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Abstract 

Patient safety has emerged as one of the most important and widely accepted aims of 

contemporary health care organizations. Medication errors are common and pose 

potentially serious threats to the safety of patients. Consequently, initiatives to improve 

patient safety often target nurses’ work with medications. A plethora of research studies 

examine medication errors and contribute to dominant formulations that impose stringent 

rules thought to enhance medication safety. However, little literature has examined the 

materiality of medication work and few research studies are oriented to the knowledge 

practices of nurses. This study used an institutional ethnographic approach, grounded in 

nurses’ everyday experiences, to contribute a different way of knowing about medication 

work. The study findings revealed a disquieting disjuncture between theoretical accounts 

of medication work and the actual everyday practices of nurses working with 

medications. Nurses routinely use their professional judgment and discretion to adapt 

stringent rules in order to keep patients safe and accomplish medication work effectively. 

However necessary and sensible it may be, nursing work that does not adhere to standard 

practice and institutional policy may be perceived as “breaking the rules”.  Rule breaking 

is risky for nurses, as their professional competence is scrutinized and evaluated through 

regulatory and theoretical frameworks that value adherence to rules as the only way to 

demonstrate safety. The core argument developed in this analysis is that discretion is an 

essential element of competent medication practice, and that framing discretionary work 

within a rule based discourse obscures the safety work that nurses are routinely and 

regularly engaged in. 
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Glossary of Institutional Ethnography Terms 

Term Definition 

Actual; Actualities An open term; not defined; not given content.  

Meant to be used like an arrow on a map that says, “You are 

here,” always directing us back to the “outside the text” in 

which living goes on and in which the text is being read 

(Smith, 1992, p. 92). 

Alternative sociology Smith’s alternative sociology is grounded in the everyday 

experiences of embodied people (rather than in theory 

governed discourse), and investigates how the everyday 

world of experience is put together by relations that extend 

far beyond the everyday. It is a resource that can be used to 

extend people’s own knowledge (Smith, 2005, p. 1).  

Capture; Institutional 

Capture 

The process through which institutional discourse consumes 

or displaces experiential knowledge. “Institutional capture 

can occur when both informant and researcher are familiar 

with institutional discourse” (Smith, 2005, p. 225). 

Data dialogue The dialogue between the researcher and informant that 

evokes the person’s experience. There is always a third 

party—those for whom the ethnography is written who will 

have future dialogue with the account (Smith, 2005, p. 224). 

Discourse The social character of language and its connection with 

relations of social power (Frampton, Kinsman, Thompson, & 

Tilleczek, 2006, p. 30). 

Building from Foucault, discourse refers to the social 

relations that coordinate the practices of definite individuals 

talking, writing, reading, watching, and so forth, in particular 

local places at particular times (Smith, 2005, p. 224). 

Discursively organized Social life has meaning that is organized outside the local 

settings where people live and from where they speak when 

they talk about their experiences. Everything we know about 

our lives is discursively organized (Campbell & Gregor, 

2004, p. 91). 
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Term Definition 

Disjuncture A line of fault; bifurcated consciousness (Smith, 1987). 

G. W. Smith (1990) described a disjuncture as a problem of 

knowing – of being told one thing, but in fact knowing 

another based on personal experience (p. 632). 

Embodied knower People know through having a body and a consciousness. 

The historical conditioning and continuing institutional 

enforcement of knowing that stems from living in their own 

body in specific times and under specific conditions 

(Campbell & Gregor, 2004, p. 24). 

Empty Like shells – they need a filling to complete their sense 

(Smith, 2005, p. 210). 

Ethnography or 

Institutional ethnography 

Institutional ethnography, or IE, is ethnographic in its 

commitment to an in-depth exploration beginning with 

people’s lived experiences (Smith, 2005). 

Everyday world One’s bodily and material existence (Smith, 1987, p. 97). It is 

not an abstracted setting, but an actual and particular place in 

the world. 

Experience Experience originates in people’s bodily being and action; 

only the experiencer can speak of his or her experience 

(Smith, 2005, p. 224). Experience emerges in dialogue. 

Ideological account An ideological account references the discourse—how things 

should be done according to organizational practices—not 

what was actually said or done (Campbell & Gregor, 2004, 

p. 71). 

Ideological practice G. W. Smith (1990) explained an ideological practice 

operates as a set of procedures used to know theoretically, 

categorically, a social world with a view to administering it 

(p. 631). 

D. E. Smith (1990) noted ideological practices are at odds 

with a knowing that begins from the site of people’s 

experiences (p. 43). 
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Term Definition 

Ideology D. E. Smith (1990) explained ideology can be viewed as a 

procedure for sorting out and arranging conceptually the 

living actual world of people so that it can be seen as we 

already know it ideologically (pp. 42–43). 

Ideology is a metadiscourse specialized for specific contexts 

that regulate others (Smith, 2005, p. 217), such as new public 

managerialism. 

A set of practices that are rewritten in a particular way 

(Campbell & Manicom, 1995, p. 9). 

Indexicality Any account of actualities depends on referring back to those 

actualities to make sense. IE does not transcend (go beyond) 

indexicality; IE depends on and refers back to the actualities 

from which findings are extracted (Smith, 2005, p. 224). 

Institution; Institutional; 

Institutional processes 

The complex of relations and processes that intersect and 

connect around a specific function (such as health care) to 

work together to produce effects in local settings (Ng, 2006; 

Smith, 1987). 

Institutional ethnography 

(IE) or ethnography 

Institutional ethnography, or IE, is ethnographic in its 

commitment to an in-depth exploration beginning with 

people’s lived experiences (Smith, 2005). 

Knowledge Knowledge is socially organized (Smith, 2005, p. 27). 

Material; Materiality The world is viewed as material and known through material 

conditions such as activities, actions, actualities and texts. 

Objectified Produced independently (external to) to particular people and 

places (Smith, 2005, p. 14). 

Objectified forms of 

knowledge 

An objectified form of knowledge subscribes to an objective, 

value-free approach, pretending that the world can be 

explored from some disinterested neutral place somehow 

above or outside the social (Frampton et al., 2006). The 

concealed masculinity of the subject is foundational to 

objectified forms of knowledge (Smith, 2005, p. 23). 
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Term Definition 

Objectified relations of 

ruling 

Ruling relations are those that coordinate one’s doings and 

work in particular local sites with the doings and work of 

others elsewhere and at different times; they are objectified in 

the sense that they cannot be identified with particular 

individuals (Frampton et al., 2006, p. 19). 

Problematic A topic for inquiry (Campbell, 1998, p. 62). 

Problematic of the 

everyday world 

The concept of problematic directs attention to a possible set 

of questions that may not have been posed or a set of puzzles 

that do not yet exist in the form of puzzles but are “latent” in 

the actualities of the experienced world (Smith, 1987, p. 91). 

Recursive  Recursive events are patterned, showing that they are 

organized to happen repeatedly, in much the same way across 

time and location (Frampton et al., 2006). 

Ruling; Ruling relations; 

Relations of ruling 

Practices of ruling are the coordinated actions of large 

numbers of people spread across diverse sites. Texts play a 

prominent role in this coordination (McCoy, 1998, p. 395). 

Shaped up As people bring into being whatever happens, what they do 

and what they can understand and can tell about are shaped 

through organized processes (Campbell & Gregor, 2004, 

p. 78). See also “Worked up.” 

Social; The social; 

Ontology of the social; 

Core ontology 

The social is located in how people’s activities or practices 

are coordinated. The person is there, the person is in his or 

her body, the person is doing things, and what the person is 

doing is coordinated by the doings of others (Smith, 2005, 

p. 59). 

Social organization When distinct forms of coordinating people’s doings emerge 

again and again (Smith, 2005, p. 227). 

Social relations This term is not to be confused with relationships between 

people. Rather, social relations are people’s doings that are 

connected in a sequence of action to other people in different 

places and times (Smith, 2005, p. 228). G. W. Smith (1990) 

noted social relations are never completed by one person. 
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Term Definition 

Sociology The development of systematic knowledge about social life, 

the way it is organized, how it changes, its creation in social 

action and its disruption and renewal in social conflict 

(Calhoun, Gerteis, Moody, Pfaff, & Virk, 2007). 

A systematically developed consciousness of society and 

social relations (Smith, 1987). 

Standpoint Standpoint as the design of a subject position in IE creates a 

point of entry into discovering the social that does not 

subordinate the knowing subject to objectified forms of 

knowledge of society or political economy (Smith, 2005, 

p. 10). 

Text Texts are material, in a form that enables replication. They 

may include forms such as print, film, electronic, and so on. 

Materiality is emphasized because then people can see how a 

text can be present in our everyday world and at the same 

time connect people into broader social relations. Texts enter 

into and coordinate people’s doings (Smith, 2005, p. 228). 

Text-mediated relations; 

Text-mediated social 

organization 

The ways in which social action is organized, mediated, and 

controlled through textual forms of documentation and 

communication in contemporary society (Frampton et al., 

2006, p. 38).  

 

Text-reader conversation This recognizes reading a text as an actual interchange 

between a reader’s activating of the text and his or her 

responses to it. This helps people to see that texts are 

embedded in social relations and are active rather than inert 

(Smith, 2005, p. 228). 

Translocal The broader social organization that penetrates into the local 

setting, passing through and connecting multiple local sites 

(L. McCoy, personal communication, October 17, 2014). 

Work The generous conception of work means that work is what 

people mean to do that requires some effort and acquired 

competence (Smith, 1987, p. 165). 
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Term Definition 

Work Knowledge There are two aspects to work knowledge: (a) a person’s 

experience of and in his or her own work, what they do, how 

they do it, and what they think and feel about it; (b) the 

implicit or explicit coordination of that work with the work of 

others (Smith, 2005, p. 151). 

Worked up As people bring into being whatever happens, what they do, 

and what they can understand and can tell about are shaped 

through organized processes (Campbell & Gregor, 2004, 

p. 78). See also “Shaped up.” 
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Chapter 1: Nurses’ Medication Work: The Social Organization of Rule-Breaking 

Health care in this country is in an era of emphasis on patient safety and quality 

improvement (Canadian Patient Safety Institute & Accreditation Canada, 2014; Health 

Council of Canada, 2013; Wade et al., 2002). A sense of urgency characterizes the drive 

to achieve a transformation in patient safety, which can be read in media and academic 

accounts calling for significant investments in health research, technologies, and 

resources to prevent medical errors. The issue of medication safety is at the forefront of 

public and professional concern, as medication errors in hospital are reported to be 

common and can result in significant harm to patients (Gorini & Pravettoni, 2013; Radley 

et al., 2012). Health care leaders have placed a major focus on creating medication 

administration processes that are as consistent and fail-safe as possible, arising in part 

from the international reports of widespread and preventable medical error (Baker et al., 

2004; Kohn, Corrigan, & Donaldson, 2000; O’Hagan, MacKinnon, Persaud, & 

Etchegary, 2009) as well as from the improvements that various initiatives promise 

(Clancy, 2007; Institute for Safe Medication Practices [ISMP], 2013a; Leape, Berwick, & 

Bates, 2002; Pape, 2013). Implicit within the widely accepted safety and quality 

initiatives is the idea that medication work
1
 and the delivery of health care can be 

perfected, largely through sophisticated technologies and ever more stringent work 

processes. 

Nurses are the health professionals who are predominately involved in the 

delivery of medications to patients in hospital. Due to this, numerous quality 

                                                 

1
 I use the term “medication work” to represent the wide range of practices that nurses are 

engaged in as they work with medications. 
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improvement and safety initiatives emerging in the academic literature are aimed at 

nurses and attempt to “fix” the problem of medication error by changing nursing practice. 

In particular, strategies to improve medication safety centre on standardizing and 

controlling the processes that characterize medication work (Gorini & Pravettoni, 2013; 

Meum, 2013; Pedersen, Ellingsen, & Monteiro, 2011). In this thesis, I demonstrate that it 

is both difficult and unwise to standardize and strictly control medication work. I also 

illustrate how the introduction of increasingly stringent rules and standardized procedures 

that are intended to make systems fail-safe and consistent have a profound impact on 

nursing work, but do not necessarily result in enhanced safety. Instead, they may force 

time-intensive, ineffectual practices and seriously constrain the judgment and specialized 

knowledge that nurses have about how to accomplish medication work safely and 

efficiently. I use empirical data to show that nurses’ work processes are organized such 

that they regularly break the rules as the only sensible way of doing medication work. At 

the same time, rule breaking puts nurses at risk for jeopardizing overarching professional 

standards and institutional rules meant to promote safety. I argue that discretionary work, 

arising in nurses’ situated knowledge, is an essential component of safe medication 

practice. 

Research Interest 

The topic arose out of my own experience and knowledge as a nurse working with 

medications and as a nurse educator observing beginning nurses as they learn to provide 

nursing care safely and competently. Long before I embarked on this research project, the 

interest and desire to pursue this study began to emerge in the difficulties and 

contradictions that I encountered in my work. As a student in a baccalaureate nursing 



3 

program, I found the thought of administering medications evoked nervousness and 

apprehension, as I feared the possibility of making a medication error that could harm a 

patient. I recall many sleepless nights before entering practicum settings, worrying about 

my ability to administer medications without error. Early in my career as a registered 

nurse, I experienced a defining moment when I narrowly avoided making a serious 

mistake with a medication. Although that foundational experience reinforced my fears 

somewhat, it also piqued my interest and curiosity, and laid the groundwork for pursuing 

this project many years later. 

Nurses have different knowledge about their own work than those who know it in 

the abstract, as nurses’ knowledge is grounded in their own material practices and 

experiences. As George W. Smith (1990) explained, “problems of knowing” (p. 632) 

arise when the embodied, experiential knower bumps up against authorized versions of 

reality. This became very evident to me over time, as I realized that my work did not 

always line up with what I had learned in formal educational settings, or with what was 

said about it by others. For instance, medication work is commonly portrayed as a smooth 

and effortless series of steps such as obtaining the medication from the supply source, 

preparing the medication, and giving it to the patient. Furthermore, stringent rules and 

institutional processes compel certain actions (and exclude others) that are widely 

believed to make medication work safer if they are consistently and systematically 

followed. However, in my practice, I quickly discovered that work processes such as 

obtaining the medication from the supply source could be as straightforward as opening 

the medication supply cart and finding the medication right where it should be, or a 

lengthy, complex, and time-consuming process depending on the time of day, the 
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resources available within the setting, the processes in place to facilitate medication 

availability, and so on. In any case, obtaining the medication from the supply source 

relied on my own acquired knowledge and skills, required me to break the rules in some 

cases, and was significantly different from organizational and theoretical knowledge 

about where medications could be found. The differences in knowing that I experienced 

were intriguing, puzzling and sometimes troubling, but I learned to accommodate my 

own work processes to “fit” within the official, accepted versions of medication work. As 

a result of these accumulated experiences and reflection, differences in knowing about 

medication work became a focal point for this research project. 

Troubles in Nurses’ Medication Work: The Problematic for the Inquiry 

Institutional ethnography (IE) is a mode of inquiry that provides a way to unravel 

the complexities and tensions that are inherent in ordinary everyday life. Starting with 

people living and working in the everyday world, IE focuses attention on how their 

everyday doings are linked empirically to the broader world. Developed by Canadian 

sociologist Dorothy E. Smith (1987, 1990, 1999, 2005, 2006), IE requires a paradigm 

shift; a way of thinking about the world as social that allows exploration of social 

relations and the way that everyday life is organized. As with any specialized field of 

study, IE requires learning a new language in many ways, as even familiar or common 

words may be understood differently in this approach. With this in mind, a glossary 

including concepts and ideas central to this method is included in the prefatory pages of 

this thesis. 

In an IE investigation, the research problematic is a technical term that can be 

described as a puzzle or topic of inquiry to be explored, arising out of everyday 
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experience. Interrogating the understandings that people have of ordinary, taken-for-

granted practices renders the everyday world “problematic” (Smith, 1987, p. 91). It is the 

“moment of recognition that something chafes” (Campbell & Gregor, 2004, p. 48) and 

anchors the research by suggesting the time, setting, and people to first interview and 

observe. Although a number of experiences chafed over the years as I worked with 

medications, one in particular provided the starting point for this inquiry. This is 

portrayed in the experience described in the following paragraph, drawn from my own 

personal practice as a nurse educator. 

A nurse asked Kim
2
 (a pseudonym), a fourth-year student on her first day of 

orientation to an unfamiliar medical unit, to distribute medications to all of the patients 

on a team (about 12 patients, each with 5–15 different medications). After initial 

hesitation, Kim began the work that she was asked to complete, searching for information 

about the medications that she was unfamiliar with. As a component of their basic 

education, all nurses are taught that it is essential to possess a comprehensive knowledge 

base about each medication (and the patient who is taking it) in order to administer them 

safely and competently. This message is clearly affirmed in professional discourse, 

standards of practice governing nursing work, and hospital policy and procedures. As 

Kim attempted to conform to what she knew was expected of a nurse engaged in 

medication work, she was directed to simply give the medications, and gather 

information about them later. The nurse who advised this explained that there was no 

time in the “real world” to complete the work in the way Kim was attempting to do it. 

                                                 

2
 Pseudonyms are used for all research informants in order to preserve anonymity. All informants 

are referred to by their pseudonym and by broad, non-identifiable titles such as “Registered 

Nurse”.  
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Kim later described feeling a great deal of pressure to conform and contribute to “getting 

the work done quickly” in the context of the everyday demands of a busy hospital unit. 

She felt compelled to do what was asked of her, even as she struggled to understand why 

her knowledge of the way to work with medications was so different from what she was 

actually experiencing. 

In Kim’s work, a disjuncture or “line of fault” (Smith, 1987, p. 49) appears. Kim 

knew that what she was doing was incompatible with the rules and standards of safe 

medication administration, but did what she was asked regardless of her own good 

knowledge. Kim’s experience was troubling for both of us, but also provided a valuable 

entry point into this inquiry, as moments of tension and discomfort offer an opportunity 

to locate the actual and bring problems into focus so they can be understood and 

explicated. Kim’s troubling experience raised a number of questions for me: What do 

nurses actually do as they work with medications? What does it mean to be safe and 

competent when working with medications? How do nurses reconcile vastly different 

versions of reality? How do nurses give medications correctly and safely in contemporary 

hospital settings? What challenges do nurses encounter? What are the outside forces that 

are controlling and dominating the way that nurses work with medications? 

While this initial puzzle served to capture my interest, my focus changed as I 

moved through the inquiry. Arising from my reflections on experiences like Kim’s, my 

positioning inside the inquiry, and through a lengthy process of exploration and 

discovery, the problematic began to coalesce. I began my IE inquiry, observing nurses as 

they worked with medications and talking to them about what they knew about their 

work. I started to understand that some relation existed between the ideal world of safety 
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initiatives that purport to produce safe, error-proof care and the hospital settings where 

textually specified practices are taken up by nurses in situated practice. I watched time 

and again as nurses responded to the moment-by-moment contingencies that arose, and 

saw how their actions worked to keep patients safe, even though they broke established 

safety rules at times. I also started to understand that nurses’ knowledgeable safety 

actions appear to be cancelled out by the ideological practices and initiatives arising from 

the patient safety movement. This is the crux of the problematic that my argument 

addresses. 

Outline of the Thesis 

This first chapter introduced the topic of inquiry, described my interest in this 

research, and explained nurses’ troubles with medication work. I conclude the chapter 

with this section, which provides an overview of the thesis. 

Having introduced the research topic in this chapter, I examine selected literature 

in order to understand what is written about medication work, how the various topics are 

taken up, what topics are given prominence, and what topics are excluded in Chapter 2, 

“The Research Context: Discourse and Ideology.” The literature provides important 

context and information about the critical debates that are occurring, but is not used to 

formulate conceptual understandings in this research. In an IE study, the researcher stays 

completely grounded in the material world. Rather than seeking to understand what is 

happening theoretically or conceptually, the researcher concentrates on the concrete 

world of experiences, lived actualities, and the activities that informants are actually 

engaged in (Smith, 1999, 2005). The researcher must be careful not to be distracted or 

captured by apparently rational explanations or pre-established formulations. Instead, the 
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way that a topic is taken up in the literature is contrasted to informant accounts. To this 

end, I read a broad selection of materials, including research reports, opinion pieces, 

media stories, news headlines, government reports, health publications, memos, policies, 

and so on. At all times, my analytic attention was focused on the discourses and ideology 

embedded within the various writings, allowing me to distinguish the knowledge 

practices arising within informants’ everyday experiences from other locations. 

In Chapter 3, “Developing the Study: Through the Lens of Institutional 

Ethnography,” I lay out the methodology for the inquiry and describe fundamental 

characteristics such as the role of texts in mediating social relations, the way that work is 

understood in an IE study, and how institutional processes shape the everyday world in 

which medication work takes place. I also describe how I structured the inquiry to obtain 

research informants who could reliably inform this project, which enabled me to explore 

institutional ruling relations—the practices that dominate and activate things to happen in 

a certain way. 

Chapter 4, “The Everyday World of Medication Work,” is primarily 

ethnographic. I begin by introducing the process of medication work and describe how it 

actually happens in a typical, everyday hospital unit. I describe how medications are 

delivered to patients and explain some of the critical resources that are used in the 

process, such as the medication supply system. The purpose is to orient the reader to the 

milieu in which medication work takes place and to provide an organizing frame that will 

contextualize the subsequent analytic threads. I also bring in the key texts that are used to 

guide and organize medication work and illustrate how texts are connected to broader 

institutional frameworks and mediate local work practices. I lay the groundwork for an 
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important analytical thread in this chapter, beginning the exploration of standardization 

and the impact that stringent rules have on critical discretionary work. 

In Chapter 5, “Medication Work as Discretionary Practice,” I contrast the way 

that medication work is represented in the nursing and safety literature as a smooth, 

discrete, and linear process with the way it actually unfolds in practice. Embodied 

medication work is a multifaceted, messy, ambiguous, contingent process that is 

integrated seamlessly into other nursing work. I show how the ideological representation 

of medication work obscures much of what is actually happening and presents a 

unidimensional picture to others. As medication work actually unfolds in the everyday 

world, problems naturally arise. Nurses smooth over troubles using discretion, 

intelligence, and expert knowledge, but often in unsanctioned ways. Here I describe the 

social organization of difficulties that are created when attempts to strictly control and 

standardize medication work are made. 

In Chapter 6, “Standardization and the Discursive Construction of Rules,” I 

examine how ideological accounts of safety and quality dominate medication work, and 

how knowledge practices are discursively constructed and reproduced in nursing work. 

Discourses of safety and risk play a major role in the increasing standardization efforts 

currently seen in health care settings. Standard processes, constructed from outside the 

work, do not always achieve the outcomes they intend to realize. Nurses are committed to 

safety, but are not committed to following rules that do not accomplish safety in their 

everyday work with patients. In this chapter I show that nurses’ work processes are 

organized so that breaking the rules is the only way that nurses are able to activate critical 

discretion; in doing so, nurses run the risk of having their professional competence 
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judged harshly. Tightening standardization efforts and concerns about disciplinary 

sanctions work to constrain discretion. 

In Chapter 7, “‘The Right Patient’: An Analysis of the Social Organization of 

Knowledge,” I pick apart one of the cardinal rules of medication administration, the right 

patient rule. I examine the institutionally mandated process that is widely accepted as the 

best way to identify patients and show how the evidence underpinning this purported best 

practice falls apart when it is scrutinized. I also explicate the role that accreditation 

standards play in ensuring that rules for standard identification processes become and 

remain dominant. My data show that nurses do not identify patients the way that policy 

and standardized practices mandate. Moreover, nurses repair records so that textual 

accounts show that patients are identified according to standards. This creates an 

ideological circle, further reinforcing ideological practices of patient identification. 

In Chapter 8, “How Nurses Know “The Right Patient”: Continuing the Analysis 

of the Social Organization of Knowledge,” I continue the analysis of patient 

identification. I use empirical data to illustrate how the step-by-step process intended to 

identify patients in a consistent and standard way in order to keep them safe unravels in 

practice. The institutional process for identifying patients is logical in a theoretical sense, 

but in actual practice, the rationality breaks down. Rather than using the institutionally 

mandated process, nurses identify patients in ways that are not formally recognized, 

sanctioned, or approved. I show how patient identification work actually happens, and the 

troubles that arise when nurses attempt to follow the formal process. There is informal 

acknowledgment that it is nonsensical to adhere to the standard patient identification 

process in all circumstances, but nursing competence is measured against these formal 
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standards. This creates tension as the ideological world of standard practices and the 

everyday world of nurses’ work collide. 

Chapter 9, “Conclusions, Recommendations, and Implications for Research,” 

concludes this report. In this final chapter, I review the major findings emerging from this 

inquiry and highlight the most significant finding—the essential discretionary work that 

nurses are routinely engaged in to keep patients safe is seriously constrained by the 

stringent rules that dominate medication work and is in danger of being organized out of 

nursing practice. I link this finding to health care practice, discussing implications and 

recommendations for practitioners, organizations, and public policy. 
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Chapter 2: The Research Context: Discourse and Ideology 

In this chapter, I draw on nursing and health care literature to provide context, 

focus and direction for my research. My thinking was influenced by what I learned 

through this review, however, I was careful not to be distracted or sidetracked by the 

conceptualizations and rational explanations currently found within the literature. Instead, 

I was continually mindful of the need to consider the literature as data and context for my 

own research project. The body of literature addressing nursing and medications 

encompasses a broad range of topics including the pharmacological knowledge base 

necessary to work with medications, procedural rules and rituals, and essential cognitive 

skills. Although a wide array of topics is addressed, this body of literature is weighted 

heavily toward the exploration of medication error and is predominantly informed by 

scientific, technological, managerial, legalistic, and safety discourses. These discourses 

are realized in nursing practice and ensure a normative way of seeing, speaking, doing 

and thinking about medication work. In this chapter, I critically examine a selection of 

writing about nurses and medications, and highlight particular writings that informed my 

research in a significant way or contributed to the larger project of investigating the 

institutional shaping of nurses’ work. I conclude the chapter with a discussion of the 

contribution that my research will make to the body of knowledge addressing nursing 

work with medications. 

Nurses’ Work and Women’s Work 

The historical, dominant mode of defining work has restricted it to the waged 

sector, which more closely reflects men’s experience than women’s (Tancred, 1995). 

Although understandings of work are broadening, “historically, women’s work has been 
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especially unacknowledged and undervalued” (DeVault, 2008, p. 6). Nursing is 

commonly linked with women’s work, characterized by caring and natural feminine 

traits. Selberg (2013) maintained, “Nurses’ collective work identities are tied up with the 

project of normative femininity, which is associated with notions of respectability and 

responsibility” (p. 12). Whether paid or not, nursing work is often dismissed, essentially 

disqualifying it as real or as knowledgeable practice (Liaschenko, 1998; Vlasses, 1997). 

“The gendered nature of caring work is seen by many as a key to understanding the 

relative status of nursing” (Allen & Pilnick, 2005, p. 685) and has triggered efforts to 

legitimize nursing as a profession and scientific endeavour. When viewed through the 

dominant framework of rationality and science, caring work is largely invisible. 

Since some aspects of nursing work are not easily observable, they may become 

misunderstood, taken for granted, or not recognized as work by nurses and others. “While 

some nursing knowledge (and by extension, nursing work) is highly visible within the 

culture, retaining legitimacy and commanding a certain authority, large portions are 

invisible and silenced” (Liaschenko, 1998, p. 11). There is a large body of literature 

focused on components of nursing that are not readily visible (Campbell, 2000; 

McWilliam & Wong, 1994; Vlasses, 1997; Wolf, 1988). For example, in an ethnographic 

exploration of nursing assistant’s work in nursing homes, Diamond (1986) highlighted 

the invisible and unmentioned caring, emotion, and thinking work, which he referred to 

as essential to the job. He pointed out that the physical tasks are not only more visible to 

observers, but are also legitimized through formal accounts of work such as patient charts 

(Diamond, 1986). The important work of caring and thinking are “relegated to an oral 

tradition” (Diamond, 1986, p. 1292), in which is it erased from view. In another inquiry, 
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Jacques (1993) described similar findings and suggested that the problem for nursing is 

that when caring work is competently performed “it drops out of sight leaving no 

evidence that there was work to be performed in the first place” (p. 7). In light of this 

difficulty, much of what is understood about nursing is limited to “traces” that have been 

made available through the process of inquiry. The body of work highlighting invisible or 

taken-for-granted aspects of nursing work helped raise my awareness of and directed my 

attention toward knowledge practices that could easily go unnoticed. 

Defining Nursing and Nursing Work 

Despite several decades of scientific effort to describe and learn about what 

nurses do, a comprehensive analysis of nursing and nursing work remains elusive. 

Nursing is fluid and amorphous, rendering it difficult to articulate and represent. This 

difficulty is enhanced in contemporary health care systems of reform and restructuring as 

nursing work is characterized by relentless change. Language adds to the complexity, as 

there are no clear demarcations between terms such as nursing, nursing work, nursing 

practice, nursing roles, and so forth. Latimer (2000) summed up the quest for a definitive 

articulation of nursing: 

There is not a “thing” called nursing. Nursing is precisely local and specific, not 

standardized, and nursing can be many things: hesitant, incomplete, decisive, 

objective, subjective, concerned with dirt, with science and technology, with the 

heroic and the mundane, with bodies and with emotion and with thinking. (p. 3) 

Past conceptualizations of nursing as a calling and a vocation have given way to more 

recent understandings of nursing as a profession and a practice. Based on a decade of 

ethnographic research, Davina Allen (2004) maintained that the core nursing contribution 
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is that of “health care mediator” (p. 271), rather than caring within individualized patient 

relationships. As mediator, nurses are engaged in “bundles of activity” (Allen, 2004, 

p. 278) as they broker, interpret, translate, and reconcile the needs of the patient in 

response to the available resources and requirements of the health care organization. 

Other researchers suggested that a useful representation is “nursing as work” (Liaschenko 

& Peter, 2004, p. 492). In their view, work provides a way of revealing and critiquing 

nursing, capturing the material human activity and intellectual labour of nurses. This 

view was useful for my research, as work and material practices are central concepts 

within an IE project. 

Nurses’ Medication Work 

Nursing has a long history of association with medications, with the first recorded 

instance linking the two occurring in Hindu society in 2000–250 BC (Baker, 1995). The 

nature of the work, however, has changed considerably since it originated. In the 1830s, 

nursing education in relation to medications was peripheral, limited to techniques for 

making the medication palatable (D’Antonio, 2007). Along with education, practices of 

medication administration have also changed from arrangements using handwritten cards 

and the selection of drugs from a central supply source to sophisticated systems of 

computerized orders and pre-packaged medications. As systems have evolved, and 

medications have become entrenched as a dominant form of health care treatment, 

nursing work with pharmaceuticals has become much more complex and multifaceted. 

Health practitioners widely accept that work with medications is a vitally important 

element of nursing care and is foundational for entry into practice (College and 

Association of Registered Nurses of Alberta [CARNA], 2013). 
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Situating Medication Work in the Literature 

Although I use the phrase medication work to refer to the broad range of practices 

that nurses are engaged in, it only appears in one publication of which I was coauthor 

(Folkmann & Rankin, 2010). Typically, nursing work with medications is referred to in 

textbooks, policies, regulatory accounts, and the literature using the somewhat restrictive 

phrase medication administration. In its narrowest sense, medication administration 

refers to the technical, mechanical task of giving a medication to a patient, a minor part of 

what nurses do when working with medications. In many versions, the administration of 

drugs is represented as a sequential process consisting of a lengthy series of steps that 

nurses must follow, a skill composed of many other skills such as cognition and 

assessment, or as an intricate task occurring in stages such as transcription and 

administration (Grigg, Garrett, & Craig, 2011; Harding & Petrick, 2008; Perry & Potter, 

2009; Thomson et al., 2009). These descriptions imply that medication work will 

progress in a step-wise, straightforward, linear manner, a point of critique that I expand 

on in Chapter 5.  

There is growing recognition that the phrase medication administration does not 

capture the rich diversity of what nurses actually do when working with medications. For 

instance, Crouch, Crouch, and Chapelhow (2013) defined medication administration as a 

skill that involves a number of other skills, including cognition, decision making, 

assessment, interpretation of information, and so forth. They suggested that “medicines 

management” (Crouch et al., 2013, p. 3) is a more appropriate term to encompass the 

increasing roles and responsibilities of nursing medication work. Other authors called 

attention to essential cognitive components of medication management such as 
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anticipatory problem solving, the ability to make complex decisions, and the ability to 

exercise sound clinical judgement (Eisenhauer, Hurley, & Dolan, 2007; Manias, Aiken, 

& Dunning, 2004). These broader conceptualizations were useful for my own 

understanding of the medication work that nurses are engaged in. 

Discursive framing of medication work. The vast majority of the literature 

addressing nurses and medications sought to explain, predict, and control factors related 

to medication work, consistent with the post-positivist paradigm. In contrast, Cheek and 

Gibson (1996) and Gibson (2001) contributed rare critical analyses of the literature 

framing medication work. Cheek and Gibson conducted a comprehensive review of the 

literature regarding nurses and medications within a postmodern analytical framework. 

Their analysis yielded what they refer to as the “other” side of the literature, or the 

“implicit and hidden assumptions about nursing, power and knowledge that shape the 

disciplinary regimens associated with the nurses’ role in the administration of 

medications” (p. 83). In a discursive reading of the literature, Gibson argued that nursing 

practice with medications is largely shaped by discourses of biomedical science, law and 

management. Both works were extremely influential in my thinking about the topic, and 

raised my awareness of discursive practices. I build on Gibson’s work here to consider 

the competing and complementary discursive frameworks through which medication 

work is understood. In this project, I used Smith’s (2005) understanding of discourse, 

which she described as 

the translocal relations coordinating the practices of definite individuals talking, 

writing, reading, watching, and so forth, in particular local places at particular 

times. People participate in discourse, and their participation reproduces it. 

Discourse constrains what they can say or write, and what they say or write 

reproduces and modifies discourse. (p. 224) 
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In an IE study, examining “how people participate in discourse, how they talk about what 

they do, what texts they circulate, and what is reproduced in people’s labour, is of utmost 

analytical interest” (Bisaillon, 2012, p. 610). Nurses are both an inherent part of the 

discourse and are intrinsically caught up in the discursive frames that shape the dominant, 

taken-for-granted understandings of appropriate medication work.  

The discursive framework of biomedical science. Medications are equated with 

the ability to heal and cure and are linked directly to traditional empirical or clinical 

science. Pharmaceutical knowledge is built within rigorous frameworks of controlled 

clinical trials that rely on specific scientific methods. “We are inescapably constructed in 

the name of science because our predecessors have established, indeed enshrined science, 

as the vehicle in which our thoughts, desires, and acts as nurses must be carried” (Walker, 

1994, p. 49). These approaches to knowledge development determine the understandings 

that can be taken as “the truth,” and form the foundation upon which nursing medication 

practice has been built. 

Medications hold a privileged place within health care, dominating the terrain of 

medical interventions for treatment and retaining unquestioned authority. They are almost 

universally relied upon as the chief treatment for most conditions; this is evident in the 

more than 15,000 drug products licensed for use in Canada (Health Canada, 2014), the 

400 million prescriptions written (Health Council of Canada, 2007), and the funds (nearly 

one fifth of the total health expenditures) that are allocated to pharmaceuticals each year 

(Canadian Institute for Health Information [CIHI], 2013). Although the percentage of 

pharmaceutical expenditures dropped in 2013, Canadians still spent a record $30 billion 
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on prescription drugs in that year alone (CIHI, 2013). Medications clearly play a 

dominant role in health care treatment across the country today. 

Not only are pharmacological agents seen as potent interventions to treat illness, 

they are increasingly viewed as treatments for managing “normal” body functions such as 

sleeping, digestion, and so on (Hyde et al., 2006, p. 740). This is reflective of a more 

generalized trend in which “medical discourses operate to maintain, reproduce and even 

construct societal norms by medicalizing everyday social activities” (Hyde et al., 2006, 

p. 736). Given the pervasiveness and dominance of medications in health care, it is not 

difficult to appreciate the significance that nurses assign to their role with them in 

practice. For example, in Wolf’s (1988) ethnographic study of nurses’ work, she 

described how nurses regard medication administration as a “high priority nursing 

function” and as “a serious trust, shared with doctors” (p. 140). 

The pharmacological knowledge that is considered to be integral to safely 

administer medications forms a large part of the biomedical discourse shaping medication 

practice. Contemporary nursing education programs include instruction in pharmacology 

and medication administration procedures in order to prepare nurses to meet the 

knowledge standards set by professional regulatory bodies. In Alberta, registered nurses 

require knowledge of the actions, interactions, usual dose, route, effects and side effects 

of medications (CARNA, 2014a). Nurses are then expected to draw on this knowledge to 

monitor medication effect to inform their clinical decision making. With the myriad of 

drugs prescribed, changing technological practices, and different methods of preparing 

and administering medications, this can be a daunting task. 
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Researchers focused on evaluating the pharmacological knowledge of nurses have 

generally concluded that nurses have inadequate knowledge and need additional 

educational preparation (Akram & Mullen, 2011; Honey & Lim, 2008; Ndosi & Newell, 

2008). In one example drawn from this body of work, 98 nurses completed a 10-question 

unassisted recall exam based on medications they commonly administered (Ndosi & 

Newell, 2008). The exam was consistent with organizational expectations for safe 

practice and professional knowledge standards. Approximately three quarters of nurses 

scored seven out of 10 or lower, leading to the researcher’s conclusion that nursing 

pharmacological knowledge is inadequate. The implicit assumption is that performance 

on a 10-question unassisted recall exam realistically represents knowledge about 

medications and that achieving a low mark translates to safety risks in actual practice. 

Although these assumptions may well be valid, the link between performance on a 

pharmacology exam and medication safety must be interrogated more closely.  

The discursive framework of technology. Health care leaders have demonstrated 

a growing enthusiasm for technological solutions, which promise to significantly impact 

the safe use of medications. “Policy claims around innovation and technological 

adaptation usually convey an underlying tendency to view technology as a neutral 

instrument that creates efficiencies and is central to the improvement of health” (Sousa, 

2013, p. 133). Recent developments such as computerized physician order entry (CPOE), 

automated medication dispensing, and bar coded medication administration are all 

designed to improve medication safety, and are promoted as having the potential to ease 

workload concerns and free up time. With its seductive promise to improve safety and 

efficiency, technology has been embraced almost without reservation in health care 
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(Hughes & Blegen, 2008; Saginur, Graham, Forster, Boucher, & Wells, 2008). Currently, 

within Canada, there is a call for national action to improve the uptake of automated 

medication verification systems (ISMP, 2013a). 

A number of studies have demonstrated that technology has the potential to 

reduce medication errors (Bobb et al., 2004; Cescon & Etchells, 2008; Foote & Coleman, 

2008; Menachemi, Saunders, Chukmaitov, Matthews, & Brooks, 2007). For example, 

Bobb et al. (2004) evaluated the effectiveness of CPOE, a computerized application with 

structured order entry and integrated clinical decision support systems. The researchers 

conducted their study in a 700-bed medical centre, collecting copies of all physician 

orders that contained a prescribing error that required pharmacy intervention to correct. 

Each potential error was evaluated for type, severity, and cause and was rated for 

potential CPOE benefit. The researchers found that while prescribing errors were 

common, 65% were likely to have been prevented with a CPOE application (Bobb et al., 

2004). 

Other studies have shown that error rates are not improved by the introduction of 

technology, or that error rates improve in one area, but new sources of error are created 

instead (Bedouch et al., 2009; Carayon et al., 2007; van Onzenoort et al., 2008). In one 

example, Bedouch et al. (2009) conducted a prospective study over an 18-month period 

of time to describe and estimate the incidence of preventable medication errors in 

medical wards equipped with a CPOE system. The researchers found that medication 

errors are common even with an established CPOE system, possibly because of the 

detailed data collection method used in the research and close pharmacist monitoring 

allowing for enhanced detection of errors (Bedouch et al., 2009). Moreover, the authors 
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established that while CPOE systems decreased errors created by incomplete or illegible 

medication orders, they also generated a large number of errors such as mistiming of 

medications, duplicate orders, and selection of the wrong drug. Additionally, prescriber 

attention to the numerous alerts and warnings produced by the CPOE system waned over 

time and repeated exposure, which could lead to inappropriate alarm overrides (Bedouch 

et al., 2009). The evidence supporting technological developments has been conflicting at 

best. Despite widespread implementation of technologies, few improvements in patient 

outcomes have been reliably demonstrated (Ranji, Rennke, & Wachter, 2014; Wulff, 

Cummings, Marck, & Yurtseven, 2011). 

The introduction of technologies can have an impact on well-established work 

processes, particularly when new tools are launched without consulting the people who 

will actually be using them and when there is insufficient time for health care 

practitioners to become familiar with the proper use (Canadian Nurses Association & 

University of Toronto Faculty of Nursing, 2004). Practices develop when nurses “work 

around” problems that arise as they attempt to adjust to new processes that are imposed 

with the launch of technological developments (Vogelsmeier, Halbesleben, & Scott-

Cawiezell, 2008, p. 115). Rack et al. (2012) defined workarounds as “staff actions that do 

not follow intended workflow or intentions of the system design” (p. 233). For example, 

in a study evaluating the outcomes following the introduction of bar coded medication 

administration, researchers discovered a number of workarounds such as the 

administration of medications without scanning the code or handing off of medications to 

another person to give (Carayon et al., 2007). Rather than simply breaking the rules, as it 

may appear with a superficial analysis, nurses developed these strategies in order to work 
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with the technology (e.g., times when there were only two functional scanners for four 

nurses, or when the scanner screen timed out too quickly). Workarounds are a common 

response when medication administration technologies are launched. In an evaluation of 

the research evidence examining the relationship between technology and preventable 

medication errors, Wulff et al. (2011) established that a majority of the studies included 

in their review reported the development of workarounds. 

When evaluating technologies, it is imperative to consider the impact on patients 

and patient outcomes as well as on nursing work. Sandelowski (2000) referred to the 

“paradox embedded in technologies” (p. 85), using the introduction of the telephone to 

illustrate her point. The telephone was originally conceived as a means of rapid, targeted 

communication intended to bring people into closer contact with one another. Although 

the telephone may have accomplished this, this technology also enabled the development 

of “distance nursing . . . whereby nurses and their patients no longer occupy the same 

physical space” (Sandelowski, 2000, p. 85). Toman (2007) also cautioned that technology 

is imperfect, and appealed to decision makers to consider how caregiving and nursing 

work can be complicated with the introduction of technology: 

Nurses need to question seriously what is gained and lost as they take on and let 

go of technologies. They need to consider what kinds of knowledge will be 

needed and how best to develop it. Finally, they need to reflect how changes 

might complicate caregiving and nurses’ work. (p. 252) 

In growing recognition that the value and usefulness of any technology is dependent on 

more than its apparent benefit, Barber, Cornford, and Klecun (2007) recommend a socio-

technical evaluation approach. This framework considers not only the technical 

performance of technology, but also the “changes to the delivery of care and work 



24 

practices, as well as the longer-term prospects of a system and its sustainability within 

organizational contexts” (Barber et al., 2007, p. 272). 

The discursive framework of management. Efficiency and cost effectiveness are 

topics of compelling interest within the management framework. Influences such as a 

serious nursing shortage, budgetary constraints, and health care reform measures have 

resulted in widespread acceptance of new public management principles within health 

care management, producing private sector governance models within public sector 

health care organizations (Evetts, 2009; Selberg, 2013). As a result, administrators place 

particular emphasis on the quantification of nursing work, arising out of economic 

restrictions and the desire for increased managerial control over all health care resources, 

including nursing time. 

Medication work is one aspect of nursing practice that has been quantified 

through time-motion studies, which reveal the frequency and time intensive nature of the 

activity. Various data-collection methods have been used to gather information about use 

of time, including direct observation (Jinks & Hope, 2000; Lundgren & Segesten, 2001), 

personal report (Burke et al., 2001; Furaker, 2009), and work sampling instruments 

(Hendrickson, Doddato, & Kovner, 1990; Westbrook, Duffield, Li, & Creswick, 2011). 

Generally, findings from these studies capture the amount of time spent on various 

predetermined activities such as direct patient care, medication administration, shift 

reports, personal activities, and so on. Numerous studies demonstrate that nurses spend a 

significant proportion of their time working with medications (between 13–40%), more 

than the amount of time spent on physical care, communication, or documentation 

(Fowler, Sohler, & Zarillo, 2009; Keohane et al., 2008; Thomson et al., 2009; Westbrook, 
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Ling, Georiou, Paoloni, & Cullen, 2013; White, Jackson, Besner, & Norris, 2013). For 

example, in a Canadian study of nurses in long-term care settings, researchers measured 

the time spent on different aspects of medication administration and found that preparing 

and providing medications were the two most time consuming phases (Thomson et al., 

2009). These researchers also found that interruptions occurred in the vast majority of 

medication administration events (79% of the time) and accounted for 11.5% of the total 

time required for medication administration (Thomson et al., 2009). Thomson et al. 

(2009) also suggested dedicated medication administration (one nurse giving all 

medications) could reduce interruptions and thus the time spent on medication 

administration activities. 

Other studies have examined the work systems of nurses and establish that nurses 

require a significant amount of time to resolve procedural breakdowns, manage 

interruptions, and compensate for operational failures (Ebright, Patterson, Chalko, & 

Render, 2003; Tucker & Spear, 2006). For example, work may be disrupted as the nurse 

waits for medications to arrive from pharmacy, searches for the correct measuring cup, 

obtains the key to the narcotics supply, replaces a malfunctioning intravenous (IV) pump, 

and so on. Nurses “waste a lot of valuable time managing and working around systems 

that create, rather than support work” (Ebright et al., 2003, p. 54). 

The information from time-motion studies can be used to examine work processes 

and identify improvements that can increase efficiency, a major aim of all inquiries of 

this type. For instance, if the negative impacts of operational failures and interruptions 

are understood, they can be eliminated rather than relying on the nurse to work around 

inefficient processes. Although the findings are valuable, they do not provide a complete 



26 

portrayal of nursing medication work. Time-motion studies rely on behaviours that can 

be easily observed and quantified, but fail to capture medication work in its totality. For 

example, there is a great deal of cognitive work that rests behind nurses’ involvement 

with a patient’s medication. This work is linked into what is happening both with the 

patient and in the setting, going beyond biophysiological understanding of the medication 

and its intended and unintended effects. 

Other management technologies (such as patient classification systems and care 

pathways) that attempt to quantify nursing work have been introduced (Campbell, 1994; 

Mykhalovskiy, 2001; Rankin & Campbell, 2006). The earliest of these technologies, the 

patient classification system, is a way that nursing work has been objectified and rationed 

according to predetermined patient needs. For example, a patient classification system 

assigns points for important tasks such as giving medications, cleaning or moving the 

patient, but does not include other vital work such as the getting and giving of 

information or coordinating necessary services. Points are tallied, and scores are then 

used to determine the “amount” of nursing care that is required. In this way, the use of 

time can be closely monitored and controlled. As with other systems that attempt to 

quantify the richness and diversity of human experience, patient classification systems 

cannot capture emotional needs, unpredictable events, or other intangible aspects that rely 

on in-the-moment nursing judgment. Another major concern is that as technological and 

managerial practices enter into and change nurses’ work, professional autonomy and 

discretionary decision-making diminish, essentially removing the nurse from the picture 

(Allen & Pilnick, 2005; Campbell, 1994). Rankin and Campbell’s (2006) work provided 

an illustration of this point. In their narrative of an orthopedic patient who was scheduled 
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to be discharged in accordance with the total hip replacement care pathway, nursing care 

was disrupted by the efficiency, cost-containment discourse. The patient and family had 

serious concerns about their readiness and ability to manage at home. Although the nurse 

also recognized that the couple was not ready to go home, her choices were constrained 

by the organizational structures and processes (external to nursing work) that dominated 

her thinking and approach, and the patient was discharged home (Rankin & Campbell, 

2006). 

Research attention has also been focused on the complexity of nursing work and 

the roles and functions that are most appropriate to maximize the effectiveness of the 

nursing team (Besner et al., 2005; Ebright et al., 2003; White et al., 2009). In an 

important workforce utilization project, White et al. (2009) studied the work of registered 

nurses and health care aides to determine the impact of job redesign on selected outcomes 

such as patient satisfaction. The authors determined that a good deal of what nurses do 

(primarily tasks and activities to meet patient’s physical needs, including medication 

administration) could be completed by other members of the health care team, while 

other responsibilities (such as patient assessment) do not receive enough attention (White 

et al., 2009). 

Discourses of safety and risk. Safety has a long-established history as a priority 

concern for health care professionals, dating back to the founders of modern medical and 

nursing practice (Baker & Norton, 2003; Ballard, 2003). The Hippocratic Oath for 

physicians (“Oath of Hippocrates,” 2002) and ethical codes for nurses (e.g., Canadian 

Council for Practical Nurse Regulators, 2013; CNA, 2008a) establish safety as a 
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fundamental mandate and implicitly acknowledge that there is an element of risk in 

health care practice.  

Although safety has always been a significant concern for health care 

professionals, its prominence in public and political realms has a much more recent 

history. Igniting the alarm was the landmark study by the Institute of Medicine, which 

estimated that as many as 98,000 Americans die in hospital each year as a result of errors 

rather than illness (Kohn et al., 2000). In this country, it is calculated that between 9,000 

and 24,000 Canadians die each year as a result of preventable medical errors (Baker et 

al., 2004). Concern skyrocketed as these and similar reports were disseminated in the 

mass media with intense focus on high-profile, catastrophic, but rare events (Brown et al., 

2008; McDonald, Waring, & Harrison, 2006; Storch, 2005). In addition to the human 

costs associated with unsafe care, the economic fallout and expense of escalating 

litigation also generate alarm (Attree & Newbold, 2009; Holme, 2009). Although the 

concerns are certainly valid, empirical measurements that construct health care as 

inherently dangerous strengthen the position the discourse of risk currently holds. The 

threat of harm is a significant influence within health care today, and forms the basis of 

the exponential growth of the rules that characterize nursing work. 

Discourses of safety and risk are compelling for health care professionals who 

strive to provide safe care and avert the unnecessary human cost and suffering that 

patients endure in the course of their engagement with the health care system. There is no 

question that people deserve and expect to have a health system that can be trusted to 

provide safe and effective care; this is a long-standing priority for health care providers in 

their everyday work with patients. More recently, stakeholders in every sector of the 
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system around the world, including international organizations, government leaders, 

policy makers, accreditation and professional associations, regulatory bodies, health care 

organizations, direct care providers, safety experts, journalists, and members of the public 

strive to make the health system safer. Position statements and action plans have 

proliferated, as safety initiatives are receiving unprecedented attention in policy, research, 

education, and practice arenas (Canadian Patient Safety Institute, 2004; ISMP, 2002; The 

Joint Commission & The Joint Commission International, 2007; Wade et al., 2002; 

World Alliance for Patient Safety, 2004). 

Safety initiatives are primarily framed by aggregated data sets tracking errors and 

adverse events and are increasingly focused on systems influences. Within a systems 

framework, multiple, interrelated, complex, integrated factors are understood to foster the 

conditions that increase the likelihood of an error. Moreover, the factors at play are often 

embedded in processes and the larger system within which the person functions, rather 

than solely attributable to individuals (McClanahan, Goodwin, & Perlin, 2011). A 

growing body of literature suggests that quality and safety can be improved within health 

care organizations by establishing a safety culture (Halligan & Aleksandra, 2011; 

Sammer, Lykens, Singh, Mains, & Lackan, 2010; Weaver et al., 2013). Although there is 

a considerable variability in defining safety culture, the most commonly agreed upon 

dimensions are the commitment to safety by organizational leaders, teamwork, open and 

trusting communication, a commitment to organizational learning, and a non-punitive 

approach to error reporting and analysis (Halligan & Aleksandra, 2011). In a 

comprehensive review of the culture of safety literature focused on hospitals in the 

United States, Sammer et al. (2010) generated a conceptual framework and typology in 
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an effort to bring more clarity to the concept of safety culture. They concluded, “Safety 

culture is a complex phenomenon that is not clearly understood by hospital leaders, thus 

making it difficult to operationalize” (Sammer et al., 2010, p. 156). 

Despite all the attention, patient safety, and particularly how to achieve it, is not 

well understood. A plethora of definitions exist, as researchers and others attempt to 

understand what safety is and how it can be assured. Generally, patient safety is 

conceptualized inversely, as the absence of injury related to unsafe acts. The way that 

safety is thought of is not inconsequential, as differences in conceptualization shape 

policy directions as well as the initiatives that are funded and supported in health care 

organizations, which influence what all stakeholders within the health care system think, 

say, and do. This is ultimately how discourse comes to dominate thinking, produce 

particular ways of doing things, and leads to certain discursive practices.  

Due to the way it is framed, many research and quality improvement projects 

concentrate on measuring adverse events, harm, and medical error. There is an intuitive 

logic to the absence of harm approach, because injury that results to patients as a 

consequence of their engagement with the health care system is often highly visible and 

is obviously counter to safe practice. However, the approach is also problematic because 

of the well-known obstacles in detecting and reporting adverse events (Aspden, Corrigan, 

Wolcott, & Erickson, 2004; “Pump Up,” 2009), the difficulty in recognizing more subtle 

forms of harm such as delays in pain management or complications as a result of too 

early discharge (Burroughs et al., 2007; Storch, 2005), the many gaps in knowledge and 

unknowns that persist in the science of safety (Pronovost, Miller, & Wachter, 2006; 

Richardson & Storr, 2010), and the lack of attentiveness to the ongoing, everyday safety 
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work of direct care providers. It is clear that other forms of knowledge are necessary to 

build on what is already known and to help fill the gaps in what is currently understood 

about safety. In Chapter 6, I continue the analysis of selected safety literature, 

concentrating more specifically on medications and how the safety discourse influences 

the construction of rules and procedures for medication work. 

Legal discourse. In contemporary health care settings, a powerful legal discourse 

permeates health care policy and practice. Nurses’ regulatory organizations and 

employers establish the legal responsibilities and constraints that nurses are expected to 

work within (CARNA, 2011; Canadian Nurses Protective Society, 2007). This discourse 

upholds nurses’ obligation to prevent mistakes and results in a heavy emphasis on 

procedures and behaviours that are thought to make the practice of medication 

administration error free (Wolf, 1988). As legal discourse continues to infiltrate nursing 

practice, health care leaders generate a concurrent proliferation of rules in order to 

manage risk, including the five rights of medication administration (right person, right 

drug, right amount, right time, right form), the three-times check (checking for all of the 

five rights when removing the medication from stock, when preparing it, and prior to 

administering it), and other standardized procedures (O’Byrne, 2008; Vaughan, 2005). 

These rules are intended to ultimately protect patients, but do not remain pure, as 

they also function within a professional and organizational risk management framework 

in order to protect people and the systems within which they practice (Heimer, Coleman 

Petty, & Culyba, 2005). Using a Foucauldian discourse analysis, Cheek and Gibson 

(1996) suggested that the rules and procedures surrounding medication administration are 

a manifestation of power relations (technologies of power) and serve to control nursing 
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practice by demanding strict adherence to particular practices. Many of these practices 

derive from the legal discourse and are sustained through fear of litigation and personal 

or professional liability for the nurse. These technologies of power “act to sustain, 

reproduce and maintain the status quo as they become technical instruments by which 

nursing activities are dictated, investigated or appraised and thus controlled, regulated 

and monitored” (Cheek & Gibson, 1996, p. 85). Normalized practices such as the five 

rights (CARNA, 2014a), the three-times check (Bunker Rosdahl & Kowalski, 2012), and 

other standardized legal practices that are designed to eliminate errors serve to establish 

legal precedent that are used to scrutinize and evaluate prudent nursing practice, and have 

produced the “docile nurse” (Cheek & Gibson, 1996, p. 86). The historical practice of 

implicating nurses in all medication errors by virtue of the act of administration can be 

considered a disciplinary technique. 

These rituals in effect serve to act as mechanisms by which nurses can and do 

police one another, and reinforce the notion of control and docility. . . .The fact 

that nurses themselves are willing to accept responsibility and shoulder the blame 

for medication errors when they have no control over many of the factors 

influencing error occurrence is, at least in part, a reflection of the power relations 

in the healthcare system, and the development of, at least to some extent, the 

docile nurse. (Cheek & Gibson, 1996, p. 87) 

Nurses do not always conform to the standardizing, normalized practices that 

permeate their work, however. It would appear from the literature that adherence to 

policies and systematic processes is poor (Alper et al., 2012; Kim & Bates, 2012; O’Shea, 

1999; Pape, 2003). Deviation from policy is automatically linked to an increased 

incidence of error in legal discourse. “This failure of hospital staff to adhere to hospital 

policy is disturbing. It indicates that staff are endangering patients’ welfare and raises 

doubts as to accountability to the patient and employer” (O’Shea, 1999, p. 501). Other 
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researchers strongly advocate for a no-blame approach when people deviate from rules. 

For instance, Alper et al. (2012) examined nurses’ self-reported violations of medication 

administration procedures in two paediatric hospitals. They reported that nurses 

knowingly and routinely violate procedures when the reality of the clinical situation does 

not match the medication administration rule (Alper et al., 2012). Alper et al. concluded 

that “violations are to be expected” (p. 414) and more importantly that “violations do not 

imply less safety; violations may reduce, have no impact on or even improve safety” 

(p. 414). 

Summary 

In this chapter, I examined a selection of the literature that concentrated on nurses 

and medications, with the intent to produce context for my research project and to 

summarize what is currently known about the topic. Furthermore, the selected literature 

was an important source of data for my project, as this review enabled me to discover 

what was written about nurses and medications, whose voice was represented in 

academic writings, and what was left out of the conversation. The vast majority of the 

literature has drawn on the post-positivist paradigm, building an account of medication 

work that is partial and limited, but given unquestioned authority (Folkmann & Rankin, 

2010). The knowledgeable practices of expert nurses at the centre of medication work 

rarely appeared in this account. 

Although a variety of perspectives are noted in what is written, the “voice of the 

nursing profession is not well represented” (Harding & Petrick, 2008, p. 44). In her 

comprehensive review of the literature, Gibson (2001) noted that while the voice of the 

clinical nurse is represented in some writings (most notably qualitative studies and non-
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research based writing such as letters to the editor), this form of knowledge is often 

discounted as inconsequential. Cheek and Gibson (1996) concurred with this analysis and 

noted, “The absence of the voice of the clinical nurse in the literature, and the privileging 

of other voices, for example administrators, pharmacists and doctors, means that much of 

nursing’s activities in relation to medications remains hidden” (p. 85). 

To illustrate this point, I draw on a publication addressing the preparation of 

injectable medications in clinical areas, written by Beaney (2010), a scholar in the United 

Kingdom with a pharmacy background. Beaney noted that despite the recommendation 

that all injectable medications be prepared in pharmacy, where risks of medication error 

and microbiological contamination are lower, a significant number of preparations are 

still carried out in clinical areas by nurses as a consequence of limited pharmacy 

resources. From Beaney’s perspective, the preparation of injectable medications outside 

of pharmacy cleanroom space is problematic because true asepsis is difficult to achieve in 

clinical areas, and because the risk of medication errors is higher. Based on this 

understanding of the problem, a standard operating procedure was implemented to 

provide guidance to nurses about how to prepare injectable medications in clinical areas 

(Beaney, 2010). What is missing from this account is the perspective of nurses, who are 

most closely impacted by the decisions to prepare injectable medications outside of the 

Pharmacy department (generally at times when Pharmacy is closed) and to implement a 

standard operating procedure that may or may not be difficult to incorporate into existing 

work practices. I want to make it clear that my critique is not directed at this particular 

author, but is a more general critique of the partial representation of viewpoints within 

the literature. Furthermore, much of the knowledge that is generated about nurses and 
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medications is produced through the utilization of aggregated data sets and other health 

informatics technologies. Data that are amassed in this way can be enormously helpful in 

understanding medication practice, but fail to capture the intricate actuality of medication 

work that can be generated by observing and talking to nurses in direct practice. 

What I learned from critically analyzing a selection of the literature pertaining to 

nurses and medications supported the decision to use an alternate approach that grounds 

the research in the interests and relevancies of nurses. Adopting an ontological position 

inside the materiality of nurses’ practice results in a different way of knowing, beginning 

in the expert knowledge that nurses have of their own work. An IE lens also produces a 

partial and limited view, but it is a different view, supplementing what is currently 

known. In the next chapter, I lay out the methodology underpinning this project and 

describe how an IE lens opens up nurses’ medication practices for empirical 

investigation, bringing the taken-for-granted social organization of medication work into 

focus. 
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Chapter 3: Developing the Study: Through the Lens of Institutional Ethnography 

IE allowed me to explore the original puzzle that sparked this research from the 

entry point of nurses as they went about their everyday medication work. Beginning in 

the medication practices of nurses, I empirically explored and traced the social relations 

underpinning and organizing their experiences. In this chapter, I examine the theoretical 

framework that shapes an IE research project and describe how that framework guided 

every phase of this inquiry. Drawing from the ontology, I describe particular strategies 

that enabled me to capture accounts of medication work that could reliably inform the 

research. I also include selected examples from the published literature to illustrate the 

diversity of the approach to IE and explain how they have informed my thinking about 

how to conduct this investigation. 

Core Ontology 

The core ontology that informs an IE investigation directs researchers to focus on 

the social, and how the social can be found in the way it coordinates the actual doings of 

people. Essentially, the social is taken up to mean that the person is in a particular 

location, in his or her body doings things, coordinated across time and space by the 

doings of others (Smith, 1987, 2005). The social happens and is happening as  

an ongoing historical process in which people’s doings are caught up in and 

responsive to what others are doing; what they are doing is responsive to and 

given by what has been going on; every next act, as it is concerted with those of 

others, picks up and projects forward into the future. (Smith, 2005, p. 65) 

Social relations are dynamic and connect people together in a sequence of actions, 

coordinating people’s activities on a large scale. This occurs across multiple sites, 

involving activities of people not known to one another. An example of a livestock 

producer in Central Alberta will serve to illustrate how the social is coordinated. The 
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livestock producer looked after and fed her cattle daily, until one day she loaded them 

into a trailer, drove them to the auction market in the nearest town, and sold them. That 

particular local actuality (selling cattle) can be traced to conditions such as the spring 

weather in Alberta, the high cost of feed, the difficulty finding good feed locally, the 

cattle prices here and in the United States, marketing of beef in supermarkets, the trade 

agreement that allows for free flow of cattle across international borders, and so on. The 

moment the livestock producer sells her cattle is connected to other moments, past and 

future, and other people (such as the consumers who buy steak in the supermarket) who 

are part of an extended chain of social relations. Some of these relations are visible and 

apparent to the livestock producer who is both a part of them and caught up in them, but 

other social relations are obscured from her view. Observing the livestock producer in her 

particular location and tracing the links between what is actually happening (selling cattle 

on a particular day) to how that happening is organized is a key aspect of IE and is 

perhaps the most distinctive and compelling feature. “The power of institutional 

ethnography lies in its ability to link local experiences to broader social and global 

processes, which are not immediately apparent at the local level” (Ng, 2006, p. 186). 

Through inquiry, the researcher can achieve an enhanced understanding of how things 

work, how they are organized, and how they are linked in order to shape and dominate 

people’s lives in multiple locations. 

Due to its focus on the complex of interrelated processes and relations of a 

particular institution, IE is well suited to explore multifaceted fields of activity (such as 

medication work) that intersect regulatory, professional, and other boundaries. The 

epistemological and ontological underpinnings of IE set the basic framework for research 
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design and provided direction to explore the original puzzle that sparked this research. 

Moving past the original puzzle that generated this inquiry, I embarked on a process of 

discovery that enabled me to sketch out how medication work happens and to unravel 

various complexities and tensions that are inherent in it. 

Historical Evolution 

The emergence of IE is a somewhat recent event in the history of knowledge 

development. Smith’s (1987, 2005) project to re-make sociology originated through her 

thinking about her own life experiences, her developing feminist consciousness, and her 

concern over the lack of space for women within sociological discourse. From its 

inception, IE was intended “for people” to disrupt ways of knowing about the world that 

worked to exclude or oppress women (Frampton, Kinsman, Thompson, & Tilleczek, 

2006). 

In addition to her own life experiences and her developing feminist 

consciousness, Smith (2004) described the way her thinking was “profoundly influenced” 

(p. 445) by her understanding of the materialist method proposed by Marx. Marx’s 

materialism represented a shift from objectification and abstraction to what people do in 

the world, “a materialism of sensuous human activity” (Smith, 2004, p. 448). IE draws on 

additional Marxist concepts such as the theory of alienation, or the idea that those who 

are excluded from the production of knowledge and ideology are controlled to work in 

ways that isolate them from their own experiences (Harrison, 2006). Smith (2005) also 

drew on the Marxist notions of class, capitalism, and ruling to formulate the idea of 

“ruling relations” (p. 10). Relations of ruling are the 

extraordinary yet ordinary complex of relations that are textually mediated, that 

connect us across space and time and organize our daily lives – the corporations, 



39 

government bureaucracies, academic and professional discourses, mass media, 

and the complex of relations that interconnect them. (Smith, 2005, p. 10) 

These relations penetrate deeply to shape, dominate, and organize the lives of people, 

often in ways that are invisible to them. In Smith’s (2004) view, the materialist method 

allows for an understanding of how ruling works in our daily lives and how people 

themselves are implicated in ruling. 

Along with the emergence of the women’s movement, interest in opening up the 

authoritative and accepted ways of knowing helped Smith’s mode of inquiry to gain 

momentum (DeVault & McCoy, 2006). Although originally conceptualized as a feminist 

methodology, IE has attracted wide interest across disciplines and has evolved into “a 

sociology for people” (Smith, 2005, p. 1). It is particularly appealing to researchers who 

desire to reveal practices that dominate and subordinate others. 

Epistemological Shift 

IE differs epistemologically from many approaches in the rejection of objective 

accounts, in which  

objective knowledge is no longer “the truth.” Rather, it is a form of knowing used 

to rule society. . . . This approach is grounded in her [D. E. Smith’s] studies in the 

social organization of knowledge which make it conceptually possible to 

juxtapose objective knowledge of a politico-administrative régime over against 

the locally-organized, reflexive knowledge of individuals in the everyday world. 

(G. W. Smith, 1995, p. 633) 

As such, knowledge claims—what can be known—originating from various locations are 

frequently a contested terrain where some forms of knowledge dominate others (Dyjur, 

Rankin, & Lane, 2011). 

Standpoint. Standpoint is the methodological resource that allows the researcher 

to learn from people’s experience, beginning with the active, embodied, located knower. 

Standpoint can be thought of as an “orienting device” (L. McCoy, personal 
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communication, March 1, 2009) that allows the researcher to gaze outward from a 

particular location. Within this view, standpoint is simply a place to begin, an 

epistemological and methodological starting point, grounded in the experiences of 

people. What people know and what can be seen from where they stand is of particular 

interest to the institutional ethnographer. As D. E. Smith (1990) maintained, “The only 

way of knowing a socially constructed world is knowing it from within. We can never 

stand outside it” (p. 22). This view of standpoint does not privilege a knower, but 

“anchors the research in the relevancies of a particular group” (DeVault & McCoy, 2006, 

p. 32). The institutional ethnographer will seek out many perspectives and listen to many 

stories in order to illuminate the relevant social relations that impact the particular group 

under study. 

Experience. People (referred to as informants within IE) and their experiences are 

central to this method. Although informants are understood to be experts or authorities in 

their own lives, the researcher is not trying to understand the experience itself or to 

discover patterns or themes that might be embedded within experience. Instead, IE is 

oriented toward examining the accounts ethnographically to explore the social relations 

and organization that gives rise to that experience (Smith, 2005). 

I anchored this inquiry in the everyday experiences of professional nurses—

registered nurses (RNs) or licensed practical nurses (LPNs)—working with medications, 

outside of the institutional complex governing medication work. While I began the 

inquiry by exploring the experience of nurses, it is important to note that the institutional 

processes were the objects of my investigation rather than the perspectives of nurses. 

Taking the standpoint of nurses does not imply that all nurses share similar experiences, 
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but that their experiences are part of the same institutional complex, which can be 

explored in the way they talk about and conduct their work. From this point of entry, I 

was able to look from where nurses stand into the complex interwoven web of social 

relations organizing their lives and work across multiple locations. 

Positioning as researcher. Within an IE framework, the researcher does not align 

with neutrality or detachment in an attempt to be objective and bias free (Smith, 1987, 

2005). Instead, the researcher is explicitly positioned side by side with the person as 

subject. This is not viewed as a problem of bias, but is simply a recognition that neutrality 

is not possible and that where the researcher is positioned determines what can be seen 

and known (Campbell & Gregor, 2004). 

In taking the standpoint of nurses in this research, I aligned myself with them, and 

committed to understanding medication work in order to extend their everyday 

knowledge. My personal work knowledge as an experienced nurse was a resource in this 

inquiry. I was not a naïve observer, totally unfamiliar with nursing work and health care 

delivery. I entered the research project with thoughts, ideas, preconceptions, and 

understandings already partially formed. Instead of striving for neutrality, I oriented to 

staying grounded in actualities, remaining open to seeing and understanding the actual 

practices and activities that nurses were engaged in as they worked with medications. 

This stance was essential to assist me in remaining open to learning beyond the discourse 

and preconceived understanding derived from the literature and my own personal 

knowledge. 
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Ontological Shift 

The ontology of IE is represented in the rejection of speculative accounts; 

consequently, researchers avoid the conceptual leap into theorizing and philosophy, 

staying completely grounded in what is (Smith, 1987, 2005). Institutional ethnographers 

see the world as a material place of activities and actions that are always interconnected 

with other activities in sequence. The dominance of theory is rejected so that instead of 

searching for a theoretical explanation of events the researcher concentrates selectively 

on lived actualities—what is happening and how it happens in the everyday world 

(Smith, 2005; see also Campbell, 2003). In contrast to the materialist ontology, D. E. 

Smith (1990) noted that ideology  

can be viewed as a procedure for sorting out and arranging conceptually the living 

actual world of people so that it can be seen to be as we already know it 

ideologically . . . ideological practices are at war with a knowledge – or perhaps 

better, a knowing – that begins from the site of people’s experience. (pp. 42–43) 

In the analytic chapters that follow, I use this understanding of ideology and ideological 

practices to illustrate how medication work is known theoretically and categorically in 

the main part. I aim to provide a different account of medication work, beginning from 

the site of nurses’ knowing. 

Taking the standpoint of nurses reinforced my commitment to produce knowledge 

that is grounded empirically in actualities. Consistent with an IE approach, I considered 

nurses to be authorities on their work with medications, and I was committed to learning 

about the actualities of that work from them. McCoy (2008) advised that it is “important 

for researchers to begin, as much as possible, outside of academic theories, professional 

discourse, or administrative categories” (p. 704). This helps the researcher to be open to 

learning from actualities, beyond what he or she already knows how to think, speak, and 
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act. While I was familiar with much of the literature addressing medication work before I 

began this inquiry, I attempted to free myself from academic and professional discourses, 

watch closely for material practices, and listen “around and beyond words” (DeVault, 

2002, p. 89) to what nurses said about their work.  

I found it quite difficult to do this at times. For instance, as I was developing my 

analysis and thinking about what I had seen in the field, I was categorizing various 

observations as interruptions to medication work before recognizing that sorting these 

episodes of practice and labelling what I saw as interruptions was a conceptualization of 

nursing work that is commonly found in the literature. That critical realization helped to 

ground me back in actual material practices and avoid reverting to ideological 

representations of what medication work is “supposed to” look like. I found myself 

slipping back into that sort of conceptual practice at times, and had to make a 

concentrated effort to reframe my thinking so that my analytic attention was focused on 

the ways in which nurses were organized to think and the actual practices that 

characterized their work. 

Generous Conception of Work 

Work serves as a significant orienting device in IE (McCoy, 2006). With 

unwavering attention to material practices, work is conceived broadly as “what people do 

that requires some effort, that they mean to do, and that involves some acquired 

competence” (Smith, 1987, p. 165). Within this conceptualization, work also 

encompasses the taken-for-granted, body-memory-based practices that are nearly 

automatic but are intentional nevertheless (L. McCoy, personal communication, October 

17, 2014). This generous conception of work helps the researcher to stay grounded in 
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actualities and to avoid moving into conceptualizations. Although formal job descriptions 

and policies provide some insight into institutional understandings of what people do, an 

IE inquiry focuses more closely on the everyday actions and activities of people.  

Using a generous conception of work in this inquiry, I was able to draw attention 

to medication practices that may not be thought of as work within traditional 

conceptualizations and uncovered activities that may not be widely known to others. For 

example, the activities involved when searching out a medication that is not in supply 

(i.e., looking in a variety of places where stock medications may be kept, borrowing the 

medication from another person’s supply, borrowing the medication from another 

hospital unit, calling family members to see if the medication can be brought from home, 

calling pharmacy staff to dispense the medication) are not traditionally thought of as 

work, and do not appear in formalized job descriptions or writings about nurses’ 

medication work. The broad descriptions that appear in this thesis help to make ordinary 

yet essential medication work processes known and visible. More importantly, a more 

nuanced articulation of nursing medication practice can assist others to appreciate and 

anticipate the impact that changes such as the introduction of technology or 

organizational restructuring might have on poorly understood work processes. For 

instance, the introduction of bar coded medication technology to reduce the number of 

medication administration errors has created a complete change in well-established 

practices, inserting new, unanticipated sources of error (Hassink, Jansen, & Helmons, 

2012; Rack, Dudjak, & Wolf, 2012; Sakowski et al., 2008). Understanding and 

appreciating current work processes could help to ensure that changes are introduced 
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deliberately, thoughtfully, and with a more inclusive understanding of the impact those 

changes could have on nursing work and patient care. 

Research Aims 

An institutional ethnographic account is committed to extending people’s 

ordinary knowledge and ultimately reorganizing the social relations of knowledge 

(Smith, 1987, 2005). The intent of inquiry is to explain the social and the way that social 

processes organize and coordinate what actually happens in the ordinary lives of people. 

Applying an IE lens to the everyday world brings the broader organizational processes 

into view, and helps the researcher identify and analyze how people’s lives “come to be 

dominated and shaped by forces outside of them and their purposes” (Campbell & 

Gregor, 2004, p. 12). 

A second aim of institutional ethnographic research is to be transformative, as it is 

geared toward producing change. There is an orientation toward issues or concerns that 

are real for people, who are often in a position of subordination, and who stand outside 

the institutional discourses (Butterwick & Dawson, 2005). This requires the researcher to 

go beyond simply producing an account or understanding of what is happening in the 

everyday world, to a libratory or activist goal.  

The power of institutional ethnography goes beyond its academic and analytical 

utility. Its stance, located outside the ruling regime, enables the researcher to 

identify how ruling gets done and how to develop alternative modes of action to 

challenge regimes of ruling. It is through and through a political tool. (Ng, 2006, 

p. 187) 

For example, Deborah Harrison (2006) examined the role that military culture plays in 

framing the official response to the abuse of women in military families. She discovered 

that cohesiveness was extraordinarily valued; as such, the community tended to “close 
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ranks” (p. 563) and protect abusers in order to promote community togetherness. 

Harrison’s understandings of this and the pact of silence permeating military culture 

received a great deal of media attention and influenced the development of a Family 

Violence Action Plan (as cited in Harrison, 2006) within the Canadian military, thus 

fulfilling a political function. This is what makes IE “for” people, as the knowledge 

produced can lead to changes that impact people’s everyday lives. 

Selected Institutional Ethnographic Studies 

There is a rich diversity in the way that the IE method of inquiry has been taken 

up by others since its inception. As D. E. Smith (1990) noted, there is no “one” correct 

way to use IE, as imposing orthodoxy within a method that critiques ideological practices 

would be deeply ironic. As a result, researchers have taken up the method in different 

ways, drawn on ideas that have been useful for their purposes, and moved IE in different 

directions. Campbell and Manicom (1995) called this a laboratory of sorts, as each 

person’s work and the way he or she has taken it up has contributed to the ongoing 

development of IE. D. E. Smith (1990) herself extended an invitation to add to this 

development, saying, “The techniques of analysis and the concepts are there for your use. 

Feel free” (p. 206). In this chapter I draw on a small number of published institutional 

ethnographic studies to illustrate some of the variation in approaches to IE and point to 

aspects that were useful in the development of my own thinking. 

Researchers have initiated inquiry from a variety of standpoints and with different 

aims. Characteristically, inquiries have been rooted in the interests of people being ruled 

and have a transformative aim but can equally begin from other standpoints to explore 

institutional processes. For example, Pence (2001) began her inquiry in the experiences 
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of battered women and showed how those experiences are erased through textually 

mediated work processes. Pence identified her intent to make changes in those practices 

that fail to provide safety for women. In another example, Rankin (2009) drew on prior 

research examining the impact of hospital restructuring on nurses’ work as well as 

current experiences to rally nurses to take back their work. Rankin (2009) identified her 

project as “a form of political action. It aims to contribute to and foster a critical 

conversation about some of the taken-for-granted dominant discourse that organizes 

nurses’ acquiescence” (p. 275). In contrast, McCoy (1998) began her inquiry of the 

accounting practices that came about after changes to the funding structure for 

community colleges in a different way; rather than positioning with teachers or students, 

she started her investigation with deans, who occupy positions of power. McCoy (1998) 

did not claim a transformative purpose, illustrating instead how restructuring of education 

comes about. Regardless of how each inquiry began, all of these various entry points 

investigated beyond the local to the institutional processes and practices. In each study, 

the carefully drawn analysis clearly illustrated how things happen as they do and how to 

trace those happenings into the institution, which provided guidance and ideas for my 

research approach. 

Work is a central concept in IE and has been used by a number of researchers to 

illuminate what people accomplish in their everyday lives. For example, McCoy (2009) 

examined the work of pill taking by people prescribed antiretroviral medications for 

human immunodeficiency virus (HIV), which includes actualities such as recognizing 

dose time—the coordination of inner experience, clock time, and the drug-dosing 

schedule. In another example, Welsh and Rajah (2014) examined the work that formerly 
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incarcerated women carry out as they re-enter society after their release. They identified a 

“profound disjuncture” (Welsh & Rajah, 2014, p. 325) between the actual work that 

women are doing in order to reintegrate into society and what prevailing discourses 

recognize as legitimate work. Other researchers have examined the everyday work of 

feeding the family (DeVault, 1991), the work of rural nurses caring for labouring women 

(MacKinnon, 2008), and the work that mothers do to successfully negotiate the child 

welfare system (Brown, 2006). These studies are particularly valuable in that they offer 

an understanding of work, previously unrecognized, from the perspective of people doing 

the work. I gained a great deal of insight from these instances of research in planning my 

own project, as they helped me to think about work in a much broader way. Reflecting on 

my own knowledge as a nurse working with medications, I have become aware that not 

all the work I accomplish is formally recognized. For example, searching out medications 

when they are not readily available is something that I have done, observed many times, 

and now regard as a work practice. 

Investigators have used a broad range of data-collection strategies in order to 

explore their topics. For example, Grahame and Grahame (2000) conducted field research 

on environmental education by naturalists through their participation in nature and 

interpretive tours. In addition to Grahame and Grahame’s (2000) participation as tourists, 

they also used texts to develop an analysis of naturalists’ work activities and how they are 

linked to well-established nature discourses. D. E. Smith (2005) demonstrated how the 

researcher can draw on her own experiences and work knowledge to build an analysis 

using the example of “producing a grade” (p. 146) in teaching work. Although she called 

this example a mock ethnography, it did demonstrate the legitimate position that personal 
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work knowledge has within institutional ethnography (Smith, 2005). Using texts 

exclusively, Bell and Campbell (2003) demonstrated how a trustworthy analysis can be 

built from one person’s experience. Their analysis was built around the evidence 

presented at an inquest into a child’s death from severe malnutrition (Bell & Campbell, 

2003). Bell and Campbell were able to empirically trace how the child was textually 

constructed as dying from a serious illness, which led to both actions and inactions that 

resulted in the child’s death. One of the most important learnings from this is that their 

research “highlights the problems that can arise when textual realities routinely are given 

authoritative status and displace other forms of knowing” (Bell & Campbell, 2003, 

p. 113). Bell and Campbell’s example is also methodologically useful, as the researchers 

demonstrated how to trace textually mediated relations and their operation. 

The Research Process 

Although I had a starting point for my research in the medication work practices 

of professional nurses, the process I used was open ended and flexible. I did not have any 

predetermined outcomes in mind, nor did I have a firm plan about how I would proceed. 

That is not to say that my research was haphazard or unfocused, but simply that I was 

committed to a project of discovery, consistent with IE. What I learned in the initial 

phase of the research, grounded in the experiences of nurses working with medications, 

shifted my thinking, guided my focus, and provided direction for the interviews and 

observations that followed. 

Research Settings 

Two hospital units served as the settings for the study. Both units provided similar 

types of medical surgical acute care hospital services, but differed in the breadth of 
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services, acuity of patients, number of patients served, core patient population, and 

degree of technology use associated with the medication system. One study setting was a 

smaller facility providing a full range of services to a primarily rural population. 

Approximately 50 full- and part-time nurses were employed at this setting. The 

medication system was a low technology, traditional distribution system, supplemented at 

times with technological tools such as computer-based medication administration records. 

The second study setting was a large urban facility, employing more than 10 times the 

number of nurses, and with access to different medication distribution systems and a full 

range of services. Employing two diverse settings enabled me to explore nurses’ work 

with medications with varying technological capabilities and diverse environmental 

demands. Although the settings differed on a number of dimensions, the work processes I 

observed in this inquiry were similar in both research settings. 

Data Sources 

Three interconnected data sources were used to inform this inquiry: observations, 

interviews, and texts. I watched people at work with medications, asked people questions 

about their work, examined documents that they created, and analyzed texts and policies 

that formed the legal and procedural framework guiding their work. All of these data 

sources helped me to create a comprehensive picture and to understand what nurses were 

doing in their very complex work with medications. Data collection occurred sequentially 

over the course of 3 years, from May 2011 until July 2014. I began by exploring 

everyday medication work from the standpoint of nurses, and I used what I learned in the 

initial phase of the research to provide direction for future exploration. Most of the data 

collection for the initial phase of the inquiry took place within a 6-month period in 2011. 
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In the second phase, I shifted focus from the local settings to the institutional 

processes shaping medication work that were appearing in the work and talk of nurses. 

Data collection during this phase of the research involved the discovery of organizational 

details that were absent from primary informants accounts. In this second phase, I 

analyzed documents such as hospital policies and the required organizational practices 

issued by Accreditation Canada International (n.d.), continued observations of other 

workers such as pharmacists and a unit secretary, and interviewed pharmacy personnel, 

managers, a member of the provincial regulatory body’s disciplinary committee, a 

surveyor for Accreditation Canada, and leaders within national and international 

organizations such as Accreditation Canada and the World Health Organization. 

Informants 

In total, 24 informants participated in this inquiry. All of the primary informants 

(nurses) consented to both observations and interviews. Although it was not always 

possible or appropriate to engage in conversation during the actual preparation and 

administration of medications, I did have many informal, quick conversations during 

observational periods. The observations and informal chats that occurred earlier often 

served as a springboard for more in-depth conversations either after the observation was 

over, or during an extended break in the workday (DeVault & McCoy, 2006). In addition, 

I utilized data that were collected from one nurse in two interviews in a small-scale IE 

investigation that I completed as a doctoral course requirement. I received approval for 

this activity from the University of Calgary Conjoint Faculties Research Ethics Board, 

allowing me to use the data in this project. 
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Most secondary informants were interviewed but not observed, either because of 

the nature of their work, the line of questioning that I was pursuing, or their distant 

physical location that made an observation difficult. For the purposes of anonymity and 

confidentiality, informants are referred to using a generic title such as “registered nurse” 

or “pharmacist” and pseudonyms have been used in all cases. 

Recruitment. Before recruitment started, I had the support of senior nursing 

management within both study settings. The nurse managers of each hospital unit 

facilitated the distribution of a recruitment letter among the regular staff on each unit. I 

was prepared for the recruitment process to be challenging, as I was concerned that 

nurses may be reluctant to participate in research in general, and unwilling to participate 

in research they fear could scrutinize their work in particular. I also worried that nurses 

might not want to participate in research in which their anonymity could not be 

preserved. However, recruitment was relatively easy, and I quickly had more volunteers 

than were necessary to inform the inquiry. I sought informants who were routinely 

engaged in medication work, were familiar with the medication processes in their own 

setting, and who were willing and able to speak about their experiences. On a couple of 

occasions, I obtained on-the-spot volunteers, as other nurses who were present during a 

time period when I was observing an informant wanted to join into discussions and share 

their thoughts and experiences. All secondary informants were sought out intentionally 

and contacted directly to determine their interest in participating and consent. 

Observations. The observation of activities as they actually unfold in the 

everyday world is a key method for gathering data in IE, and I found this to be critical to 

my understanding of medication work in this study. Observation allowed me to watch 
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nurses, active in the setting, as they went about their work. I observed 13 nurses (RNs 

and LPNs), as they went about their everyday medication work, six in the rural setting 

and seven in the urban setting. Later in the inquiry, as I broadened the focus to trace 

institutional processes, I conducted observations of pharmacy workers and of a unit 

secretary. I originally planned to observe nurses for a full shift of duty, which is generally 

8 hours. I believed that the complete 8-hour block of time was important to observe, as I 

knew from my own experience that medication work is distributed diffusely across time, 

rather than clustered into specific medication administration times that have been 

typically included in other observational studies (Chua, Tea, & Rahman, 2009; Maricle, 

Whitehead, & Rhodes, 2007). I did complete four 8-hour observational blocks, but found 

that I was unable to focus as closely as I needed to toward the end of the time period. As 

my attention faded, I noticed less, asked fewer questions, and wrote even fewer field 

notes. Subsequently, I cut the observational time to between 4 and 5 hours, which 

maximized my ability to pay close attention the entire time I was present. I varied the 

time of day and day of the week of my observations to ensure that I captured the full 

range and diversity of practices that could occur at off-peak times.
3
 

Consistent with the ontology, I was not committed to maintain distance between 

the informants and me, yet I was very conscious of my own presence in the setting. I was 

careful not to disrupt work processes, interfere, distract, or interrupt people during the 

actual preparation and administration of medications. Nonetheless I was quite aware that 

my very presence could affect the way that people went about their work. I spent time at 

the beginning of each observation explaining my interest in their work and reassuring 

                                                 

3
 Off-peak times generally refers to evening and nighttime hours and weekends. Typically, fewer 

resources (such as access to pharmacy services) are available during off peak times. 
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informants that I was not there to scrutinize or judge their practice within the usual 

ideological relevancies. I also allowed time for informants to become accustomed to my 

presence before beginning the observational period. My goal was to become as 

unobtrusive as possible, to allow nurses’ work with medication to unfold as it normally 

would. I took very few notes in the presence of the informant, to deemphasize my role as 

a researcher during observations. 

Observations were invaluable in this inquiry, because they allowed me to move 

beyond official versions of medication work and what is supposed to happen, to discover 

what was actually happening. For instance, when I spoke with nurses about their work, 

they reported that they always follow the rules of medication administration, a response 

that is consistent with what is expected of them. However, when I watched nurses work, I 

observed hundreds of occasions where they broke those rules. Other researchers have 

made similar discoveries in observational research. For instance, in her study of the 

impact that hospital restructuring had on nursing work, Weinberg (2006) described a 

“mysterious disconnect” (p. 43) between the way nurses talk about their work and what 

nurses actually do. Weinberg discovered that while nurses often defaulted to relationship 

talk and caring rhetoric when asked, their actual practice consisted of very different 

activities. My analytic interest was not to judge or critique nurses’ actions, but to tap into 

their thinking and the social organization embedded in it by asking questions such as, 

“What were you thinking when you did that,” “How did you know to do that,” and “What 

are you doing now?” (See Appendix A for sample questions asked of informants.) 

Observing nurses helped me to ground the data in the realities of practice and get beyond 

the discrepancy between what people say they do and what they actually do in practice. 
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Although I was careful not to characterize individual nursing actions as “good” or “bad”, 

I used my own professional judgement and extensive experience as a nurse and a nurse 

educator to evaluate nursing practice with medications. My expertise allowed me to 

assess nurses’ discretionary actions as they routinely adapted stringent rules, confirming 

the central role that nurses play in ensuring patient safety.   

Interviews. In the initial phase of this inquiry, I interviewed the same 13 nurses 

that I had observed, either at a time following the observation or in conjunction with the 

observation. I first listened to descriptions of their work, identified threads of 

“institutional connections” (DeVault & McCoy, 2006, p. 24), and followed the traces that 

were revealed in their talk. What I learned in the initial phase guided me to interview an 

additional 11 secondary informants. Reaching a certain number of informants was not a 

consideration, “because institutional processes [which are the focus of this inquiry] are 

standardized across local settings, so any group of informants encounter these processes 

in the same way” (DeVault & McCoy, 2006, p. 23). 

The interviews I conducted for this inquiry were generally open and loosely 

structured. That approach allowed people to talk about their work in the way they know 

it, unconstrained by my own preconceptions and biases. Some interviews were a series of 

informal chats, occurring in fits and starts during the observational period. Other 

interviews were more concentrated, conducted over a 1- or 1.5-hour period of time. In all 

cases, the conversation was organized around the specific research topic of medication 

work and was a free-flowing, responsive, and dynamic dialogue. The interviews that 

followed observational periods were especially rich, as I sometimes observed behaviours 

that I did not fully understand or that I wanted trace into institutional processes. For 
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example, when a nurse in one observation did not follow the formal process for 

identifying patients, she told me that she knew she was “supposed to” (LPN Brenda) do it 

in a certain way and explained why she choose not to follow the process in this instance. 

In an interview following this observation, I explored that nurse’s knowing of what she 

was “supposed to do” (LPN Brenda): how she knew what was expected of her, what 

documents directed her work, and so forth. What I learned from the observation and 

interview provided direction for the subsequent phase of the research in which I explored 

the institutional complex, interviewed a number of secondary informants, and analyzed 

key texts that direct identification work. 

Most of the conversations flowed easily and resulted in rich, plentiful, vivid 

descriptions of the informant’s work. Many informants expressed an appreciation for the 

opportunity to talk about work they know intimately and were surprised to discover that 

the process of explaining their work to me enriched their own understanding and 

appreciation of it. During the interview process, I often had the opportunity to reflect 

what I had seen during an observational period back to nurses. This allowed me to verify 

my understanding of what I had noted and to help me discover gaps in the way I was 

making meaning of observations. 

Documentary analysis. Texts are of critical methodological importance, because 

they enable the researcher to link the local setting to the relations of ruling and larger 

institutional processes. Attending to textually mediated work processes can orient the 

researcher to the generalized forms of relations that enter into people’s activities, so 

finding the texts is vital (Smith, 2005). In their talk, informants suggested the kinds of 

texts that were important to identify and trace. For instance, when I asked RN Mindy how 



57 

she knew that she was supposed to identify patients in a certain way, she referred to the 

hospital policy on patient identification (Health Region, 2012) as one informational 

source. I then examined the policy, intending to understand “the ways it [text or textual 

process] mediates relations of ruling and organizes what can be said and done” (DeVault 

& McCoy, 2006, p. 34). As I analyzed the document, I traced the origins of the policy to 

the required organizational practices (Accreditation Canada, 2011), which health care 

organizations must adhere to in order to be accredited. Tracing even further into the 

institutional complex, my analysis of the required organizational practices document led 

me to a World Health Assembly resolution on patient safety (World Health Organization 

[WHO], 2002), in which patient identification was targeted as a key area for 

improvement. Simply tracing the texts that are embedded in informants’ talk immediately 

opened up a larger, broader organization when viewed through an IE lens. I also included 

the literature that addressed patient safety and medication administration as second-level 

data, examining the discourse and exploring the way that discursive practices appear in 

nurses’ everyday medication work. 

Analysis 

Consistent with the ontology, analysis in IE research is directed toward making 

social relations visible (Smith, 1987, 2005). The analysis is meant to clearly show how 

the broader institution establishes the local setting. This does not happen by the 

researcher making connections; rather, the researcher must trace, explain, and explicate 

the connections that are already there (Campbell & Gregor, 2004). Analytic thinking 

characterizes all phases of the research and plays a role in determining future directions 

for exploration (DeVault & McCoy, 2006). Beginning with the first interview, I listened 
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to nurses’ accounts of their experiences with medication work, reflecting on what they 

said, how they said it, and the sequence in which they said it. I reflected on what I saw 

and heard, checked my understanding, and asked questions that derived directly from 

what people were saying. Throughout the inquiry, I paid close attention and followed the 

threads that were obscured but evident within their stories, until the coordinating features 

of their work were uncovered. 

I prepared transcripts of all interviews and field notes as soon as possible after 

each interview or observation had ended. I read each transcript twice: first to provide an 

opportunity for initial impressions and thoughts to surface, and second to allow for 

interrogation of the data. D. E. Smith (2005) referred to the secondary reading of data as 

a “secondary dialogue” (p. 137), in which the researcher can rediscover what was 

observed or said. She maintained that this secondary dialogue is important, as previously 

unknown elements can be distinguished when there is time and space for reflection 

(Smith, 2005). I revisited portions of transcripts as I worked through my thinking and 

wrote the analysis. 

I began to write about what I was learning and continued that process to write, 

think, go back to the data and reflect on what I saw and heard, rewrite, rethink, and so on. 

My goal was to stay firmly anchored in the local experience, while simultaneously 

tracing beyond that experience into the larger social organization. My analytic focus 

shifted throughout this process, which made my research more relevant and rigorous. I 

was able to produce compelling arguments, supported with empirical evidence, that 

clearly map the relations of ruling that connect local medication work with the broader 

organizational features, largely outside of people’s view. 
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Ethical Dimensions 

I obtained ethical approval for conducting this study from the University of 

Calgary and from the health authority at which this research study was conducted. 

Primary informants freely volunteered to participate and provided written consent after 

being informed of the purpose, aims, and procedures of the study (see Appendices B 

through E). I directly approached secondary informants; as such, these informants could 

potentially have been reluctant to decline when I asked for their participation. To reduce 

that potential, I made sure to emphasize the voluntary nature of their participation and 

their freedom to withdraw at any point. I also provided potential informants with the 

consent form and information letter before asking for their participation, and then 

followed up after they had the opportunity to review the information. 

As I was conducting observations with informants, I came into contact with 

patients, family members, members of the public, and health care professionals who were 

not the focus of the inquiry. I ensured that my interactions with others were limited to 

social conversations. Patients who were under the care of nurse informants during an 

observational period were approached by the nurse, informed of the purpose of the study 

and of their right to allow or disallow me to observe nurse-patient interactions and care, 

and asked for their permission to allow me to observe. If patients agreed verbally to 

participate, I then entered the patient room to obtain formal consent, and emphasized that 

the work of the nurse was the focus of the observation rather than the patient’s 

characteristics or information. In cases in which patients were unable to give consent or 

did not wish to participate, I removed myself from any interactions that involved that 

person. 
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Although there were no direct benefits to participating in this inquiry, a number of 

nurse informants reported that they found it extremely valuable and worthwhile to talk 

about what they do, and they gained a sense of appreciation for the complexity of their 

own work. There were no direct risks to participating in the research project and no 

distressing or disturbing experiences were uncovered in the process. 

It was not possible to ensure anonymity in the study, as my presence during an 

observational period targeted the nurse I was shadowing as a research informant.  Nurses 

were aware of this beforehand, and still volunteered freely, cognizant of the fact that their 

participation would be known to their colleagues. Beyond each study setting, I preserved 

informants’ anonymity, as no references have been made to individuals in this report, nor 

will any references be made in future publications or discussions of the research. 

Summary 

In this study, I take the standpoint of nurses to explore and understand how their 

work with medications is coordinated and ruled. I did not judge, scrutinize, or evaluate 

individual nursing practice or presume to suggest that nurses should or should not work 

in particular ways. Instead, I used a research approach that allowed me to discover how 

medication work happens in the way it does and to make visible the forms of 

coordination that are organizing the work of nurses and others at different points in time 

and space. Through my research, I expose the complex set of texts and relationships that 

inform nursing practice with medications and show how nurses work practices are 

organized so that rule breaking is frequently a reasonable approach. 
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Chapter 4: The Everyday World of Medication Work 

In this chapter, I draw on my own experience as a nurse and nurse educator, the 

observations that I made through the course of this study, and numerous formal and 

informal conversations with nurses to illustrate how patients receive their medications in 

a typical hospital unit. My intention is to describe the work processes, material 

conditions, and physical terrain in enough detail to provide readers with the necessary 

context to facilitate understanding of nurses’ everyday medication work. Along with the 

material conditions and characteristics of the hospital unit, nurses’ work also interfaces 

with patients, doctors, pharmacists, and other health professionals. I describe how nurses’ 

work is connected to the work of others and show how medication work is predominantly 

mediated through a complex series of texts. In this analysis, I introduce the reader to the 

key texts that coordinate and control nursing work with medications. I also illustrate how 

expert nurse readers are integral to managing medications safely and competently. 

Additionally, I begin to sketch out the theorized and abstracted thinking that underpins 

the key texts, intentionally designed to standardize nursing work processes with 

medications. 

Medication Work as a Textual Practice 

In an IE analysis, texts are broadly defined and may appear in a variety of 

configurations, including documents, forms, reports, photographs, computer screens, and 

so on (DeVault & McCoy, 2006). For example, nurses use texts such as monitor screens 

on IV pumps, medication packaging, printed policies, identification badges that allow 

access to the medication supply room, and so on. All of these examples illustrate the 

active and relational nature of texts. Rather than simply conveying factual information, 
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texts are like “speakers in a conversation” (Bell & Campbell, 2003, p. 117), in which the 

textual side of the interaction is fixed, creating an “open ended chain: text-reader-reader-

reader” (Smith, 2001, p. 176). 

Textual analysis is foundational to the material explication of various work 

processes in an IE study, because texts serve to standardize activity across multiple sites. 

For example, a policy about the need to double check the dosage of narcotic infusions can 

be read by a nurse working in an intensive care unit today and a palliative home care 

nurse working a month from now, producing similar actions despite the separation in 

person, time, and place. It is this feature that allows the researcher to discover ruling 

relations—those particular forms of social relations that arise in the broader social world 

(the translocal) and enter local settings, accomplishing coordination and control (DeVault 

& McCoy, 2006). Exploring texts and how they mediate social relations is central to 

understanding how things work and is of particular focus in any IE study. 

Texts Mediating Medication Work 

The production of the medication administration record. Within the complex 

web of texts and social relations organizing nursing medication work, the medication 

administration record (MAR; see Appendix F) quickly emerged as particularly central to 

nursing medication work. The MAR is a highly systematized, legal record of the 

medications that are ordered, prepared, and administered to a patient in a health care 

facility by a health care professional, most often a nurse. Although the format may vary 

from facility to facility, the MAR typically includes demographic information such as the 

patient’s name, date of birth, room number, and allergies, as well as the details of the 

ordered medication such as the name, dose, route, and frequency that the medication is 



63 

meant to be given. The MAR provides evidence of all the medications consumed by 

every hospital patient and is designed to be completed with initials or codes rather than 

with a narrative or contextual response. A specific time for administration is designated 

for recurring medications, with space provided for the person who gives the medication 

to sign their initials (manually, in the case of my field settings, or electronically, as has 

become the custom at some sites). For example, the patient may be prescribed aspirin 

every day at 0800. The medication name and time is entered on the record and read by a 

nurse who prepares and administers the medication. The nurse then initials the 0800 time 

column when the aspirin has been given. When medications are given on an as-needed 

rather than a recurring basis, the pro re nata (PRN)
4
 MAR (see Appendix G) is used. For 

example, a physician may order that analgesics be used in the event that the patient 

experiences pain. The physician order may specify a range of times (e.g., every 4 to 6 

hours) and a range of dosages (e.g., one to two tablets) that may be administered. The 

main variation with the PRN MAR is that there are no specific times designated for 

administration, so the nurse writes the date and time of administration and initials in the 

appropriate column when the medication is given. 

Each patient’s medication orders are recorded into his or her personal health 

record also known as the chart. An individualized MAR is created from the medication 

orders and filed into a binder, colloquially referred to as the “med book.” The 

individualized MARs are generally split into two or three different med books, aligned 

with the way the collective workload has been divided among the nursing team. Each 

                                                 

4
 The Latin term pro re nata (meaning as the circumstance arises) is commonly used to refer to 

physician-ordered medications that are administered on an as-needed basis, at the discretion of 

the nurse. 
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med book is typically kept on top of the “med cart,” a portable medication supply system 

in which ostensibly all of the medications needed for patients are stored for easy access 

and distribution (see Figure 1). 

 

Figure 1. The med cart. 

Note. From C. Craigie (personal communication, November 1, 2014). 

In the Figure 1, the medication binder containing the patient MARs is visible on 

top of the surface; the med cart also contains the equipment and supplies needed to 

administer medications including the small paper dispensing cups, alcohol swabs, sharps 

containers, drinking glasses, and so on. Contained within the med cart drawers are the 

necessary medications and other supplies such as needles, syringes, and IV fluid bags. 

Individualized medication packets (see Figure 2) are kept in separate drawers labelled by 



65 

room number, one for each patient. Note how limited the surface of the cart is and how 

little space is available for the nurse to work. As I explain later, lack of access to the cart, 

missing medications and equipment, and difficulty accessing all of the resources stored 

there give rise to some of the adaptations that nurses make to carry out their work 

effectively. 

The medication delivery system used in both of my field settings is called unit 

dose; this is a method of medication distribution in which the Pharmacy department 

dispenses individually packaged medications intended for particular patients without the 

need for alterations prior to administration. In this system, nurses circulate the unit with 

the med cart containing both stock and individually dispensed medications and use the 

MAR to determine who gets what medication, in what amount, and at what time. 

The med book is an important working document that nurses refer to frequently to 

guide the administration of scheduled and PRN medications. During the brief periods in 

between medication rounds,
5
 when the med book is in less demand, other workers such as 

the unit secretary try to gain access to these records. Unit Secretary Wanda describes the 

efforts she makes to work cooperatively with others and share access to the medication 

books: 

I need the med books for that [processing orders], and I don’t want to have them 

for more time than I need. The nurses need those books, so I try to work around 

them. Usually, I wait and process the med orders after coffee because that’s a 

better time for the nurses. (Unit Secretary Wanda) 

During one observation session I was able to watch the process that Wanda 

described. Around mid-morning, when a number of new medication orders had 

                                                 

5
 Medication rounds refers to the time-honoured practice of distributing medications around the 

hospital ward; in these rounds the nurse delivers prepared medications to each patient, generally 

at predetermined times specified in institutional policy. 
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accumulated, Wanda walked down the hallways to collect the two med books (each 

containing MARs for separate patients) and took them back to her desk. She opened the 

first patient chart to the new medication orders and the med book to the individualized 

MAR. She then carefully copied the order from the order sheet in the chart into the 

appropriate area on the MAR (a work process referred to as transcription), assigned the 

times for administration according to hospital practice, and initialled the patient chart and 

the MAR to indicate that she was the person who copied the order. Wanda then reviewed 

her work by reading the order a second time to verify that she had transcribed it correctly. 

Finally, she placed the chart on top of the rack behind her so that her transcription could 

be verified by a nurse
6
 and returned the med books to the carts. Verification of Wanda’s 

work is required prior to the administration of the initial dose of the medication, 

according to the standardized work processes for transcribing physician orders (Nurse 

Manager, personal communication, July 15, 2011). This practice is designed to detect any 

potential errors in copying orders.  

As the medication book is critical to nursing and to unit secretary work at the 

same time, difficulties arise for both. The unit secretary’s work is delayed until she can 

gain access to the medication books, which is generally well after physician orders have 

been written. When new orders are not entered onto the MAR immediately, there could 

be a delay in carrying them out, as it is the MAR that officially initiates medication work. 

Not surprisingly, unsanctioned work practices (such as administering medications before 

the order has been transcribed and double checked) emerge, as nurses attempt to be 

                                                 

6
 In the work processes that I observed, the nurse in charge of the unit verified order transcription 

most of the time. Verification occurred as time allowed, usually once the majority of orders had 

been transcribed and were awaiting attention.  
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efficient and conscientious in administering needed medications in a timely manner. 

Nurses are vigilant about watching for new orders. Nurses notice when physicians arrive 

to see their patients and routinely speak directly to the doctor or check patient charts 

following a physician visit to obtain new orders. 

In my observations, I watched many times as nurses administered medications as 

soon as a new order was received (and before it was transcribed). RN Violet explained, 

If the doctor tells me “I want Lasix 20 mg IV in between the two units of blood,” 

I’m going to give it right away. I wouldn’t wait for it to be processed [transcribed] 

because I heard it myself. What’s the point? (RN Violet) 

Her decision to administer Lasix to her patient before the order could be formally 

processed makes perfect sense to Violet and the way her work unfolds. Violet is aware 

that her elderly patient needs to have the medication given at a specific time (between the 

two units of blood) and for a specific purpose (to prevent circulatory overload). The 

purpose for giving the medication matches Violet’s knowledge about the frail elderly and 

the increased load that additional blood volume can place on the heart. This RN was 

confident in what she heard the doctor say, and she had no doubt about giving the 

medication before it is processed, transcribed onto the MAR, and double checked by a 

colleague. Violet’s carefully thought out, knowledgeable decision was safe, vigilant, and 

efficient. She contemplated the possible risks inherent in this specific patient’s particular 

treatment at that precise moment in time, and she was aware that delaying the 

administration of Lasix until the “safe” and correct processes could be followed may in 

fact have resulted in complications for the patient, as well as substandard, unacceptable 

care. Nevertheless, her actions in giving the Lasix before the order had been properly 
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processed were not institutionally sanctioned and broke the rules for what is officially 

considered to be safe and good practice. 

This example provides an illustration of the kinds of unsanctioned work processes 

that may emerge as a result of safety and quality improvement initiatives that are meant 

to lead to excellent, safe care. Standardized processes require nurses to respond in certain 

prescribed ways that cannot accommodate the real world of nursing as it unfolds in the 

everyday. Difficulties, such as limited access to med books, demand knowledgeable, 

contextual, individualized actions on the part of the nurse. Violet’s knowledgeable and 

vital contribution helped to ensure a good, appropriate outcome for the patient, but 

becomes lost inside ideological understandings of what constitutes safe practice. This 

thread will be analyzed further in Chapter 6 of this dissertation. 

Expert reading of the MAR. The MAR is activated through a particular kind of 

reader. Nurses know medication work from living it, from inside the materiality of it, as 

they do it day to day. That expert knowledge guides their specialized technical reading of 

the MAR as they take up the information, make meaning of it, and use the knowledge to 

organize their work. My data offer many examples of how the MAR serves as a central 

organizing text for how the nurse structures her day, and how other work processes are 

structured around medication work. 

The MAR and the med book that holds the collection of medication records are so 

critical that they have been referred to as being “like a Bible” (RN Karen). In my 

fieldwork, I watched every nurse, without exception, scan the MAR very early on in the 

shift and use the information gleaned about times, numbers, and complexity of 

medications scheduled to plan the day’s work: 
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You come in; you start your shift. You do a quick round of your patients, and the 

next thing, everyone lines up at the medication cart so they can check the med 

book. What are your 0800 meds, and now your breakfast trays are coming at the 

same time, and you’re prioritizing. (RN Karen) 

The scan or check of the medication book that RN Karen referred to in this interview, and 

that I observed many nurses conduct in the field, is very quick. However, because of the 

proficiency of the nurses doing the scanning, vital information is drawn from that brief 

engagement with the text. Expert nurses like Karen utilize a solid pharmacological 

knowledge base combined with cognitive skills, clinical decision-making abilities, and 

knowledge about particular patients to determine patient needs, set priorities, and conduct 

their work. This is critically important work that can only be accomplished by 

knowledgeable readers. Knowledgeable readers are not simply gathering information 

about what medications are ordered at what times: they are carefully gleaning vital data 

that will assist them to provide individualized, appropriate care to their assigned patients. 

To illustrate how the expert nurse reader takes up the information contained 

within the MAR and uses it to make her work meaningful, I use the example of 

standardized medication times. Health care leaders schedule medications to be given in 

batches at certain times of the day (also referred to as medication rounds), such as 0800, 

1000, 1200, and so on. In my observations, nurses were scheduled to administer multiple 

medications all at the same time, with no set priority or discernible difference in the way 

that the various medications were recorded in the MAR. All medications scheduled for 

0800 appear identically in the MAR and have no formal designation to indicate whether 

one medication is more important than another. Nevertheless, the expert nurse reader 

knows how to manage the medications and makes subtle decisions about where to start 

her work, juggling the priority of each medication within the context of the endless 
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details and particulars that characterize a typical hospital unit. For example, Karen spoke 

about the “big things” that she looks for in her scan of the MAR, and the subsequent 

actions that are triggered for her: 

Well, with insulin, you’re going to check that right away. So that’s one of the big 

things when I was saying scanning for the big things, the priorities, that’s a 

trigger. Insulin. Boom. Go right away to the chart. . . . So that’s a trigger for 

planning. (RN Karen) 

The simple word insulin, the name of the medication, means something particular 

to this nurse. Drawing on her background knowledge of diabetic patients, the importance 

of meal times and pharmacology, and using her cognitive skills, Karen knows that it is 

important for her to be aware of the patient’s current blood sugar level, dietary intake, 

and state of health so she can administer the insulin within a tightly scheduled timeframe 

in relation to meals, or hold off administering the medication if necessary. In this case, 

Karen described how she would go directly to the patient chart, check the recorded blood 

sugar levels, test the patient’s blood sugar if no recent results are recorded, check the 

current insulin order, keep an eye on the clock, watch for breakfast trays to arrive, and 

give the insulin just as meals are delivered. Insulin is a “big thing” (RN Karen) for 

nurses, because it triggers other priority work processes that must be precisely factored 

into their day. Other medications, also ordered for 0800, do not need to be so precisely 

timed and can be delayed until higher priority medications have been administered. The 

knowledgeable nurse reader routinely engages in this kind of discretionary thinking, 

using the information gleaned from the MAR to set priorities and to conduct her work. 

Health care organizations implicitly rely on nurses to know this and to make judgments 

about which medications can be delayed and which must be given immediately. 
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Scanning the MAR and paying attention to the medications that are scheduled 

also provides nurses with nuanced information about the patients that they are assigned to 

care for. The MAR is one important way that nurses come to know their patients more 

broadly, to anticipate needs that they might have, and to plan nursing work. When the 

nurse reads the information that is contained within the MAR, she makes sense of it, and 

the meaning that is created guides her thinking and action. RN Marsha explained how 

this works: 

It’s the way that experienced nurses learn to build knowledge about patients, 

because there is this synthesis going on. When I see what meds [medications] they 

are on and how often they will be getting them, it acts as a juncture between what 

the physician has ordered and my work, which is my knowledge about what the 

patient is going to need from me based on the medication profile. Okay, they’re 

on digoxin, they have heart failure, what do I know about the pathophysiology 

and what do I need to check on? It just happens; it’s that holding the body of the 

patient together with that background knowledge that is synthesized through 

looking at a medication. (RN Marsha) 

It is apparent that through her knowledgeable, careful reading of the MAR, the nurse 

comes to know complex information about patient disease processes and comorbidities, 

communicated succinctly through the text.  

Ruling texts. As critically important as the MAR is to medication work, it does 

not stand alone. It is an integral component of an interrelated series of texts that connect 

up and speak to one another, activating a series of actions and linking up people who are 

differently located within the organization and the broader context of health care. These 

people may be physically separate from one another in both time and space, but each of 

their actions precipitates another action and accomplishes the intention of the prior 

activity. For instance, the physician writes an order on the physician orders and progress 

notes form, which is read and activated by a unit secretary or nurse who processes the 
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order and records it onto the MAR and the medication profile. A copy of the physician’s 

orders is simultaneously transmitted to the Pharmacy department by the unit secretary, so 

the medication can be prepared and dispensed. There can be a significant delay between 

the time the order is entered onto the MAR, essentially activating the work of 

administering the medication, and the time the medication arrives from Pharmacy. 

Activated by the entry of the order on the MAR, the nurse prepares and administers the 

medication, and the patient takes it. 

The work sequences that are activated by the physician orders and MAR are 

linked into ruling texts (such as regulatory documents) that serve to organize and regulate 

the actions of people involved in medication work. Texts such as the MAR are “key 

devices in hooking people’s activities in particular local settings and at particular times 

into the transcending organization of the ruling relations” (Smith, 2001, pp. 164–165). As 

such, the usefulness and meaning can be understood only in the context of other higher 

order texts that regulate the MAR and dominate everyday practice. Hospital policies, 

professional standards and hospital accreditation requirements in particular form the basis 

of, shape, and control other texts, and establish wide-spread, essential expectations. As 

Dorothy E. Smith (2006) explained, “Higher-order texts regulate and standardize texts 

that enter directly into the organization of work in multiple local settings” (p. 79). George 

W. Smith (1990) also explained that these texts serve to force accountability and are 

recursive, ensuring that certain actions are taken regardless of where or when they are 

used. “The recursivity of a generalized course of action makes it possible to go from 

particular events in local settings to a set of general, textually mediated set of social 

relations because they have the same social form” (Smith, 2006, p. 179). As I have 
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started to show, medication processes such as transcribing orders and checking the MAR 

are recursive, as the reading of standard texts result in similar work processes occurring 

at different times and in different places. The constancy that this provides is meant to 

produce “standardization of people’s actions that is integral to institutions” (Quinlan, 

2009, p. 629). These standard processes enable organizations to coordinate people’s work 

activities in order to achieve organizational goals and objectives (Smith, 2001). 

In the health region where both of my field settings are located, the MAR is 

connected to a medication preparation, administration, and disposal policy that outlines 

general principles as well as more specific directions for particular types of medication 

work (Health Region, 2009b). For instance, very specific rules around transcribing 

medication orders are clearly outlined in the medication policy, specifying who is entitled 

to transcribe a medication order, how the order is to be transcribed, verified and co-

signed, and when the order can be implemented. The explicit instructions contained 

within this higher order text are meant to guide the work of anyone transcribing 

medication orders in the health region, regardless of the work setting. More importantly, 

the medication policy serves a disciplinary function, as it is connected to regulatory 

guidelines and used to measure health care practitioner performance and competence. 

This hospital policy links up to higher order texts such as the Health Professions Act 

(2000), provincial professional standards and scope of practice (CARNA, 2003, 2011), 

and professional guidelines for medication administration (CARNA, 2014a; College of 

Nurses of Ontario, 2014). The Health Professions Act (HPA) legislation regulates 30 

different health professions in Alberta, including RNs, pharmacists, and physicians. The 

HPA lays out “consistent rules by which all of the professions must provide safe and 
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competent service to the public” (Health Professions Act, 2000, p. 4). The HPA requires 

each regulatory body to set professional standards and ensure that registered members 

meet the standards. Along with legislative mandates, professional standards govern the 

level of performance that is expected of health providers. 

The Nursing Practice Standards (CARNA, 2003), set by the provincial regulatory 

body, is a particularly authoritative text, as the standards are used to evaluate nursing 

practice and determine the quality of care that patients receive. In the event that the 

professional regulatory body determines that professional standards have not been met, 

The College and Association of Registered Nurses (CARNA) is responsible for taking 

disciplinary action. It is also important to note that the Nursing Practice Standards are 

used as a legal reference to determine whether a member’s practice is reasonable and 

prudent, so these standards provide significant benchmarks for all nurses. For instance, 

Practice Standard 1.2 directs the RN to “follow current legislation, standards and policies 

relevant to the profession or practice setting” (CARNA, 2003, p. 2). That standard clearly 

obligates the nurse to be aware of policies pertinent to her practice (such as the 

medication transcription policy) and to ensure that her practice conforms to the tightly 

prescribed behaviour outlined in policy documents. 

Guidelines for medication administration also connect into policy development 

and the practices that are expected of nurses (CARNA, 2014a; College of Nurses of 

Ontario, 2014). In contrast to the broad, general statements contained within legislation 

and practice standards, professional regulatory guidelines provide a great deal of 

specificity regarding the practices that nurses are expected to adhere to for safe, effective 

medication administration in a variety of practice settings. Medication guidelines 
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delineate precise practices regarding the prescription, transcription, dispensation, 

administration, and documentation of medication. For example, the guidelines specified, 

“Nurses are accountable for validating the accuracy and completeness of the transcription 

of the order before administering the medication to the client” (CARNA, 2014a, p. 9). 

Recall RN Violet and her sound rationale for administering a medication prior to the 

transcription of the order. In this instance, Violet’s practice does not hold up to the 

guidelines for safe medication administration (CARNA, 2014a), and she could be 

disciplined by the professional regulatory association for her actions in the event of a 

complaint. However, recall that inside the materiality of Violet’s work, giving the 

medication before it could be transcribed and processed was actually a protective 

measure, which helped to ensure that the patient did not experience complications of 

treatment. Violet’s decision is supported by her own knowledge of what she needs to do 

to keep patients safe, and by overarching goals of patient safety and the provision of 

appropriate care.  

Professional conduct process. Nurses are self-regulated professionals and are 

accountable to the public for their actions. Each individual nurse holds the professional 

responsibility to ensure that her practice is safe and competent. At the same time, nursing 

practice is subject to a far-reaching regulatory regime, is closely scrutinized by others, 

and is ultimately measured against the comprehensive regulatory structure outlined in the 

previous section. Regulatory frameworks are meant to “promote good practice, prevent 

poor practice and intervene when unacceptable practice occurs” (Canadian Nurses 

Association [CNA], 2008b, p. 1). Practice that is judged to be unsafe or that deviates 

from the accepted standards can result in various sanctions, up to and including the loss 
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of registration or licensure to practice. Nevertheless, these regulations fail to capture the 

complexity and unique circumstances in which nursing practice takes place, and adhering 

strictly to standards is no guarantee of good or safe outcomes. RN Jasmine, a member of 

the provincial Professional Conduct Committee, which is charged with investigating 

nursing conduct issues, shared the following comment in an interview: 

We always compare what the nurse did to what a reasonable, prudent nurse would 

do in the same situation. It’s funny that we use those terms though, because lots of 

times what a reasonable, prudent nurse would do would not be to follow the 

policy. (RN Jasmine, Member of Provincial Professional Conduct Committee) 

Health care organizations have a vested interest in ensuring that nursing practice 

is consistent with regulatory guidelines, practice standards, and institutional policies. 

They have an obligation to maintain safe systems for patient care, and can be held liable 

for failing to properly supervise nursing practice (Canadian Nurses Protective Society, 

2012). Often this duty falls to the nurse manager, who directs, supervises, inspects, and 

corrects the behaviour of individual nurses. For instance, Nurse Manager Tammy told me 

about her work in monitoring nursing compliance with the policy for double signing any 

narcotic wastage.
7
 

One of the things that I do monitor very closely, because compliance isn’t good, is 

the double signing of narcotic wastage. Pharmacy requires that when I turn in the 

narcotics book it is complete with signatures, so I make sure that everything has 

been double signed. I go back and figure out whose signature is there, and who 

was working that day and so on. There are a few individuals who seem to be 

worse at it, so then I would track them down and talk to them and say, “You’re 

                                                 

7
 Narcotics fall within the category of controlled substances and are closely regulated in Canada. 

In hospital settings, records must be maintained for audit purposes for a period of 2 years. The 

record must include the name of the patient receiving the narcotic, the name of the prescriber, 

and the date and dose of administration. The hospital is obliged to take necessary steps to protect 

narcotics against loss or theft, so when a partial dose is administered, the excess portion is 

“wasted” or discarded. The discarded portion is witnessed by two health professionals, to guard 

against narcotic theft (Controlled Drugs and Substances Act, 1996; Legislation Revision and 

Consolidation Act: Narcotic Control Regulations, 2009). 
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always forgetting to get that second signature for wastage, and it is becoming a 

performance issue.” (Nurse Manager Tammy) 

Typically, Tammy managed missing signatures by posting a list containing names and 

dates, and instructing those individuals named to sign the record retrospectively. 

“Performance issues” (Nurse Manager Tammy) were addressed privately and 

individually, first by discussing the problem with the nurse involved, and later by 

documenting noncompliance with the narcotic wastage rule in the nurses’ performance 

appraisal if the issue continued.  

In another example illustrating the way that nursing practice is scrutinized, 

patients in one hospital unit were asked to complete a checklist assessing nursing practice 

(see Appendix H). Patients were asked to indicate whether the nurse had followed 

institutional medication practices for identification, such as checking the patient’s 

armband and spelling the patient’s name. The checklist was implemented by the nurse 

manager in order to improve safety and patient care, as she was concerned that the 

institutional policy was not being followed. Although it could be completed 

anonymously, the checklist had space for the patient room number and date. That 

information allowed the manager to track the nurse assigned to that particular patient and 

hold her accountable for her medication practices. As I explicate in detail in Chapter 8, 

nurses routinely use other methods to correctly identify patients, which would not be 

detected with a performance checklist like this. The main analytic point is that, from 

outside the materiality of the work, identification practices may be judged to be 

inadequate when nurses actually accomplish safe and correct identification of patients. 

Surveillance becomes even easier within a computerized environment, as there is 

a permanent record of all transactions that are completed when an individual is logged 



78 

onto the system with his or her unique identifier. Every action can be traced back to an 

individual nurse and the precise moment in time that it was recorded electronically. In an 

example drawn from an interview in a related research study,
8
 a nurse informatician 

related an incident in which an adverse event resulted when a patient allergy to Demerol 

was changed to an “intolerance” instead. The nurse informatician described how easy it 

was to track the record: 

We had to intentionally go into the history, you have to be looking for that. . . . 

Not everybody might go into the history, but when we are doing an assessment 

like that review of that incident, we usually do, or try to figure out, you know, 

what happened. It can sometimes be a legal case. . . . When it is all in the 

computer we will be able to search out much more readily when we encounter 

these sorts of issues. So in the case of the Demerol, we could see exactly when 

and who changed the record. (J. Rankin, personal communication, August 14, 

2014) 

While the capacity to increase surveillance might be useful in some situations, it 

is critical to keep in mind that the context is frequently lost when particular aspects of 

care are documented and that the record that is created does not necessarily capture the 

multidimensionality and dynamic nature of what was happening in that moment. To 

return to the example of double signing for narcotic wastage, RN Holly provided a 

number of explanations that could account for missing signatures. 

There are a variety of things that could happen. Sometimes it’s just that there are 

problems with staff, particularly in emergency where there is only one nurse. The 

nature of it is that they need that right away, so we don’t have time to go and track 

somebody down to witness the wastage. Labour and delivery is another area 

where it is very difficult because there are no narcotics there, so we have to come 

out to the unit, take the narcotic back, so if you waste it there, you have to 

remember to go back and sign for the wastage. Because you don’t usually know 

                                                 

8
 The data were drawn from another IE project, conducted concurrently, by Dr. J. Rankin, which 

contributed to a broader database of research centred on nursing work. Interview for “How do 

nurses know their work with patients: An institutional ethnography into nurses’ knowing.” 

University of Calgary URGC. I received ethical approval to include Dr. Rankin’s data in this 

report.  
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when you sign it out how much you are going to need and how much you will 

waste. (RN Holly) 

The narcotic record simply shows the absence of a signature, which can be tracked back 

to a particular nurse, and is devoid of context. 

Along with the ease and frequency of surveillance comes the potential for practice 

to be scrutinized even more closely and for variations and violations to be reported. 

Nursing practice is constantly under inspection by patients, family members, the public, 

nurse colleagues, nurse managers, and other professionals who interact with nurses. In 

the legislation that regulates professional practice, jurisdiction to investigate complaints 

about registered nursing practice is conferred on the provincial regulatory body (Health 

Professions Act, 2000). A patient, professional or member of the public can lodge a 

complaint. Once a complaint has been made, the complaints director determines the most 

appropriate way to address it. The complaints director may encourage the parties to 

resolve the issue, mediate a resolution, request an expert assessment, conduct an 

investigation, assess incapacity, order a hearing, or dismiss the complaint (CARNA, 

2014b). 

During an investigation into a complaint, evidence is collected and examined 

closely for instances of practice that do not meet professional standards. RN Jasmine 

explained, 

We look at charting records, and if it’s a drug issue we look at pages of narcotic 

control records, the nurse’s notes, wastage of narcotics with no double signature, 

and things like that. We might have transcripts of conversations of peer interviews 

but some of that could be hearsay. We also look at the nurses’ education and how 

many times they have offended. And we always, always look at the policy and 

procedure and ask what a reasonable and prudent nurse would do. (RN Jasmine, 

Member of the Provinical Professional Conduct Committee) 
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Jasmine emphasized that the disciplinary process is intended to capture patterns of 

bad behaviour rather than isolated incidents of rule breaking, mistakes, or momentary 

lapses in judgment. However, the threat of professional sanctions is a significant factor 

shaping nurses’ medication work. Nurses conscientiously strive to meet professional and 

institutional expectations and are aware that their practice is closely scrutinized, 

evaluated, and judged. Professional standards are formidable forms of power and 

authority and function to discipline nurses whose conduct cannot be accommodated 

within the highly regulated world of medication work. As I began to show in this chapter, 

the actions that nurses are required to perform to satisfy the regulatory regime cannot 

always be easily accommodated in the real world of nursing. Consequently, necessary 

discretionary work emerges. 

Summary 

In this chapter, I introduced medication work as an essentially textual practice and 

illustrated how textual practices accomplish coordination and organization of nursing 

work with medications. Nurses, as expert readers, utilize the MAR to know their patients 

and to anticipate what will be needed from them. Nurses draw on the knowledge and 

expertise they have developed through the actual experience of doing medication work, 

as well as a discursive interpretive frame embedded in institutional texts and formed by 

institutional policies, professional standards and guidelines, health care legislation, and 

the dominant ideological formulations of safety and quality. 

I also established a number of analytic threads, setting the stage for the analysis to 

follow. Medication work is a cooperative activity with shared responsibility. Moreover, 

this work is a complex embedded knowledge practice that is responsive to patients in 
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unique, frequently unpredictable circumstances. Nurses bear the burden of smoothing 

over troubles, engaging in necessary discretionary work, and using complex knowledge 

derived from their experiences to inform their practice of distributing medications to 

patients safely and efficiently. Nonetheless, the discretionary thinking and knowledgeable 

work that nurses engage in routinely may be obscured, as nurses attempt to conform to 

safety and professional regulatory standards. A major consequence of this is that nurses’ 

actual work practices are not always well understood by others. I continue to develop the 

analytic threads that have been introduced here in the following chapters. 
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Chapter 5: Medication Work as Discretionary Practice 

In the previous chapter I introduced a number of key texts and illustrated how 

they function to connect people and their actions in predetermined, predictable ways. 

Texts, and the ruling relations embedded within them, powerfully organize the actions of 

nurses working with medications and compel standard responses that are common across 

multiple settings. I also illustrated how nursing practice is increasingly scrutinized for 

adherence to rules and regulatory frameworks, with a view to discipline nurses. In this 

chapter, I show how difficult it is for nurses to respond in standard ways, as the nature of 

their everyday work is anything but standard. I continue to analyze the thread of 

discretionary responses, introducing medication work as a messy, chaotic process that 

requires nurses to use discretion in order to accomplish safely and effectively. I use my 

data to illustrate a number of intricate, diverse, elaborate, and often hidden work 

processes that characterize medication work. I also demonstrate how the medication 

schedule is a powerful organizer of nursing work and enters into the decision-making and 

priority setting processes that nurses use to manage patient care. 

Understandings of Nursing Work with Medications 

Uncovering hidden work processes. Recall that nursing work with medications 

is almost universally referred to as medication administration in textbooks, policies, 

regulatory accounts, and the health care literature. I provided a critique of that term, as it 

does little to reflect the complexity, intricacy, or materiality of medication work. I also 

noted that more expansive terms such as the “medication use process” (ISMP,
9
 2005b, p. 

2) have been coined to reflect more accurately what happens in order to provide 

                                                 

9
 The ISMP is an organization devoted to the prevention of medication errors and the safe use of 

medications. 
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medications to patients. Even as broader descriptions of medication work attempt to 

capture the complexity inherent in it, much of what happens is obscured in these 

accounts. My understanding of nursing work with medications is broader, derived from 

my data, and based on the conceptualization of work within IE. This generous approach 

to understanding work allowed me to shed light on activities that are not normally 

described as work within institutional representations, yet are intentional activities and 

require competence to accomplish. To illustrate how an IE analysis can bring the 

materiality of work into view, I describe the steps of the medication use process (ISMP, 

2005b) and show samples of the knowledgeable, material practices that are concealed 

within this normative way through which to see, speak, do, and think about the work. 

There are six broad categories of action in the Institute for Safe Medication 

Practices’ (2005b) depiction of the medication use process, beginning with history taking 

and assessment of the patient, progressing through prescribing, transcription, pharmacy 

preparation and dispensing, administration, and ending with documentation and 

monitoring of the patient (see Appendix I). Hidden within these broad categories of 

action are actual activities and doings that are not captured in the static description of 

each stage in the process. For example, the prescribing category is broken down into two 

discrete tasks: (a) deciding on therapy for the patient and (b) prescribing the medication. 

In my observations, which were limited to two research settings, I witnessed what 

actually happens when doctors prescribe a new medication. Once the physician has 

decided on the appropriate medication therapy for a patient, she or he writes that down in 

the text Physician Orders and Progress Notes. The medication use process presupposes 

that the order will be complete and legible. As nurses and other health providers know, 
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there are many occasions when orders are missing a required component or are 

unreadable. Unit Secretary Wanda, who does the majority of the transcription work in 

one of the settings in which I conducted my research, said, “I don’t do any interpretation. 

I just write the order down exactly as it appears. If the nurses need clarification, they can 

try and get it” (Unit Secretary Wanda). 

According to the administrative policy on medication prescribing (Health Region, 

2007), it is the responsibility of the prescribing physician to ensure that all written orders 

are legible and include the following: date and time, medication name, medication 

formulation, dose, route, frequency, indication for PRN (if applicable), duration (if 

applicable), and signature. Even though the administrative policy is very clear that 

physicians are responsible for accurate, complete medication orders, some of the orders 

are incomplete or illegible and clarification is required before they can be carried out. If 

the medication use process unfolded as it is represented to (i.e., with legible orders 

including all of the necessary components), clarification would not be necessary. As I 

show in the following data excerpt, nurses make a significant but largely unknown 

contribution to the prescribing work process. 

RN Judy was preparing all of the 0800 medications to give to Mrs. Brown, a 

patient who had been admitted during the night. Judy had five other patients assigned to 

her that day, and was extremely busy trying to distribute the medications for all of these 

patients, answer call bells, do some quick assessments, and manage the nursing team. As 

she read the MAR and gathered the medications that she needed, she came across an 

order for Mrs. Brown that read “Hormone patch.” Judy puzzled over this order, and 

commented, 
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Hormone patch! What is that supposed to mean? What kind of hormone is it? 

What is the dose? How often does it have to be replaced? I’ll have to go and try 

and see if I can find any more information about it on the chart, or maybe from 

the patient. And the doctor was just here, but I think he’s gone now. I’ll have to 

try and call him to get this figured out. (RN Judy) 

Judy walked from the med cart stationed in the hallway next to Mrs. Brown’s 

room back to the nursing desk so that she could check the chart for the original physician 

order. Judy checked Mrs. Brown’s chart for the hormone patch order, as well as another 

chart for a different order that required clarification. No additional information was 

available on the chart to help her with the hormone patch order. Next, Judy walked back 

to Mrs. Brown’s room to ask her if she knew anything about the patch. Mrs. Brown was 

unable to provide any information, but Judy did get the name of her community 

pharmacy and called them. However, because it was a Sunday, she was unable to reach 

the pharmacy. Finally, Judy called the physician (who was not on call) and left a message 

for him to call back about the hormone patch. Frustrated that she could not be certain 

about that particular medication order, and could not administer the hormone patch, Judy 

wrote two notes—one to the physician explaining what clarification was needed and 

another to the nurses who would follow Judy and question the order just as she did; she 

provided this second note so that her colleagues would be aware of the steps that she had 

already taken in her attempts to resolve the problem. 

This example illustrates how nursing work is concealed in the simple description 

of the prescribing step in the medication use process, generally thought to be strictly 

physician work. Judy contributed a great deal to the prescribing process by investigating 

(i.e., checking the original physician order, interviewing the patient, calling the 

pharmacy, and calling the physician), alerting others (calling to leave messages with the 
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pharmacy and physician and writing notes to the physician and other nurses), and waiting 

(allowing time for phone calls to be returned). These activities are not generally 

considered to be work and are covered over by ideological accounts of the medication use 

process, yet they are intentional efforts that require time, competence, and knowledgeable 

activity. An IE lens revealed these hidden work processes and helped to uncover the 

unique contributions that nurses routinely make to ensure that medication orders are 

complete, an important component of patient safety. New medical technologies such as 

electronic prescribing are meant to fix the problems of incomplete or unclear orders, as 

they “force” the entry of all required data before the order can be transmitted. However, 

electronic prescribing creates separate problems, and can activate other time-consuming 

and often unanticipated work processes by altering the normal division of labour among 

physicians and nurses (Ash et al., 2007; Maslove, Rizk, & Lowe, 2011; Strom et al., 

2010). Currently, electronic prescribing is not available within the study settings where 

this research took place. 

In the ISMP (2005b) illustration, the next step after prescribing is for the order to 

be transmitted to the Pharmacy department. Before this can happen, however, a number 

of other activities occur. Someone must read the physician order before it is activated, or 

before the activities the text intends can take place. The institutionally endorsed process 

for notifying others of a new order involves flagging the chart by raising the appropriate 

plastic tag on the front cover. Physicians are well aware of the need to alert a nurse or 

unit secretary to the presence of new orders and have developed other systems of 

communication to ensure that their orders are seen. For example, on many occasions I 

observed a physician stop and communicate new orders to a nurse in the hallway, search 
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out the charge nurse and tell her about the order, or place the chart in a particular location 

on the nursing desk (an implicit cue to knowledgeable people) so that the order could be 

activated quickly. 

Unit Secretary Wanda is one of those knowledgeable people. She knows the usual 

times that physicians arrive to see their patients, watches the activities of doctors closely, 

notes when they are on the unit seeing patients, and when they leave. As they leave, they 

drop off patient charts on the nursing desk. Some of the charts have new orders written 

on them, some have progress notes, and some have no new notations at all. Wanda notes 

when physicians return charts to the desk where she works, and immediately scans the 

order sheets to see if new orders have been written. If there is an order related to 

medications, Wanda removes one of the duplicate copies of the order sheet, and places 

that copy in a slot on her desk that is labeled “Pharmacy.” She does this right away so 

there is no delay in the transmission of new medication orders and so needed medications 

can be supplied to the unit as quickly as possible. Unless there is a STAT
10

 order, which 

requires immediate action, Wanda then places the chart in a specific location on the 

counter above her (to her left), as a reminder that there is a new order that needs 

attention; she then processes the new orders when she can accommodate that work into 

the flow of her shift. Wanda explained that she also informs the assigned nurses of new 

medication orders, even if they may already know about them: 

Most nurses will come to the front and check for new orders, or will have already 

talked to the doctor. I just say, “Do you know about this?” so that they can give 

the drugs right off, without waiting for me to be done. (Unit Secretary Wanda) 

                                                 

10
 An abbreviation for the Latin term statim, meaning immediately. 
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Pharmacy workers are also aware of the times that are customary for doctors to 

see patients and expect most new medication orders to be written within a loosely 

predictable timeframe. In one research setting, I observed Pharmacy Technician Carol 

arrive from the Pharmacy to check the slot at the nursing desk hourly from 0900–1200. 

Wanda explained that because the Pharmacy department has new orders in hand every 

hour, pharmacists can ensure that medications are dispensed from Pharmacy onto the 

nursing unit in a timely manner. Wanda also explained that if an order were urgent or if 

there was a pressing need, she would notify the assigned nurse and call the Pharmacy 

department directly and immediately. None of these activities can be seen in the 

collapsed, static, step-by-step illustration of the medication use process, which merely 

shows that medications are prescribed and that orders are transmitted to Pharmacy. The 

examples of knowledgeable activity provided here offer a mere glimpse of the many 

hidden work processes that occur in everyday medication work, and the collective 

activity that serves to accomplish it.  

Medication work: A multifaceted work process. Just as there is a rich field of 

activity obscured beneath the ideological description of it, medication work does not 

always unfold in the individuated, step-wise fashion in which it is depicted. My data 

illustrate that medication work is not a linear process; instead, it is an inherently messy 

and multifaceted work process that encompasses the many ambiguities, complications, 

and contingencies that characterize everyday nursing practice. Medication work is global, 

collective, circular, integrated seamlessly into other work, distributed diffusely over time, 

and embedded within other work. To provide an illustration of how medication work 

unfolds differently from the step-by-step depiction of it, I describe an instance drawn 
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from my data that typifies what nurses actually do to navigate the contingencies of their 

everyday work. 

Judy, an RN with 19 years of experience, arrived at work at 0705, 10 minutes 

early for her 12-hour day shift on a Saturday in a small acute care hospital. After she 

received the reports on the patients she was assigned to care for on the surgical team, 

Judy walked directly to the med cart that was designated for her team and wheeled it 

down to the end of the surgical hallway. She quickly flipped through the med book and 

scanned the MARs for all of the patients on the team, her own patients as well as the 

patients for the LPN whom she was working with. Judy scanned all of the regularly 

scheduled and PRN medications that were ordered for each patient so that she could 

complete her patient assessments with this information in mind and anticipate what might 

be coming up during the day. Judy scanned the LPN’s MARs because she knew that she 

may have to administer the more complex or any IV medications that were ordered for 

these patients. She noted that there were three IV medications scheduled for 0800, 

walked back to the centrally located medication room to obtain all of the supplies to 

prepare those three medications, and walked back to the cart. After preparing and 

initiating the three IV medications and signing the MARs to indicate that they were 

administered, Judy returned to the med cart, opened the med book again, and flipped to a 

section for one of her patients. She read the MAR, opened the corresponding patient 

drawer, and retrieved the medications that were to be given at 0800. Judy quickly and 

efficiently checked each label, compared the label to the MAR, opened each package, and 

placed the medication in a small paper medication cup. She repeated this process with 

each medication until all of the medications scheduled for that patient for 0800 were in 
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the cup. Judy noted that the patient has a long-acting narcotic analgesic ordered once a 

day, and said out loud, “She only has this ordered once a day. Now why is that, I wonder? 

She should be getting it twice a day, so that she gets continuous coverage for her pain.” 

Judy entered the patient room, said good morning, and told the patient that she had her 

medications ready. Judy handed the paper cup to the patient with a glass of water. After 

the patient swallowed the medications, Judy asked, “Is your long-acting pain medication 

working for you? Do you have pain later in the day or during the night?” The patient told 

Judy that she has very good pain control for most of the day, but sometimes she has some 

pain during the night. Judy encouraged the patient to mention this to her doctor, left the 

room, and jotted a reminder note so she would remember to mention this to the doctor 

later on. 

Judy returned to the med cart, turned the med book pages to the next patient, 

noted that the patient had a medication scheduled for 1100, and placed a little sticky tab 

on the page as a cue to herself so she did not forget to give this medication later in the 

morning. Judy started to prepare the medications for the next patient who was admitted a 

few hours earlier, but came across a medication that she did not recognize, called toloxin. 

She looked in the patient’s medication drawer, but because there is no pharmacy 

coverage on the weekends, no medications were dispensed, and there were no 

medications in the drawer. Judy walked back to the nursing station to look the medication 

up in a reference book. As she approached the desk, her colleague RN Sam said, “Do you 

see this?” He pointed to a small computer screen that showed the heart rhythm of a 

patient in the constant care room. Sam asked Judy to have a look at it and verify his own 

interpretation of the heart rhythm. After she did this, Judy found a medication book and 
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attempted to look up the medication toloxin. It was not in the book, so she swiped her 

identification card to enter the medication room to access the Compendium of 

Pharmaceuticals and Specialties (Canadian Pharmacists Association, 2013) that is kept 

there. Toloxin was not referenced in there either. Judy said, “I am almost positive that 

this is the same as digoxin, because the dose is 0.0625, and the only drug I know like that 

is digoxin.” Judy proceeded to call the pharmacist in another centre nearby who was 

designated to be on call. The pharmacist verified that toloxin is the same medication as 

digoxin. Judy returned to the medication room, swiped in, and looked on the stock 

shelves for toloxin or digoxin. There was none. She then obtained the key for the 

pharmacy night cupboard, entered, and found the medication that she needed. Judy took a 

supply of toloxin, signed it out in the inventory control book, and left. She returned the 

key and went back to the med cart to finish preparing the medications for the patient. 

LPN Marcia was at the cart and asked, “How would you interpret this order?” She 

pointed at an entry in the MAR. Judy looked at it and read aloud, “Hold morphine.” 

Marcia then said, “Do you think that would apply to PRNs as well as her regularly 

scheduled morphine?” Judy answered, “Yes, it would. Don’t give any morphine at all to 

that patient.” She then continued preparing the rest of the medications for her patient and 

entered the room with the paper cup of medications. Once in the room, the patient asked 

for help to the bathroom and told Judy that he needed to have his teeth in before he could 

eat breakfast or take his medications. Judy walked the patient to the bathroom and helped 

him to wash up at the sink. She assisted this patient in his room for approximately 15 

minutes. 
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Judy returned to the hallway and heard a patient with terminal liver cancer 

moaning softly. The patient’s daughter was at the bedside and told Judy that her mother 

had been restless for almost 30 minutes now. Judy checked the bag of narcotics that was 

continuously flowing to manage the patient’s pain to be sure it was not empty and 

checked the screen on the IV pump to ensure it was running at the right rate. She tried to 

talk to the patient, but did not receive a response to her questions. Judy continued her 

assessment, gathering what information she could through observations, and asked the 

patient’s daughter to describe what she has observed while sitting with her mother. Judy’s 

assessment revealed that the patient’s pain was no longer being managed at the current 

infusion rate. Judy hurried to the desk to check the physician orders and discovered that 

although the narcotic dosage has been ordered as a range, the patient was already 

receiving the highest rate ordered. Judy also reviewed the chart to find out how long the 

patient had been receiving the highest rate of narcotic, how effective it had been, and 

what other interventions had been effective. At this point ten minutes had passed since 

Judy discovered the patient in pain, and she felt some pressure to manage it. It was 0900 

and she still needed to dispense 0800 medications for one more patient. She called the on-

call physician, provided the doctor with pertinent information and recommendations, and 

received an order to increase the rate of the narcotic. Judy hurried back to the room to 

increase the rate of the narcotic infusion, and then returned to the med cart to finish 

preparing her 0800 medications. 

In this description of a nurse’s medication work, the reader can begin to glimpse 

the complexity of the social organization within which medication work happens and 

medication knowledge is activated. Judy’s work in preparing and administering 
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medications did not happen as it appears in abstracted, theoretical formulations—as 

smooth, trouble free, and linear. Nurses do not practice in laboratory or controlled 

settings. Instead, they are situated in the messiness of the everyday world, and their 

knowledgeable medication work is integrated seamlessly into the broad terrain of nursing 

work that unfolds simultaneously. Troubles such as inadequate pain management, 

missing medications, lack of pharmacy coverage, inconvenient storage of medications 

and supplies, pressing patient needs, requests of co-workers, malfunctioning equipment, 

incomplete physician orders, and a multitude of other difficulties routinely arise, 

demanding urgent attention. Similar to the previous example, Judy’s experiences revealed 

the intricate, diverse, and intelligent actions that comprise medication work, as she 

searched (located the medications and supplies needed to administer the medications that 

were ordered), verified (accessed resources and gathered information to verify the 

accuracy and appropriateness of medications), assessed (gathered information to 

determine the efficacy of ordered medications), alerted others (called the physician), 

prepared (assisted patients with personal hygiene activities so they were comfortable and 

able to take ordered medications), consulted (acted as a resource to less experienced team 

members), and so on. 

Other work is repeatedly interjected into systematic medication work as the 

nurse’s attention is frequently and repeatedly drawn to other labours. These pressing 

demands are often referred to in the dominant discourse as interruptions or distractions, 

and are to be avoided as they are believed to result in higher rates of medication errors 

and compromise patient safety (CARNA, 2014a; Potter et al., 2014; Raban & Westbrook, 

2014; Westbrook, Woods, Rob, Dunsmuir, & Day, 2010). Although medication work 
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would certainly be less problematic without disruptions, it is simply and fundamentally 

the work that is demanded of nurses: circular, contingent, responsive, and rooted in the 

needs of others. By virtue of their embedded place in the environment and the intimate 

point of contact with patients, nurses are compellingly caught up in the moment-by-

moment happenings, and use their specialized knowledge and discretion to respond to 

what is happening. Their knowledgeable actions, rooted as they are inside the everyday 

world, accomplish medication work safely and effectively. 

The Medication Schedule: Race Against Time 

The importance of time in today’s health care environment. The health care 

practice setting is very different today than it was even 10 years ago. The current 

environment is characterized by volatility, chaos, uncertainty, and rapid, unrelenting 

change (Canadian Health Services Research Foundation [CHSRF], 2005; Kramer et al., 

2013). The hospital patient population is more complex, more acutely ill, and people stay 

in hospital for shorter periods of time, compressing the opportunities that health care 

providers have for interactions. The pace of work is fast, frantic, and subject to the ever-

tightening constraints of the high demand milieu. Restructuring, regionalization, with the 

move to fewer clinical managers, chronic understaffing, and the widespread acceptance 

of the efficiency project all contribute to the significant changes that are occurring in the 

practice environment (CHSRF, 2005; Kramer et al., 2013; Melon, 2013; Rankin, 2009). 

As health care organizations begin to industrialize with standardization, 

efficiency, and cost control as the bottom line, time, like other scarce resources, has 

become a precious commodity. “As organizational employees, nurses are expected to 

complete their work assignment efficiently to support the goal of positive profit margin. 
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The emphasis is on standardization and efficiency and time is a resource that costs 

money” (Jones, 2010, p. 186). Time is being progressively squeezed, as additional 

demands are placed on workers to do more with the same or fewer resources. 

Productivity is expected to increase, and the use of time is monitored in attempts to 

ensure maximum efficiency (St-Pierre & Holmes, 2008). 

The centrality of time in medication work. Time is a central feature of 

medication practice and enters into the work in two important ways. First, the 

institutional rhythms and cycles that structure the everyday world of nurses act in order to 

tightly program medication work. Medication administration schedules generally reflect 

institutional priorities rather than nursing or patient care priorities. Institutionally timed 

events such as the routine work hours of nurses, the hours of operation of ancillary 

departments, and regular meal times all influence nursing care. For example, patients 

may be awakened at certain times based on the delivery of the breakfast tray (important 

to the medication schedule because some medications must be planned around meals), 

calls to the Pharmacy department may be delayed to coordinate with their hours of 

operation, and so on. Additionally, medication work is essentially a cooperative, shared 

responsibility with other members of the health care team. The timing of actions of each 

care provider affects every other team member who is involved in the work. Physicians 

arrive to see their patients at unpredictable and varying times, writing new medication 

orders or changing existing orders, not necessarily in sync with the timed medication 

schedule. Delays in one area (e.g., lags in dispensing medications from Pharmacy) create 

a domino effect and result in delays in subsequent work processes. 
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Institutionally arranged events are intended to normalize and standardize an 

unpredictable practice environment, making it more manageable and controllable. People 

who make decisions about institutionally timed events may not fully appreciate all of the 

implications that result for nurses and other practitioners whose work is impacted. While 

nursing work benefits from systems that order their work processes, the managerial 

control that is exerted onto nurses’ work arises in highly contradictory and often 

inconspicuous ways. The effectiveness of systems that have been introduced to 

streamline and standardize nursing work must be critically examined for how they control 

what nurses do and when they do it. 

As nurses have little discretionary power over institutionally timed events, they 

are often faced with challenges such as overlapping demands on their time. Nurse-to-

nurse handoffs (reports), medication administration, physician visits (rounds), and direct 

patient care needs can all occur at the same time. In such circumstances, nurses make 

decisions about how to best organize their actions and manage their work pragmatically, 

including dropping activities that are not stringently monitored by the institution. This is 

the second important way that time enters into nursing medication practice. The 

institutional focus on time has a powerful influence on what nurses actually do in their 

everyday practice. As they attempt to be “good” nurses, they make choices about their 

practice that from the outside may appear to be counterproductive or even unsafe. Inside 

the work, however, nurses are quietly engaged in discretionary work, performing 

thoughtful and knowledgeable actions that keep patients safe and can be accommodated 

within the real world of nursing. 
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The medication schedule as an orienting device. Medication schedules and the 

activities that they demand set the pace in hospitals and act as prime orienting devices for 

nurses. The timed schedule on which medications are to be administered provides the 

basis that underpins much nursing activity. Nurses are keenly and continuously aware of 

times that medications are scheduled for, and they structure their workday predominantly 

around that timing. Although the medication schedule provides organization for what 

nurses actually plan to do, the structure changes, fluctuates, and varies as the workday 

progresses. RN Karen explained how her scan of the med book gives her a general sense 

of the demands that she will have on her time for that particular shift, and how she uses 

that to help plan her day: 

I scan my times to see how many 8 o’clock meds I have. I just kind of get a 

general overview of like, “Wow. That’s going to be a busy day,” or “You know, 

it’s not much.” I scan all the times, and make a mental list. (RN Karen) 

In my observation of RN Barb, I noted that she also scanned the med book when 

she arrived onto the unit, following the evening report. I observed as she went to the med 

book and located the MARs for all of the patients that she would be caring for that 

evening. She looked at each MAR quickly, and jotted notes onto a sheet of paper that she 

is carried in her pocket. This sheet of paper had her patients’ names on it along with 

information that she had deemed to be most important to her care. Barb wrote down the 

times of the medications that she would be administering to each patient alongside the 

name and used the information to schedule her shift: “I am looking ahead to see what 

medications I need to give because that is my entire shift” (RN Barb). 

The timed schedule for medication administration is tightly regulated through 

policy statements that direct medication administration to occur within a certain 
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timeframe and through assigned standardized administration times. Assigning 

standardized times is part of the work of the person who is processing new medication 

orders. In one observation, I watched as Unit Secretary Wanda processed orders and 

assigned times according to the information contained within the physician order. Once 

daily medications were scheduled for 0800, twice daily medications were scheduled for 

0800 and 2000, and so on. Wanda had a small typed note that she could refer to if 

needed, but she had the standardized times memorized and did not need to refer to it. She 

did not know how the times were determined, just that “it’s how it’s done” (Unit 

Secretary Wanda). Nurse Manager Tammy was able to shed light on how times were 

determined and why it is important to cluster administration times: 

Those standard times come from Pharmacy and the Zone [referring to a certain 

geographical area]. The standard times are really a nursing efficiency, so that you 

aren’t going around all of the time giving meds at all hours. Even as it is now, the 

standard times are 0730, 0800, 0830, 0900, and then typically you won’t see a lot 

given until 1200; ventolin [is] at 1000, but you know it’s really just to decrease 

the number of med rounds. It’s a balance between patient centred and nurse 

centred. (Nurse Manager Tammy) 

Pharmacist Patricia clarified further and said that the medication times are site 

specific and determined by each pharmacy in consultation with others stakeholders, 

including those in nursing. In the research settings, the nurse managers were consulted 

about medication times rather than nurses in direct practice. Patricia maintained that the 

standardized times are meant to fit smoothly with the work schedules of other 

practitioners and should “make sense” (Pharmacist Patricia). 

Although the standardized times are very well intentioned, and are meant to make 

sense in the organization of nursing work, there are times when the scheduled times 
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actually hinder work. LPN Nadine described how problematic the standardized times can 

be for her work: 

I have no idea why the morning medications are ordered for 0800. I just know it 

would make more sense for nurses to have it at 0900. We don’t get out onto the 

unit sometimes until 0800, and all of the medications are already due. And people 

are still in bed and breakfast trays are coming. (LPN Nadine) 

This illustrates the difficulties that can arise when processes are imposed from outside the 

work, without robust input from nurses in front-line practice. Meant to accomplish 

efficiency, standardized times can instead create pressure to get the work done, 

particularly at certain times of the day when medication work is clustered. 

Due to this blind standard, in which all medications are treated equally within the 

institutionally created schedule, and the focus on timeliness, there is minimal flexibility 

and little room for nurses to exercise discretion. Ingrained in all nurses, beginning in their 

basic educational programs, is the notion of how important it is to give medications 

according to the “five rights” (Kron, 1962, p. 62) of medication administration. Also 

known as the “golden rules” (McGovern, 1988, p. 34), giving medications at the right 

time is one of the five rights, along with right patient, right medication, right dose, and 

right route. According to this dictate, nurses are obligated to administer medications on 

time, generally considered to be within 30 minutes before or after the scheduled time 

(“CMS 30-minute rule,” 2010; Perry & Potter, 2009). For example, if a physician ordered 

a medication to be given at 0800, health care administrators consider it to be acceptable 

to administer that medication anytime between 0730 and 0830. In light of medication and 

regulatory standards, administrators and health care leaders judge medications given 

outside of the accepted parameters to be administered in error. The creed of timeliness is 

pervasive in the literature and is enshrined within policy and practice guidelines 
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(CARNA, 2014a; Health Region, 2009b; Hughes & Blegen, 2008). Medications prepared 

and administered outside the times specified in policies are often accounted for as errors 

in research studies, and are not distinguished from other errors such as the failure to use 

aseptic technique or administering a drug to the wrong patient (e.g., Westbrook et al., 

2010). Policies and procedures around acceptable time parameters may vary (e.g., some 

practice settings allow 60 minutes leeway), but the consequence of the powerful golden 

rules discourse is that nurses are very conscious of time and are perpetually attuned to the 

clock. 

A predicament is created in which it is rarely possible for nurses to meet the 

requirements of the tight medication schedule, as simple logistics and overlapping 

demands prevent nurses from being on time when trying to administer multiple 

medications. Medication work is embedded in the messiness of the real world, in which 

demands are extremely high, bells are ringing, patients need help to get to the bathroom, 

doctors are phoning to give new orders, and the list continues on. Medication work is not 

a discrete task that can be compartmentalized and completed without disruption. As LPN 

Brenda explained, it simply is not always possible to keep to established timeframes: 

Realistically you can’t get the meds done within that time frame. It took me 15 

minutes just to do that one patient’s, because there’s just so much going on in the 

morning. Everyone is like, “I need help with this,” you’re busy with that for 10 

minutes, and then that’s 10 minutes from doing meds that you don’t have. (LPN 

Brenda) 

Brenda’s statement, “that’s 10 minutes from doing meds that you don’t have,” 

reveals the reality of how distributing medications within the timed schedule shapes 

nurses’ consciousness. Even though Brenda’s focus on “getting meds out” doesn’t 

necessarily override other patient wants and needs in the moment, she feels at an 
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impasse—that the time spent in other kinds of patient care is time that she does not have 

to spare. 

In addition to time constraints, there are important operational constraints as well. 

Recall how the unit secretary coordinated her work so that scarce resources such the med 

books housing the MARs could be shared. Other resources in high demand are the med 

carts. Med carts were intended to be mobile, so they could be transported from room to 

room to provide easy access to needed supplies. Mobile med carts are marketed as tools 

to ensure safe and efficient medication procedures by streamlining processes, improving 

workflow, reducing medication errors, and minimizing interruptions (Omnicell®, 2013; 

Rubbermaid® Health Care, 2013; Tsai, Chaung, Chou, Liu, & Shih, 2009). However, in 

both research settings, the carts were generally parked in one spot in the hallway or left in 

the medication room at the centre of the unit so that many people could access them 

simultaneously. Nurse Manager Tammy described how this process has evolved: 

We don’t ever, ever, ever take med carts into patient rooms. One of the downsides 

to doing that is that Nurse A is busy with the cart with one patient, so then no one 

else can access the cart. Our carts now have a very large amount of stock meds on 

them so they’re not just individualized to that one patient. They have narcotics on 

them. Back in the olden days when we had one nurse providing meds for the 

entire unit, taking them into patient rooms would work. But that’s not how we 

work anymore. That isn’t patient-centred care. (Nurse Manager Tammy) 

As nurses have similar workload demands, including the responsibility to administer 

medications scheduled for the same time, competition for resources is a persistent work 

constraint: 

On days there are a lot of people wanting to get to that cart, for various reasons. 

The mornings can be really rushed because you have the doctors coming up, and 

there are new drug orders to be processed, and the unit secretary wants the med 

book. The charge nurse probably wants it because the doctor wants to go through 

what the medications are. You prioritize constantly about who takes their turn at 

the med cart. (RN Karen) 
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It is impossible for three people to work at one med cart at the same time, so 

nurses have developed a highly choreographed process to allow their work to flow as 

smoothly as possible under such competitive conditions. The person who is assigned to 

go on first coffee break has first access to the med cart, the person on second coffee break 

has the right to use the cart second, and the person on third coffee break uses the cart last. 

This finely tuned process allows each team member to have priority time at the cart, 

although norms allow for interruptions in instances when high-priority needs arise. RN 

Karen explained, 

The first thing we do is a round. And then that’s the next thing, is that everybody 

heads to the med cart. And if there’s something pressing that we found on our 

round, that would be dealt with first. [If a] patient needed pain medication or 

something, that would be whoever’s patient that was, they get first shot at the cart. 

And then the next question is who’s on first break, because first break is 0830, 

and you have very little time to get a lot of work done before 0830, and if you 

don’t take your break on time, it screws everything up. You’re either going to be 

short or it puts everybody else behind, because we take three breaks, and like third 

break coming back from coffee is not very long before first is going for lunch. 

(RN Karen) 

All of this delicate manoeuvring entails a great deal of coordination with other nurses and 

health care workers. 

Due to the rigid schedule, the difficulty involved in accessing key resources, and 

the overriding drive to complete medication work within tight timeframes, nurses have 

developed strategies to manage the quandary as best they can. In one observation, I 

watched as LPN Brenda approached the med cart that she was sharing with the other 

people on her team, and I saw her take some MAR sheets out of the med binder. She also 

removed one of the medication drawers and took the drawer and MAR sheets into a 

patient lounge. At this time of the morning, the patient lounge was quiet and no patients 
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or family members were there. Brenda sat down and organized the MARs and drawer on 

a coffee table in front of her. She commented, 

I’m not sure if we are supposed to be doing this, but some of us do because it 

makes it so much easier. I haven’t seen a note about it, so I assume it’s okay. I 

know it was brought up at a staff meeting. (LPN Brenda) 

This creative strategy allowed Brenda timely access to the resources she needed to 

accomplish her own work and did not interfere with the work of other nurses. Reflected 

in her comments was the recognition that removing the medication drawers from the cart 

and setting up a workspace in a public area of the hospital unit was risky and unlikely to 

be sanctioned by the administrative team. That is because the medications cannot be 

locked up or secured as they can be on the cart and could be taken or tampered with if 

they were left unattended out in the open. Removing the MARs from the binder is also a 

precarious practice, as they could be misplaced, lost, or filed in the wrong section of the 

binder when returned. Any of those occurrences could result in a missed medication dose 

or other error. Although none of these potential problems developed in the instance that I 

observed, Brenda’s work process is simultaneously risky and prudent. 

Working around the medication schedule. Although the medication schedule 

dominates nurses’ thinking, in the observations I made, medications are commonly 

administered outside of the institutionally determined “correct” time. Faced with multiple 

patients, numerous responsibilities, and competing, simultaneous demands on their time, 

nurses worked around the medication schedule. They made thoughtful decisions about 

what medications were clinically important to give according to a precise timeframe, and 

ensured that those were administered promptly. They also made thoughtful, 

knowledgeable decisions about which medications could be delayed until higher priority 
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tasks were accomplished, and administered those when time allowed. RN Karen 

explained, 

I guess it’s just experience. Like, we have a lot of patients who are on long-acting 

morphine (a narcotic analgesic), right, so if they are on MS Contin [a long-acting 

morphine], that 8 o’clock dose is important. That really shouldn’t be given at 10 

or 11. We wouldn’t wait with that. You try and get as close to the time as you can 

for specific things. Blood pressure medications, digoxin [a heart medication], 

anti-emetics [drugs to treat nausea] are important to have on board when they are 

on a schedule. Those are some of the things that just pop into my head. (RN 

Karen) 

LPN Brenda also described some of the factors that guide her decision making around the 

medication schedule: 

It depends on what the pills are. I mean, if it’s something that that person is 

having every so many hours, then yeah, it becomes a big problem if they haven’t 

had their 0800 pill until 0900, because they have another one coming at 1200. In 

that situation, you’d probably go to Riskpro [the system that is used to report 

errors] and just do up an error report, and just say, “This didn’t happen until 

then,” and give the reason for it, and that might even help us out. . . . If it’s a one-

time-a -day med and it’s supposed to be at 0800 and it’s given at 0845 or ten to 

nine then I’m not as concerned about it. So maybe that’s kind of a lax attitude, but 

I mean. . . (LPN Brenda) 

Embedded within these examples are the criteria that nurses use to guide their 

decision-making processes, including factors such as the acuity and complexity of patient 

needs, the degree of patient comfort or discomfort, the frequency of medication 

administration (e.g., every 4 hours versus every 24 hours), the timing required in relation 

to food intake, laboratory work, as well as other medications, anticipated clinical 

outcomes, the pharmacokinetics of the medication (such as onset and duration of action), 

and other patient needs. 

Nurses viewed medications as a high priority task in the instances that I observed. 

Nurses delayed or even dropped activities that were less stringently monitored 

institutionally or deemed to be less important at that particular moment, such as providing 
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assistance with meals, bathing patients, completing dressings, and so on. LPN Brenda 

described the difficulties that are created for her and for patients because she is immersed 

in completing her medication work: 

It’s frustrating when you are trying to get your pills done, and your patient says, 

“I want this,” and you know what? I know you want this, and I would love to help 

you with it, but I need to do this first. I hate having to say that to a patient. I hate 

having to say, “I know you need this, but can you just wait until I get my pills 

done?” Like I haven’t had a chance to listen to everybody’s lungs and that’s 

important. . . . And this morning when I was trying to do my meds, and there was 

a bell ringing across the hall, and I was like, “I know I should answer that but I 

need to do my pills, and that’s not my patient, and they’re not screaming, so 

they’re not on the floor,” so you let them wait. And you know that maybe it’s not 

the best approach because when a bell is ringing you should answer it. You have 

enough distractions with your own people that pretty soon it’s 0900 in the 

morning and you haven’t got anything else done. (LPN Brenda) 

Nurses also shifted tasks from hectic times, when much activity was clustered (such as 

when the unit is first waking up), to less demanding times, compressed tasks, and took 

shortcuts, essentially banking time for later. This all creates tension and guilt for the 

nurse caught up in the work of dispensing medications on time. 

Interestingly, I observed many occasions when nurses “repaired the record” by 

documenting “on time” medication administration (by placing their initials in the ordered 

time slot), even when it was delayed beyond the allowable 30 to 60 minutes. According 

to policy, if a medication is administered more than 60 minutes before or after the 

scheduled time, the actual administration time and the reason that the medication was 

given early or late must be noted in the MAR (Health Region, 2009b). Instead of 

recording the actual time and reason for late administration, on many occasions the 

nurses I observed simply initialled the MAR without adding in that detail. 

Routine initialling may be a function in part of the way that the MAR works, as it 

controls the type of response that is allowed. Recall the format of the MAR, with the 
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times designated for each medication, and the small predefined text boxes that demand a 

particular response (the nurse’s initials in this case), that verifies that the medication was 

given at the ordered time. There is simply not enough room to legibly document the 

actual time of administration and explain why there was a deviation. A second 

explanation is that when nurses make conscious decisions to change the time of 

administration of medications, they do not record the specific time because it is not 

viewed as clinically significant or important to nursing or patient care outcomes. LPN 

Brenda provided this explanation when she commented that she “isn’t concerned” about 

on-time administration if it is a once-a-day medication, as she is exercising sound clinical 

judgement. A third explanation was detectable in LPN Brenda’s reference to a “lax 

attitude” about late administration of some medications. She is aware that she must 

administer medications on time or record it properly in order to adhere to the policies and 

standardized procedures governing medication work. She is also aware that her strategy 

of delaying administration of some medications is a well-thought-out decision that makes 

sense in the context of her daily work. The major consequence of repaired records is that 

a documentary reality is created that does not reflect what actually happened in the 

setting. In the textual reality that is produced, medication work appears to unfold 

smoothly, in a step-wise fashion, just as it is represented ideologically. The rich tapestry 

of work, thinking, and knowledge is obscured within this virtual world. 

Summary 

Medication work is essentially a messy, contextual, ambiguous, multifaceted 

pursuit that can be challenging and problematic. Conversely, medication work is directed 

by policies, professional guidelines, and standard processes that are sometimes difficult 
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to realize in such an environment. For instance, blind standards around the medication 

schedule have unintended consequences, and may force creative, reasonable, but covert 

work practices. Nurses who engage in work practices that are not authorized by 

institutional policy take the risk of being judged unsafe. The ISMP warned, “Many nurses 

find it difficult to administer medications to all their assigned patients within the 30-

minute timeframe. This sometimes causes nurses to drift into unsafe work habits” (“CMS 

30-minute rule,” 2010, p. 1). I argue that while some of the covert work practices 

developed by nurses may run the risk of being unsafe, many of them demonstrate 

sophisticated judgement and are well-thought-out adaptations to rules or processes that 

simply do not work in the embodied world of nursing real people. Nurses are quite 

successful in stabilizing the inherently chaotic hospital environment, essentially “holding 

together and coordinating the threads and shreds of several lines of action” (Smith, 1987, 

p. 66) in order to ensure the smooth and seemingly effortless unfolding of medication 

work. In the next analytical chapter, I continue to build an account of standard work 

processes as they relate to medication work and the everyday discretionary work that 

nurses undertake. 
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Chapter 6: Standardization and the Discursive Construction of Rules 

In Chapter 2, I introduced a selection of literature establishing patient safety as a 

high-priority concern within health care today. I continue to examine the literature here, 

concentrating more specifically on medications and how the discourses of safety and risk 

influence the construction of rules meant to make medication work safer.  

In today’s hospitals, ideological accounts of quality and safety dominate health 

practitioners’ thinking about how to work with medications and impose activities that 

reinforce and support those formulations. Medication work is understood as an inherently 

risky activity, and standardized policies and procedures attempt to manage risk and 

tightly control the processes that are employed when working with medications. The term 

standardized implies the rules that have emerged are uniform and are meant to be applied 

consistently and universally, regardless of the circumstances. Constructed far from the 

bedside in the abstract realm of safety and quality, standard rules are stripped of context 

and isolated from the complex and poorly understood work of nurses. While seemingly 

logical and rational, standardized rules simply do not always work the way they are 

meant to in practice. Nurses work in settings characterized by variation, unpredictability 

and unrelenting change, making it difficult and time consuming to accommodate 

inflexible processes imposed by standardized policies and procedures. In this chapter, I 

provide evidence to demonstrate that it is virtually impossible for nurses to follow the 

rules while simultaneously producing safe, competent patient care. Nursing knowledge is 

situated, and the critical decisions that nurses make in the moment, considering all of the 

information at hand, are largely responsible for keeping patients safe.  
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 Medication Work: Compelling Discourses of Safety and Risk 

The safe use of medications is of particular interest within the patient safety 

movement, as medication errors are reported to be widespread and responsible for actual 

and potential harm to patients (Keers, Williams, Cooke, & Ashcroft, 2013). Within the 

patient safety literature, medication errors are one of the most commonly used proxy 

measures, along with mortality rates, wrong-site surgery, injuries due to restraint 

application, falls, pressure ulcers, and infection rates (Brady, Malone, & Fleming, 2009). 

The patient safety research literature investigating medication errors has placed particular 

focus on determining how often errors occur (Bohomol, Ramos, & D’Innocenzo, 2009; 

Ozkan, Kocaman, Ozturk, & Seren, 2011), who or what is responsible for the error 

(Brady et al., 2009; Chang & Mark, 2011; Joolaee, Hajibabaee, Peyrovi, Haghani, & 

Bahrani, 2011), and how errors can be prevented (Conrad, Fields, McNamara, Cone, & 

Atkins, 2010; Harding, 2012; Nguyen, Connolly, & Wong, 2010). However, “despite 

numerous research findings, we cannot estimate the actual rates because they vary by 

site, organization, and clinician; because not all medication errors are detected; and 

because not all detected errors are reported” (p. 4). These authors also concluded that the 

difficulties with measuring and reporting errors make it challenging to know if safety 

strategies are having meaningful impact (Hughes & Blegen, 2008).  

The increasing preoccupation with risk in medication work is a thread that is 

particularly pervasive within the patient safety literature. Anderson and Webster (2001) 

claimed, “Administering medications is probably the highest-risk task a nurse can 

perform and accidents can lead to devastating consequences for the patient and for the 

nurse’s career” (p. 34). The threefold message is clear: medication work is perilous, it can 
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be extremely harmful to the patient, and it may result in disciplinary measures for the 

nurse (Anderson & Webster, 2001; Elliott & Joyce, 2005). From nurses’ earliest 

educational experiences, the act of giving medications to patients is framed as hazardous, 

with potentially catastrophic outcomes. A typical chapter in a fundamental nursing text, 

meant to prepare beginning nursing students to work with medications, will begin by 

citing the Institute of Medicine study on adverse events and the number of people who 

die each year in hospital due to medical error (Perry & Potter, 2009). The introduction of 

a workbook focused on safe medication administration cited the same study and 

reinforced the message that “one of the greatest responsibilities you will have as a nurse 

is administering medications” (Przybycien, 2005, p. 31). As the core message of risk and 

danger is reinforced over and over again, it becomes a key thread in the discourse 

organizing medication work. Medication errors, issues of harm to patients, and blame for 

harm are inevitably raised when medication work is perceived as inherently risky 

(McDonald et al., 2006).  

Mounting evidence indicates that the vast majority of medication errors are not 

clinically significant. A report by the global Institute for Healthcare Improvement 

estimated that 90–95% of all reported errors cause no harm to patients (Griffin & Resar, 

2009). Findings from a recent study demonstrated that not only are the vast majority of 

medication errors innocuous, minimal harm to patients is achieved in part because of the 

vigilance of nurses in taking action when an error is discovered (Johnson, Tran, & 

Young, 2011). The careful monitoring and close attention that nurses provide work to 

minimize the harm to patients that occurs as a result of inevitable mistakes in the 

medication process. 
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In spite of the important protective work that nurses accomplish, Treiber and 

Jones (2010), in their interpretive analysis of 158 accounts of nurses’ self-described 

medication errors, discovered that even a minor error such as administering a vitamin to 

the wrong patient elicited feelings of devastation and terror. The researchers discovered 

six key symbolic themes in nurses’ accounts, including “devastating reactions, . . . 

dealing with fear, . . . [and] lessons learned” (Treiber & Jones, 2010, p. 1331). In the 

study, the researchers reported, “Emotionally devastating visceral responses to errors 

were common and often incongruent with error severity” (Treiber & Jones, 2010, 

p. 1327). Those feelings were triggered not only from worry about the wellbeing of the 

patient, but also stemmed from a loss of professional identity as a safe and competent 

practitioner and fear of job loss or other disciplinary measures.  

Fear of making a mistake with medications was a thread that also appeared in the 

work of nurses in my study. RN Holly explained, 

I am terrified of making a med error, and I always have been. That isn’t new. 

That’s from when I was first in nursing training, and the fear was just instilled in 

us. . . . That was just drilled into us, right from the beginning, from our nursing 

instructors, actually to the point where I would have nightmares. It was the same 

one, a recurring nightmare. And even now when I am stressed about work I’ll 

have that same nightmare. It doesn’t happen that often anymore but once in 

awhile. (RN Holly) 

In all her extensive experience as a nurse, RN Holly has never made a medication error 

that had serious consequences for the patient, yet apprehension and fear have always 

featured largely in her daily practice. LPN Brenda also fears making a mistake, but 

believes her worries are protective: 

Yes, it is a fear that I have [making a medication error], and I don’t know why. I 

have never (knock on wood) done that. I forgot as a student to take a nitro patch 

off, but I have never given a wrong dose of medication or given medication to the 

wrong patient, so I don’t know where that comes from. And I hope it never goes 
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away because it’s a caution thing. Like you’re less likely to make a big mistake if 

you’re cautious. I don’t know where it came from. (LPN Brenda) 

I am not taking the position that nurses’ fears are unwarranted, unjustified, 

protective, or fully understandable, but simply pointing to the discourse appearing in the 

literature, in nurses’ talk and in their activities when working with medications. For 

instance, RN Holly has adopted a number of practices that help her avoid making a 

mistake, which she referred to as her “paranoia checks”. She explained, 

I’m so paranoid about checking. I have to check and check and check. And I keep 

track of things, like if one syringe has 1 ml in it and the other syringe has 2 mls, 

then that is easy enough to figure out which is which. Or I use labels if both 

syringes have the same amount. Sometimes I just know that in my left hand I have 

Maxeran and in my right hand I have whatever. So there are strategies. And every 

time I give IV, I still check the book. Every time. (RN Holly) 

The fears that both nurse informants expressed resonated clearly with my own 

experiences as a nurse and nurse educator, and were derived in part from an emphasis on 

individual performance, adherence to strict rule-based systems, and an internalized 

standard of perfection. This, in part, may explain why the thought of making a 

medication error is so enduring and alarming for nurses. Embedded within the discourse 

of fear of making a medication error is the message that mistakes are not acceptable, and 

when they are inevitably made can create feelings of guilt, shame, embarrassment, fear of 

censure and litigation, sorrow, and disgrace for those implicated (Canadian Nurses 

Association & University of Toronto Faculty of Nursing, 2004; Dennison, 2007).  

The prospect of disciplinary action if mistakes are made is also embedded in the 

discourse. “The procedure manual exists as one instrument of this discursive framework, 

for nurses are warned that if they do not follow the procedure as it is set down, they will 

be legally accountable for any consequences to the patient” (Cheek & Gibson, 1996, 

p. 88). The provincial nursing regulatory body, CARNA (2014b), has provided examples 



113 

of unprofessional conduct on its website. Listed among grievous infractions such as 

patient neglect, sexual abuse, theft, fraud, and deceit are medication administration errors 

(CARNA, 2014b, “Reporting a Complaint,” para. 8), sending an unmistakable message 

about the seriousness of making a medication mistake. In a recent article published by 

CARNA (“Publications Ordered,” 2012), incidents heard by a hearing tribunal to 

scrutinize complaints about individual nursing practice were briefly described. In this 

particular issue, 12 of the 16 disciplinary actions that were portrayed contained an 

element of medication work that had been deemed to be unsafe or unprofessional. In one 

incident, a nurse failed to have wastage of a narcotic co-signed, which is contrary to the 

employer’s policy. In addition to a condition appearing on the nurse’s practice permit, 

that particular nurse was ordered to complete a course in communication and a program 

to improve his or her clinical skills. Another nurse who was found to have been 

unprofessional in his or her conduct received a condition on the nurse’s practice permit 

and was required to take a course in responsible nursing for administering the wrong 

concentration of a medication, using an expired IV solution, and using a secondary IV 

line that had not been ordered by a physician. It is quite likely that there were additional 

circumstances at play that were not included in the publication, because taken alone, the 

sanctions imposed do not seem to be in proportion to the violations described. However, 

it is through these public processes that nursing work with medications is scrutinized, 

dissected, and critiqued and that nurses are disciplined.  

Standardization: Creating Order and Control 

As safety and risk discourses permeate contemporary health care systems, an 

ever-increasing emphasis on rules, standardized procedures, and accountability systems 
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result as organizations attempt to impose order and control over work. When risks such 

as medication errors are perceived as objective and measureable, it follows that they can 

be prevented through careful management. In particular, information systems and 

technologies that appear to subdue threats by quantifying them and rendering them 

manageable are highly sought out (McDonald et al., 2006). Although standardization is 

not new in terms of information systems, the drive to standardize health service work is 

much more recent, primarily motivated by the desire to improve efficiency and the 

quality of care (Ellingsen, Monteiro, & Munkvold, 2007). Proponents of standardization 

maintain that it is possible to impose routine, stability, and consistency on highly 

complex work environments in which variation and unpredictability are the norm, even 

though standard processes were originally developed in more predictable and controlled 

environments (Ball, Weaver, & Abbott, 2003; Meum, Monteiro, & Ellingsen, 2011; 

Parker & Lawton, 2000). 

Standardized tasks, completed the same way every time according to pre-

established protocols, are thought to reduce the chance of making a mistake (Hougaard, 

2004). In this view, “safe care is seen as synonymous with care delivered according to a 

guideline or protocol” (Cooke, 2009, p. 260). Industrialized approaches to medication 

work are only possible when the work is conceptualized as a linear, rational process, 

consisting of a lengthy and discrete series of steps. When it is viewed this way, the steps 

of the process can be deconstructed, examined in isolation, and individually streamlined 

in an attempt to reduce risks, increase work efficiency, and cut costs. As I demonstrated 

in the prior analytical chapter, medication work does not always proceed in a linear 

fashion, but instead is often all-encompassing, circular, distributed diffusely over time 
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and space, and embedded globally into broader nursing work. The linear, rational 

construction of medication work is constraining and overlooks the pragmatic actions that 

nurses routinely undertake. I continue the analysis here, illustrating how attempts to 

standardize succeed in squeezing out individuated and situated aspects of nursing work 

and conceal the knowledgeable actions that nurses engage in. 

Standardized Medication Work: Overruled? 

Medication work is a highly controlled aspect of nursing practice, more so than 

other aspects of nursing work. An abundance of rules, policies, and standardized 

procedures characterize medication work and establish the responsibility of the nurse to 

administer medications “correctly,” implying that there is one right way to accomplish 

the task. A large body of descriptive and prescriptive literature foregrounds the nurse’s 

obligation to prevent mistakes and establishes rules such as adherence to the five rights
11

 

(Brady et al., 2009; Cohen & Shastay, 2009; Joolaee et al., 2011; McGovern, 1988), the 

three-times check—checking for all five rights when the medication is taken from supply, 

when it is prepared, and just before it is administered to the patient (Jones, 2009; Kim, 

Kwon, Kim, & Cho, 2011; Wolf, 1988), correct medication dosage calculations (Harne-

Britner et al., 2006; Hutton, 2009; Ozkan et al., 2011), double checking of high-risk 

medications (Chua et al., 2009), and so on. These standard procedures attempt to impose 

uniformity and consistency while weeding out variation in the approaches that people 

might take when working with medications. The objective is to ensure that the same 

                                                 

11
 Although still largely referred to as the “five rights” of medication administration, additional 

rights have been added to the list over time in order to try and prevent medication errors 

(MacDonald, 2010). For instance, the Medication Guidelines for Registered Nurses, published 

by the College of Registered Nurses of Nova Scotia (2014), lists 10 rights of medication safety, 

including add-ons such as the right reason, right education, right to refuse, right evaluation, and 

right documentation. 
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procedure is used at all times, regardless of who is giving the medication, to what patient, 

in what setting, and under what circumstances. 

Medication procedures have tightened and become increasingly elaborate over 

time. I use the example of the five-rights rule to illustrate this point. The five rights have 

been accepted by nurses for decades and have become enduring and omnipresent tenets 

of medication safety. These five rights are taught to beginning nursing students and 

reinforced time and again until following them becomes ingrained in the consciousness of 

nurses. RN Holly, a nurse who completed her educational program 40 years ago, 

explained, “The right person, the right medication, the right route, but especially the right 

patient, the right time, and the right dose. That was just drilled into us, right from the 

beginning, from our nursing instructors” (RN Holly). Cemented early in nurses’ 

educational experiences, the belief that adhering to the five rights of medication 

administration will protect them from making an error is an enduring conviction. In a 

national survey of American nurses, nearly 90% agreed that most medication errors occur 

when a nurse neglects to follow the five rights of medication administration (Cohen & 

Shastay, 2009). Other authors claimed that up to half of the medication errors could be 

prevented with the careful application of the five rights (Joolaee et al., 2011). However, 

there is growing recognition that sole reliance on the five rights is not sufficient to 

prevent medication errors. 

Their capacity to prevent errors is vastly overstated, partly because the five rights 

focus solely on individual performance with no consideration for contextual 

factors or the multiple people and interrelated systems involved, and partly 

because they provide no procedural guidance. (ISMP, 1999, p. 1) 

The five-rights rule was generated in an era when individual responsibility for preventing 

errors was the prevailing belief system, and mistakes were thought to be the result of poor 
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practice or human error (MacDonald, 2010). Despite these rules, mistakes can and do 

happen, even when nurses are convinced that they have followed the rules: “The repeated 

publication of the ‘golden rules’ to stop error year after year in the presence of continuing 

drug error on the ward, is a convincing demonstration that this dogmatic and person-

centered approach does not work” (Anderson & Webster, 2001, p. 36). 

The typical response to continued medication errors has been to formulate more 

rules. Over the years, additional rights have been added in further attempts to control all 

the nursing behaviours that can result in medication errors. This ever-increasing list 

includes elements such as the right documentation, the right to refuse, the right 

assessment, the right patient education, the right evaluation, the right indication, the right 

equipment, and on and on (CARNA, 2014a; MacDonald, 2010). The five rights have 

grown to the six, eight, and even 10 rights of medication administration (College of 

Registered Nurses of Nova Scotia, 2014). This provides a glaring example of the 

impracticality of the task of devising rule-based solutions to fit every possible situation in 

health care practice. 

Regardless of how comprehensive the list of rules becomes, they can never 

account for the endless details and particulars that nurses pay attention to in their daily 

work with patients. Making more rules, in the belief that all of the possibilities will be 

captured, is futile. There is simply too much diversity contained within the multiplicity 

and range of situations that characterize medication work. Nurses are highly competent 

professionals who have the ability to practice without strict rules, and they are in danger 

of having the capacity to use their knowledge and judgment squeezed out by ever-

tightening protocols. My data confirmed that in order to provide safe and meaningful 
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care, nurses use discretion to respond to the moment-by-moment events that can never be 

fully captured by standard processes and procedural guidelines. While nurses are 

committed to delivering medications safely, how they accomplish that does not wholly 

correspond with the rigid, step-by-step processes that are reflected in the many 

procedural and policy guidelines governing medication work locally, nationally, and 

internationally (CARNA, 2014a; CNA, 2014; WHO, 2011). In the next section, I use my 

data to illustrate how the step-wise systems and ideological practices fail to hold up in the 

everyday world. 

 Ideological Practices in the Everyday World  

Nursing work: Loosely structured routine. Standardized safety procedures 

perform well in circumstances characterized by predictability, repetitiveness, and a 

limited range of possible responses. While an element of the routine certainly exists in 

nursing work, that routine is by necessity loose and flexible, as plans shift to 

accommodate the moment-to-moment ebb and flow of life on a hospital unit. A range of 

contextual issues arise in the day-to-day medication work of nurses that require the nurse 

to respond in ways that cannot always be anticipated and require the nurse to take actions 

outside of step-wise procedural rules. RN Karen explained, 

Your priorities change depending on everything that is happening. I start out 

looking at the medication book and planning all of my 0800 meds, and then 

something happens. I mean, there have been times where a patient didn’t get his 

medications until 1000 because there was something that was way more important 

happening with more of a priority over here. You can say to someone, “I haven’t 

given meds in 6 yet [referring to a room number]. Can you go and have a look? 

And see if they need anything?” You know, like maybe they have Dig [Digoxin]. 

Or maybe they’ve got something that can’t wait. If I got really, really busy, and I 

knew things were going south in a hurry, I would check all of the meds for my 

patients at the same time, just to see if there was something that needed to be done 

right now, and if there was something that couldn’t wait, . . . I would either ask 

for help, or I make that happen. I will make it happen in some way. (RN Karen) 
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Karen’s original plan to prepare and administer 0800 medications, consistent with 

the standardized medication schedule and the rules governing the right time to give a 

medication, must change to accommodate a pressing need on the unit (such as a patient 

vomiting, falling out of bed, or complaining of chest pain). Karen responds to the urgent 

needs that arise, yet continues to hold the needs of multiple patients, numerous 

responsibilities, and competing, simultaneous demands in her mind. It is important to 

understand that nurses are never simply working with one patient and his or her 

medications, isolated from the whole context in which their work is taking place. Instead, 

nurses are responsible for an assignment of four to six patients, and they are members of 

a team, often providing leadership and guidance to others. Nurses may be working with 

those who are new to the role or setting, have a more limited scope of practice, or need 

support. Karen’s thinking and actions, while deviating from the accepted protocols and 

standards for timely medication administration, helped to ensure that urgent needs were 

addressed, high-priority medications were administered before lower priority ones, the 

unit ran smoothly, and all of her patients were kept safe. This is the kind of discretionary 

work that I observed happening continually, as nurses retained a sense of their collective 

assignment, juggled what was happening in the context of the whole, took action to meet 

urgent needs as well as less-pressing needs, and reworked their plans so that they were 

responsive and flexible to all events that were occurring in the moment. 

Standardized medication times provide another illustration of how medication 

work is treated in a routine, standard way, but nonetheless requires a flexible, in-the-

moment response. Certain medications must be planned around food, either because they 

are meant to be taken on an empty stomach or taken with food. The precise timing is 
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entered into the medication record so that the ordered time of administration is congruent 

with the timing of meals. However, as I have already shown, the time that a medication is 

ordered to be given does not necessarily mean that it will always be given precisely at 

that time. In order to actually accomplish the correct timing of medications in relation to 

food, nurses engage in a number of interrelated work processes. 

First, the nurse must be alert to the different medications that are either rendered 

more or less effective when taken with food. Recall how nurses scan the MARs at the 

beginning of their workday in order to get a sense of the “big things” (RN Karen) they 

have to plan around. Recall also how RN Karen identified insulin as one of the 

medications that nurses are sensitive to in that initial scan, partially because of the need to 

time the medication so precisely in relation to food. Nurses pay attention to those 

medications that must be precisely timed and prioritize them in their work plan. Second, 

the institutionally timed meals have to be appropriate and arrive for every patient. It is not 

uncommon for the wrong meal to be delivered or for meals to be missed altogether. 

Nurses must be alert for when meals arrive and check to be sure that all of their patients 

receive their ordered diet, particularly when it affects medication dosing. At times, nurses 

manage these concerns by preparing a small meal with the sparse food supplies that are 

kept on the unit rather than waiting for another meal to arrive. Third, there are occasions 

when patients are not eating meals at designated times or will not eat at all. Many patients 

are gravely ill and are unable to eat because of pain, nausea, fatigue, or other factors. 

They may have food intolerances, cultural food restrictions, or simple preferences that 

prevent them from eating the food that is provided in hospital. Some patients may be 

distraught and reluctant to eat. Nurses know that it would be counterproductive to 
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administer certain medications either with or without food (depending upon the 

prescription), imposing risks far more serious than late administration of a medication 

dose would. Therefore, while it may appear relatively effortless to ensure that 

medications are taken in the correct combination with food, it actually requires a great 

deal of knowledge, watchfulness, and vigilance to accomplish, and, as a consequence, 

medications are not always administered according to the scheduled time. Timing of 

medications is simply one of the innumerable rules and protocols that cannot always be 

accommodated in the everyday world of practice.  

Time-intensive demands of ideological safety and quality initiatives. Although 

intended to improve the quality of care and enhance safety, many ideologically based 

initiatives demand the performance of time-intensive activities, are awkward and difficult 

to accomplish in practice, and do not always noticeably benefit the patient or improve 

outcomes in any way. The following example from my data illustrates this point. One 

evening shift, RN Mindy was assigned four patients, all of whom were designated 

“palliative care.” Palliative care is an approach that is aimed at preventing and relieving 

suffering associated with life-threatening illness and improving the quality of life of 

people and their families (WHO, 2014b). One of Mindy’s patients was Mrs. Smith, a 

young woman who was dying from metastatic cancer. Mrs. Smith was very ill; she was 

no longer conscious, nor was she able to communicate verbally. Mrs. Smith was being 

kept comfortable and pain free with a continuous fentanyl infusion, a powerful short-

acting narcotic analgesic. In report, Mindy learned that the infusion was effective for 

Mrs. Smith, but that she would need to prepare a new infusion bag right away because the 

current one was nearly empty. Immediately following report, Mindy prepared the 
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narcotic infusion, and had the prepared bag double checked by her LPN co-worker. 

Mindy entered the patient room, talking gently to Mrs. Smith, and completed subtle 

assessments while simultaneously changing the narcotics bag. After leaving the room, 

Mindy picked up the patient chart and documented the new bag that she just changed 

over onto the patient-controlled analgesia (PCA) Medication Flow Sheet. As she was 

filling out the record, Mindy shared the following comment with me: 

I don’t know why we have these sheets. They are redundant. I can see why they 

would use them on a surgical unit, but they aren’t needed here. They [patients] are 

rarely bolusing
12

 themselves. They are just on a continuous infusion that we 

monitor. We are in there so much anyway. Half the people don’t fill out the sheet. 

The only reason that we do it is because the policy says we have to. And I’m not 

sure how it benefits me or my patients. (RN Mindy) 

The policy that directed Mindy’s work with this patient outlines expectations for nursing 

practices related to assessments, management, and monitoring of patients receiving 

narcotic pain management infusions, either as patient controlled or nurse controlled 

(Health Region, 2009a). In this case, Mrs. Smith’s infusion was completely nurse 

controlled, as the patient herself was unconscious and incapable of using the self-

administration feature of the infusion pump, yet the policy required that information be 

entered onto the charting form, such as self-rated pain scales and number of boluses 

attempted, as though the patient were managing the infusion herself. The policy also 

requires vital signs (blood pressure, pulse, respirations, and temperature) to be completed 

and recorded frequently, in accordance with the drug monograph (Health Region, 2009a, 

pp. 3–4). All of these assessments are critical in many situations in which narcotic 

infusions are used, as serious adverse effects such as depressed respirations, lowered 

                                                 

12
 A bolus is the rapid administration of a medication directly into the veins. This is done to allow 

for fast delivery, a quick rise in the concentration of the medication in the bloodstream, and an 

effective response.  
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blood pressure, and lowered heart rate can result. However, when patients are seriously ill 

and dying, comfort is the primary goal of care. Measuring vital signs (particularly blood 

pressure), a required assessment according to this protocol, is intrusive, uncomfortable, 

and often unnecessary. Other aspects of the policy such as patient education around self-

bolusing and pain scores are not always applicable because of the health condition of the 

patients cared for on the unit. 

As I illustrate here, the PCA policy is not useful to Mindy’s work with this or 

with other dying patients. The standard protocol, designed to encompass all situations in 

which nurses care for patients with narcotic infusions, simply does not capture the 

essence of care that is required for those who are dying. The work required to adhere to 

the policy is an additional task that does not enhance quality of life or impact patient 

well-being. Mindy, like many other nurses, is caught up in the desire to provide 

meaningful, individualized nursing care while at the same time fulfilling her obligation to 

adhere to mandated policy directives. 

The emergence of discretionary work. Not every RN follows the strict 

procedural guidelines dictated by policies governing nurses’ work. In a different 

observation, I watched as RN Dawn completed an assessment of a patient who was also 

receiving a narcotic infusion. She did not check any of the vital signs that were required 

by policy, but she did complete the patient’s pain score. Dawn commented that she would 

also write the total amount of the medication infused at the end of her 8-hour shift, but 

that she would not fill out the rest of the record. Dawn explained her decision: 

The policy asks for vital signs to be completed at certain intervals and other things 

that would not be appropriate for a palliative patient. It is the same PCA sheet that 

we use on the unit that is used all across the hospital, regardless. The policy is the 
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same too, even though it makes little sense on a palliative unit. That’s why not all 

of the RNs find the sheet to be useful in their practice. (RN Dawn) 

Just as Mindy did, Dawn called on her experience and knowledge of caring for 

dying people and completed the tasks that were important to provide that care. In both of 

these instances, the RNs judged the formalized rules for what is necessary to ensure safe 

administration of a narcotic analgesic to be inappropriate and irrelevant in context. Both 

RNs knew this and made adjustments in their work, either by going through the motions 

and following the protocol in spite of the irrelevance of it, or by using discretion and 

modifying the protocol in order to provide appropriate, individualized, particularized 

care. 

I observed many instances of discretionary work, in which nurses “violated” 

formal policies and procedures, but in well-thought-out, reasoned ways. When talking 

about their discretionary work, nurses often referred to how they know things “should” be 

done and provided unsolicited explanations to me about why they were not following 

established processes and procedures. RN Judy explained the thinking upon which her 

discretionary work was founded, which she referred to as “taking shortcuts”: 

I take shortcuts at times because I have to, but I’m not always willing to do this. I 

go through a thought process to decide, because I won’t always take the same 

short cut. It really depends on the drug, it depends on the patient, and it depends 

on what else is going on. I’ve thought about why I was willing to do this one time 

but not the next. (RN Judy) 

Later, in the observation, I noticed one of the shortcuts that Judy had referred to earlier. I 

noticed that Judy stayed at the bedside chatting with some patients while she 

unobtrusively watched them take their medications, while in other instances, she left the 

medications at the bedside without observing the patient actually take them. Leaving 

medications at the bedside is considered unsafe practice within the ideologies that inform 
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the rules of safe practice. A regional policy directs personnel to remain with the patient 

until the medication has been consumed in order to verify that the medication has actually 

been administered as ordered (Health Region, 2009b, section 5.10.1). Visual verification 

of a patient ingesting a medication is expected to create the conditions for legally 

completing the permanent record, which documents each instance of medication 

administration. While it is certainly ideal practice to personally observe while each and 

every medication is ingested, it would also be enormously time consuming, and 

impractical to accomplish. Judy explained her thinking underlying this discretionary 

work: 

I wouldn’t do that with everyone, but with this patient I would. She’s alert, 

coherent, and very capable. She is also in a private room, so no one can 

accidentally walk through and take them by mistake. But that could change 

tomorrow, so I wouldn’t necessarily do that every time even with the same 

person. (RN Judy) 

Judy’s well-thought-out accommodation is safe in the circumstances she described and 

helped her to accomplish her work within the tight time frames that she had available. 

On another occasion, I watched as LPN Nadine prepared medications for one of 

her patients, entered the room, and sat at the bedside chatting with the patient. Nadine 

handed the medications to the patient, poured her a drink of water, and continued to sit 

and chat while the patient took the medications. On the surface, it appeared as though 

Nadine had plenty of time, a conception belied by the work she had to complete that 

morning. Nadine told me, 

That’s the way we’re “supposed to” do it. We are supposed to stay and watch 

people take their medications and make sure they don’t have any trouble with 

that. But I don’t always do it, . . . and lots of times I have gone into rooms and 

found pills sitting there. But especially with her [Nadine nodded toward the 

patient room], I need to watch. I don’t trust her to actually take them if I don’t 

stay and watch. And the way I talk to her is a strategy too. It distracts her, because 
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I know she can get upset if we just say we need to see her take the pills. (LPN 

Nadine) 

In these examples, both Judy and Nadine offered perfectly reasonable accounts to 

explain the thinking behind their work processes when they violate rules, yet they both 

characterized their actions as being “bad” (LPN Nadine) or as “taking shortcuts” (RN 

Judy). The portrayal of their own practice in this way reflects the ideological view that 

following formalized processes is the only acceptable course of action, and that nursing 

practice that runs counter to protocol may be seen as sloppy, incompetent, or even 

negligent. Other nurses in my study interpreted similar actions as reasonable expressions 

of professional judgment. For instance, RN Mindy acknowledged, “I don’t necessarily do 

things the way I am supposed to,” but characterized her practice as “safe and careful.” 

In the health care literature, practices that do not follow procedural guidelines are 

commonly referred to as workarounds, and are constituted as problems to be solved. 

Discursively constructed as “negative,” workarounds are primarily viewed as destructive 

to the intended safety features that have been designed into systems (Halbesleben, 

Savage, Wakefield, & Wakefield, 2010; Koppel, Wetterneck, Telles, & Karsh, 2008; 

Yang, Ng, Kankanhalli, & Luen Yip, 2012). “Workarounds can potentially erode 

attempts at standardization and undermine intended benefits. They can compromise data 

integrity and place people at risk by circumventing quality and safety mechanisms” 

(Debono, Greenfiled, Black, & Braithwaite, 2010, p. 1). In the literature, researchers 

recognize that many workarounds develop because of barriers or inefficiencies inherent 

within the systems themselves, which fundamentally compromise existing work 

processes, yet stringent rules, guidelines, and policies, coupled with primarily 

technological solutions, uncritically attempt to “fix” the behaviours of clinicians. There is 
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little acknowledgement that the processes and solutions themselves may be the problem, 

and simply do not work within the local context, regardless of how people are 

manipulated and controlled. What also remains unrecognized in the discursive 

construction of workarounds is that nurses are not simply “working around” systems, but 

are producing systems of safety and efficiency that can actually be accommodated in the 

real world of nursing. 

Unofficial sanctioning of discretionary work. There are some circumstances in 

which it is understood, if not officially sanctioned, that it is within acceptable limits for 

nurses to break certain protocols and procedures ruling medication work. Nurse Manager 

Tammy provided an example of when it may be acceptable and even desirable for a nurse 

to deviate from accepted protocols: 

An experienced nurse [who has] . . . a patient that uses Tylenol and does not have 

an allergy to Tylenol . . . [and] gives a Tylenol to [that] patient at 2 a.m., that 

would be an acceptable thing to do and then get a cover order for. The only 

things, though, that people do that for [are] Tylenol, cough lozenges, possibly a 

glycerine suppository. It’s changing. Younger staff are much less likely to feel 

comfortable with this than older staff. In a rural facility it may be different. Here 

nurses are much more respectful of a physician’s sleep and will really think it 

through to see if it warrants a wakeup call. (Nurse Manager Tammy) 

Dispensing medication without a physician order is a violation of scope of 

practice. This illegal act could result in serious disciplinary action, including the loss of 

the nurse’s professional practice permit. However, it appears that there are certain 

occasions when nurses are encouraged to break accepted policies and procedural 

guidelines by managers and physicians, who hold much more discretionary power than 

nurses themselves do. In her description, Tammy referred to “an experienced nurse” who 

might be expected to have more confidence and situational knowledge and expertise. She 

also referenced the time of day and thus the degree of disruption that a call to the 
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physician would pose, implying physician’s sleep is a nursing priority. Particularly 

during the night when the physician is less readily available, nurses might be encouraged 

to manage independently with minor patient concerns that arise, consulting with the 

physician during daytime hours. The medication being administered also appears to be an 

important criterion. Common, easily available medications that pose little risk to the 

patient may be considered acceptable to give without an order. 

Confronted with conflicting information about what the nurse knows is required 

for the patient, what she knows she is legally authorized to do, and knowing not to 

“bother” the doctor at night, nurses are faced with troubling dilemmas. RN Elise provided 

an example of how these kinds of dilemmas arise for nurses: 

If it’s a new admission and we have their old charts, and they say, “I always take 

Ativan at home,” and the doctor happened to miss it, sometimes we might give it 

at bedtime and get an order in the morning. (RN Elise) 

As Elise pointed out, nurses are the ones at the bedside dealing with the immediate 

concerns of the patient as they arise. They are then placed in the position of having to 

decide whether to refuse patient requests, risking their anger, to give a medication 

without an order, risking discipline for breaking the rules, or to call the physician and risk 

his or her displeasure at being disrupted. Elise explained that what nurses know about the 

attending physician is an important consideration when trying to decide what to do. Elise 

knows which doctors would support her decision to give a medication and write a cover 

order, and which doctors would not: 

[One doctor] has kind of given us standing orders, like for his PICCs [peripherally 

inserted central catheters] that are occluded. He’ll say, “just go ahead and tPA 

[tissue plasminogen activator; a medication to dissolve clots] it, you can write the 

order yourself. You don’t need to call me for that.” Again, he’s very comfortable 

with our judgments. It’s kind of an unofficial thing. (RN Elise) 
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RN Karen also spoke about how knowing particular physicians plays into her 

decisions about what to do when a patient is asking for an unordered medication: 

There are certainly some doctors that if you gave a medication that wasn’t 

ordered, you’d be in a lot of trouble. You’d have charts thrown at you [laughs]. 

I’ve seen that. And it’s not even Tylenol that you would give, even if the person 

has a screaming headache and says they take Tylenol at home. I would go to them 

and say, “So and so is your physician, and I can’t bring you Tylenol because we 

don’t have an order, but I’ll get one as soon as I can.” You negotiate. You do 

whatever. But, you know whose patients you can give things to and whose you 

can’t. And, you know, I think we are pushing the limits sometimes. We push the 

rules a little; we bend them a little bit. (RN Karen) 

While what nurses know about particular physicians plays into their decisions to 

break certain rules, so does their own knowledge about particular medications, safety 

parameters, and the conditions that increase or decrease the risk of administration. RN 

Dawn provided an example to illustrate that point: 

Well if I had a patient who needed a laxative, and it was in the evening, and there 

was no order, I would just negotiate it myself and then get the order later. One of 

our doctors has said many times, “If it’s my patient, just go ahead and give it.” 

But I’m always keeping in mind, do they have a rectal problem? Because we 

don’t want to make it worse. I’d be pretty darn sure it was okay before I went 

ahead and did it. I’d make sure there were no contraindications for giving it. (RN 

Dawn) 

Dawn explained that her cautious approach was in part based upon her desire to ensure 

that the particular medication was safe to be administered, and in part from her fear of 

repercussions in the event that something went wrong: 

I get uncomfortable. I get scared, because I know if anything were to go wrong, 

guess who’s going to get into trouble? I worry that the hospital would not stand 

behind us, that the doctor would not stand behind us, and then we would be hung 

out to dry. (RN Dawn) 

Recall the various legislative and regulatory frameworks that are meant to 

safeguard patients, such as the HPA (2000), the practice standards and scope of 

professional practice documents (CARNA, 2003, 2011), and the professional guidelines 
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for medication administration in Alberta (CARNA, 2014a). All of these authoritative 

documents govern the performance and set the required standards for registered nursing 

practice in the province. Any practice that violates policy, procedure, or professional 

standards is subject to scrutiny and possible disciplinary action, just as Dawn fears. 

Blindly following rules is not the answer either though, as that would eliminate 

nurses’ thinking and judgment to respond in a responsive, creative, individualized, 

reasoned way to the situation at hand. The following example from my data illustrates 

this point. Nurse Manager Tammy related a personal story about an incident when she 

was a patient in hospital and was ordered a narcotic analgesic (Tylenol #3) to manage her 

pain. Tammy told her nurse that Tylenol #3 would make her nauseated because of the 

codeine and asked to have plain Tylenol instead, which is essentially the same base 

medication without the addition of codeine and caffeine. The nurse refused to substitute 

the medications, because plain Tylenol was not ordered. The nurse also refused to contact 

the physician for an alternate order, as it was past midnight and not an urgent concern. 

The nurse’s refusal was consistent with the rules governing medication work, but left 

Tammy in considerable pain, as she chose not to take the prescribed medication: 

I begged the nurse, but no. It makes no sense whatsoever. I told her that I could 

walk down to the gift shop and get the plain if only I could walk that far. We talk 

about critical thinking all the time, but the systems work against your ability to 

really critically think through. (Nurse Manager Tammy) 

Given more flexibility and discretionary range, Tammy’s nurse could have administered 

plain Tylenol, which is widely available to the public, rather than the more powerful 

medication that she was ordered. Instead, Tammy could not take the Tylenol #3 because 

of the adverse effects that would result, and she suffered the pain because no alternatives 

were available to her. This quandary is a natural outcome when nurses are operating 
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under the taken-for-granted understandings of safe practices that constrain nurses’ 

discretion and create serious restrictions in their work. 

Historically, standing orders
13

 were common, and allowed nurses to give certain 

medications under particular circumstances. For example, it was common to have a 

standing order for plain Tylenol, which could be administered in circumstances like 

Nurse Manager Tammy described above. Standing orders permitted nurses to use their 

judgment (within prescribed boundaries) in administering a dose of medication to a 

patient without a prior specific prescription. Standing orders have been phased out of 

many settings in Alberta, including my study sites, in an attempt to make it easier to 

monitor and control prescribed medications and ultimately make medication work safer. 

While the elimination of standing orders is heralded as a progressive safety initiative, it 

certainly has created contradictory tensions for nurses, doctors, and patients. Removing 

standing orders has taken away much of the discretionary power that nurses once had to 

manage minor, predictable concerns. This has also placed nurses in the precarious, 

subordinate position of attempting to negotiate the territory between the immediacy of 

their everyday (and every night) practice and the authoritative positions held by 

physicians and administrators. The practices that have emerged as standing orders 

disappeared provide an example of how safety discourses organize nurses’ discretionary 

work and what is perceived as rule breaking. 

                                                 

13
 Standing orders are prewritten medication orders, administered under specified clinical 

situations at the discretion of the nurse. Recent clinical guidelines published by CARNA 

(2014a) asserted, “Standing orders should not be used because they are not client specific, do 

not specifically identify the conditions and circumstances that must be present before 

implementing and are not best practice” (p. 8). Protocols are now commonly used in place of 

standing orders. Protocols are “a set of orders or series of interventions to be implemented by 

another care provider (i.e. nurse) for a range of clients with identified health conditions and 

solely when specific circumstances and criteria exist” (CARNA, 2014a, p. 7).  
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Summary 

Standardized processes and rule-based systems have gained a taken-for-granted 

status in the discourse ruling medication work and dominate ideological practices that 

control and discipline the work. Protocols and procedures establish the correct way to 

work with medications, reducing variance and constraining the possible responses within 

established standards. Following rules offers a way to assure RNs and to demonstrate to 

others that nurses’ procedures are best practices and produce safety. As the industrial 

model is moving forward to organize out discretion, nurses subvert rules that simply do 

not work on the ground. It is not my intent to argue against standardization and rule-

based systems, but to argue instead that a multilayered approach is necessary. Health care 

systems need to find ways to supplement standardized approaches by allowing for the 

incorporation of flexibility, discretion, and judgment into nursing work. Enforcing strict 

adherence to protocols leads to the possibility that risks and dangers could be unattended 

to, because nursing consciousness is organized toward following the rules and getting it 

right. 

          Discretionary work is troubling within a theoretical frame that values adherence to 

rules as the only way to demonstrate safety. The literature presents a strong focus on 

constituting nurses as the problem when strict processes are not adhered to successfully. 

It is important to recognize that nurses are often placed in no-win situations, as they are 

caught between the “discourse that nurses take up to guide their practice and the reality of 

the practice setting” (Canam, 2008, p. 301). Discretionary practices rooted in nurses’ 

situated knowledge keep patients safe, but are rarely acknowledged in discourses of risk 

and safety. Ideological practices dominate, overshadowing the forms of knowledge that 
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develop from inside the work. Nurses suppress their own knowledge of what they do to 

keep patients safe, aligning instead with the ideological practices of safety. They are both 

captured by the discourse, and they reproduce the discourse through their unconscious 

participation in it. This is the contested terrain of knowledge: what nurses know from 

inside their work and the other forms of knowledge active within health care settings. 

Using the patient identification process as an analytic exemplar in the next two chapters, I 

pick apart the ideological practices of safety in more detail. I illustrate how reified 

processes meant to be best practices do not hold up under critical scrutiny and are not 

constructed from concrete experiences of people working with medications. 
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Chapter 7: “The Right Patient”: An Analysis of the Social Organization of 

Knowledge 

The institutionally mandated process for identifying the correct patient is 

formalized within procedural guidelines and policies, and is widely accepted within 

managerial and scientific circles as the best way to ensure that the right person receives 

the care that is intended for them. One of the main arguments buttressing the stringent 

identification process and the myriad of guidelines and protocols directing medication 

administration is that they are informed by evidence, and that following them closely will 

lead to “best practices.” The premise is that use of scientific evidence can perfect the 

delivery of medication work through advancing sophisticated processes and technologies. 

In my observations, I did not witness one occasion in which a patient was misidentified. 

However, I also did not once observe a nurse adhering to the stringent, institutionally 

mandated process for identifying the correct patient (see Appendix J). Instead, nurses 

used more practical ways of identifying patients, which I describe in the following 

chapter, and were able to produce safe, skilled, competent care despite their use of 

alternate identification strategies. It is this puzzling disjuncture that I pick apart in the 

next two chapters of this dissertation. 

In this chapter, I examine the strict procedural practice for verifying the right 

patient, and demonstrate how the evidence underpinning the process falls apart when it is 

scrutinized more closely. In tracing the development of the patient identification process, 

I follow the evidentiary support to determine how that evidence was produced. I soon 

discovered that every time I drilled down into the supporting evidence, it simply 

disappeared. I also use my data to show how textual accounts of the patient identification 
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process are created, which bear little resemblance to what is actually happening in 

practice. I also show how these textual accounts are then used to provide further evidence 

supporting the rules controlling medication work, creating specious confidence in the 

value and effectiveness of the strict patient identification processes. 

The Emergence of Strict Procedural Processes to Identify the “Right Patient” 

Patient misidentification, along with other priority safety concerns, became a 

focus of attention globally subsequent to the World Health Assembly’s
14

 Resolution 

55.18 in 2002; the resolution urged countries to “pay the greatest possible attention to 

patient safety” (WHO, 2002, p. 1). Member states and the World Health Organization 

(WHO) agreed to work collaboratively to address the large-scale problem of patient 

safety. At a meeting in late 2003, Sir Liam Donaldson proposed the formation of a global 

alliance to tackle safety problems, and subsequently the WHO sponsored World Alliance 

for Patient Safety was formed in 2004 (WHO Safety Program Manager Sarita). The 

World Alliance for Patient Safety established a number of programs focused around six 

broad areas for action, including initiatives such as global patient safety challenges and 

an international patient safety classification system. One of the original action areas, 

“Solutions for Patient Safety” (WHO, 2007b, p. 1)
15

 targeted patient misidentification, 

and provided strong impetus for the drive to solve the problem of patient identification in 

Canada and around the world (Accreditation Canada, 2009). 

                                                 

14
 Composed of the health ministers of member states, the World Health Assembly is the 

decision-making body of the WHO and is the highest-ranking health policy setting body in the 

world. 
15

 WHO (2007a) has defined patient safety solutions as “any system design or intervention that 

has demonstrated the ability to prevent or mitigate patient harm stemming from the processes of 

health care” (p. 2). 
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Evidence Underpinning the Two-Client-Identifiers Required Organizational 

Practice 

Shortly after the WHO (2007a) patient safety solutions were developed, patient 

identification became a focal area for Accreditation Canada,
16

 and the “Two Client 

Identifiers” (Accreditation Canada, 2013b, p. 32) standard was added to the accreditation 

program in 2009. Standards are added in the form of required organizational practices 

(ROPs), which are defined as “essential practices”
17

 (Accreditation Canada International, 

n.d., para. 4) that organizations must have in place to enhance patient safety and reduce 

the risk of preventable harm. Hospital policy followed suit, and the two-client-identifiers 

standard was incorporated into patient verification procedures in the province ( Health 

Region, 2012). According to the policy designed around the two-client-identifiers 

standard, patient identity must be verified prior to any health service (such as taking a 

blood sample or administering a dose of medication); two unique patient identifiers (such 

as the patient’s first and last name, date of birth, and personal health number) must be 

matched and verified with the documentation ordering the health service; and the patient 

must verbally confirm his or her identity wherever possible (Health Region, 2012; see 

Appendix J for more specific detail about the process). 

As I proceeded with the analysis in this IE study, and noted the depth of the 

disjuncture between the practices mandated by the two-client-identifiers ROP and my 

observations, I began to examine the knowledgeable practices being activated in the two 

                                                 

16
 Accreditation Canada International (n.d.) is an independent not-for-profit organization whose 

mandate is to accredit health care organizations in Canada and internationally. The 

accreditation program is built on evidence-based standards and directed toward the 

improvement of safety and quality in health care. 
17

 Essential practices are informed by the best available evidence and are developed with input 

from health care experts (Accreditation Canada International, n.d.). 
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different domains. This led me to scrutinize the evidence underpinning the practices held 

as imperative for safe patient identification, and then to contrast that form of evidence 

with the alternate evidence that underpins this study: my observations and interview data 

describing what is actually happening in nursing patient identification work. Following 

this analytical path, I uncovered some of the hidden priorities underlying the current 

emphasis on patient identification, and can show that the evidence that has been 

generated inside the patient safety movement derives from a particular, narrow location. 

Studies utilized to develop the guidelines for the two-client-identifiers ROP. 

The phrase evidence based derives from the movement known as evidence-based 

medicine, which is the “process of systematically finding, appraising, and using 

contemporaneous research findings as the basis for clinical decisions” (Rosenberg & 

Donald, 1995, p. 1122). Over time, the evidence-based movement
18

 has expanded to 

include other disciplines and health care more broadly. The basic premise is that by using 

methods of scientific inquiry, best practices can be determined, which will lead to 

improved patient outcomes. Best practices are developed and disseminated through a 

complex set of textual rules such as professional guidelines, protocols, and procedural 

practices, such as the ROPs. Once a practice becomes labelled as a best practice, 

supported by current evidence, it becomes the accepted standard. This is the case for the 

standard process mandated by the ROP for two client identifiers. 

                                                 

18
 Evidence-based health care “involves practitioners or policy makers using their expertise to 

combine the best available evidence, knowledge of available resources with patient or 

population circumstances, values and preferences in decision making” (National Collaborating 

Centre for Methods and Tools, as cited in Canadian Nurses Association, 2014, Evidence-Based 

Medicine section, para. 1). The term evidence-informed decision making has emerged “as an 

approach . . . that aims to ensure that decision making is well-informed by the best available 

research evidence” (WHO, 2014a, “What is Evidence-Informed,” para. 1).  
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The two-client-identifiers ROP, which establishes the importance of correctly 

identifying patients, is based on the evidence from two cited studies in which errors in 

patient identification and actual or potential adverse events were statistically examined. 

The first is the United States Department of Veteran Affairs (VA) National Center for 

Patient Safety (NCPS) study that found patient misidentification was implicated in a 

number of incidents in which people were harmed (Mannos, 2003). The NCPS, 

established in 1999 to develop and nurture a culture of safety through the Veterans Health 

Administration, examined aggregated information from its internal database and noted 

that more than 100 individual root cause analysis
19

 investigations involved patient 

misidentification (Mannos, 2003). Based on a retrospective analysis of documentary 

evidence, a brief summary of these root cause analyses was described in Mannos’ (2003) 

publication distributed by the center. My requests to review the investigation reports have 

gone unanswered, so I am left to rely on the information that the brief summary offers. 

The NCPS summary reported that nearly half of the incidents of misidentification 

involved either laboratory activity or medication administration, and that these events 

most commonly occurred in high-transit areas such as the cystoscopy room, blood bank, 

emergency department, admitting area, waiting room, intensive care unit, and operating 

room (Mannos, 2003). No detail was provided about the methodology used to collect or 

analyze the data, rendering it impossible to apply standard scientific critiquing guidelines 

to assess the rigour of the study. As it was published in an internal publication, the report 

was not subjected to a peer or scientific review process, yet the report has assumed an 

                                                 

19
 Root cause analysis is a standardized approach to analyzing critical incidents. This analytic tool 

helps to identify what happened, why it happened, and what can be done to prevent a similar 

incident from occurring again (Hoffman, Beard, Greenall, U, & White, 2006). 
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authoritative status, spurring the Joint Commission on Accreditation of Health 

Organizations (as cited in Mannos, 2003) in the United States to recommend “using at 

least two patient identifiers when taking blood samples or administering medications or 

blood products” (p. 1). No background or supporting material was provided to explain 

how the two-patient-identifier process was determined. 

As the NCPS report cited, the majority of the patient misidentification incidents 

occurred in high-transit areas, where patient turnover is rapid and a large number of 

people cycle in and out of the area (Mannos, 2003). It is logical to create strict procedures 

around patient identification in areas like this, where people are coming and going and 

there is little continuity in the patient base. In these sorts of settings, care proceeds 

chronologically, as each patient arrives and leaves the care episode within systems that 

are organized to accommodate patient movement through each instance of care. 

Contrasted to the way that patients enter and leave nurses’ work in the relative stability 

that a hospital unit offers, high-transit areas function much like a factory assembly line. 

In my own experience as a family caregiver, I have accompanied my mother for 

blood tests, chemotherapy, and other treatments numerous times. Every time that my 

mother arrived at the laboratory for blood work (a high-transit area), she took a number 

from the dispenser and waited for her number to be called. Every time, my mother was 

asked for two pieces of identification to verify her identity, and her identification was 

compared with the laboratory requisition ordering the blood work. After her blood work 

was completed, my mother left the area, completing the episode of care. I have been 

pleased by the attentiveness to correct identification that laboratory personnel provide 

under these circumstances. However, hospital units do not work like this, even when 
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there is a high turnover of patients. Each patient’s care on a hospital unit is the 

responsibility of a particular nurse, and patients do not generally travel through the unit 

like they do in some other areas. As I have already demonstrated, applying the same 

standardized processes without taking into account the particular work context, the 

available technology and resources, and the local conditions simply does not make sense 

in nurses’ work with medications on a hospital unit. 

The second study that established patient misidentification as a source of potential 

or actual medical error is from the United Kingdom’s National Patient Safety Agency 

(NPSA), a division of the National Health Service (National Patient Safety Agency 

[NPSA], 2005) that operates at arm’s length. The NPSA has developed a system wherein 

one or more patient safety incidents
20

 can be reported on the NPSA’s website by patients, 

families, staff, or members of the public. Each incident reported is entered into the central 

database. The NPSA reported 236 safety incidents or near misses that occurred relating to 

missing or incorrect patient identification wristbands between 2003 and 2005 (NPSA, 

2005). As a result of the concerns that were reported to them, the NPSA recommended 

that all inpatients should wear standardized wristbands that identify them, and outlined a 

set of procedures to be incorporated into relevant local policies (NPSA, 2005). As with 

the VA report (Mannos, 2003), the NPSA (2005) findings are difficult to assess for 

usefulness, rigour, and credibility of data. The NPSA does not investigate any of the 

reports that they receive: they simply monitor and report the concerns and use the 

information to make recommendations directed toward reducing risks and improving 

                                                 

20
 The NPSA (2011) has defined patient safety incidents as any “unintended or unexpected 

incident which could have or did lead to harm for one of more patients receiving NHS 

[National Health Service] care” (para. 2). 
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patient safety. In this system of reporting, duplicate reports of the same incident could be 

received. In addition, because the incidents are not investigated, it is difficult to 

determine the accuracy and validity of the incident as reported. Another major problem 

with the reporting system used by the NPSA is that people’s experiences and narratives 

are distilled down into predefined categories and tick boxes. While some of the 

information being collected may be easy to extract and simplify (such as the date or 

location where an incident occurred), other aspects of an incident may be impossible to 

condense into a predefined category. These kinds of reporting mechanisms make it very 

difficult to assess the usefulness of the data. The system is unscientific and the statistical 

manipulation of the data is not transparent. In an era of evidence, this seems particularly 

odd when the data are used to generate widespread policy initiatives such as standardized 

wristbands, required by the National Health Service, as a result of the incidents reported 

to the NPSA. 

References supporting the two-client-identifiers ROP. In addition to the two 

research studies that provide supporting evidence, context, and rationale for the 

development of the guidelines for patient identification, the Accreditation Canada 

(2013b) ROP document includes four additional references, which I critically examine in 

this section of the paper. Accreditation Canada’s primary cited source supporting revised 

client identification systems is a review that was published by the Australian Commission 

on Safety and Quality in Health Care (2008),
21

 exploring the potential benefits of various 

technological solutions to patient misidentification. The review was conducted by a 

                                                 

21
 The Australian Commission on Safety and Quality in Health Care (2014) is a government 

agency that “leads and coordinates national improvements in safety and quality in health care 

across Australia” (What We Do section, para. 1). 
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management consulting firm specializing in information technology to improve business 

performance and concentrated on readily available and relatively cost-effective 

technological solutions aimed at the consistent identification of patients (Australian 

Commission on Safety and Quality in Health Care [ACSQHC], 2008). The Australian 

commission’s report did not indicate whether technological solutions were predetermined 

as the only possible remedy, or whether other kinds of remedies were considered and 

rejected. 

Current and emerging technological solutions such as standardized wristbands, 

barcoding, radio frequency identification tags, biometrics, wireless networks, smart cards, 

and digital images were all included in the consultant’s review (ACSQHC, 2008). The 

Australian commission’s report summarized key strengths and limitations of the various 

technological approaches and cited select resources; the summary was not based in 

scientific scholarship and did not provide a comprehensive review of the literature either 

supporting or contesting the effectiveness of each approach (ACSQHC, 2008). Other 

possible approaches to patient identification processes were not addressed. Nonetheless, 

the authors concluded the review by noting that technology is a key enabler of the patient 

identification process (ACSQHC, 2008). They cautioned that technological identification 

processes are not the sole solution, recommending that strategic, system-wide approaches 

are important to solve the problem of patient misidentification (ACSQHC, 2008). As no 

critical review of any of the literature was included in the Australian commission’s 

document, it is difficult to judge the credibility of the recommendations that emerge from 

this report. It is also relevant to note that the review was conducted by a management 

consulting firm, with interest and expertise in improving organizational efficiency and 
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effectiveness through technological innovations, which may have resulted in biased 

findings. 

Another resource cited in Accreditation Canada’s (2013b) ROP for two client 

identifiers that underpinned the recommendations for required performance was a report 

from a large, privately operated cancer centre in the United States (Parisi, 2003). A panel 

of expert employees, broadly representing various stakeholder groups within the facility, 

brainstormed potential causes of patient misidentification and developed a standard 

policy for implementation across the hospital. Parisi (2003) reported that occurrences of 

patient misidentification would be tracked and trended through the hospital’s own quality 

improvement department in order to “ensure and evaluate success” (p. 79). Although 

Parisi (2003) projected positive outcomes of the project, no evaluation or outcome data 

were reported in the article, and no further reports surfaced during an Internet search for 

this information. In a personal communication with the study author, I was able to 

determine that there was no further follow up on the patient identification project 

(L. Parisi, personal communication, July 18, 2013), yet this unevaluated quality 

improvement project implemented in one hospital in the United States has been used as 

evidence to buttress the two-client-identifiers ROP in Canada’s national context, and is 

used to support significant, time-consuming changes to the regulatory environment in 

which nurses practice. 

The third resource cited in the Accreditation Canada’s (2013b) ROP for two client 

identifiers summarized a quality improvement initiative undertaken at a large university 

hospital in the United States, aimed at improving blood transfusion safety (Sandler, 

Langeberg, & Dohnalek, 2005). The hospital adopted a bar code safety system that linked 
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patient wristbands with blood collection tubes and blood components, all of which are 

labelled with unique bar code labels. Sandler et al. (2005) reported that their hospital 

achieved 100% accuracy using the bar code system with the more than 125 transfusions 

that were completed at the time the article was published. The authors concluded, “Bar 

code technology offers a practical and efficient approach to improving transfusion safety 

by eliminating errors in identifying patients, their blood samples and blood components 

for transfusion” (Sandler et al., 2005, p. 24). However, even though the researchers 

reported 100% accuracy in their study, a sample of 125 transfusions is not nearly large 

enough to demonstrate significance in the North American population. Transfusion errors 

are relatively rare. For instance, in New York State where reporting of transfusion errors 

is mandated by the state, researchers found that errors occurred once for every 19,000 

units of blood administered, in a total pool of nearly 9 million units of blood transfused 

over the study period (Linden, Wagner, Voytovich, & Sheehan, 2000). A much larger 

pool of blood units transfused over a longer period of time is needed to demonstrate that 

the confidence that has been placed in bar coding technology is warranted and is 

responsible for the results found in Sandler et al.’s (2005) study. 

The final and most influential resource cited in Accreditation Canada’s (2013b) 

reference list for the two-client-identifiers ROP is the WHO (2007b) document that 

described patient identification as one of the inaugural patient safety solutions. Recall 

from earlier in this chapter that patient safety solutions surfaced as a key action area 

launched by the World Alliance for Patient Safety (2004) as a way to foster international 

collaboration and action on patient safety. In 2005, the Joint Commission International 

was nominated to conduct the research and suggested priorities for the safety solutions 
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(WHO Program Safety Manager Sarita). I interviewed a WHO Safety Program Manager 

who was involved in the development of the safety priorities. She described the process 

that was used for their development: 

The Joint Commission International did desk research mainly. They searched the 

literature, sent out surveys, and put together a committee of experts from around 

the world to look at the kinds of safety problems that could be addressed. It was 

based on burden, importance, and impact to patients. The commission did the 

groundwork and then the expert committee decided on the solutions. The experts 

were nominated jointly by the WHO and the Joint Commission. We suggested 

people we knew had expertise or interest in patient safety. The committee met 

twice a year to discuss the solutions and issues and to make sure that the content 

of the solutions was correct, but the work of deciding on the solutions was all 

done by the committee. (WHO Safety Program Manager Sarita) 

Patient safety solutions were initially formulated around nine global problem areas such 

as patient misidentification, as well as other potentially harmful problems such as look-

alike, sound-alike medication names, communication during patient handovers, single use 

of injection devices, and so on (WHO, 2007b). The aim of the solutions was to identify, 

gather, and disseminate existing knowledge about patient safety for adoption around the 

world, regardless of cultural and economic differences. The WHO (2007b) document has 

been enormously influential. The drive to meet the standards generated by the 

international organization has pervaded the global patient safety context and almost 

immediately entered into Canadian safety and accreditation standards in the form of the 

two-client-identifiers ROP (Accreditation Canada, 2013b). 

As Sarita, the WHO Safety Program Manager, explained, the WHO (2007b) 

patient safety solutions were developed and disseminated under the guidance of an 

international steering committee of experts. Many countries were represented on the 

committee, although the United States was disproportionately represented (12 out of 35 

members) in comparison to other nations (WHO, 2007b). Most of the 35 steering 
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committee members were renowned specialists in the area of patient safety, working 

within various government health organizations, accreditation bodies, academic settings, 

and commercial enterprises. A majority of committee members were physicians (19 out 

of 35), although there were nurses, pharmacists, lawyers, social workers, and others 

serving as representatives as well. It is interesting to note that while most of the work of 

identifying patients happens on the ground and involves front-line workers such as 

laboratory technicians, nurses, hospital clerks, and so on, people closely connected to 

practice were notably absent from the committee. The problem of patient 

misidentification and the solutions that were generated appear to have been 

conceptualized outside of the concrete and practical world where identification actually 

happens. 

The WHO abandoned work on the safety priorities project in May 2007 and 

terminated the patient safety solutions program in 2009 (WHO Safety Program Manager 

Sarita), just 1 year after the two-client-indenters ROP was introduced into the standards 

for accreditation in Canada. The work was stopped because of emerging evidence that the 

format was not useful for supporting implementation of safety improvements among the 

member states. Sarita explained the lack of success of the project, saying, 

We tried to make a midline solution, but in the end it failed. The technology-poor 

and resource-poor countries were interested in more specific information about 

how to achieve the suggested actions. Some actions were too broad, like “have 

systems in place,” and they didn’t know what that meant. They wanted more 

concrete actions, things they could do in their own hospitals. The developed 

countries wanted more too, but in a different way. They asked, “Is that it? We 

know all that already. What is WHO doing? You are telling us something so 

basic. Of course we have systems in place.” So in the end it was not very 

successful. (WHO Safety Program Manager Sarita) 
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It appears that on the global scale, basic safety initiatives standardized across 

diverse regions are difficult to accomplish. In the formal evaluation of the project, WHO 

acknowledged that the reality in the field is complex (Farley, 2011), rendering 

standardized practices wieldy and ultimately impossible to implement. That is the crux of 

the problem with standardized processes filtering into nursing work: the complexity of 

the field and multiple layers of activity cannot be accommodated within a standard, 

singular process that attempts to encompass vastly diverse and dissimilar circumstances, 

even when, from the outside perspective, the work appears to be the same. 

The Dominance of ROPs 

As I demonstrated in the previous section, the evidence underpinning the 

solutions to solve the patient misidentification problem is primarily based on expert 

consensus and the weak evidence that is available in the published literature. Despite 

these limitations and acknowledgement that the patient safety solutions were not an 

effective strategy, the WHO (2002) resolution and actions arising from it continue to be 

hugely influential. Once they have entered into the rhetoric, solutions such as the two-

client-identifiers process permeate the discourse and are difficult to disrupt. Accreditation 

Canada (2013b) maintains that “evidence has shown decreases in client identification 

errors when revised client identification systems are used” (p. 33), and strongly promotes 

the practices mandated by the ROP for two client identifiers to solve the misidentification 

problem. 

Embedded in the national accreditation program (Accreditation Canada, 2013b), 

the two-client-identifier process is not optional for health care organizations interested in 

achieving or maintaining accreditation status, a highly desirable credential in today’s 
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environment. Organizations that can meet accreditation standards are judged to be safe 

and have demonstrated their interest in continuous quality improvement. This is an 

important way that publicly funded health care organizations can demonstrate 

accountability to the public. Public accountability is a key trend identified in numerous 

provincial and federal policy reports (CIHI, 2012; Kirby & LeBreton, 2002; 

Mazankowski, 2001; Romanow, 2002; Wade et al., 2002). For these and other reasons, 

organizations are hugely invested in achieving accreditation status. 

Although participation in accreditation is voluntary throughout much of Canada, 

it is mandatory for organizations within the Alberta health system (Alberta Health & 

Wellness, 2008). Substantial time, effort, and financial resources are expended preparing 

for Accreditation Canada’s on-site visits, which help to ensure that the organization can 

demonstrate compliance to standards. Nurse Manager Tammy explained, 

Accreditation is so important to the larger organization. The amount of resources 

that are devoted to it—the time, the money, the hours are incredible. We know 

when the visit is going to be and we start ramping up months before that. (Nurse 

Manager Tammy) 

The ramping up that Tammy described is critical to ensure a successful on-site visit. If 

the organization did not meet Accreditation Canada’s tests for compliance to standards 

and ROPs, a decision of “not accredited” could be rendered. This would signal a 

significant failure and would require the organization to immediately notify the 

provincial Minister of Health and Wellness (Alberta Health & Wellness, 2008). The 

considerable expense incurred by organizations seeking accreditation, the possibility of 

losing provincial funding, and the damage to public accountability if a “not accredited” 

decision is received, virtually guarantees that all ROPs are emphasized within health care 

organizations in Alberta. 
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Whether mandatory or voluntary, accreditation is a highly sought after credential 

nationwide, as it is an indicator that the organization is evaluating its processes and 

adopting an approach of continuous quality improvement (Accreditation Canada, 2012b). 

The Health Council of Canada (2007) has recommended that “all health care facilities 

should be accredited as a condition of public funding” (p. 45), but acknowledged that 

accreditation is a powerful lever regardless of the funding issue. As a consequence, 

patient safety ROPs are extremely influential and drive managerial decision making. 

Organizational policies are based on ROPs, which then filter down into the everyday 

work of nurses and others, organizing much of the day-to-day activity observed in health 

care facilities across the country. 

Compliance With ROPs: Ideological Evidence 

Although accreditation status is used to assure the public that organizations are 

safe and interested in improving their processes, I challenge the assertion that 

organizations are actually safer because they have been able to demonstrate compliance 

with accreditation standards. Organizations certainly may be safe for patients, but how 

patient safety is accomplished in the everyday actions of nurses and other workers is 

obscured by the ideological appearance of safety as organizations ramp up for an 

accreditation visit. The core of this analytical thread is the critical examination of 

processes that are used for organizations to demonstrate compliance to standards. This 

provides insight into the limitations of the evidence that support the accreditation 

credential. This analysis is not intended to undermine important efforts to improve patient 

safety, but rather to provide material evidence that disrupts the ideological practices that 

dominate current conceptions of patient safety. In this analysis, I also suggest that the 
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textual practices of demonstrating compliance to accreditation standards result in a 

seriously flawed conception of the actual practices used by nurses to identify patients 

safely and correctly. 

I use the compliance data compiled on Accreditation Canada’s (2013b) two-

client-identifiers ROP to illustrate this point. When the new ROP on patient identification 

was introduced into the program in 2008 (Accreditation Canada, 2009), it forced health 

care agencies to examine their existing practices, identify gaps or barriers, and put 

required resources, policies, and procedures in place in order to meet the new 

requirements. In 2009, the year following its introduction, Accreditation Canada reported 

67% compliance with the two-client-identifiers ROP and targeted this area as highly 

urgent,
22

 and in need of immediate attention (Accreditation Canada, 2009). Compliance 

rates are determined through self-reporting mechanisms and on-site surveys, and 

Accreditation Canada judges organizations to have either “met” or “not met” the 

particular compliance criteria that are specified for each ROP. Compliance increased to 

90% in 2010 (Accreditation Canada, 2011) and 92% in 2011 (Accreditation Canada, 

2012a); these figures demonstrated a desired level of achievement within the aggregated 

data. This appears to be an astounding accomplishment, providing unquestioned evidence 

that the Accreditation Canada (2013b) processes mandated by the two-client-identifiers 

ROP are indeed being followed. However, rates of adverse events or errors for survey 

sites are not included in accreditation reports, so it is not possible to link compliance with 

positive outcomes or improved patient safety. 
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 Accreditation Canada targeted all ROPs with a compliance rate of 75% or lower for 

improvement in that year. 
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The assertions of improvement, supported by data collected through self-

assessment tests of compliance and on-site visits, are incongruent with my empirical data 

gathered through close observation and interviews. I observed hundreds of occasions of 

medication administration, and the only times I witnessed adherence to the two-client-

identifiers procedures was in my role as a family caregiver, accompanying my mother for 

blood work and chemotherapy. A front-line nurse manager, with years of nursing 

experience, shared her own observations with me: 

I have put some thought into this, and went back over my own personal history. I 

cannot recall a time when I have ever seen a nurse do it [use the two-client-

identifiers process]. I’ve talked to the charge nurse, I’ve talked to nurses one on 

one, and I’ve talked about it at staff meetings. No one does it. Lab has it down to 

a science—they always, always do it. But nurses have more challenge around this 

because we get to know our patients. We don’t even necessarily do one identifier. 

That’s the reality. (Nurse Manager Tammy) 

It is vitally important that I emphasize that in all of the occasions of medication 

administration I observed, nurses did not make an error in correctly identifying patients. 

While they did not use the institutionally approved process, nurses did identify patients, 

albeit using unsanctioned and unrecognized methods. The actual practices that nurses use 

to know and correctly identify their patients will be explicated in the next chapter. These 

empirical data demand a second look at the wisdom of enforcing ideological 

constructions of patient safety onto work that is not well understood and that is 

fundamentally incongruent with the sorts of mechanistic routines upon which the patient 

safety discourse has been built. 

Data compiled through accreditation surveys show a high degree of compliance 

with patient identity verification procedures; however, data collected in this study did not 

support that finding. The depth of the disjuncture between the textual account of patient 
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identification procedures and the actual practices that nurses take up in their medication 

work is striking. In an attempt to understand how this disjuncture happened, I tracked 

back into the institutional complex to trace out how compliance rates are produced. I 

discovered that compliance rates related to Accreditation Canada’s (2013b) ROP standard 

for patient identification are determined in a number of ways, and almost all of them are 

textual. The two-client-identifiers ROP has one test for compliance: “The team uses at 

least two client identifiers before providing any service or procedure” (Accreditation 

Canada, 2013b, pp. 33–34). In their self-assessment reports, organizations are expected to 

provide evidence that they are meeting the test for compliance. The evidence can include 

policy documents, memos, descriptions of educational sessions that have been offered to 

staff, and so on (see Appendix K for a sample). During an on-site visit by the accreditors, 

nurses may be asked about the procedure that is used to verify patient identity, but rarely 

are they observed as they go about their work. Even if a nurse is accompanied by the 

accreditor on a medication round, the ramping-up process conducted in preparation for 

the accreditation visit will no doubt result in nurses’ performance of the required 

identification standards. However, as Nurse Manager Tammy explained, the accreditors 

seldom accompany nurses during the site visit: “Their [the surveyors] presence is there; 

they could go to the bedside with the nurse and watch, but they don’t usually do that” 

(Nurse Manager Tammy). Wade, a Surveyor for Accreditation Canada, provided further 

explanation for how on-site surveys are conducted: 

We have a number of strategies we use to see whether an organization is meeting 

the standards. The organization has already gone through a self-assessment and 

identified areas of improvement. We confirm what they are doing using two 

mechanisms: observing it in action or in a text—reading a document or talking to 

someone who has a role. We also do what we call clinical tracers, where we look 

at three client files and follow the patient path through the organization, just to see 
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how things flowed. We look at things like, is there a wristband, is the ID 

[identification] on the chart? We also do one-on-one interviews with the clinical 

manager, and we would ask questions like, “How do you know you have the right 

clinicians?” “How do you ensure that the right care is given to the right patient?” 

And we always make sure we check the policies and procedures. (Accreditation 

Canada Surveyor Wade) 

The assumptions embedded here are that if there is a policy on patient 

identification, then people will follow it; if an inservice is held, then people will attend 

and understand; and if they can articulate the correct process that is meant to be used, 

they actually can and will do it. However, that assumption is flawed, primarily because it 

relies on an ideological construction of practice that does not match what is actually 

happening. As Nurse Manager Tammy explained, simply telling people to follow a 

particular process without consideration for materiality of the work is futile: “You can’t 

just tell people what to do, because that doesn’t take into account the reality of everything 

the nurse is dealing with” (Nurse Manager Tammy). 

These data from the local site of accreditation practices help to explain why the 

compliance rate is reported to be so high. The existence of a policy is used as evidence 

for compliance, not whether the policy is enacted in practice. If actual practices were 

examined, free from the constraining need to perform a certain way to meet accreditation 

standards, compliance would not be achieved: “We never did get a recommendation
23

 on 

the two patient identifier [at the last accreditation visit]. I don’t know how they missed 

that, that we failed miserably” (Nurse Manager Tammy). 
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 Following an on-site surveyor visit when compliance to standards is assessed, 

recommendations are made in areas where compliance is not met. To get “a recommendation” 

is to fail to meet the standard. Organizations are then expected to take action and use the 

recommendations to guide ongoing quality improvement activities (Accreditation Canada, 

2013a). 
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The accreditor’s certainty that the two-client-identifiers process is used generates 

knowledge that is not based in evidence, but instead is based on a form of evidence that is 

textually abstracted from the site of health care practitioners’ actual functioning. Using 

the primarily textual and numerical information that is gathered, an account of patient 

identification work is constructed that bears little resemblance to reality. It may appear in 

all of the formal reporting as though nurses are applying the two-client-identifiers rule, 

but they are not. Documenting compliance to the accreditation standard for patient 

identification certainly demonstrates something, but not necessarily safety for patients. 

There are major consequences when a disjuncture exists between an authorized 

view of what is going on and what is actually happening in practice. Dorothy E. Smith 

(1990) noted, because there is a process in place to decrease identification errors and it 

appears as though nurses are using the process, organizations are reassured that patients 

will be safer as a result; the “ideological circle” (p. 156) is intact, and no one need scrape 

below the surface to see what is actually happening. The textual account provides more 

evidence to continue to use the process, further reinforcing discursive safety practices. As 

I show here, when the authorized knowledge accounting for reality is flawed, further 

actions and decisions based on what is understood to be going on produce even more 

dissonance between what is actually happening and the specious knowledge that is used 

to regulate and control. It is this ideological circle that coordinates tensions and 

contradictions and may ultimately disrupt nurses’ knowledgeable experience. 
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Summary 

The stringent institutionally mandated processes for patient identification are 

uncritically accepted as a best practice. Judged within the dominant standards used to 

assess the credibility of evidence, the formalized patient identification processes are 

derived from flawed and imperfect evidence. My critique about the credibility of the 

evidence surrounding patient misidentification is not meant to suggest that the process is 

worthless or necessarily flawed, but is simply meant to disrupt the certainty with which 

the standard has been adopted and to question attempts to apply it universally without 

regard for the contextual nature of nursing work. Nurses and other practitioners are 

increasingly scrutinized and monitored for adherence to ideological formulations of 

safety that rule medication work. Ruling practices of safety hook people into generating 

virtual accounts that are accepted as fact and are thought to demonstrate safe 

identification work. Nurses and organizations provide textual evidence to support their 

use of standardized patient identification processes in order to achieve accreditation 

status, as part of the ramping up for accreditation. 

In the next chapter, I provide evidence to illustrate how patients are routinely 

identified in hospital settings. My observations illustrate the strategies that nurses use to 

know their patients within the context of their everyday work. I suggest that, in many 

instances of nurses’ work with patients, the use of the two-client-identifiers process could 

disrupt the carefully developed work processes of nurses if strictly enforced. I also show 

how health practitioner knowledge about how patients are known is glossed over in a 

system in which certain types of evidence are uncritically accepted as “truth,” leaving 

little room for the contextual, practical knowledge developed on the ground. 
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Chapter 8: How Nurses Know “The Right Patient”: Continuing the Analysis of the 

Social Organization of Knowledge 

In the prior chapter, I demonstrated how specious knowledge about patient 

identification processes is created based on expert consensus, the weak evidence that is 

available in the published literature, and the misleading textual accounts of patient 

identification work that are produced to demonstrate compliance to ideological standards. 

Here I continue the analysis, introducing data from experts whose knowledge has not 

been recognized in a substantial way: nurses who are actually doing patient identification 

in their everyday work, and who know it from that unique location. I illustrate how 

nursing knowledge and reasoned decision making enters into identification work and 

disrupts the institutionally accepted and standardized process that is deemed to be the 

only correct way of identifying patients. I maintain that the forms of knowledge that 

nurses use to identify patients are legitimate, and can inform health care practice, making 

a significant contribution to patient safety if heeded. I also maintain that continuing to 

conceptualize quality and safety without a solid understanding of the front-line work that 

nurses are engaged in provides an inaccurate and unrealistic view of practice. I use my 

data to provide insight into what is happening in the materiality of nursing work, and 

demonstrate how nurses actively and creatively know their patients outside of the 

standardized processes that permeate contemporary health care settings. 

Everyday Patient Identification Work: What Actually Happens 

As I outlined in the previous chapter, the institutionally mandated process for 

patient identification is derived from the Accreditation Canada (2013b) two-client-

identifiers ROP, and is the only authorized way that patients are to be identified in health 
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care settings. In my observations, nurses did not use the processes and rules required by 

policy to identify patients (see Appendix I). I watched time and time again as either a 

single identifier was used, or no visible identification process was discernible. Not once 

did I witness the medication record being compared to the identification bracelet, as is 

required by the policy. However, as I talked to nurses about the identification process that 

they were using, I became aware that they were not deliberately defying the policy, nor 

were they ignorant of the standards. Nurses were simply using different, more practical 

ways of knowing their patients that made sense in the context of their work. RN Karen 

provided a glimpse into how she identifies patients. She was aware of and defended the 

alternate approaches that she employs for getting to know her patients. She is confident 

that she is not only giving the right medication to the right person, but that she is actively 

thinking about each person as she works: 

I don’t check wristbands, because a lot of our patients don’t have them anyway 

because of edema or other things. They’ll be taped to their nightstand or are non-

existent. How it starts is that you have your report sheet with all of your patients’ 

names on it right there. And you know that Room 6 has Beatrice Smith, so when I 

go to the medication book and I’m pouring meds for Room 6, I always check the 

name on the sheet to verify, yes, that’s Beatrice Smith. And I have her face in my 

head because I’ve already met her. I go into her room, and if she is able to speak 

to me I will call her by name and strike up a conversation with her while I’m 

opening up her meds. (RN Karen) 

Policy and practice standards clearly instruct the nurse to use the armband as a 

unique patient identifier, yet it is not always a practical or viable method for nurses in 

their practice. As Karen says, there are times when the armband is missing, or is in the 

room but not attached to the patient. The bracelet may not be easily accessible, as it may 

be on the arm farthest away from the nurse, necessitating her to juggle the paper cups of 

medications, water, and documents that she may have brought into the room with her. 
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More importantly, though, Karen described how she “strikes up a conversation” with her 

patient while she is opening the medication packages. In that conversational moment, 

Karen is gathering additional information about the patient, and learning her voice, face, 

appearance, wants, needs, and other subtle cues that make each person a unique 

individual, turning a routine moment of nursing practice into a knowledgeable interaction 

with Beatrice. 

Another experienced nurse explained why she does not always use identification 

bands and shared her strategy for identifying patients: 

I don’t check their name band every time. I check the MAR, the book, the bottle, 

that it was the patient, and I call them by name and from report I knew who they 

were and from earlier in the day from when I went and talked to them first thing, I 

knew who they were. When I gave the medication I always called them by name. 

(RN Holly) 

These accounts demonstrate how nurses know patients, a subtle but deliberate 

method that both RNs weave into their overall care. Although Holly referred to the 

process she used as a subconscious one, it is in fact a careful, methodical system fully 

integrated with the many things that constitute her shift of duty whereby she begins to 

know her patients even before she meets them. Holly learns about patients initially in 

report, where she creates an impression of the person based on information such as the 

person’s age, gender, diagnosis, treatments, and so on. This allows her to anticipate the 

nursing care that each patient may require as well as what kinds of medications that each 

patient will receive. For example, her 20-year-old diabetic patient would be expected to 

be on insulin, two pieces of data that match up in Holly’s mind. All of this information is 

used to build a cognitive vision that is held in her mind and modified and adjusted as new 

information becomes available to her. After she meets the patient, Holly described how 
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she holds a visual image that remains in her mind that she can carry forward to 

subsequent shifts and meetings with the same patient. 

As both these experienced nurses alluded to, getting to know patients is an on-

going, evolving, cognitive process that begins with the initial entry into the work setting 

and continues throughout the duration of the patient–nurse relationship. It is also 

important to note that this never happens in isolation. Instead, the nurse is always holding 

multiple pieces of information in her mind: her patients, the other patients on the unit, the 

staff members she is working with, the unique characteristics of the setting, the supports 

that are available, as so on. This carefully constructed knowledge work supports the nurse 

to constantly link the patient and the care that is appropriate for that patient, in context 

with everything else that is going on in the moment. It is my impression that this is an 

advanced nursing skill that would be fundamentally undermined within systems that 

require nurses to move mechanically through predetermined steps or algorithms intended 

to standardize and routinize nursing practices. The kinds of processes that a directive 

such as the two-client-identifiers demands cannot be simply added on to current nursing 

practice with the expectation that nurses’ current ways of knowing will be preserved. As 

strict processes such as these are mandated and adherence to them tracked, they may 

dominate practice, squeezing out former ways of doing things, replacing them with other 

priorities built on rationalities that do not support nursing work. 

Barriers to the standardized process for identifying patients. Inside the 

materiality of nursing medication work, nurses use their knowledge, developed on the 

ground, to identify patients in practical, reasoned ways. As my data illustrate, the 

cognitive pictures the nurses formulate are the primary way that nurses know patients, 
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and stand in for formalized identification procedures. That is the key analytic thread and 

the fundamental point that I make in this chapter. However, it is also worthwhile to note 

that even in the absence of nurses’ patient identification knowledge practices, following 

the formalized process for patient identification may be very difficult to accomplish. I use 

the example of accessibility to the MAR to illustrate this point. 

Each patient has his or her own MAR, which is filed in a common binder (i.e., the 

med book) and kept on the med cart. According to the policy and professional practice 

guidelines (“Oops, Sorry,” 2012), the MAR is to be compared to the patient identification 

band each and every time medications are given so that the right medication for the right 

person can be verified on the spot. However, this rule was not adhered to, and the MAR 

remained on the med cart when nurses entered patient rooms. In all cases, I observed 

nurses preparing medications for their patients by referring to the MAR as they worked, 

removing the medication from stock and placing it into a paper cup, labelling the paper 

cup with the patient’s name and room number, and then entering the room with the 

medications to administer. Without the MAR in hand, there is nothing to compare the 

wristband or other patient identification to. 

The med carts are not wheeled into individual patient rooms because they are a 

shared resource in high demand. To meet the institutional requirement of comparing the 

medication record to the patient identification band, the MAR would have to be removed 

from the medication book and carried into the patient room along with the medications 

and other supplies needed. The MAR could then be used to verify identity before giving 

the medications, the nurse could document on the MAR, and then return it to the 

medication binder. There are consequences and potential problems with this solution as 
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well. The MAR is what triggers medication work, so if it is inadvertently misplaced, it 

could give rise to missed doses later in the medication schedule. Even if it is not forgotten 

or goes missing, it could simply be absent from the book for an extended period (and 

inaccessible to others) as the nurse gets caught up in a myriad of nursing activities while 

in the patient’s room. 

Nurse Manager Tammy has thought deeply about the entire process of patient 

identification because of her role in scrutinizing nursing work and evaluating how it 

stands up to accreditation standards. She is concerned about non-adherence to the 

expected process of patient identification and has strategized about how she might 

improve compliance. Tammy explained how difficult it is to meet the accreditation 

standard: 

When we had our accreditation here recently, that was one of the big things that 

was emphasized: “Are you doing two patient identifiers?” We really need to be 

doing that for any kind of care and in particular for medications. We are not doing 

a very good job at it, because a lot of patients are wearing an ID [identification] 

band but they [nurses] don’t necessarily check the name and the date of birth. 

They really emphasize date of birth as a good one because the chances of having 

two patients with the same last name and the same birth date [are] so slim. 

However, the really interesting thing about it is that when you are in the hallway 

at your medication cart, you look at your MAR, pour your meds, do your next 

check on your meds, and then you walk into the room but you do not carry the 

MAR into the room with you, you do not take the cart into the room, so in essence 

you are trying to memorize that patient. They very much emphasize that room 

number is not acceptable. We are not to pour meds or do any kind of intervention 

with the patient by their room number, but I suspect that that is happening a lot. 

Because they [nurses] are thinking, “Okay, this is for 218-1, Mr. Smith,” so 

they’re kind of using the room number as one of the identifiers, because they 

don’t have anything to go with into the room. I’ve put some thought into this, and 

talked to some of the nurses. They all have a cheat sheet. They might have six 

patients, and they have all the patient information on their cheat sheet, and many 

times they will take a patient label and put it there next to the patient name. The 

problem with that is that you have a bunch of labels in a row and you go into a 

room, could you inadvertently look at the one that is just below or the one above 

it. I would rather see them carry the MAR into the room with them, and verify 

from the MAR right to the patient, and then sign it off. (Nurse Manager Tammy) 
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As Tammy described, the work systems that nurses have developed do not easily 

allow for patient identification to happen according to the authorized view of it. Tammy 

does understand the difficulties that are created for nurses, and appreciates that the 

standard process does not always fit with the reality of the work. However, as a manager, 

she also must ensure that nurses adhere to processes that are mandated by the institution. 

What difference would it make? As I demonstrated in the prior chapter, the two-

client-identifiers process may be very appropriate in some settings and circumstances, 

particularly where patients cycle in and out in a discrete fashion (e.g., laboratory 

settings). However, on hospital units where nurses have a particular work assignment and 

get to know their patients in the ways that Holly and Karen described, the value of 

adhering to the rigid identification process is questionable at best. In the following data 

excerpt, LPN Brenda spoke about how she knows she “should be” following the 

institutional policy for identification, but that she does not because it does not make sense 

in the context of her work: 

I’m terrible for that. I’m bad. I don’t check ID [identification] because I know 

their [the patient’s] face. If you were in a big city situation where the patients are 

changing all the time, I would look at the armband. I just feel like I know that 

person—I know their face and I know their name—but I think it’s a habit that I 

should be in regardless. I think I should check the ID every time, maybe not every 

single time, but at the start of the day. But I think that comes from my schooling, I 

should check the name band every time. Maybe that’s where it comes from. I 

think I should be doing it, because in my head I’ve been told that I should be 

doing that every single time. But I don’t think it would really make a difference if 

I did check the name band every single time on a patient that I knew. Like the 

patient in [Room] 6, he is who he is, and I know who he is. It wouldn’t make a 

difference, but if I was in the habit of it, if I ever went and worked somewhere 

else, then I would be in the habit. (LPN Brenda) 

While Brenda acknowledged that she “should” be checking identification each and every 

time, she does not believe that it is a practice that would make any difference at all to 
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safety when she chooses not to. She knows the unique circumstances of her own work, 

and talked about how she would do things differently in another context. 

On another occasion, I watched as RN Mindy prepared medications for one of her 

patients. She had two different IV medications to give, so she took them out of stock, 

prepared them, and then entered the room. The patient, a young woman dying of cancer, 

had been confined to her bed for weeks. As we entered the room, I could see the woman 

in her bed with her family around her, and a tangle of IV lines and pumps, which were 

infusing medications to her around the clock. Mindy walked confidently to the bedside, 

expertly changed the IV bags and started infusing the two medications she had prepared. 

All the while, Mindy was talking softly to the patient, assessing her comfort and asking 

about her children. Mindy did not check the patient’s identity in a way that was visible to 

me. Outside of the room, Mindy said, “I don’t do the two unique identifiers in this case. I 

know this patient; I’ve worked with her for months. It makes no sense at all to bug her, 

asking her who she is” (RN Mindy). It is difficult to see how her patient care would have 

been improved had Mindy followed the institutional policy and checked the patient’s 

identification using two unique identifiers. As Brenda so adroitly noted, checking 

identification in this way makes no difference for a patient that she already knows. 

Nurse Manager Tammy’s knowledge lined up with that point of view as well: 

Even as a manager, it’s hard to see the value . . . for the nurse that knows the 

patient, is that a good use of time? Yes, I got the check mark for accreditation, but 

is that just a task that loses meaning when it becomes like this? You’re going 

through the motions, you’re doing it, but you’re not really doing it. But where is 

the value in the time you spend doing that?” (Nurse Manager Tammy) 

As I demonstrated in the previous chapter, ROPs necessary for accreditation 

dominate the current health management agenda. This dominance ensures that certain 
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practices, such as those identified within the two-client-identifiers ROP are heavily 

emphasized, placing prime responsibility on organizational leaders to plan and implement 

strategies to demonstrate compliance. ROPs drive policy development, staff education, 

audits, and other surveillance activities, and organize the distribution of scarce resources 

within the health setting. If the extensive time and financial and human resources that are 

poured into accreditation processes such as the two-client-identifiers ROP do not lead to 

better outcomes, then what is the purpose of all of the effort invested? There are serious 

implications to this externally generated, intense focus on particular activities. Whenever 

nurses’ and nurse managers’ time is organized and mediated toward specific aspects of 

their work, attention is diverted away from other aspects. Rather than concentrating so 

intently on processes that meet accreditation standards, but make little difference to 

patient outcomes, health care workers could be placing their time and energy into the 

kinds of patient care issues that arise in their everyday work. 

The institutional process for identifying patients prior to administering 

medications is logical in a theoretical, ideological realm. It is irrefutable that patient 

misidentification has been implicated in incidents in which people have been harmed and 

that accurate patient identification can prevent errors of this type. It seems to make 

perfect sense that in order to be sure that the right medication is administered to the right 

person, there must be a standardized verification process. In practice, however, the 

logical rationality of this approach breaks down, creating moments of tension for those 

actually doing the work. It does not make sense for nurses to check two unique identifiers 

before each and every medication administration when they have been in the room many 

times previously that day, have helped the person to the bathroom, know the names of the 
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person’s children and grandchildren, know their intimate fears about not being able to 

return home, and so on. On a very real level, nurses know their patients in ways that go 

far beyond mere recognition of their name and face. Repeatedly asking that person their 

name and checking their identification band becomes redundant for nurses in some 

circumstances, and could interfere with other important nursing work if adherence was 

enforced. 

Nevertheless, nurses and nurse managers are caught up in the discourse 

surrounding patient identification and what should be done in order to meet professional 

and organizational standards. As I demonstrated in the previous chapter, the rule-based 

system requiring two patient identifiers for every treatment and medication is flawed and 

is based on evidence that does not strongly link to the practices that are required. 

Knowledge about what is needed in the setting and what is known about the issues that 

arise is subordinated to a “correct” version of knowledge that suggests that the only way 

to achieve competent practice is through adherence to a routinized, formal stricture. This 

authorized, theoretical knowledge about nursing practice is what nursing performance is 

measured against, placing nurses in a difficult quandary. 

The time-intensive nature of the institutionally mandated patient 

identification process. It is interesting to consider what might happen if nurses did 

follow the institutional process for patient identification at all times and in all 

circumstances. Although the identification check seems like a simple task to add on, it is 

actually time intensive to complete, and invasive at times for patients and families. Recall 

Mindy’s work with her palliative patient. Checking the name band in that instance would 

have required physically disturbing the patient and her family, turning on lights, lifting 
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the bedcovers, and rousing her by moving her arm so that the identification bracelet could 

be read. It also would have required careful manipulation of the numerous IV lines and 

furniture. This process could have required a request for family to move away from 

where they are positioned at the bedside in order to navigate the space. Once 

accomplished, this would require additional settling work to restore the patient’s comfort. 

Multiply that by the number of medication administration occasions per day, and it is 

easy to envision how the process would consume a great deal of nursing time, already a 

scarce resource in most health care settings. In my personal experience accompanying my 

mother for chemotherapy treatments, a nurse commented to me, “We are just too busy to 

be checking ID [identification] bands all the time. And patients think we don’t know 

what we are doing if we are constantly checking!” This same nurse explained that her 

nurse administrators gave nurses permission on her unit to check identification bands 

only once, and then to use their usual process after that. This appears to be an informal 

recognition from leadership that it would not be sensible or desirable to demand 

compliance to a standard rule when nurses routinely use their good knowledge and 

expertise to identify patients in ways that make sense in the real world of practice. 

The two-client-identifiers process emerges as cumbersome and time consuming. It 

is evident that if nurses did adhere strictly to the patient identification process, other 

(perhaps more important) nursing activities would be sacrificed to accommodate this 

additional work. Nurse Manager Tammy explained, “Nurses have less time than ever 

before, but if they were doing this [the two-client-identifiers process] something else 

would have to slide” (Nurse Manager Tammy). 
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In addition, although time is important, it is not the only critical resource at stake 

here. The learned skills of moving unobtrusively around a patient’s bed, taking careful 

note of what is happening, and offering comfort without physically disturbing the patient 

is a core mark of good nursing care, and these skills are at risk of being lost within new 

approaches to care. The key point here is that nursing work is impossible to break down 

into its contingent tasks, and nurses are not actually adhering to the mandated process in 

most cases, so it is impossible to know what other work might be compromised if nurses 

consistently applied the institutionally mandated process to identify patients. What is 

apparent is that nurses’ time is becoming an increasingly scarce resource as increasing 

safety and quality initiatives are added to their existing workload, and enforcing strict 

policies would effectively reorganize nursing work in unknown ways. 

Nurses’ Safety Work: Global and Specific` 

My observations from the bedside vantage point demonstrate that the strict 

processes developed to meet ROPs such as patient identification are not routinely 

followed in the everyday work of nurses. Working closely with individual people, the 

nurse’s view is at once more global, holding all of the contextual factors, and at the same 

time more specific, as she or he centres on the conditions that make sense to keep the 

person safe in particular instances. That is the key concern that guides practice and 

actions in the day-to-day work, much more than organizational safety priorities that are 

developed as standardizing practices far removed from the busy nursing units where care 

is being provided. I use an empirical example to illustrate this point, which reflects both 

the global and specific knowledge that informs nursing practice. 
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As I observed LPN Nadine’s medication work one morning, I watched as she 

went directly to her patients’ rooms following report. She entered each room, and chatted 

with her patients in a familiar, humorous, and sociable way. All of her patients were 

elderly and were in the hospital for long-term, chronic conditions. As she chatted with 

patients, she helped each person to sit up either in bed or in a chair at the bedside, and 

passed each patient a facecloth to freshen up before breakfast arrived. I was impressed by 

the efficiency of her work, and how skilfully she was able to draw out significant 

assessment information through her informal questions. All of the patients responded 

very positively to her. Nadine explained her rationale for approaching her work in this 

way: 

My process is different from others that I see. I don’t go straight to the med cart. I 

want to get everyone up and sitting, especially the elderly people here, because 

they can’t take their medications safely if they aren’t sitting. (LPN Nadine) 

As all of the patients that she cared for that day were long-term patients, Nadine was 

already familiar with them. She used her knowledge of the growth and development of 

the elderly, as well as her situated knowledge of each person and his or her particular 

needs, to plan and conduct her care in a way that kept her patients safe. Nadine knew that 

it was more important to have these particular patients sitting in an upright position to 

prevent choking and aspiration than it was to start work on her medications immediately. 

I continued to watch as Nadine entered Mrs. Green’s room with all of her 

medications prepared. Nadine sat down at the bedside and handed Mrs. Green the 

medications and a drink of water. Nadine did not identify Mrs. Green using the 

institutionally mandated two-client-identifiers process, or any other visible process. 

Nadine continued to sit beside Mrs. Green, chatting with her and surreptitiously 
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observing her closely. On the surface, Nadine presented an unhurried and serene front 

that belied her high workload. As Mrs. Green began to take her medications, Nadine 

noticed that she was clearing her throat, coughing, and having difficulty swallowing the 

pills. Nadine asked, “Do you need help with that?. . . What would make it easier for you 

to take these pills? . . . Do you want me to crush your pills in future? . . . Is that a new 

problem for you?” (LPN Nadine). Mrs. Green was vague in her responses and continued 

to try to swallow the pills with some coaching and instruction from Nadine. Nadine tried 

two different strategies: placing the pills in a teaspoon of applesauce for easier 

swallowing, and offering warm drinking water rather than cold. Both strategies were 

helpful to Mrs. Green, who, with continued coaching, was slowly able to take her 

medications safely. 

Back in the hallway, Nadine said to me, “She hasn’t had trouble with that before. 

I wonder what is going on with her?” (LPN Nadine). Again, because of her familiarity 

with this particular patient, her knowledge of how Mrs. Green has taken her medications 

in the past, and her vigilance, Nadine was able to detect a problem that could herald 

significant medical or functional issues. 

At the med cart, Nadine wrote, “give with applesauce” and “warm water” on 

yellow sticky notes, and placed the notes in the MAR next to the medication orders for 

Mrs. Green. These notes are meant to alert other nursing staff to the difficult swallowing 

that Mrs. Green experienced and to inform Nadine’s colleagues of strategies that were 

helpful. Nadine later followed up by informing the physician and consulting with the 

pharmacist about alternate formulations (such as liquids) for Mrs. Green’s medications. 

Nadine’s actions in this instance were critical to the safety of the patient, but would not 



170 

be captured in any specific ROP. Her actions, although vital and absolutely necessary for 

Mrs. Green’s wellbeing, reflected nurses’ routine application of nursing knowledge. This 

is an example of the everyday knowledgeable work that nurses are engaged in, which are 

intensely concentrated on keeping patients safe, but in ways that are not always noticed, 

tracked, or measured. Although Nadine’s actions were integral in keeping Mrs. Green 

safe, her practice could be judged as inadequate or non-compliant, because she did not 

use the strict procedural method of identifying her patients as mandated by Accreditation 

Canada’s (2013b) two-client-identifiers ROP. This is a notable weakness in how patient 

safety is being discursively and ideologically organized: critical safety work is 

overshadowed and the important work that nurses are actively engaged in to keep patients 

safe is being compromised. 

Summary 

Continuing the examination of the patient identification process in this chapter, I 

illustrated how ideological formulations of safe practice dominate and overshadow 

nursing knowledge that is developed from inside the work. When the definition of what 

counts as good evidence is expanded to the important, empirical, ethnographic evidence 

reported here, it becomes apparent that the current formulations of safety that dominate 

the discourse are limited. They systematically exclude the specialized knowledge that 

nurses and others have about how patient identification actually happens. If the tightly 

prescribed and standardized processes such as the two-client-identifiers rule are 

successful in regulating nurses’ actions in the future, nurses will have reduced time and 

opportunities for the careful noticing work that they accomplish in their day-to-day 

practice. 
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The ideological process of ensuring the right patient for medication administration 

in all cases is simply not consistent with what nurses know and what may be occurring in 

the moment-to-moment fluctuations that characterize nurses’ shifts of duty. Regardless of 

the logic embedded in the seemingly rational processes surrounding authorized versions 

of patient identification, strict adherence to these processes would fundamentally disrupt 

nursing work. Patient identification work in front-line practice is based on everyday 

knowledge, developed in its embedded place. My data provide evidence to show that 

while patient identification does not unfold according to the institutionally mandated 

processes, nurses do in fact identify individuals based on their expert knowing of the 

patients. Nurses’ knowledge is developed through their presence close to the bodies of 

people. This helps nurses to recognize patterns of behaviour, anticipate problems, and 

call on past experiences and knowledge to determine future courses of action. In a very 

real sense, the nurse is the expert on the spot, preserving safety through close attention, 

vigilance, and timely action. However, the safe practices that nurses engage in are largely 

unknown, partly because their day-to-day work is overshadowed by the intense scrutiny 

on particular actions such as patient identification processes. My data build an account of 

how nurses are constructing safety into medication work, helping to develop a more 

robust understanding of nurses’ contributions to safety. 
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Chapter 9: Conclusions, Recommendations, and Implications for Research 

The most significant finding that I explicate in this research is that the essential 

discretionary work that nurses are routinely engaged in is seriously constrained by the 

stringent rules that dominate medication work, and is in danger of being organized out of 

their practice. As increasingly inflexible processes and standardized procedures infiltrate 

medication work, it is difficult, and sometimes impossible for nurses to simultaneously 

use discretion and follow the rules. I also found that the current dominant formulations of 

safety are limited, and systematically exclude the specialized knowledge that nurses have 

about their work. My analysis takes a sharp departure from existing literature on the 

topics of medication work and medication safety and clearly displays what is actually 

happening in practice and how nurses’ work with medications is organized to happen the 

way it does. This critique offers possibilities for action, and can disrupt the ruling regime, 

which excludes nurses’ ways of knowing about medication work. In this concluding 

chapter, I briefly highlight selected findings of this research, and explore the significance 

that the findings have for practitioners, educators, health care organizations, and the 

development of health policy. Finally, I identify the boundaries and limitations of this 

project and make recommendations for future research projects. 

Major Findings 

Taking the standpoint of nurses in this project and tracing their accounts into the 

institutional complex informed my understanding of how ruling works in their daily lives. 

As I watched nurses work with medications, I observed many instances in which their 

practice did not strictly adhere to the standardized processes and rules that are widely 

believed to prevent errors if consistently and rigorously followed. Nonetheless, the work 
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that nurses produced was skilled, safe, and competent. Inside this broad contradiction, I 

noted many other aspects of nurses’ medication work that I found puzzling. On the one 

hand, nurses relied heavily on individual, habitual, and ritualistic practices—such as the 

five rights of medication administration (Kron, 1962)—creating broad frames that 

organized their work with medications. Driving their practice was the desire to deliver 

medications safely and correctly while simultaneously adhering to policy and practice 

standards. Conversely, I noted that nurses’ habits and rituals were enmeshed in 

discretionary work, which often required them to break rules that were incompatible with 

their expert knowing of their own work. All of the instances of rule breaking I observed 

embodied discretion in action, the well-thought-out adaptations that nurses inherently 

make to the rigid rules that structure their work. Nonetheless, rule breaking is a risky 

proposition for nurses, as their professional competence is scrutinized and judged within 

powerful regulatory frames. 

I use the terminology of “rule breaking” throughout this analysis with some 

disquiet, as I do not intend to contribute to the rule based discourse that dominates 

nursing work with medications. Instead, I use the language of rule breaking to illustrate 

how powerfully the discourse has entered into nursing work, and shapes practice, 

thinking and collective consciousness about the “right” way to work with medications. I 

hope to counter the discourse with the evidence I have produced in this study, which 

clearly demonstrates that discretionary work (which often breaks rules) is a critical 

element of safe nursing practice.   

I have illustrated that there is a disquieting disjuncture between theoretical, 

ideological accounts of medication work and the actual practices of nurses working on 
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the ground. Intersecting, competing knowledge frames are at work between what nurses 

know from their location embedded as they are in the messiness of the everyday world, 

and from what others know from their own location, theorizing and producing evidence 

to support best practices. For instance, I demonstrated how nurses’ systematic medication 

work was interjected with other work, as their attention was frequently and repeatedly 

drawn to other labours not directly related to dispensing medications to patients. 

Disruptions are referred to in the dominant safety discourse as interruptions and 

distractions, and are a key target for elimination in the effort to improve safety (CARNA, 

2014a; Potter et al., 2014; Raban & Westbrook, 2014; Tucker & Spear, 2006). However, 

as my data illustrate, the incessant disruptions and subsequent discretionary work that I 

observed are integral to the broader terrain of nursing work. As on-the-spot experts, 

nurses constantly use specialized knowledge and judgment to determine what is required 

of them in the moment to ensure safe, appropriate patient care. Continuing efforts to 

organize interruptions and distractions out of nursing work may allow some aspects of it 

to move forward more seamlessly; however, the work will be fundamentally changed, 

and the consequences of that are largely unknown. The primary concern with these and 

other ideologically based initiatives is that externally derived systems of knowledge 

supersede what nurses know about their own work and dominate the delivery of health 

care. 

Finally, rule-based systems and standardized processes have gained a taken-for-

granted status in the discourse, and dominate ideological practices controlling medication 

work. My analysis explicates how one of these uncritically accepted rules, the two-client-

identifiers process, is derived from imperfect and flawed evidence. Although I examined 
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the two-client-identifiers process in this study, any number of ideologically based rules 

could have been dissected to illustrate this point. Although beyond the scope of this 

project, the practice of double checking medication doses provided another example of a 

rule derived from inconsistent evidence. In one of my research study settings, nurses 

were required to have every dose of narcotic medication that they administered double 

checked. This is a more rigorous obligation than what is recommended in the literature or 

in many other hospital settings (ISMP, 2003, 2005a, 2013b; “Santa Checks,” 2009; White 

et al., 2010). This extremely stringent requirement proved difficult and at times 

impossible for nurses to accomplish in their practice, particularly during off-peak hours 

or in areas where few nurses were working. Although I did not trace the extralocal 

relations, I did learn that the practice was instituted following a serious medication error 

that occurred several years earlier in another area of the hospital. 

Ultimately, it is not known whether double checking of medication doses leads to 

improved safety. In their systematic review of the evidence, Asulami, Conroy, and 

Choonara (2012) concluded, “There is insufficient evidence to either support or refute the 

practice of double checking the administration of medications” (p. 833). Other authors 

supported this claim, providing conflicting and inconclusive evidence about the 

usefulness and efficacy of independent double checks (Armitage, 2008; Dickinson, 

McCall, Twomey, & James, 2010; Jarman, Jacobs, & Zielinski, 2002). Despite the 

uncertain outcomes and dubious impact on safety, the policy and practice persist 

unquestioned and uncontested. Even more troubling is the unknown impact that a 

stringently applied standard policy, such double checking every administered dose of 

narcotic medication, has on nursing practice and patient care, particularly as it is well 
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documented that delays in the administration of narcotic analgesics is a serious problem 

that results in complications and unnecessary patient suffering (Berry & Dahl, 2000; 

Lynch, 2011; Yuxiang et al., 2012). 

Significance of Findings 

Contested knowledge practices. This research provided a detailed analysis of the 

contested knowledge and medication practices in two acute care hospital settings. Key to 

understanding nurses’ work with medications is recognizing the ruling relations 

embedded in the ongoing struggle between institutional knowledge practices that are 

considered legitimate, acceptable, and valid and what nurses know about their own work. 

Nurses’ knowledge is grounded experientially, derived from the materiality of actually 

doing the work. Knowledge originating in abstract or theoretical realms produces an 

ideological account, which may contrast sharply with what nurses know. Although 

different modes of knowing have the potential to contribute to the development of a 

comprehensive, inclusive account of medication work, difficulties surface when one 

mode of knowledge subordinates the knowledge practices of nurses who are at the centre 

of medication work. My empirical data illustrate what happens inside nurses’ medication 

work when ideological safety initiatives dominate health care practice, and nurses’ 

knowledge about their own work is suppressed. 

This research calls attention to nurses as knowing subjects of their own actions, 

highlights taken-for-granted components of nursing work, and contributes to the 

emerging body of knowledge about what nurses do. It is distinctive because I focus on 

the materiality of nursing work, rather than on what is presumed to be happening, what 

others understand about nursing work, or what nurses say about what they are doing. As 
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nurses are also captured by ideological descriptions and discourse, they themselves gloss 

over their own knowledgeable practices. This is reflected in their dialogue when they 

dismiss their expertise as routine and their informed actions as simply “happening” (RN 

Karen). Competently performed, everyday medication work has a taken-for-granted 

character that appears effortless. 

Recall RN Judy and the intelligent, intricate work she did to ensure that the 

correct medications are given to the correct patients, according to priority, and within the 

broader context of everything happening on the hospital unit. Judy balanced the needs of 

one patient against the next, managed a number of routine yet significant issues, searched 

out medications that were not readily available, calmed and settled patients so they could 

take their medications safely, verified the appropriateness of ordered medications, alerted 

the physician and others to urgent concerns, learned each patient’s idiosyncrasies and 

adapted the institutional regime to accommodate them, acted as a resource to less 

experienced team members, and so on. Judy demonstrated a multiplicity of thinking and 

doing in her actions, which appeared effortless and seamless but which required expertise 

and proficiency to accomplish. Nevertheless, in dialogue with Judy and other nurses 

about similar activities, they described their actions as simply “making it happen” (RN 

Karen). All of their essential but unrecognized work recedes into the background and is 

only brought into focus through careful observation. Predictably, when nurses themselves 

do not recognize and cannot articulate their vital contributions to safe patient care, their 

work remains unrecognized by others. Medication work processes that are not known to 

others will not be recognized, measured, or captured in attempts to understand nursing 
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work. Consequently, medication practices are primarily informed by ideological 

accounts, even when nurses are consulted. 

Recognizing knowledge as a socially organized practice, derived from a particular 

location, helps to explain how medication work can be constructed as a step-wise, 

discrete process when nurses know it does not work this way. The linear 

conceptualization of medication work has important consequences for nurses. When 

work can be broken down into discrete tasks, each step can be scrutinized and dissected, 

producing certain institutional advantages. Arising out of economic restrictions and the 

desire for increased managerial control over all health care resources, nursing work is a 

prime target for scrutiny and reorganization (Melon, 2012; Rankin, 2001, 2009). 

Reorganizing medication work practices for efficiency becomes possible when nursing 

work can be understood and managed by cataloguing tasks into predetermined textual 

descriptions and compressing tasks more tightly. Nursing work, a costly resource, is 

easier to manage and control within this ideological frame. 

Embedded in the discourse is the notion that inefficiencies and other challenges 

can be solved by “fixing” nurses, at least in part. For instance, in a quality improvement 

project aimed at identifying and reducing “avoidable” (Buchini & Quattrin, 2012, p. 326) 

interruptions, the authors proposed a number of system-wide and nursing solutions. Some 

of the proposed solutions suggested nurses avoid phone calls, avoid the management of 

patient call bells, reduce information requests from patients and families, reduce requests 

from doctors or other colleagues, and so on. While there is much that nurses can do to 

organize their own work environment, disruptions are often the result of unfolding or 

ongoing contingencies and are outside of nurses’ control. Recall RN Judy, whose work 
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was disrupted several times by phone calls, patient call bells, and requests from co-

workers. If Judy had ignored the needs arising in the moment to focus solely on 

medication work (as much as it is possible to do), she would have missed the opportunity 

to clarify a doctor’s order, a patient would have suffered in pain for an additional 30 

minutes, and a critical heart dysrhythmia may have been missed by an inexperienced 

colleague. Attempts to reduce interruptions overlook what is actually happening on the 

ground and are unlikely to succeed, as nurses continue to pay attention to these valid in-

the-moment demands on their time and attention. While there is certainly merit to quality 

improvement initiatives of this sort, nurses have expert knowledge about patients and 

safe medication work that is equally important to consider, and their perspectives are 

critical for developing a more nuanced understanding of medication work. 

Grounding this analysis in the standpoint of nurses, I provide a detailed 

investigation of the knowledgeable work processes that characterize medication work. 

Dominant discourses of patient safety, efficiency, professionalism, and standards of 

practice comprise a ruling apparatus that influences and controls nursing work. While 

ruling relations organized a great deal of nursing talk and activity, they did not 

completely dominate the work. Nurses worked in ways that opposed ruling at times, 

although not always openly. Nurses had little choice but to outwardly comply with safety 

and quality initiatives, embedded as they are in regulatory frames that are used to judge 

their competent practice. Unsanctioned work practices were widespread, but not overtly 

displayed to others. Nurses themselves were very aware of when their work deviated 

from authorized ways of working, and would comment, “I know I’m not supposed to do 

it this way” (LPN Brenda) or “I know I should be doing this instead” (RN Mindy), 
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offering unsolicited explanations to justify their actions. Nurses also repaired records, 

creating accounts that bore little resemblance to what actually happened within their 

work. Covering over their actual ways of working may be an expedient way for nurses to 

avoid confrontation and condemnation, but doing so also conceals the knowledgeable 

work practices that nurses routinely employ. Nurses themselves must begin to understand 

that their knowledge is “as good” as the knowledge that others have, engage honestly in 

dialogue, and openly critique practices that enforce ideological versions of their work. 

The foundation for this must be laid early on, in the educational process for nurses. It will 

be critical for me to share these findings with nurse educators through scholarly writing, 

conference presentations and workshop activities, and to engage others in discussions 

about the implications that result when nurses do not have confidence in their own 

knowledge and reinforce ideological notions that constrain work. This analysis, 

illustrating how troubles and difficulties in medication work are organized, offers nurses 

in all areas of practice a way to formulate a critique and respond to others, using what 

they know. 

Textual production of knowledge: Virtual reality. Textual representations of 

how nursing work occurs become the authorized way of knowing and are accepted as 

fact. When something is recorded in text, it substitutes for reality, even if it bears little 

resemblance to what actually happens in daily practice. In my research observations, 

nurses frequently created inaccurate records, documented on-time medication 

administration when medications were not dispensed on time, initialled to verify that they 

had double checked a medication dose when they had not, and so on. Nurses do not 

intend to be subversive or insubordinate when they repair records in this way. Rather, the 
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nurses create a record that adheres to the authorized account of their work as a means to 

expedite the process to allow them to accomplish tasks faster and more efficiently. For 

example, if a medication is administered outside of the ordered timeframe, policy 

directives require the nurse to note the time the medication was given and provide a 

reason for the deviation. Recall the MAR (see Appendix F), a streamlined text that can be 

read, used, and worked on quickly and briefly. Note the tiny boxes that provide room for 

initials, and leave little space for commentary or contextual data. There is simply not 

enough space to record reasons for late administration, which is often necessary when 

patients refuse medications, are unable to take them, are absent from the unit at the time 

of administration, and so on. Nurses know that those delays and details are generally 

bureaucratic and inconsequential to patient care. Moreover, the MAR easily becomes 

messy and difficult to read if too much additional information is squeezed in. Nurses 

know that the cleaner the MAR is, the safer it is to use. Additionally, a clinical learning 

report
24

 is required whenever a medication is administered late. All of that record keeping 

takes time and effort, and, in the cases I observed, nurses judged the recording processes 

to be irrelevant to clinical outcomes. Therefore, the official processes were rarely 

followed, as nurses simply created accounts that “fit” the authorized version. Although 

records were not always accurate, nurses consistently created clinically useful patient 

records. Even so, repaired records contribute to the problematic creation of a virtual 

reality in which medication work apparently unfolds smoothly and seamlessly. 

                                                 

24
 A clinical learning report is commonly referred to as an incident report and is used to provide 

information about medication errors and other incidents related to patient safety. The language 

of the clinical learning report reflects the intent to learn from mistakes rather than blame 

individuals for their occurrence. 
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My analysis also demonstrated how textual evidence is produced to support 

accreditation efforts, which are critical for organizations to demonstrate public 

accountability. Textual accounts reassure the public that organizations are building 

processes to ensure safe patient care, and are invested in ongoing improvements. 

Managers and policy makers may be reassured by accreditation survey results and 

validated in their belief that the efforts already in place work to improve safety. The 

survey results can be marketed and shown to others as a demonstration of their good 

performance. For instance, yearly accreditation reports highlight the notable 

improvements that have been made in various performance measures each year, and 

commend organizations for their excellent work in demonstrating ongoing improvements 

in safety (e.g., see Accreditation Canada, 2011). However, my analysis shows that the 

evidence generated for accreditation surveys is fundamentally flawed. The criteria and 

indicators are limited in their conceptualization of safety and the review processes 

themselves fail to discover large aspects of what is being done (or not done) that results 

in patient safety or risk. 

The obvious caveat is that when health care leadership’s understanding of what is 

happening is flawed because it is based on incomplete or incorrect data, the decisions that 

are made as a result will also be flawed. Leaders and policy makers, relying on the 

evidence produced through aggregated systems of measurement and other aggregated 

tools, assume that ideologically derived practices are working to the benefit of patient 

safety. This reinforces the discourse and further entrenches those practices within 

medication work, making it even more difficult to disrupt. In order to make real inroads 

in improving patient safety, it is critical to have a more accurate representation of 
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medication work at the outset. Sharing these findings with national policy makers 

working within organizations such as Accreditation Canada would be a first step in 

attempting to disrupt the discourse around the dominance of performance measurement 

tools. 

The social organization of rule breaking. In this research, I produced an 

analytic map demonstrating how nurses are organized to “break the rules” that dominate 

their work with medications. Nurses are caught in a troubling quandary, as they attempt 

to adhere to rules and comply with professional ideals and standards while 

simultaneously providing safe, appropriate patient care that sometimes requires 

subversion of the rules. Time and again, nurses are compelled to either forego discretion 

to adhere to standardized practices or they are organized to make a decision to break the 

rules in order to ensure the smooth unfolding of patient care. This fundamental 

contradiction produces tension for nurses and troubling consequences for patients. 

As more emphasis is placed on strict adherence to procedure, thinking and 

discretionary actions are in danger of being organized out of medication work. Recall 

Nurse Manager Tammy’s experience with a completely rule-driven nurse, who refused to 

administer an over-the-counter analgesic (plain Tylenol) because she did not have a 

physician’s order for its administration. Tammy remained in pain overnight, frustrated 

and angry, as she tried to argue her point with the nurse. Clearly, Tammy’s experience 

provides an example of poor and unsafe care, both from a nursing and institutional 

perspective. The nurse caring for Tammy followed the rules without allowing her 

thinking or judgment to disrupt an ideologically based protocol, likely fearful of 

reprimand. Institutional policies and procedures are not intended to put barriers to 
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appropriate care in place. They are not meant to place limits on discretionary thinking 

and expertise; however, when rigidly adhered to, standardized rules and protocols can 

seriously disrupt medication work. 

The rule-bound nurse rarely appeared in my observations of informants. Instead, I 

most often observed the frequent and intelligent discretionary actions that required rule 

breaking. In contrast to the actions of the rule bound nurse, discretionary work produced 

positive outcomes for patients. I watched as nurses treated pain without delaying the dose 

until a colleague was available to double check it, set up an unauthorized workspace in 

patient lounges to be able to administer medications to patients as quickly as possible, 

accessed medications from a secret stash when they were not available in any of the 

institutional stores, and so on. All of these knowledgeable activities broke rules, but also 

maintained a smooth workflow focused on patients. Rule breaking did not equate to 

diminished safety in any of the occurrences that I observed. Instead, the impact on 

patients was primarily positive, as the evolving needs of patients, families, and the 

entirety of the work setting organized nursing work in the moment. As Alper et al. (2012) 

found in their research, violations are often necessary and desirable, particularly in 

instances where rule compliance would slow down processes. However, rule breaking 

has consequences to nurses, both potential and actual. 

When nurses are found to be breaking rules, they may be constructed as sloppy, 

incompetent, or deficient, even inside their own consciousness and professional identity. 

A number of informants referred to their practice as bad or awful when telling me about 

occasions when it was necessary for them to work outside sanctioned processes. All of 

the nurses I observed were trying hard to do what they know is right, to comply with 
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standards and professional expectations, and to produce what patients need from nurses. 

When nurses are unable to provide good patient care while simultaneously using 

authorized work practices, they suffer feelings of guilt and inadequacy. Nurses are 

troubled about rule breaking for many reasons: they know that their practice is measured 

for adherence to standards, and they are aware they can be held accountable for their 

actions, may be disciplined, and may be seen as a sloppy or as a bad nurse. I do want to 

make it clear that while I value, respect, and admire nurses and the work they do, I am 

not an apologist. I recognize that there certainly are moments of sloppy or lazy nursing 

care. Not all nurses are careful and thoughtful, and many nurses have moments of 

carelessness. However, my analytic point is that, in the main, rule breaking happens 

within a really complex social organization, not within individual nursing practice. 

Moreover, the established systems are effective in their ability to screen and monitor for 

the nurse whose practice is substandard. RN Jasmine, a member of the regulatory body’s 

conduct committee, explained, 

We are getting more and more rules all the time, and they make it harder for the 

nurse to do her job. But I am thankful for them, because of what I see here. There 

are times when the nit-picky rules are good, because it is a way that can actually 

stop someone who needs to be stopped. (RN Jasmine) 

When nurses are positioned as rule breakers, it can also create contentious 

relationships with other health care practitioners and leaders. For instance, nurses are 

criticized and blamed for keeping secret stashes of medications hidden on patient care 

units. This practice evolved to allow for easier access to needed medications when 

pharmacy services are not available, but is strictly forbidden. “Unauthorized medication 

collections create hazards” (McLarney, Cashin, Cashin, Colegrave, & Luscombe, 2012, 

pp. 25–26), since they are outside the control and monitoring of the Pharmacy 
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department. Both study units kept an unauthorized collection of medications secreted 

away, fully aware that the collection was not allowed. One nurse explained that the 

pharmacist would hunt down the stash occasionally and confiscate the medications, but 

nurses would build the collection again. This was not to circumvent established safety 

procedures, but simply to ensure that patients received needed medications without 

disrupting their care or consuming excessive nursing time. Nurses are the ones who are 

hunting down needed medications when there is limited access, a time-consuming and 

frustrating process. RN Allison explained, 

Pharmacy doesn’t like it, but the reality is that there’s times when you need 

something that’s not there, and you don’t have time to wait. We don’t keep any 

narcotics in there, just medications that aren’t in stock like, Pantoloc and ASA 

[acetylsalicylic acid or aspirin] oral antibiotics. We used to keep it in the 

cupboard, but Pharmacy would come along and take it. Now we have it in a 

locked drawer so they can’t get at it. (RN Allison) 

Rather than working collaboratively to solve the problem of limited access to 

necessary medications, a dynamic is set up in which nurses are hiding medications and 

are frustrated that other health care practitioners do not understand why the stash is 

necessary; pharmacists are then confiscating medications and are frustrated that nurses 

are wilfully breaking rules. A more effective strategy would be for nurses and 

pharmacists to talk through the problem, find potential solutions together, and to come to 

an agreement that works for both parties. A committee could be formed to accomplish 

this, or the existing Pharmacy and Therapeutics committee could provide the necessary 

structure to address the concerns. The most critical aspect, however, is to ensure 

representation from nurses and pharmacists who are actually doing the work, so the 

issues on the ground can be explored and viable solutions can be implemented. 
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Rules are necessary to health care organizations and provide much needed 

structure, but as institutions become more inflexible, they become less amenable to 

adaptation. Medication systems are trending toward the introduction of technologies that 

promise to standardize and tighten processes even further. As processes tighten, nursing 

work is further constrained, well-established work processes may be squeezed out, and it 

becomes more difficult for practitioners to utilize their professional discretion. This 

analysis demonstrates that rigid rules, institutionally authorized, are problematic for 

nursing work and patient care. 

Implications and Recommendations for Future Research 

In this project, I provided a description of what nurses actually do as they work 

with medications and explicated aspects of the work that are taken for granted and are 

difficult to articulate. This careful description alone would be valuable, as an accurate 

account of the contributions that nurses make assists the profession to gain recognition 

and develop a “voice of agency” (Buresh & Gordon, 2006, p. 28). However, this analysis 

went beyond description to illustrate “how ruling gets done” (Ng, 2006, p. 187) and to 

make the links between a common everyday work practice and the broader health policy, 

economic, political, and historical systems that coordinate that work. This is particularly 

important as new processes and technological practices are introduced, changing how 

nursing work is accomplished. “A prerequisite for developing and changing nursing 

practice is determining what is actually occurring” (Ellefson & Kim, 2004, p. 115), a way 

of knowing offered though this inquiry. My goal is to disseminate the findings of this 

research broadly, calling attention to the critical contributions that nurses make. I am 

hopeful that my efforts will be used in a very pragmatic way. 
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Implications for nurses. This analysis will assist nurses to recognize the work 

that they are engaged in as knowledgeable practice, vital to the broader project of safe 

medication work. What is accepted as automatic, routine practice is highlighted so that 

nurses and others can begin to appreciate the complexity and intricacy of the work. Most 

RNs in Canada receive a publication from the national nursing organization called 

Canadian Nurse (2014), which publishes research findings as well as key updates and 

messages about important events occurring in health care nationally. Submitting an 

article to this journal would be one strategy I could use to disseminate key messages to 

nurses in Canada about the findings derived from this research, and the implications that 

their work has for patient safety in this country. Although there is no national publication 

for LPNs, CARE magazine, published by the College of Licensed Practical Nurses of 

Alberta (2014), could potentially serve a similar purpose. My goal is for many nurses to 

take up the key messages from this research and begin to talk about their work in a 

material way. 

This analysis will also provide validation for nurses trying to reconcile the moral 

distress they often experience about their practice. One nurse who read this analysis in an 

earlier form commented, 

Thank you! I always thought it was just me who was sloppy and a bad nurse for 

breaking rules, but I didn’t know what else to do. . . . I had to do that sometimes 

to get things done properly. How I got there wasn’t as faithful to what the book 

said, as I wanted it to be. I lost confidence in myself because I knew I wasn’t 

doing what the book said. I wouldn’t talk about my successes as much. . . . I 

recognize everything you say, and it makes me feel as though I’m not just a bad 

nurse. (RN Jasmine) 

Showing nurses how processes, system influences, and ruling relations are 

activated in highly contradictory ways will enable them to understand how they are 



189 

implicated in socially organized practices. This understanding can provide language and 

the tools for nurses to “talk back and act back” (Rankin, 2009, p. 275) in order to change 

practice. Nurses need to be able to speak about their work in a material way, critique 

ideological practices, and lobby for changes that are compatible with the realities of the 

practice setting. For instance, nurses could influence policy development around 

problematic processes such as standardized medication times, double checking of 

medication doses when working alone, and patient identification. The analysis in this 

dissertation can assist nurses to influence such changes. 

Other nurses who have read my developing analysis are also interested in the 

findings. As I talk with informants and colleagues about what I am learning through this 

research project, I am energized by the positive responses I receive and the way my 

findings resonate with a broad cross section of nurses. I am planning to present the key 

findings at national and international nursing conferences in the near future. My goal is to 

make the findings relevant to nurses and the concerns they have about their work with 

medications. I am hopeful that the interest I have seen as I have shared preliminary 

findings will translate into critical dialogue among a broader nursing audience, within 

sites of resistance, and political action in each nurse’s own practice setting. 

Implications for nurse educators. The findings from this study are also useful to 

nurse educators. A better understanding of the pragmatic knowledge and actualities of 

medication work can help educators to mediate reality with the authorized ways of 

knowing it. This is not a new problem in nursing education. Much has been written about 

what is termed the theory practice gap: the disconnect between what is taught in the 

classroom and how care is actually delivered in practice (Eggertson, 2013; Landers, 
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2000; Rolfe, 1998). Ideological, theoretical accounts dominate in nursing education, 

leaving student nurses ill prepared for the realities of practice, and without the tools to 

negotiate the context easily. It is critical for nurse educators to remain grounded in the 

materiality of medication work, and provide students with the tools they need to succeed 

in clinical practice settings. Talking to students about how medication work actually 

unfolds in practice settings is critical. For example, teaching students about the 

essentially disrupted nature of medication work and providing them with concrete 

strategies to manage disruptions validates reality and more closely represents what is 

actually happening in practice. It is futile and counterproductive for educators to simply 

admonish students and advise them to avoid interruptions. 

As a nurse educator, this is a point of resistance for me. In the early stages of this 

research, when I was reviewing the literature and beginning to locate my own study 

within that context, I began a critical analysis of the literature around math calculations 

for medication practice. Another nursing teacher who questioned the stringent math 

requirements that are commonly considered to be a foundational nursing skill sparked my 

interest. I discussed what I was learning with my research supervisors and other 

colleagues and, with their support, began to trouble the certainty with which math exams 

are believed to measure safe medication practice. In 2011, along with Dr. J. Rankin and 

Dr. A. Lane, I published a paper critiquing math exam practices, showing how the 

reasoning and evidence supporting math skills as a core nursing competency are seriously 

flawed (Dyjur et al., 2011). 

At the same time, my own educational institution required student nurses to 

achieve a 90% pass rate on yearly math tests. Students were allowed two attempts, but if 
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they failed to achieve the pass rate, they suffered the serious consequence of failing the 

course they were currently enrolled in. Over the years, I had the extremely disturbing 

experience of watching a number of fourth-year students fail to graduate because they 

failed their math exams. As their clinical practice teacher, I could see no discernible 

difference in their work with medications than students who had successfully passed the 

math exams. I began to critique math exam practices openly, present critical analyses to 

others, and actively lobby for change. As a result, my nursing program changed the 

stringent math policy to allow for a more tempered approach. It was not easy to disrupt 

the math competency discourse, and over time I can see it creeping back into educators’ 

talk. I will continue to trouble the discourse in my own educational practice, providing 

other educators with the tools to critique the disjunctures inherent in teaching beginning 

nurses. 

Implications for health care organizations and policy development. My 

analysis seeks to change the balance of power and highlight the largely unknown and 

unspoken knowledge practices that are critically important to how things work on the 

ground. It is essential for health care managers attempting to understand and improve 

patient care to pay close attention to the materiality of nursing work and consider 

carefully what nurses know about how their work unfolds. Introducing change without a 

clear, comprehensive understanding of the nursing work it is attempting to reorganize is 

counterproductive and can fundamentally change practice in unknown and unintended 

ways, yet it is commonplace for that to happen. One strategy that nurse leaders could 

implement would be to actively involve nurses in initiatives that have the potential to 

impact their work, and seek their input in a variety of ways. Nurses who are actually 
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engaged in medication work could be invited to join committees, work on various 

initiatives, provide feedback about proposed changes, and so on. Observing nursing work 

and inquiring about difficulties and challenges would also be helpful to understand the 

materiality of the work. 

It is important for nurse leaders to acknowledge and understand the circumstances 

that are creating the need to break rules in medication work, to resist the pressure to 

standardize work processes, and to build in solutions to support nurses in their safety 

work. One way this could be accomplished is through the development of individualized, 

flexible policies and procedural guidelines that allow for discretionary practices to occur. 

For instance, the strict standardized policies around timing of medications could be 

relaxed, an action that has already been recommended by the ISMP (2011) to allow for 

more nursing judgment. The guidelines could be written so that there is leeway for nurses 

to use their judgement about which medications should be given strictly on time and 

which medications can be delayed without clinical consequences to the patient. As I 

demonstrated in my analysis, nurses already do this with competence in actual practice. 

Flexible guidelines that more closely mirror the reality of knowledgeable medication 

work would authorize material practices and allow for a more authentic representation of 

nursing work. 

To influence the development of policies and regulations that impact medication 

work, nurses and nurse leaders could respond to the call for input when new guidelines 

are being developed or when committees and working groups are formed at the 

regulatory level. For instance, when the medication administration guidelines were being 

reviewed by the provincial regulatory body (CARNA, 2014a), policy makers sought 
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input from every RN in Alberta. Immersed as I was at the time in this project, I reviewed 

the proposed changes with great interest and submitted my response. I also encouraged 

others to do the same, and I will continue to look for opportunities to influence policy 

development. 

Implications for future research. Technologies are entrenching further into 

health care (Rankin & Campbell, 2014), but have not infiltrated everywhere at this point. 

Both of the study settings in this research were technology poor, using pen and paper 

documentation systems, unit dosing, and so on. This research captured a moment in 

history, detailing the work that nurses are engaged in prior to the introduction of 

technological changes such as computerized charting or bar-coded medication 

administration systems. That is important because once technologies or new processes are 

introduced, work processes change and knowledgeable practices may be lost completely 

(see Boonen, In progress). Future research projects, situated in technologically advanced 

settings, are needed to build the analysis that I have started here. 

Although beyond the scope of this research, the discourse around expert nurses 

was evident in some of the medication literature. The novice-to-expert model developed 

by Patricia Benner (1982) is often used to describe the process of learning to practice 

nursing. This theoretical model characterizes beginning nurses as rule followers, while 

expert nurses are characterized as responsive to evolving situations and are able to 

engage in “thinking-in-action” (Benner, Hooper-Kryiakidis, & Stannard, 1999). I did not 

attempt to apply this or any other theoretical model to my data. However, it may be 
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relevant to note that regardless of years of experience,
25

 the same kinds of troubles and 

difficulties surfaced in the medication work of all nurses in the study. In future projects it 

may be useful to investigate medication work as it arises in beginning nurses’ practice, 

linked as it is to the practices of more seasoned practitioners. 

Limitations of the Research 

It should be noted that it is not possible to trace out the entire institutional 

complex in a single study, nor was that the goal of this research. The complex web of 

relations and processes that can be traced out from the local setting is large, 

interconnected, and always in motion (Smith, 2005), rendering it impossible to explore 

fully within one or even many studies. Instead, I have mapped out a particular piece of 

the institution. The lack of natural boundaries can be difficult for the researcher, as 

potentially the inquiry could go on indefinitely, tracking further into the institution. 

George W. Smith (1990) acknowledged this dilemma and explained, “At some juncture 

in the research . . . I had to determine that the state of my knowledge was adequate for the 

purpose of describing the lineaments of a regime” (p. 646). I found it difficult to 

determine what threads to let go of and which to pursue, as they all held important 

implications for nurses’ time and work. Ultimately, I followed the leads that yielded 

useful data, and I plan to pursue other leads in subsequent research projects. 

 

                                                 

25
 Fifteen nurses participated in my research study, ranging in years of experience from 3–38 

years. The majority had 15 years or more work experience, and six nurses had 6 or less years of 

experience. 
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Conclusion 

I argue that the routinized time-intensive quality improvement initiatives require 

nurses to respond to ideological interests that arise outside of the local setting in which 

their work takes place. While it is apparent that all health practitioners are committed to 

supporting a safe practice environment, current initiatives, formulated within a theorized 

or conceptual view of safety and disciplined within regulatory and accountability 

systems, cannot and do not accommodate the real world of nursing, yet they serve to 

organize nursing work in highly contradictory ways. Safety and quality initiatives 

generally do not arise from an intimate knowledge of how acute care nursing unfolds, in 

the local setting where it happens. Moreover, ideological approaches to safety and quality 

will never be able to accommodate the knowledgeable discretionary work that is integral 

to nursing practice. Increasingly scrutinized, and monitored for adherence to the 

ideological formulations of safety, nurses are obliged to adopt standardized, automatic 

processes that are meant to make systems consistent and fail safe. When nurses are 

organized to forego discretion in favour of disciplined, standardized practices vested in 

texts and technologies, nurses’ consciousness is reorganized. Knowledgeable, engaged, 

interested, responsive nursing work that is critical to patient safety is obfuscated. 

The kinds of strategies that nurses, as expert knowers of their own practice, use to 

keep patients safe are not well understood. As scrutiny on nurses’ adherence to safety 

initiatives is intensified, how nurses actually produce a terrain of safe care may be lost. 

This dissertation provided an important glimpse into how this organization is happening, 

and provided a more nuanced understanding of medication work. This research is a 

caveat for people interested in quality and safety to look beyond the theorized and 
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abstracted formulations of error and safety, to refrain from separating medication work 

from its embedded place in the broader practice, to consult with nurses in front-line 

practice, and to develop more robust ethnographic understandings of nurses’ 

contributions to safe patient care. I argue that this would result in more realistic strategies 

to reduce errors and keep patients safe. 
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Appendix A: Sample of Questions Used to Initiate Conversations 

General Plan: In all initial interviews, I started with an introduction to myself as 

researcher, and to the project. The introduction and starting place question was similar to 

this: “I am conducting an inquiry into the activities that nurses are engaged in as they 

work with medications. I would like to hear about your experiences as you work with 

medications. Will you tell me about them?” OR “What do you do as you work with 

medications?” OR “How do you do your work?” I also used what I observed to initiate 

conversation, with initial questions such as: “I noticed nurses doing . . . can you tell me 

how that works in your practice?” OR “Tell me about a time when . . . ” 

 

Institutional 

Ethnography 

Interview Principle Purpose Sample Interview Questions 

Interviewing typically 

centers around the 

“generous conception” 

of work in order to 

learn about a 

particular experience  

To identify and trace 

social relations 

embedded in work. 

“People know how to 

conduct their everyday 

work, and when they talk 

about it . . . their 

conversation necessarily 

carries traces of those 

social relations” 

(Campbell, 2008, p. 270) 

What are you doing? 

What kind of work do you do 

with medications? 

How do you accomplish your 

work with medications? 

What strategies do you use? 

What challenges do you 

encounter? 

Inquiry serves to 

“locate and trace the 

points of connection 

among individuals 

working in different 

parts of institutional 

complexes of activity” 

(DeVault & McCoy, 

2006, p. 18) 

To identify the sequences 

of interconnected 

activities that make up 

“medication work” 

Where did that document come 

from? 

Who else uses that document? 

What are the linkages? 

What happens next? 

Where does that (document) go to 

next? 
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Institutional 

Ethnography 

Interview Principle Purpose Sample Interview Questions 

Inquiry serves to build 

an understanding of 

the coordination of 

activity in multiple 

sites (DeVault & 

McCoy, 2006) 

To identify ruling 

relations: the social 

relations that shape, 

coordinate and mediate 

nurse’s activities 

translocally  

Why are you doing it that way?  

How did you know to do it that 

way? 

What are you orienting to? 

What are you consulting? 

How do you know how to do 

your work with medications? 

Do health care policies affect 

your work? In what way? 

Do technologies affect your 

work? In what way? 

Do resources affect your work? 

In what way? 

Do systems affect your work? In 

what way? 
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Appendix B: Letter of Introduction 

TITLE: Nurses’ Medication Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigators: 

Dr. Janet Rankin, Assistant Professor, Faculty of Nursing, University of Calgary 

[email address] 

 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 

Nursing, University of Calgary 

[email address] 

 

Student Researcher: 

Louise Dyjur, Faculty of Nursing, University of Calgary 

Phone: [telephone number] 

[email address] 

 

INVITATION TO PARTICIPATE 

You are invited to participate in a research study called “Nurses’ Medication Work”. I 

designed the study as part of my doctoral studies in nursing at the University of Calgary. 

This letter will provide you with more information about the project and your role in it if 

you choose to participate. 

 

BACKGROUND 

This research will explore medication practices by capturing and documenting nurses’ 

own expert knowledge about the work they do to safely administer medications. The 

research method is Institutional ethnography (IE) which provides a greater understanding 

of how things work in everyday settings. It also allows exploration of how everyday 

practices link to broader organizational processes. 

 

WHAT IS THE PURPOSE OF THE STUDY? 

The purpose of this research project is to produce a detailed analysis of nurses’ work with 

medications, generating new knowledge. The objectives of the study are to: (a) describe 

how medication work is organized is organized to happen the way it does; (b) display the 

links between the broader organizational, social and political context, and the way that 

medication work happens locally (for example, within a particular hospital unit); and (c) 



239 

to use the analysis to develop recommendations to influence nursing education, nursing 

medication practice and health care practices related to medication work in hospitals. 

 

WHAT WILL I BE ASKED TO DO? 

You will be asked to participate in an interview with me that will last 60 to 90 minutes. 

You will also be asked to permit me to observe you as you go about your everyday work 

as a nurse. The observation will take place over an eight hour shift (period of time). You 

may choose to participate in both the observation and the interview, the observation only, 

the interview only, or neither of these activities. 

I am interested in learning from you, as an expert in your own work with medications. 

Your practice is not the focus of the study, and will not be judged or evaluated. I am not 

affiliated with hospital administration and will not be reporting anything that I see or hear 

to nursing supervisors. 

During observations, I may ask questions in order to understand what you are doing as 

you work with medications. However, you WILL NOT be interrupted or distracted while 

you are preparing or administering medications. The only exception to this is if I witness 

an action that could result in a medication error. If that circumstance occurs, you will be 

informed of the potential for error. 

You may be asked to participate in a follow-up interview that may occur by phone or in 

person. A convenient place and time for the interview to take place will be arranged. 

Your participation is voluntary. You do not have to answer any questions you do not wish 

to answer, and you may terminate the interview/observation at any time. 

 

WHAT ARE THE RISKS? 

There are no foreseeable risks to you as a result of your participation in this research. 

However, talking about your work with medications or being observed as you conduct 

your routine medication work may make you self-conscious. You may experience some 

feelings of vulnerability or anxiety. Your practice is not being evaluated or judged. 

Instead, I am 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 will be referred to the 

Employee and Family Assistance Program for counseling and emotional support. 

 

WILL I BENEFIT IF I TAKE 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 to understand the nature of nursing 

work in the future. It is hoped that you will find the interview and/or observation to be an 

enjoyable experience. 
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DO I HAVE TO PARTICIPATE? 

Your participation is voluntary. You do not have to answer any questions you do not wish 

to answer, and you may terminate the interview and/or observation at any time. You may 

withdraw from the study by informing me of your wishes. Contact information is on the 

front of this form. 

 

WILL I BE PAID FOR PARTICIPATING, OR DO I HAVE TO PAY FOR 

ANYTHING? 

There will be no costs to you if you choose to participate in this research. Interviews will 

take place at a time and location that is convenient to you. You will not be paid to 

participate in this research. 

 

WILL MY RECORDS BE KEPT PRIVATE? 

No personal identifying information will be collected in this study, and all interview 

informants will remain anonymous. Your participation in the observational component of 

this research study cannot be kept anonymous, as others in the setting may notice that I 

am observing your work with medications. However, at no time will you be identifiable 

in the data. 

A voice recording and transcript will be made of your interview. This transcript will not 

contain any information that links the interview with you. I will make notes about what is 

observed. These notes will be entered into field note data. This data bank will not contain 

any information that links the observation with you. 

Descriptions of what I observe and quotes of what you say during interviews or the eight 

hour observation may be used in the writing based on this research. These data and 

quotes will be presented in a way that conceals your identity. Your name and the names 

of any people or organizations you mention will be deleted or replaced with pseudonyms 

in the transcript and in descriptions of what I observe. 

Only I, my academic supervisors and the University of Calgary Conjoint Health Research 

Ethics Board will have access to the field note data, interview recording and the transcript 

made of the interview. After the research project is completed, the interview recording 

will be deleted and any hard copy data will be shredded. The field note data and 

interview transcript will be stored electronically, in a password protected file, for a period 

of twelve years. 

If you decide to terminate the interview, the information you have provided will be 

retained and may be used in writing based on this research. 
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YOUR PARTICIPATION 

Your participation will make a valuable contribution to what is understood about nursing 

work in general, and medication work in particular. The results will be shared with nurses 

in practice, educators, other researchers and policy makers. I hope to produce research 

that is useful to nurses. 

If you would like more information, or are interested in participating in this project, 

please contact me. 

Sincerely, 

 

 

Louise Dyjur 

[telephone number] 

[email address] 
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Appendix C: Consent Form for Interviews 

TITLE: Nurses’ Medication Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigators: 

Dr. Janet Rankin, Assistant Professor, Faculty of Nursing, University of Calgary 

[email address] 

 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 

Nursing, University of Calgary 

[email address] 

 

Student Researcher: 

Louise Dyjur, Faculty of Nursing, University of Calgary 

Phone: [telephone number] 

[email address] 

 

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 will 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. You will receive a copy of this form. 

 

BACKGROUND 

This research will explore medication practices by capturing and documenting nurses’ 

own expert knowledge about the work they do to safely administer medications. The 

research method is Institutional ethnography (IE) which provides a greater understanding 

of how things work in everyday settings. It also allows exploration of how everyday 

practices link to broader organizational processes. 

 

WHAT IS THE PURPOSE OF THE STUDY? 

The purpose of this research project is to produce a detailed analysis of nurses’ work with 

medications, generating new knowledge. The objectives of the study are to: (a) describe 

how medication work is organized to happen the way it does; (b) display the links 

between the broader organizational, social and political context, and the way that 

medication work happens locally (for example within a particular hospital unit); and 
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(c) to use the analysis to develop recommendations to influence nursing education, 

nursing medication practice and health care policies related to medication work in 

hospitals. 

 

WHAT WOULD I HAVE TO DO? 

You will be asked to participate in an interview that will last 60 to 90 minutes. You will 

be asked questions about your work with medications. You may be asked to participate in 

a follow-up interview by phone or in person. 

 

WHAT ARE THE RISKS? 

There are no foreseeable risks to you as a result of your participation in this research. 

You will be asked to talk about your work with medications. There is a possibility that 

this may become distressing or disturbing to you. In that event, you will be referred to the 

Employee and Family Assistance Program for support. The initial referral can be made 

for you. If you prefer, you will be provided with the contact information so that you can 

follow up on your own. 

 

WILL I BENEFIT IF I TAKE 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 to understand the nature of nursing 

work in the future. It is hoped that you will find the interview to be an enjoyable 

experience. 

 

DO I HAVE TO PARTICIPATE? 

Your participation is voluntary. You do not have to answer any questions you do not wish 

to answer, and you may terminate the interview at any time. You may withdraw from the 

study by informing the student researcher of your wishes. 

 

WHAT ELSE DOES MY PARTICIPATION INVOLVE? 

You may be asked to participate in an observation of your work with medications. There 

is no obligation for you to consent to this or any other aspect of this research. You 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. 

 

WILL I BE PAID FOR PARTICIPATING, OR DO I HAVE TO PAY FOR 

ANYTHING? 

There will be no costs to you if you choose to participate in this research. Interviews will 

take place at a time and location that is convenient to you. You will not be paid to 
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participate in this research. 

 

WILL MY RECORDS BE KEPT PRIVATE? 

A voice recording and transcript will be made of your interview. This transcript will not 

contain any information that links the interview with you. Your name and the names of 

any people or organizations you mention will be deleted or replaced with pseudonyms in 

the transcript. 

No personal identifying information will be collected in this study. Only the student 

researcher, the academic supervisors and the University of Calgary Conjoint Health 

Research Ethics Board will have access to the interview recording and the transcript 

made of the interview. After the research project is completed, the interview recording 

will be deleted and any hard copy data will be shredded. The transcript will be stored 

electronically, in a password protected file, for a period of twelve years. 

Quotes from your interview transcript will be used in the writing the student researcher 

does based on this research. These quotes will be presented in a way that conceals your 

identity. 

If you decide to terminate the interview, the information you have provided will be 

retained and 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. You are free to withdraw 

from this research project at any time. You 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. Janet Rankin [telephone number] 

OR 

Dr. Debbie White [telephone number] 

 

If you have any questions concerning your rights as a possible participant in this research, 

please contact The Chair of the Conjoint Health Research Ethics Board at the Office of 
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Medical Bioethics, [telephone number] or the Ethics Resource Officer, Internal Awards, 

Research Services, University of Calgary, at [telephone number]. 

 

 

 

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: Consent Form for Observations 

TITLE: Nurses’ Medication Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigators: 

Dr. Janet Rankin, Assistant Professor, Faculty of Nursing, University of Calgary 

[email address] 

 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 

Nursing, University of Calgary 

[email address] 

 

Student Researcher: 

Louise Dyjur, Faculty of Nursing, University of Calgary 

Phone: [telephone number] 

[email address] 

 

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 will 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. You will receive a copy of this form. 

 

BACKGROUND 

This research will explore medication practices by capturing and documenting nurses’ 

own expert knowledge about the work they do to safely administer medications. The 

research method is Institutional ethnography (IE) which provides a greater understanding 

of how things work in everyday settings. It also allows exploration of how everyday 

practices link to broader organizational processes. 

 

WHAT IS THE PURPOSE OF THE STUDY? 

The purpose of this research project is to produce a detailed analysis of nurses’ work with 

medications, generating new knowledge. The objectives of the study are to: (a) describe 

how medication work is organized to happen the way it does; (b) display the links 

between the broader organizational, social and political context, and the way that 

medication work happens locally (for example within a particular hospital unit); and (c) 
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to use the analysis to develop recommendations to influence nursing education, nursing 

medication practice and health care policies related to medication work in hospitals. 

 

WHAT WOULD I HAVE TO DO? 

You will be asked to participate in an observation. The student researcher will observe 

you as you go about your everyday work. The observation will take place over an eight 

hour shift (period of time). Although the student researcher may ask questions in order to 

understand what you are doing as you work with medications, you WILL NOT be 

interrupted or distracted while you are preparing or administering medications. The only 

exception to this is if the student researcher witnesses an action that could result in a 

medication error. If that circumstance occurs, you will be informed of the potential for 

error. You will be asked to participate in a follow-up interview that will last 60 to 90 

minutes. 

The student researcher may make some notes during the observation. These notes will 

refer to the activities that you are engaged in as you work with medications. 

 

WHAT ARE THE 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 medication work may make you 

self-conscious. You 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 will be referred to the Employee and Family 

Assistance Program for counseling and emotional support. The initial referral can be 

made for you. If you prefer, you will be provided with the contact information so that you 

can follow up on your own. 

 

WILL I BENEFIT IF I TAKE 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 to understand the nature of nursing 

work in the future. It is hoped that you will find the observation to be an enjoyable 

experience. 

 

DO I HAVE TO PARTICIPATE? 

Your participation is voluntary. You do not have to answer any questions you do not wish 

to answer, and you may terminate the observation at any time. You may withdraw from 

the study by informing the student researcher of your wishes. 
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WHAT ELSE DOES MY PARTICIPATION INVOLVE? 

You may be asked to participate in an interview concerning your work with medications. 

There is no obligation for you to consent to this or any other aspect of this research. You 

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. 

 

WILL I BE PAID FOR PARTICIPATING, OR DO I HAVE TO PAY FOR 

ANYTHING? 

There will be no costs to you if you choose to participate in this research. Observations 

will take place during your routinely scheduled work, on a date and time that is 

convenient to you. You will not be paid to participate in this research. 

 

WILL MY RECORDS BE KEPT PRIVATE? 

The student researcher will make notes about what is observed. This data bank will not 

contain any information that links the observation with you. Your name and the names of 

any people or organizations you mention will be deleted or replaced with pseudonyms. 

No personal identifying information will 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 with medications. 

However, at no time will you be identifiable in any writing the student researcher does 

based on this research. 

Only the student researcher, academic supervisors and the University of Calgary Conjoint 

Health Research Ethics Board will have access to the field note data. After the research 

project is completed, any hard copy data will be shredded. The field note data will be 

stored electronically, in a password protected file, for a period of twelve years. 

Descriptions of what the student researcher observes and quotes of what you say during 

the eight hour observation may be used in the writing based on this research. These data 

and quotes will be presented in a way that conceals your identity. 

If you decide to withdraw from the research, any information you have provided will 

have already been entered into the anonymous and confidential data bank and will be 

retained. This data may be used in writing based on this research. 
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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. 

In no way does this waive your legal rights nor release the investigators or involved 

institutions from their legal and professional responsibilities. You are free to withdraw 

from this research project at any time. You 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. Janet Rankin [telephone number] 

OR 

Dr. Debbie White [telephone number] 

If you have any questions concerning your rights as a possible participant in this research, 

please contact The Chair of the Conjoint Health Research Ethics Board at the Office of 

Medical Bioethics, [telephone number] or the Ethics Resource Officer, Internal Awards, 

Research Services, University of Calgary, at [telephone number]. 

 

 

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 E: Consent Form for Patient Nurse Observations 

TITLE: Nurses’ Medication Work 

SPONSOR: None 

INVESTIGATORS: 

Principle Investigators: 

Dr. Janet Rankin, Assistant Professor, Faculty of Nursing, University of Calgary 

[email address] 

 

Dr. Debbie White, Associate Professor and Associate Dean of Research, Faculty of 

Nursing, University of Calgary 

[email address] 

 

Student Researcher: 

Louise Dyjur, Faculty of Nursing, University of Calgary 

Phone: [telephone number] 

[email address] 

 

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 will 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. You will receive a copy of this form. 

 

BACKGROUND 

This research explores what nurses do when they work with medications. The research 

method involves observing nurses as they go about their everyday work. It helps to 

understand how things work in usual settings. It also helps to explore how nurses’ work is 

linked to the larger organization. Although patients are not the focus of this study, they 

may encounter the student researcher during the observational phase of the research. 

 

WHAT IS THE PURPOSE OF THE STUDY? 

The purpose of this research project is to study nurses’ work with medications in detail. 

 

WHAT WOULD I HAVE TO DO? 

You will be asked to allow the student researcher to observe as your nurse works with 

you as he/she is giving you your medications. Although the student researcher may enter 
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your room, or may see you in the setting, you will not be observed specifically. You will 

not be asked any questions. 

 

WHAT ARE THE RISKS? 

There are no foreseeable risks to you as a result of this research. 

 

WILL I BENEFIT IF I TAKE PART? 

There are no direct benefits to you as a result of this research. The information gained 

from this study may help to understand the nature of nursing work in the future. 

 

DO I HAVE TO PARTICIPATE? 

Your participation is voluntary. You do not have to engage in conversation, answer any 

questions, or allow the student researcher to observe your nurse in your presence. You 

may withdraw from the study at any time by informing the student researcher or nurse of 

your wishes. 

 

WHAT ELSE DOES MY PARTICIPATION INVOLVE? 

There are no other requirements. 

 

WILL I BE PAID FOR PARTICIPATING, OR DO I HAVE TO PAY FOR 

ANYTHING? 

There will be no costs to you if you choose to participate in this research. You will not be 

paid to participate in this research. 

 

WILL MY RECORDS BE KEPT PRIVATE? 

None of your personal identifying information will be collected in this study. The student 

researcher will make notes about what is observed as the nurse works with medications. 

None of these notes will refer to you or will contain any information that links you to the 

observation. These notes will be entered into field note data. The names of any people or 

organizations will be deleted or replaced with pseudonyms. 

Only the student researcher, academic supervisors and the University of Calgary Conjoint 

Health Research Ethics Board will have access to the field note data. After the research 

project is completed, any hard copy data will be shredded. The field note data will be 

stored electronically, on a password protected site, for a period of twelve years. 

Descriptions of what the student researcher observes and quotes of what the nurse says 

during the observation may be used in the writing based on this research. These data and 

quotes will be presented in a way that conceals your identity. 
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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. 

In no way does this waive your legal rights nor release the investigators or involved 

institutions from their legal and professional responsibilities. You are free to withdraw 

from this research project at any time without jeopardizing your health care. You 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. Janet Rankin [telephone number] 

OR 

Dr. Debbie White [telephone number] 

If you have any questions concerning your rights as a possible participant in this research, 

please contact The Chair of the Conjoint Health Research Ethics Board at the Office of 

Medical Bioethics, [telephone number] or the Ethics Resource Officer, Internal Awards, 

Research Services, University of Calgary, at [telephone number]. 

 

 

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 F: Medication Administration Record 

 

Medications 

 

Times 

 

Dates 

Date    Dec 12 

2014 

 

Lasix 20 mg 

po OD 

 12 13 14 15 16 17 18 19 20 21 22 23 24 25 

0800               

               

               

               

               

Date    Dec 12 

2014 

 

Motillium 10 

mg po QID 

ac meals & 

hs 

               

0730               

1130               

1630               

2200               

               

Date    Dec 12 

2014 

 

Penicillin G 

1,000,000 

units IV q12h 

               

0800               

2000               

               

               

               

Date                    

               

               

               

               

               

Date                    

               

               

               

               

               

Date                    

                

                

                

                

                

 

 

Note. This form and the information on this form was fabricated solely for the purposes 

of this report.  
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Appendix G: PRN Medication Administration Record 

 

PRN Medication 
 

Date     
Dec 12 2014 

 

Morphine 2-5 

mg IV q1h 

PRN 

 

 

TIME DOSE PAIN SITE INITIAL TIME DOSE PAIN SITE INITIAL 
1015 2 mg 5/10 Abd LMD      

          

          

          

          

Date     
 

          

          

          

          

          

          

Date     
 

          

          

          

          

          

          

Date               

          

          

          

          

          

Date               

          

          

          

          

          

 

Note. This form and the information on this form was fabricated solely for the purposes 

of this report.  
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Appendix H: Sample of a Unit Medications Checklist 

 

 

Date:  ____________________ 

 

Room #  __________________ 

 

As a safety precaution, nurses routinely need to identify their patients when giving any 

medications. And it is very important that you as a patient know what medications you 

are taking and why. Can you please answer yes or no to the following questions for us? 

Thanks in advance for answering these questions as we are always looking at ways to 

improve patient care. 

 

1. Did the nurse check your armband? Yes  No  

 

2. Did the nurse ask you “What is your name”? Yes  No  

 

3. Did the nurse ask you to spell your name?  Yes  No  

 

4. Did the nurse ask you your birth date? Yes  No  

 

5. Did the nurse open your medications at the bedside?  Yes  No  

 

6. Did the nurse watch you take your medications?  Yes  No  

 

7. Did the nurse tell you what medications you were receiving?  Yes  No  

8. If a change was made to your medications did the nurse explain why? Yes  No  
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Appendix I: Medication Use Process 

 

 
 

Note. Based upon the works of Institute for Safe Medication Practices (2002, 2005b) and Aspden, Wolcott, Bootman, and Cronenwett 

(2007). 

 

Prescribing 

Clinical decision 
making 

↓ 
Drug choice 

↓ 
Drug regime 
determination 

↓ 
Medical record 
documentation 

↓ 
Drug order 

Transcribing 

& 

Transmitting 

Receive drug 
order 
↓ 

Transcribe onto 
the MAR 

↓ 
Transmit order to 

pharmacy 
 
 
 

 

Dispensing 

Drug order entry 
and screening 

↓ 
Preparing, mixing 
and compounding 

↓ 
Pharmacist double 

check 
↓ 

Dispensing to the 
unit 

 
 

Administering 

Drug preparation for 
administration 

↓ 
Nurse verification of 

drug order 
↓ 

Drug administration 
↓ 

Documentation on 
MAR 

 

Monitoring 

Monitoring and 
documenting 

patient response 
↓ 

Identifying and 
reporting 

adverse drug 
events 

↓ 
Reevaluating 

drug selection, 
regime, 

frequency and 
duration 
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Appendix J: Patient Identity Verification Process 

1. Verification of Identity 

Prior to any health service being provided, patient identity must be verified. 

Health services include any action performed for or with a patient including 

medication administration, tests, procedures or treatments. 

2. Verification Process Requirements 

There are three steps to the verification process: 

a) Request and confirm at least two patient identifiers with the patient, the 

patient’s alternate decision maker, and/or using an identification source 

such as a health care card. 

b) Match and verify the two patient identifiers with the documentation that 

outlines the health services to be performed. Documentation may include 

the MAR, patient chart, lab requisition or other documents. 

c) Verbally confirm the patient’s identity with him/her, unless that is 

prevented by the person’s clinical condition or communication abilities. 

3. Approved Patient Identifiers 

Approved patient identifiers include: 

a) Patient’s first and last name 

b) Date of birth 

c) Unique lifetime identifier 

d) Personal health number 

e) Medical record number 

f) Patient identification barcode 

g) Government issued identification number 

h) Patient address 

i) Recent patient photograph (restricted to settings with an approved photo 

identification process in place) 

4. Emergency Situation 

In an emergency situation, the patient will be assigned to a temporary unique 

identity number for use until the patient’s identity can be verified 

 

Note. Adapted from Patient Identity Verification: PS–06 (pp. 1–3), by  Health Region, 

2012, Edmonton, AB: Author.  
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Appendix K: Sample Test for Compliance for the ROP for Two Client Identifiers 

PATIENT SAFETY AREA: COMMUNICATION 

GOAL Improve effectiveness and coordination of communication among caregiver 

providers and with the recipients of care/service across the continuum 

 

ROP 6  Use at least two client identifiers prior to the provision of any service or 

procedure 

 

 

 
 

RESPONSE Yes 

 

LOCATION Regional Nursing Policies located on professional practice website and 

OF in policy and procedure manual 

EVIDENCE 

 

 M-1 “Medication – Ordering, Preparation, Administration and 

Disposal” 

 P-12 “Point of Care Testing” 

 Blood administration 

 

 Regional Policies located on professional practice website 

 

 Regional Policy #1414 “Consent for Treatment, Special Procedure 

& Inter Vivos Gifts for Transplantation” 

 Regional Policy #1611 “Clinical Responsibility for Documentation 

of Health Information – includes use of abbreviations. Future plans 

include the release of the ‘Clinical Documentation’ policy which 

has Appendices related to identification and documentation of 

allergies 

 Regional policy #1618 “High hazard medication management: 

Potassium Chloride (KCL). Currently a policy that would address 

all high hazard medications is under development 

 Education in Regional Skills Lab as part of orientation for Blood 

Administration 

TEST FOR Does the organization use at least two client identifiers (neither to be the client’s 

COMPLIANCE room number) prior to the provision of any service or procedure? 


