that work is organized and coordinated. What 

strategies do nurses use to accomplish triage in the context of overcrowding and how do 

current restructuring projects intersect with and impact triage work? 

S T U D Y D E S I G N : 

The research uses INSTITUTIONAL ETHNOGRAPHY as the basis of investigation. 

Interviews and observation of Triage Nurses is the principal way of collecting data. 

Interviews wi l l be approximately 45 minutes to one hour. Observations wi l l be scheduled 

individually during regular work hours. 

NOW RECRUITING: 

I need VOLUNTEERS - nurses who currently triage to contact me by email. Informed 

consent procedures wi l l be followed. Anonymity and confidentiality are assured. 

PLEASE CONTACT: Karen Melon at kamelon(a),ucal^ary.ca 

This study has been approved by the Conjoint Health Research Ethics Board. 
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APPENDIX B 

UNIVERSITY OF 
CALGARY 

NURSING 
Consent Forms for Interviews 

T I T L E : Inside Triage: The Social Organization of Emergency Nursing Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigator: 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 
Nursing, University of Calgary 
dwhit@ucalaary.ca 

Student Researcher: 

Karen Melon, Faculty of Nursing 
Phone:403-280-1946 
kamelonfajucalaary.ca 

This consent form is only part of the process of informed consent. It should give you the 
basic idea of what the research is about and what your participation wi l l involve. If you 
would like more detail about something mentioned here, or information not included 
here, please ask. Take the time to read this carefully and to understand any accompanying 
information. Y o u w i l l receive a copy of this form. 

B A C K G R O U N D 

This research wi l l explore triage practices by capturing and documenting nurses' own 
expert knowledge about the work they do to manage patient intake and appropriate 
disposition of patients for medical assessment and treatment in urban emergency 
departments. The research method is Institutional Ethnography (IE) which is ideal for 
developing a detailed understanding of how things work in everyday settings. It also 
offers a way of exploring and documenting the connections from everyday practices to 
broader organizational and political processes. This study wi l l examine triage practices in 
three city hospitals and enroll approximately twenty subjects (informants). 

mailto:dwhit@ucalaary.ca
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W H A T IS T H E PURPOSE O F T H E STUDY? 

The purpose of this research study is to articulate a detailed analysis of emergency 
nurses' triage work including how that work is organized and coordinated. The objectives 
of this study include identifying strategies and challenges for nurses doing triage work in 
the context of overcrowding and restructuring of emergency care processes. The overall 
aim is to use the analysis to (a) influence emergency work process redesign to ensure that 
high quality patient care is supported and (b) inform triage education and policy. 

W H A T W O U L D I H A V E T O DO? 

Y o u w i l l be asked to participate in an interview that w i l l last approximately 45 minutes to 
one hour. Y o u w i l l be asked questions about your work at triage including how you know 
how to do it. Y o u wi l l be asked about the forms and computer programs that are a part of 
your work. The interview wi l l be tape recorded. Y o u may be asked to participate in a 
follow up interview at a time convenient to you, by phone or in person. 

W H A T A R E T H E RISKS? 

There are no foreseeable risks to you as a result of your participation in this research. 
Y o u w i l l be asked to talk about your work at triage. There is a possibility that this may 
become distressing or disturbing to you. In this event, you wi l l be referred to the 
Employee and Family Assistance Program for support. Y o u w i l l be provided with the 
contact information so that you can initiate the referral. 

W I L L I BENEFIT IF I T A K E PART? 

If you agree to participate in this study there may or may not be a direct benefit to you. 
The information gained from this study may help us to understand the nature of 
emergency nursing work including possible tensions and challenges that can be addressed 
in the future. It is hoped that you wi l l find the interview to be an enjoyable experience. 

DO I H A V E T O PARTICIPATE? 

Your participation is voluntary. Y o u do not have to answer any questions you do not 
wish to answer, and you may terminate the interview at any time. Y o u may request that 
the recording of the interview be stopped/erased. Y o u may withdraw from the study by 
informing the student researcher of your wishes. 
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W H A T E L S E DOES M Y PARTICIPATION I N V O L V E ? 

Y o u may be asked to participate in an observation of your work at triage. There is no 
obligation for you to consent to this or any other aspect of this research. Y o u may wish to 
be interviewed but not observed, observed but not interviewed, both interviewed and 
observed or you may decline to participate in any of the research activities. 

W I L L I B E PAID F O R PARTICIPATING, OR DO I H A V E T O P A Y F O R  
ANYTHING? 

There w i l l be no costs to you i f you choose to participate in this research. Interviews, 
including those made as follow up, w i l l take place on a date and time, and at a location 
that is convenient to you. Y o u w i l l not be paid to participate in this research, however 
parking costs, i f applicable, w i l l be reimbursed. Y o u wi l l also be offered a small token of 
appreciation for your time. 

W I L L M Y R E C O R D S B E K E P T PRIVATE? 

A n audio recording of the interview wi l l be made. The recording w i l l be transcribed by 
the student researcher alone. This transcript w i l l not contain any information that links 
the interview with you or the hospital you work at. Your name and the names of any 
people or organizations you mention wi l l be deleted or replaced with pseudonyms and 
any identifying characteristics such as age, gender, title, w i l l be altered. 

N o personal identifying information w i l l be collected in this study. Only the student 
researcher, academic supervisors and the University of Calgary Conjoint Health Research 
Ethics Board w i l l have access to the interview recordings and the transcripts made of the 
interview. After the research project is completed, the recording wi l l be deleted and any 
hard copy data w i l l be shredded. The transcript w i l l be stored electronically, on a 
password protected site, for a period of twelve years. 

Quotes from your interview transcript w i l l be used in any writing the student researcher 
does based on this research. These quotes wi l l be presented in a way that conceals your 
identity. Should you choose to withdraw, you may direct the destruction of any data 
collected from or about you. 

Y o u may choose your own pseudonym: 
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SIGNATURES 

Your signature on this form indicates that you have understood to your satisfaction the 
information regarding your participation in the research project, and agree to participate 
as a subject (informant). 

In no way does this waive your legal rights nor release the investigators or involved 
institutions from their legal and professional responsibilities. Y o u are free to withdraw 
from this research project at any time. Y o u should feel free to ask for clarification or new 
information throughout your participation. If you have further questions concerning 
matters related to this research, please contact: 

Dr. Debbie White (403) 210-9627 

If you have any questions concerning your rights as a possible participant in this research, 
please contact The Director of the Office of Medical Bioethics, 403-220-7990. 

Participant's Name Signature and Date 

Investigator/Delegate's Name Signature and Date 

Witness' Name Signature and Date 

The University of Calgary Conjoint Health Research Ethics Board has approved this 
research study. 

A signed copy of this consent form has been given to you to keep for your records and 
reference. 
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Consent Form for Interview 

UNIVERSITY OF 
CALGARY 

NURSING 
(Second Level Informants) 

T I T L E : Inside Triage: The Social Organization of Emergency Nursing Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigator: 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 
Nursing, University of Calgary 
dwhit@ucalgary.ca 

Student Researcher: 

Karen Melon, Faculty of Nursing 
Phone:403-280-1946 
kamelon(a),ucalgary.ca 

This consent form is only part of the process of informed consent. It should give you the 
basic idea of what the research is about and what your participation w i l l involve. If you 
would like more detail about something mentioned here, or information not included 
here, please ask. Take the time to read this carefully and to understand any accompanying 
information. Y o u w i l l receive a copy of this form. 

B A C K G R O U N D 

This research w i l l explore triage practices by capturing and documenting nurses' own 
expert knowledge about the work they do to manage patient intake and appropriate 
disposition of patients for medical assessment and treatment in urban emergency 
departments. The research method is Institutional Ethnography (IE) which is ideal for 
developing a detailed understanding of how things work in everyday settings. It also 
offers a way of exploring and documenting the connections from everyday practices to 
broader organizational and political processes. This study wi l l examine triage practices in 
three city hospitals and enroll approximately twenty subjects (informants). 

mailto:dwhit@ucalgary.ca
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W H A T IS T H E PURPOSE O F T H E STUDY? 

The purpose of this research study is to articulate a detailed analysis of emergency 
nurses' triage work including how that work is organized and coordinated. The objectives 
of this study include identifying strategies and challenges for nurses doing triage work in 
the context of overcrowding and restructuring of emergency care processes. The overall 
aim is to use the analysis to (a) influence emergency work process redesign to ensure that 
high quality patient care is supported and (b) inform triage education and policy. 

W H A T W O U L D I H A V E T O DO? 

Y o u w i l l be asked to participate in an interview that w i l l last approximately 45 minutes to 
one hour. Y o u w i l l be asked questions about your knowledge of nurses' triage work and 
new work processes/patient care areas being introduced in the Emergency Department. 
Y o u may be asked about the forms, computer programs, and organizational features that 
may intersect with emergency triage work. The interview wi l l be tape recorded. Y o u may 
be asked to participate in a follow up interview at a time convenient to you, by phone or 
in person. 

W H A T A R E T H E RISKS? 

There are no foreseeable risks to you as a result of your participation in this research. 
Y o u w i l l be asked to talk about your work at triage. There is a possibility that this may 
become distressing or disturbing to you. In this event, you wi l l be referred to the 
Employee and Family Assistance Program for support. Y o u wi l l be provided with the 
contact information so that you can initiate the referral. 

W I L L I BENEFIT IF I T A K E PART? 

If you agree to participate in this study there may or may not be a direct benefit to you. 
The information gained from this study may help us to understand the nature of 
emergency nursing work including possible tensions and challenges that can be addressed 
in the future. It is hoped that you wi l l find the interview to be an enjoyable experience. 

DO I H A V E T O PARTICIPATE? 

Your participation is voluntary. Y o u do not have to answer any questions you do not 
wish to answer, and you may terminate the interview at any time. Y o u may request that 
the recording of the interview be stopped/erased. Y o u may withdraw from the study by 
informing the student researcher of your wishes. 
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W I L L I B E PAID F O R PARTICIPATING, OR DO I H A V E T O P A Y FOR  
ANYTHING? 

There w i l l be no costs to you i f you choose to participate in this research. Interviews, 
including those made as follow up, w i l l take place on a date and time, and at a location 
that is convenient to you. Y o u wi l l not be paid to participate in this research, however 
parking costs, i f applicable, w i l l be reimbursed. Y o u wi l l also be offered a small token of 
appreciation for your time. 

W I L L M Y R E C O R D S B E K E P T PRIVATE? 

A n audio recording of the interview wi l l be made. The recording wi l l be transcribed by 
the student researcher alone. This transcript w i l l not contain any information that links 
the interview with you, your title, or the hospital you work at. Your name and the names 
of any people or organizations you mention wi l l be deleted or replaced with pseudonyms 
and any identifying characteristics such as age, gender, title, w i l l be altered. 

N o personal identifying information w i l l be collected in this study. Only the student 
researcher, academic supervisors and the University of Calgary Conjoint Health Research 
Ethics Board w i l l have access to the interview recordings and the transcripts made of the 
interview. After the research project is completed, the recording wi l l be deleted and any 
hard copy data w i l l be shredded. The transcript w i l l be stored electronically, on a 
password protected site, for a period of twelve years. 

Quotes from your interview transcript w i l l be used in any writing the student researcher 
does based on this research. These quotes w i l l be presented in a way that conceals your 
identity. Should you choose to withdraw, you may direct the destruction of any data 
collected from or about you. 

Y o u may choose your own pseudonym: 
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SIGNATURES 

Your signature on this form indicates that you have understood to your satisfaction the 
information regarding your participation in the research project, and agree to participate 
as a subject (informant). 

In no way does this waive your legal rights nor release the investigators or involved 
institutions from their legal and professional responsibilities. Y o u are free to withdraw 
from this research project at any time. Y o u should feel free to ask for clarification or new 
information throughout your participation. If you have further questions concerning 
matters related to this research, please contact: 

Dr. Debbie White (403) 210-9627 

If you have any questions concerning your rights as a possible participant in this research, 
please contact The Director of the Office of Medical Bioethics, 403-220-7990. 

Participant's Name Signature and Date 

Investigator/Delegate's Name Signature and Date 

Witness' Name Signature and Date 

The University of Calgary Conjoint Health Research Ethics Board has approved this 
research study. 

A signed copy of this consent form has been given to you to keep for your records and 
reference. 
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n o H 

UNIVERSITY OF 
CALGARY 

NURSING 

APPENDIX C 

Consent Form for Observations 

T I T L E : Inside Triage: The Social Organization of Emergency Nursing Work 

SPONSOR: None 

INVESTIGATORS: 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 
Nursing, University of Calgary 
dwhit@ucalgary.ca 

Student Researcher: 

Karen Melon, Faculty of Nursing 
Phone: 403- 280-1946 
kamelon@ucalgary.ca 

This consent form is only part of the process of informed consent. It should give you the 
basic idea of what the research is about and what your participation wi l l involve. I fyou 
would like more detail about something mentioned here, or information not included 
here, please ask. Take the time to read this carefully and to understand any accompanying 
information. Y o u w i l l receive a copy of this form. 

B A C K G R O U N D 

This research wi l l explore triage practices by capturing and documenting nurses' own 
expert knowledge about the work they do to manage patient intake and appropriate 
disposition of patients for medical assessment and treatment in urban emergency 
departments. The research method is Institutional Ethnography (IE) which is ideal for 
developing a detailed understanding of how things work in everyday settings, in 
particular large organizations like hospitals and health care systems. It also offers a way 
of exploring and documenting the connections from everyday practices to broader 
organizational and political processes. This study wi l l examine triage practices in three 
city hospitals and enroll approximately twenty subjects (informants). 

mailto:dwhit@ucalgary.ca
mailto:kamelon@ucalgary.ca
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W H A T IS T H E PURPOSE O F T H E STUDY? 

The purpose of this research study is to articulate a detailed analysis of emergency 
nurses' triage work including how that work is organized and coordinated. The objectives 
of this study include identifying strategies and challenges for nurses doing triage work in 
the context of overcrowding and restructuring of emergency care processes. The overall 
aim is to use the analysis to (a) influence emergency work process redesign to ensure that 
high quality patient care is supported and (b) inform triage education and policy. 

W H A T W O U L D I H A V E T O DO? 

Y o u w i l l be asked to participate in an observation. The student researcher w i l l observe 
you as you go about your everyday triage work. The observation w i l l take place over a 
four hour assigned triage shift (period of time). Although the student researcher may ask 
questions in order to understand what you are doing or thinking as you work, you W I L L 
N O T be interrupted or distracted while you are working with patients, families, visitors, 
other health care providers, or with the various documentary texts, information systems, 
and records. Y o u may be asked to participate in a follow up brief interview that w i l l take 
approximately 30 minutes, in person or by phone. 

The student researcher may make some notes during the observation. These notes w i l l 
refer to the activities and texts that you are engaged in as you go about your triage work. 

W H A T A R E T H E RISKS? 

Although there are no foreseeable risks to you as a result of your participation in this 
research, being observed as you conduct your routine triage work may make you self-
conscious. Y o u may experience some feelings of vulnerability or anxiety. Your practice 
is not being evaluated or judged. Instead, the student researcher is interested in what can 
be learned from you as the expert in your own work. If the observation becomes 
distressing or disturbing to you, you may ask the student researcher to leave. 

W I L L I BENEFIT IF I T A K E PART? 

If you agree to participate in this study there may or may not be a direct benefit to you. 
The information gained from this study may help us to understand the nature of 
emergency nursing work including possible tensions and challenges that can be addressed 
in the future. It is hoped that you wi l l find the observation to be an enjoyable experience. 
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DO I H A V E T O PARTICIPATE? 

Your participation is voluntary. Y o u do not have to answer any questions you do not 
wish to answer, and you may terminate the observation at any time. Y o u may withdraw 
from the study by informing the student researcher of your wishes. 

W H A T E L S E DOES M Y PARTICIPATION I N V O L V E ? 

Y o u may be asked to participate in an interview concerning your work at triage. There is 
no obligation for you to consent to this or any other aspect of this research. Y o u may 
wish to be interviewed but not observed, observed but not interviewed, both interviewed 
and observed or you may decline to participate in any of the research activities. 

W I L L I B E PAID F O R PARTICIPATING, OR DO I H A V E T O P A Y F O R  
ANYTHING? 

There w i l l be no costs to you i f you choose to participate in this research. Observations 
w i l l take place during your routinely scheduled work, on a date and time that is 
convenient to you. Y o u wi l l not be paid to participate in this research. Y o u w i l l be 
offered a small token of appreciation for your time. 

W I L L M Y R E C O R D S B E K E P T PRIVATE? 

The student researcher w i l l make notes about what is observed. These notes wi l l be 
entered into an aggregate of field note data. This data bank wi l l not contain any 
information that links the observation with you. Your name and the names of any people 
or organizations you mention wi l l be deleted, altered, or replaced with pseudonyms. 

N o personal identifying information w i l l be collected in this study. Your participation in 
the observational component of this research study cannot be kept anonymous, as others 
in the setting may notice the student researcher observing your work at triage. However, 
at no time w i l l you be identifiable in the aggregation of observational data. 

Only the student researcher, academic supervisors and the University of Calgary Conjoint 
Health Research Ethics Board wi l l have access to the field note data. After the research 
project is completed, any hard copy data w i l l be shredded. The aggregate of field note 
data w i l l be stored electronically, on a password protected site, for a period of twelve 
years. 
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Descriptions of what the student researcher observes and quotes of what you say during 
the four hour observation may be used in any writing based on this research. These data 
and quotes w i l l be presented in a way that conceals your identity and the identity of the 
hospital where you work. 

If you decide to withdraw from the research, any information you have provided, and that 
has been collected through observation, w i l l have already been entered into the 
anonymous and confidential data bank and w i l l be retained. This data may be used in 
writing based on this research. 

SIGNATURES 

Your signature on this form indicates that you have understood to your satisfaction the 
information regarding your participation in the research project, and agree to participate 
as a subject. 

In no way does this waive your legal rights nor release the investigators or involved 
institutions from their legal and professional responsibilities. Y o u are free to withdraw 
from this research project at any time. Y o u should feel free to ask for clarification or new 
information throughout your participation. If you have further questions concerning 
matters related to this research, please contact: 

Dr. Debbie White (403) 210-9627 

If you have any questions concerning your rights as a possible participant in this research, 
please contact The Director of the Office of Medical Bioethics, 403-220-7990. 

If you wish to choose your own pseudonym, you may indicate this below: 
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Participant's Name Signature and Date 

Investigator/Delegate's Name Signature and Date 

Witness' Name Signature and Date 

The University of Calgary Conjoint Health Research Ethics Board has approved this 
research study. 

A signed copy of this consent form has been given to you to keep for your records and 
reference. 
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APPENDIX D 

Information Poster/flyers for Field of Observation 
UNIVERSITY OF 

CALGARY 
NURSING Attention ! 

RESEARCH STUDY in PROGRESS 

The Registered Nurses assigned to TRIAGE today have volunteered 

to participate in a research study designed to explore and analyze the 

organization of emergency triage work. 

A student researcher is observing and taking notes about what the 

triage nurses are doing as they go about their work. The researcher is 

also an experienced emergency nurse. The notes WILL NOT include 

your name or identifying characteristics and you will remain 

completely anonymous within the research records. 

If you would prefer NOT to be observed as you interact with the triage 

nurse, please let the nurse or student researcher know. Your choice 

to be excluded will be respected and will not affect any aspect of your 

care/treatment/routine process. 

IF YOU DO NOT REQUEST TO BE EXCLUDED FROM THE 
RESEARCH, NOTES WILL BE RECORDED. YOUR IDENTITY WILL 

REMAIN ANONYMOUS AND CONFIDENTIAL. 
This study has been approved by the Conjoint Health Research Ethics Board. 



APPENDIX E 

C A T E G O R Y 
EMERGENCY ASSESSMENT 
and TREATMENT RECORD 

Admission Date: Time: 

Mode of Arrival Q W i , , K •CarrrcO 

EMS • w/c • EMS 

Triage Location 

P R E S E N T I N G C O M P L A I N T 

H R N 

N a m e 

P H N : G e n d e r : 

A d d r e s s : 

Phone (H): 

INITIAL HISTORY A N D P H Y S I C A L A S S E S S M E N T 

P A S T M E D I C A L HISTORY 

P R E S E N T M E D I C A T I O N S Al le rg ies & React ions 

BLOOD PRESSURE 0, SAT BLOOD S U G A R WEIGHT VISUAL ACUITY 

RESP 
D N 'P 

AIRWAY 
• Patent 
• ObstoicteO 
• lntutiateil 

RESP1RAT0HY 
D Regular 
• Snatlüw 
• Labuured 
D Indrewlng 

BREATH SOUNDS 

CVS 

• NlP 

PULSE 
• Hegular 
• Irregular 
Capillary Refill: 

sec D 
Monitor • No 

SKIN COLOUR 
• Pink 
• Pale 
• Cyanotic 
Olhei 
• Yes - Rnytnm 

SKIN QUALirv 
D Warm • Dry 

• CooJ • Diaphoretic 
D HOI 
• Edema 

Pulses 

CNS 
• NIP 

BEST MOTOR RESPONSE BEST VEB BAL RESPO NS 
Oücvs U í m i ñ w w n m Movement JJt OMOlMMNfQtÔt Babbles 
loojlizfls Pain.Wthdraws To îoucn |3] Contused/Irritable Cry 

¡3] Wtlhdrawra lo Pam 
Flexion To PaiiVAbnormal Flexion 

g¡ E lEHMiDn to PalrvfAbnormaI Extension 
IJJ None 

;R) - Reading 
(Si -Sluggish 
(F) -Fixed 
¡U) -Onisalabie 

0 inappropriate Words/ 
Cries To Pain 

gj írtcomprefwnsíbíe 
Sounds/Moans To Pain 

E None 

Motor Power 
Ssnsation 

B e h a v i o r U Cooperative O Unco-operative Q Restless • Combativa • Crying • Agitated D Non-Communicative 

Gl 
• N/P 

A B D O M E N 
• Soft 
D Distended 

• Rigid 
Last BM 

GU/GYN 
• N/P 

URINARY Ü Frequency 
• Hemaiuna 

Bleeding - • No • Vee 
LNMP Gravida 

• Urgency • Dysura 
• Retention • incontinence 
Duration . Amourt 

PtfB FHR i i^>, , i r ; , - _ 

M S K 
• N/P 
I N T E G 
• N/P 
E E N T 
• N/P 

Coior Sensation Movement Pulses Temperature Swelling Delormity Pain 

We routinely as* an patients aDout oomeatic abuse-violence m their lives is this a problem tor you or your chlidiren)'' 
Do you Ieel sale right now' Yes • No D Other D- initial: 

Yes • No O 

Legend N/P = not pertinent CTAS = Canadian Tnage 4 Acuity Scale 
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D I A G N O S T I C T E S T S L'\ M I U R I N E D I P • SSS^ • [ 

Time 
Drawn By 

S G 
PH 

• C B C • E T O H 
• Electrolytes • A S A / A C E T AMINO 
O G lucose • 

Leukocytes 
Nitrite 

Protein 
• Creatinine • Glucose 
• Lipase • Ketone 

Urobilinogen 
Bilirubin 

O C K / C K M B O 
Ketone 

Urobilinogen 
Bilirubin • P T T I I N R D 

Ketone 
Urobilinogen 

Bilirubin 
• Blood CuIturetrl • 

Ketone 
Urobilinogen 

Bilirubin 

• Blood Culture»? • Extra tubes drawn 
• Type & Screen 

Blood 
Pregnancy 

• X m a t c t i units R & M © 

• E C G <a @ Ca S § 

Next of Km Notrfied 
• Yes D No 

Relation shiD'Contact information 

Site -

A 
NeeOie Sze i 5'te IniUais S t e g Neeciie Size S Sue I inmais 

Time B a 3 » Volume Solution Aaritttves S Rate Inlt AbS Tune tag* Volume I Solution Additives S Rate Irlit Abb 

TOTAL TOTAL 

S „ e c Needie Size S Sue Initials OUTPUT 
Time ¡Bao* Vokime Solution, AQditives a Rete Inil Abt Time Urine imi) Oltwr Total it"' i 

i 

TOTAL TOTAL 

C Re«er to Neurological Observation Record 

Time T P R BP O i Sat Med ica t ions Con t inu ing Assessmen ts and In tervent ions 

• Reler to Supplemental Ca re Record 

D I S P O S I T I O N / D I S C H A R G E Time 

Initials G leaching Sheet | Initials 

T R A N S F E R INFORMATION 

Rgport to !RN Namej üiven By (HN Name) SIGNATURE INITIAL üiven By (HN Name) 

fleport Time Transfer 

To 
UhriT 

O hrs 
TtWE 

fleport Time Transfer 

To 
UhriT 

O hrs 
TtWE 



APPENDIX F 

ATTENTION: RNyS 
Overcapacity Protocol in effect! 

Please notify the Clinician/Charge Nurse of the following: 

when they are doing their rounds, 

• No Emergency Physician assessment within 10 minutes after signed for, 

page overhead for M D to call area. If still no assessment within another 10 

minutes re-number the patient or ask for help to re-number. 

• No reassessment within 20 minutes, page MD over head. 
• No Emergency Physician PLAN after 2 hours once seen. 
• Be prepared to identify patients that can move to different level of care ie: 

non-monitor or RAZ 
Please notify the nurse responsible for flow of the following: 

• No consult assessment within 2 hours of consult t ime. 
o Please change blue consult to grey on REDIS when they arrive, 
o Encourage/educate consult residents to do this themselves. 

• No consult decision within 2 hours of consult arrival. 
• No inpatient bed 8 hours after admit request. 
• Non-contrast Dl or Lab - if no results with 90 minutes from time of order, 

call department for update. 
SURGE PATIENTS 

• SURGE is clearly identified on the admission papers from bed control -
toward the bottom by the bed number 

• We need to get our patients up to the unit in 15 minutes. It is a priority! 
call for help to accomplish this if needed. Flow nurse can help. 

• MY PATIENT IS TOO SICK - identify your concerns to the Clinician/Charge 
nurse she/he will decide if we can select another patient. Please don't 
make this decision yourself. 

• SCM report should be ongoing; it needs to be in if we surge 24/7. 
• OR checklists should be started as soon as surgical admit request goes in, 

these patients may be surged, post surge they may surge to OR 



E D O V E R C A P A C I T Y P L A N 

Dale C A P A C I T Y TRIGGERS 
ANY O F T H E FOLLOWING 3 T R I G G E R S 

24/7 M A N D A T O R Y - call bed control vhen meeting trigger 1 O R 2 
IF B E D C O N T R O L C A N N O T R E S O L V E T H E P R O B L E M T H E N 

0700-1700 A S K f\AVHCtSliOH fcstSTArJ7 Ifltol.. OR H E L P O R S I T E M A N A G E R 
1700 - 0800 - page administration on-call ( C A N H E L P W I T H A N Y T R I G G E R ) 

PHYSICIAN IN C H A R G E (PIC) = 0600, 1200, 1800, 2400 

Trigger - 1 Trigger - 5 Trigger - 3 
Time E D Spaces 

Stretchers 
A viiiliible 

-( 'mini empty AnA 
l.M'.IS.C IlXli 2 I 

Blocked E D 
Spaces 

-Admitted 
patients -
Count Iiiimher of 
green/pink boxes 
-Consults -
count all 
consults 

I 

E D has 34 
Funded Beds 

-Count C T A S 1-3 
including waiting 
room 

Hospital Access 

Admitted Patient 
waiting for 
beds>Shrs 

-( 'lick on 
Admitted 

Pt and ossesi 

Tracking 

Consult Block 
Consult Times 
Arrival > 2 hours 
Admission >2 hours 
I N V O L V E P H Y S I C A I N IN 

CHAItGE A N D / / O R 
Y D M I N O N - C V L l F O R 
H E L P H E R E look ut 

t Iiitrge info sheet for mlvice 

Source -
RHDlS 

M a p M a p Tracking 

Hospital Access 

Admitted Patient 
waiting for 
beds>Shrs 

-( 'lick on 
Admitted 

Pt and ossesi 

Tracking Tracking Tracking 

C 
H < 
5 

0 Stretchers available 
for C T A S 1-3 patients 
Within 15 minutes 

•12 admitted patients 
and consults, 
no matter how long 

they have been 
waiting 
IS M I N S U R G E 

110% E D 
occupano 

> 3 7 - C T A S 1-3 
Patients 

>5 patients 
waiting Hhrs 

for bed 

60 M I N S U R G E 

Arrival 

>2hours 

T O T A L 

Admit 
Decision 
>2 hours 

>5 

0700 

0800 

_ J 


