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Abstract 

The character of neonatal nurses’ work is episodic and discontinuous. While nurses play 

an integral role in mediating the ebb and flow of constantly changing priorities, in the 

Level 2 Neonatal Intensive Care Units (NICU) their work is also complicated by new 

technologies, safety work, and institutionally driven quality improvement (QI) projects. 

As the numbers and types of QI, safety, and standardizing strategies proliferate, they can 

overwhelm nurses’ responses to infant’s needs, particularly late preterm infants (LPIs) 

who require less technological interventions during their care in the NICU. An 

institutional ethnographic approach was used to examine the social organization of 

nurses’ work with LPIs in Level 2 NICU. Feeding work, a central organizer of nurses’ 

work, emerged as the main thread of analysis. The data showed that feeding work does 

not unfold as an orderly, stepwise procedure. Observations revealed how feeding 

episodes for all infants were broken up by the need for a nurse to attend to technologies 

developed for ‘safety’ and to meet standardized protocols. The work relies on nurses’ 

capacity to notice, to respond, to flex, and to adapt. However, nursing tasks are being 

broken into disparate pieces as nurses become subject to ideological practices that rely on 

a form of logical/rational thinking about how work can be planned and organized to 

unfold safely. Often in the milieu of nursing activity, LPIs were viewed ‘out of the corner 

of nurses’ eyes,’ socially organized to be rendered peripheral to nurses’ full attention. 

The research findings explicate serious tensions in nurses’ work, particularly with feeding 

LPIs. The findings call into question the foundations on which standardized protocols and 

practices are built and offers an opportunity for policy makers, health care leaders, and 
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nurses themselves to understand how neonatal nurses’ work is organized and to begin 

creative discussions to resolve tensions and to direct further research in Level 2 NICUs. 

Keywords: NICU, neonatal, feeding, nurses’ work, late preterm infant, 

institutional ethnography, social organization 
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 Epigraph 

For a New Beginning 

In out-of-the-way places of the heart, 

Where your thoughts never think to wander, 

This beginning has been quietly forming, 

Waiting until you were ready to emerge. 

For a long time it has watched your desire, 

Feeling the emptiness growing inside you, 

Noticing how you willed yourself on, 

Still unable to leave what you had outgrown. 

It watched you play with the seduction of safety 

And the gray promises that sameness whispered, 

Heard the waves of turmoil rise and relent, 

Wondered would you always live like this. 

Then the delight, when your courage kindled, 

And out you stepped onto new ground, 

Your eyes young again with energy and dream, 

A path of plenitude opening before you. 

Awaken your spirit to adventure; 

Hold nothing back, learn to find ease in risk; 

Soon you will be home in a new rhythm, 

For your soul senses the world that awaits you. 

From Benedictus 

By John O’Donohue 



1 

Chapter 1. The Social Organization of Evidence-based Feeding Science and Nurses’ 

Everyday Feeding Work in Level 2 Neonatal Intensive Care 

I am a registered nurse who has been working in Neonatal Intensive Care Units 

(NICU) since the 1980s. I have experienced a great many rewards as a neonatal specialist 

but I have also experienced tension and frustration in my various roles as a nurse in direct 

practice, in leadership and in education. There are many challenges and competing 

demands for nurses in the rapidly changing NICU environment where organizational 

innovations, many of them technological, have resulted in ongoing transformation. In 

NICUs there are times when nurses must respond to the admission of acutely ill infants, 

while at the same time accommodating or delegating responsibility for several infants to 

ensure that scheduled medications, feedings, assessments, equipment checks, and 

documentation are completed within established timeframes. I recall as a Clinical 

Resource Nurse frequently making decisions to “double up” the infants assigned to one 

nurse in order that a very sick infant could be admitted and stabilized. 

The majority of the infants admitted in Level 2 NICUs are born between 34 and 

37 weeks’ gestation and are commonly known as “late preterm infants” (LPIs) (R. K. 

Whyte, 2010). They are at risk for a myriad of health issues including difficulty 

establishing sustained, effective oral feeding, hypoglycaemia, sepsis, and jaundice (Bassil 

et al., 2014; Boyle et al., 2015; Engle, Tomashek, & Wallman, 2007; Forsythe & Allen, 

2013; Kitsommart et al., 2009; Kramer, 2009). This is a population of infants that is often 

overlooked because they appear as robust and mature as their term counterparts (Engle, 

2011; Shapiro-Mendoza et al., 2006; Tomashek, Shapiro-Mendoza, Davidoff, & Petrini, 

2007; R. K. Whyte, 2012). However, their neurodevelopmental immaturity puts LPIs at 



2 

significant risk for medical complications (Shapiro-Mendoza & Lackritz, 2012; R. K. 

Whyte, 2010). 

My focus in this doctoral research arose from my curiosity about how the 

everyday work of nurses in a Level 2 NICU setting1 was accomplished in an environment 

of many competing demands. My interest was in moments of crisis and in the relatively 

mundane rhythm of scheduled infant feeding, medication administration, and filling in 

chart forms. The aim of this institutional ethnographic (IE) research to examine the social 

organization of NICU nurses’ work was developed out of my experience, knowledge, and 

curiosity about nursing in Level 2 NICUs. 

In the following sections, I provide a concise overview of neonatal nursing care 

and establish the relevance of the IE research and analysis. These issues are described for 

the reader to contextually position the nurses’ work being investigated. Readers are 

briefly introduced to IE as the method of inquiry for the research. I then explain how my 

attention as researcher was drawn to nurses’ feeding work and how the focus of the IE 

analysis became centred on discovering how nurses’ feeding work is institutionally 

positioned. Finally, this chapter concludes with an overview of each chapter that makes 

up the complete dissertation. 

Contradictions and Tensions in Neonatal Intensive Care Unit Nursing 

I became interested in LPIs partially because these babies comprised the majority 

of the babies I saw in my NICU nursing practice. LPIs also became a focus for me when I 

was asked, as a clinical educator, to develop a regional clinical practice guideline for the 

1 Explanations of designated levels of care and services in NICUs will be expanded in Chapter Three. 
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care of the LPI. Nurses and physicians wanted a tool that would guide their decision-

making for care of the LPI in instances where they did not have expertise or knowledge 

of the problems associated with babies born 34-37 weeks’ gestation. Managers and 

leaders, however, told me they wanted the guideline to standardize care across the health 

region, to ensure accountability of competent care of LPIs, to reduce potential 

readmission rates of LPIs, and maximize timely discharge home from hospital after birth. 

The tensions I felt in the process were rooted in trying to satisfy the seemingly divergent 

interests of administrators and frontline care providers, differences that I thought at the 

time reflected the lack of understanding of what nurses do, in the moment to moment care 

of their patients. 

In exploring this puzzle, I discovered that while there is ample health care 

literature about LPIs and the inherent risks of being born LPI (Engle et al., 2007; 

Ramachandrappa & Jain, 2009; Sahni & Polin, 2013; Shapiro-Mendoza & Lackritz, 

2012; Tucker & McGuire, 2004), there is no research that focuses on the totality of 

nurses’ actual work in the context of the Level 2 setting. I embarked on this IE study to 

narrow this wide gap in our knowledge of the organization of nurses’ work in Level 2 

NICU. Thus, a potential benefit of this research is its contribution to the understanding of 

how NICU nurses’ work happens as it does and in how nurses’ work is organized in 

Level 2 NICUs. Furthermore, this research uniquely illustrates how nurses’ knowledge 

and their work is socially organized by showing the interconnections between nurses, 

policy and governance, institutions, and the work of others. 
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Level 2 Neonatal Care 

A Level 2 NICU was the primary data collection site. A Level 2 nursery provides 

care for babies born at greater than 34 weeks’ gestation (including LPIs), babies who are 

recovering from serious medical conditions, and those who were born extremely or very 

low birth weight who have transitioned out of Level 3 and 4 of NICUs. An infant in 

Level 2 care is not expected to require ready access to the full range of neonatal or 

pediatric medical subspecialties, complex respiratory support, or advanced imaging 

(Barfield et al., 2012; Lasswell, Barfield, Rochat, & Blackmon, 2010). NICU is 

“levelled” to ensure that resources are appropriately administered and that acutely ill 

infants have access to centralized specialty resources (Stark & American Academy of 

Pediatrics Committee on Fetus and Newborn, 2004). One of the goals of Level 2 care is 

to provide professional monitoring for stable infants close to their homes; to better 

support parents and families. Despite that Level 2 nurseries are designed for “stable” 

infants, the reality of maternal care is that seriously ill infants are delivered in all 

obstetrical settings. Thus, Level 2 NICUs admit diverse populations of infants and this 

creates the unique challenge of mobilizing resources. Nurses in Level 2 provide care for 

relatively well infants while also being called upon to attend the delivery of seriously ill 

term and preterm infants. As well, Level 2 infants recovering from serious illness can 

deteriorate and require more intensive care that requires transfer back to a tertiary centre. 

Level 2 nurses must assist during the stabilization and transfer of these very sick infants. 

Nursing resources in hospitals must be preassigned with a set number of nurses 

scheduled for each shift. Ensuring that there are adequate nursing resources in Level 2 

NICUs is especially challenging because this level of nursery is often small with only a 
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few nurses with the specialty training and experience to provide care to acutely ill infants. 

Therefore, when patient acuity increases or there is a sudden change in the number of 

patients admitted to the unit, the nursing resources available to respond are rapidly 

exceeded. Despite attempts to cluster homogenous infant populations and levels of 

acuity, the unpredictable but nonetheless regular occurrence of increased acuity results in 

NICU staff having to make difficult decisions about reorganizing critical patient care 

quickly. This is part of the resultant tensions embedded in Level 2 NICUs. As mentioned 

earlier, it was these issues that originally drew me to this IE research and framed my 

concerns about LPIs and how nurses’ work is socially organized. 

Approaching the Inquiry Using Institutional Ethnography 

Vested within broad understandings of constructivism research IE is an empirical, 

theoretically informed mode of inquiry, developed by Canadian sociologist and feminist 

Dorothy Smith (McCoy, 2008; Smith, 1987, 1997, 1999, 2003, 2005, 2006b). The goal of 

an IE inquiry is to explore people’s work and social settings, to map how their actions are 

linked with others, and to explicate2 how work processes are assembled (Campbell & 

Gregor, 2002; Smith, 2005) and “put together by relations that extend vastly beyond the 

everyday" (Smith, 2005, p. 1). Smith insisted that the method be grounded in material 

descriptions (its core ontological premise) (Smith, 1990b, 2005, 2006a). The conceptual 

framework of IE also establishes standpoint3 as a critical component of the core ontology 

2 “Explicate” is a technical term in institutional ethnography. It is used purposefully in this proposal to

describe – in depth and breadth – the everyday, ongoing actions of people. 
3 The term standpoint, described in more detail in Chapter 2, is another technical IE term used throughout 

this dissertation. Standpoint distinctly positions people as active and present subjects in their work and 

actions and is intended to always keep people in view rather than theorizing their actions (Campbell & 

Gregor, 2002; Smith, 2005). 
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(Smith, 2005). It is from there, in that distinct (standpoint) location that institutional 

practices (as they arise in and coordinate what is actually happening there) are described 

and explicated (Campbell, 2006; Smith, 2005). The research is conducted on behalf of 

those people, within their standpoint. As researcher, I was also positioned with nurses and 

I adopted the standpoint of the nurses in Level 2 NICU. My goal was to accurately 

describe what actually happens in the course of NICU work. My analytical focus was on 

discovering the social organization of what is going on. My own “expert knowledge” as 

an NICU nurse in direct practice was a valuable resource for the conduct of the research 

and, as I explain in more detail in Chapter 2, using my own experiences is 

methodologically congruent with IE. 

Institutional ethnography seeks to describe and examine the “generalizing 

relations” that organize work to unfold in similar ways from one location to another. 

Although the research begins inside the expert knowledge and activities of the NICU 

nurses I recruited into this study, it is not the nurses themselves who are the focus of 

analysis. Rather, the focus of IE analysis is the ruling relations and institutional processes 

that are woven through the everyday production of nurses’ work; hence the term 

institutional ethnography (McCoy, 2006; Smith, 2005; Turner, 2006). This study was in 

keeping with key IE tenets and terms: standpoint, social and ruling 

relations/regimes/practices, a generous concept of work, and an expansive definition of 

institutions (Smith, 2005). How these terms are understood in IE and the methodological 

assumptions that underpin the terms are described in detail in Chapter 2, the methodology 

chapter. 
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Using Institutional Ethnography to find late preterm infants. 

The intent at the outset was to empirically describe Level 2 NICU nurses’ work 

and to analyse how institutional processes and texts coordinated the nursing care of LPIs. 

However, once in the research field, I could not isolate descriptions of the work nurses 

were doing for infants categorized as LPI from the other work going on. This 

“discovery,” about which much more is said in the ensuing chapters, required me to 

recalibrate my own thinking and conceptualization of how I was formulating the 

problems associated with LPIs. Adhering closely to the empirical data drew my attention 

to feeding. The need to feed infants emerged as a central tension that was heavily 

implicated in almost all of nurses’ work processes. From an IE perspective, feeding 

emerged as an essential organizer within the myriad other work that nurses were doing. 

The category of LPIs was useful in identifying a starting point for exploring the 

work of neonatal nurses. Hungry LPIs who needed feeding were constantly present in the 

setting and the research never lost sight of this vulnerable population. However, my focus 

on the discrete category of LPI necessarily dropped away as I adhered to IE’s 

methodological emphasis on empirical description and social organization of that work 

(McCoy, 2006; Smith, 2003). IE research requires that I, as researcher, write accounts of 

what was actually occurring in nurses’ ordinary shift of work—what could be observed, 

heard, read, and described. IE provides a new way to examine LPIs in relation to Level 2 

NICU nurses’ work and the issues that arise not only for this gestational age of infant but 

other infants too. In this research, neonatal nurses emerge as ‘small heroes’ as they 

endeavour to feed their tiny patients. 
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Neonatal nurses’ standpoint: The small hero. 

IE is methodologically grounded in the standpoint of people whose lives and 

experiences provide the tools to investigate relations of ruling4 (Smith, 2005). To 

communicate the ideas of standpoint and ruling relations Smith created an image with a 

figure she called the “small hero” (representing people who occupy that standpoint 

location) (Smith, 2006b, p. 3). Smith’s figure is a useful way to show how the research 

investigation begins in the experiences and location of real people, in real locations, and 

how these small heroes are organized by pervasive systems of organizational and policy 

regulations reaching far beyond the people and their location (Griffith & Smith, 2014). In 

applying Smith’s schemata of the small hero to this research, I created a diagram, Figure 

1, to illustrate the layers of interconnecting discourses circulating around and within 

nurses’ work in the NICU. These intersecting layers will be described in detail in the 

analysis chapters. The image of the hero, for this research, holds the strength and 

resilience of the nurses who accomplish that work, much like a yoga warrior. 

4 “Ruling relations” or “relations of ruling” is an IE term used to describe institutional interconnections that 

organize and regulate society (Bisaillon, 2012). Ruling relations shape what is known and said about the 

world through organizational language, ideology, and discourse that produce “specialized systems of 

concepts, theories, categories, and technical language” (Smith, 1996, p. 47). Ruling relations will be 

described more fully in Chapter 2. 
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Figure 1. The small hero: Neonatal nurses. 

Griffith and Smith (2014) suggest that the ruling relations for the small hero is “a 

mountain range to be explored.” Figure 1 shows the image of a mountain range with the 

small hero at the base, ready to explore and discover. It is a fitting metaphor for how I set 

out to track the challenging work of neonatal nurses, starting with the neonatal nurse and 

Tracking ruling relations as feeding is organized by
institutional decision making

The Institution of
Neonatal Care

Nurses' feeding work
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tracking work activities into the intersecting layers. Each peak represents how the work 

activities and subsequent analyses connects systems and processes of ruling relations to 

one another all the way up into the Institution5 of Neonatal Care. The network of relations 

is organized in nurses’ practices and operations of the institution. IE provides the tools to 

map and track how these practices work. The IE analyst examines relevant discourses and 

governance of organizations that extend far beyond local and regional coordination. In 

this case, what drew my analytical interest were the “institutional circuits” of feeding, 

safety, neonatal science and health services discourse. Circuits are a form of institutional 

accountability that standardize practices and processes across locations, for example in 

feeding protocols and policies directing medication delivery in the NICU. I show how 

these types of institutional circuits are tied into and form a governance framework for 

neonatal care in Canada (and beyond), and ultimately nurses’ work with LPIs. 

To conduct the analysis, I focused on the texts and textual technologies that I 

observed nurses using in the local setting. For example, I observed and documented 

nurses’ feeding activities and giving medications using a syringe pump equipped with a 

standardized drug library. I followed nurses’ work activates from their local practices, 

texts, and technologies linked to institutionally sanctioned governance documents. The 

analysis shows how nurses’ feeding practices are tied into the national standards that 

govern standardized forms development and management, medication safety, safe 

administration of human milk, and data collection. In the final chapter of this dissertation, 

                                                 

5 The institution is not the physical structure of NICU. In IE inquiries, the term institution is used to 

identify textually based complexes or systems that intersect and coordinate ways of thinking and acting. 

The notion of institution in IE will be described more fully in Chapter 2.  
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the small warrior diagram is revisited to show the discovery of texts and ruling practices 

that are foundational to the social organization of NICU nurses’ work with infants. 

In this IE investigation, nurses’ accounts and the scrutiny into nurses’ everyday 

work was intended to examine socially organized practices that might reveal ongoing, 

rather ordinary, but nonetheless “high-stakes” tensions and decision-making practices. 

The entry point of data collection was in the Level 2 setting where LPIs are normally 

admitted. The clues into the institutional ethnographic analysis of nurses’ work occurred 

at the juncture where nurses were observed feeding, giving medications, completing 

forms, helping mothers with breastfeeding, using the tracking system for expressed 

breastmilk (EBM), and so on. IE is an emergent research design that offered the tools to 

surface a pivotal analytic thread that focused my attention on the knowledgeable work 

nurses undertook to feed infants. Feeding emerged as core organizer of all the work 

nurses do in the NICU and has serious implications for LPIs. 

A Focus on Infant Feeding 

Feeding, as a nucleus of patient care in the NICU happens within a backdrop of 

often highly technical medical intervention. Within this technological milieu, infants 

must learn to feed, to suckle, and parents must learn the nuances of supporting their 

fragile infants to feed, grow, and develop neurologically. NICU nurses are key facilitators 

in the feeding work that is central to neonatal care (Sables-Baus et al., 2013). For preterm 

infants, the process of gaining the skill and strength to sustain oral feeding can be slow 

and arduous; work that requires nurses and parents to pay painstaking attention to each 

infant’s cues and needs. Using IE, I described feeding ‘in situ’ rather than a conceptual, 

objectified concept that is abstracted from what nurses, infants or parents do; the data 
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shows that feeding cannot be separated from all the other specialized though ‘everyday’ 

responsibilities that nurses must undertake in neonatal intensive care. 

Contemporary neonatal care is largely organized by the rigour of evidence-based 

science and the technologies that have accompanied scientific advances. This is true for 

the medical and nursing literature that addresses infant feeding practices particularly in 

regards to the links between suckling and neurological development (J. V. Browne & 

Ross, 2011; Fucile, McFarland, Gisel, & Lau, 2012; Thoyre, Shaker, & Pridham, 2005; 

Ventura, Inamdar, & Mennella, 2015) and healthy gastrointestinal function and growth 

patterns (Premji & Paes, 2000; Pridham, Steward, Thoyre, Brown, & Brown, 2007).

Technologies and policies have been developed to direct best feeding practices based on 

scientific knowledge about suckling, enteral feeding, nutrition, growth and development 

(Horner et al., 2014; Lasby & Dressler-Mund, 2011; Lau & Smith, 2012; Pados, Park, 

Estrem, & Awotwi, 2016; Premji, McNeil, & Scotland, 2004; Ross & Browne, 2002; 

Ross & Philbin, 2011; Sables-Baus et al., 2013; Thoyre, Park, Pados, & Hubbard, 2013). 

Nurses’ skilled feeding work is accomplished within what nurses know about the 

importance of a positive feeding experience and its impact on a babies’ 

neurodevelopment (Kish, 2013; Sables-Baus et al., 2013; Swant & Fairchild, 2014). 

All preterm and critically ill infants are at risk for feeding difficulties (AHS, J. V. 

Browne & Ross, 2011; 2011, p. 1; Ross & Browne, 2002, 2013). They frequently 

experience delays in acquiring feeding skill and competency6 which can lead to a myriad 

6 Feeding competency is defined by an infant’s ability to coordinate suck, swallow, and breathing patterns 

while suckling at the breast or an artificial nipple. This skill develops over time as babies mature over their 
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of long term difficulties such as poor relationships with food and mealtimes, poor quality 

of their diet throughout their lifetime, and significant stress for the parents of these babies 

(DeMauro et al., 2011; Lau, 2016; Thoyre, 2007). NICU nurses have a central role in 

neonatal care, and therefore play an important part in laying the foundations for an 

infant’s positive or negative experiences with oral feeding (Sables-Baus et al., 2013). 

Nurses have the potential to reduce the risk of complications related to feeding in preterm 

infants given their prominent role in patient care. 

Overview of the Chapters and Summary 

Chapter 1 and 2 are introductory chapters designed to provide readers with the 

necessary tools to understand how the topic has been positioned and how the research 

was designed. In Chapter 1, I have situated myself as researcher and have provided an 

overview of the relevance of the project. I have described the contradictions and tensions 

that drew me into the analysis presented in the remaining chapters. I have positioned the 

research within the conceptual framework of IE where the interest is in the “social 

organization of knowledge” (Smith, 1987). Having introduced the foundations for my 

investigation into the social organization of nurses’ work in Chapter 1, I lay out the 

methodological approach in detail in Chapter 2. The history of IE as a research method is 

presented in more detail, and I review the fundamental tenets and technical language 

associated with IE. I then detail the procedures specific to the design and execution of 

                                                 

post conceptual gestational age (Premji et al., 2004; Ross & Browne, 2002; Sables-Baus et al., 2013). As an 

infant attains competency with nipple feeding the context of their feeding experience is intended to be 

relaxed, pleasurable, and controlled so the infant has a positive association between hunger, feeding, and 

satiation with food (Philbin & Ross, 2011; Ross & Philbin, 2011). 
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this study. Chapter 2 closes with an explanation of the analytic process, ethical 

considerations, and study limitations. 

Chapter 3 is a quintessential IE review of literature related to NICU and the 

discursive organization of neonatal work. It provides an overview of the development of 

neonatal science and the history of the specialty. LPIs are highlighted in order to 

emphasize how knowledge generated within current medical, nursing, and 

epidemiological science establishes a particular framework that is part of the social 

organization of knowledge that this IE investigates. The literature review expands from 

LPIs into the general knowledge about feeding preterm infants. The review highlights 

what is known about how neurodevelopment impacts infant feeding, and how that 

knowledge informs strategies to support nurses’ feeding practices in the NICU. Current 

trends in health services towards standardization, managerial technologies, and the 

discourses of evidence and quality improvement are included in this (necessarily brief) 

overview of the topics circulating among health services administrators which provides 

the backdrop for the ensuing chapters. 

Chapters 4, 5, and 6 constitute the central analysis that begins with a rich 

ethnographic description of informants’ work in the NICU setting. The ethnographic 

accounts and the preliminary analytic points are woven together to highlight the research 

problematic7. From nurses’ descriptions and my observations, feeding emerges as the hub 

of a nurses’ shift of work. However, it becomes clear that while feeding is central to 

nurses’ work, there are many institutional demands and processes that compete with 

                                                 

7 The IE formulation of a research problematic is detailed in Chapter Two. 
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fragile infants for nurses’ attention. In Chapter 5 the analysis is developed within a broad 

description of the textual governance systems that extend from local regions into national 

and international oversight. Chapter 5 then drills back down into specific aspects of the 

textual hierarchy of the organization feeding work. I pull the threads of analysis 

developed from ethnographic data generated in the local NICU setting and show how 

they are linked into the institutional ethnography. Using the empirical data from the 

observations and interviews I show how the ruling relations of the evidence and quality 

improvement discourses organize contradictory practices. Chapter 6 builds on the 

discoveries made in the previous chapters but turns attention to the textual regulation of 

infant feeding practices and examines the milieu of disparate institutional processes that 

compete with nurses’ time and attention. 

Chapter 7 concludes this dissertation with an overview of sociological discoveries 

about how neonatal nurses’ feeding work in Level 2 NICUs is socially organized. The 

overview provides a way to circle back to the LPIs and what they need from nurses. 

Finally, I offer suggestions for future research that arise out of this work. I discuss how 

this explication contributes new knowledge about the general form of nurses’ work and, 

more pointedly, the form of neonatal nurses’ knowledge about feeding. I indicate that this 

doctoral work merely scrapes the surface of developing an understanding about how 

feeding is socially organized. I emphasize that it is essential to conduct a deeper 

examination of infant feeding in the NICU to build more insights into how to support 

babies to grow and develop with as much wellbeing as possible, particularly the LPIs 

found in the Level 2 setting. 
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The work neonatal nurses do is considered highly technical and specialized, 

complex and often unpredictable, but neonatal nurses are also doing work that is often 

considered mundane—repetitive, tedious, and routine. Feeding babies is one such 

example of nursing knowledge that is taken for granted, yet this knowledgeable work 

(and how feeding links to other work) is critical to patient care in the NICU. Moreover, it 

is work that is coordinated with the work of many other people. In the forthcoming 

chapters I chronicle nurses’ activities in an “ordinary” shift of work as they navigate 

poorly functioning equipment, try to get pumps working amid babies crying to be fed, 

prepare medications, and welcome parents to the bedside. I describe how nurses are tied 

to time intensive safety checks and must adhere to policies related to medication and 

EBM. My ethnographic data describes moment to moment work that is generally 

“episodic”8. The data also shows the complicated nature of nurses’ work as it requires 

ongoing adaptations and modifications. This research opens up the investigation to a 

broader understanding of NICU nurses’ work as a whole.   

                                                 

8 The descriptive term “episodic” has been carefully chosen for its later analytic relevance. In using it here I 

want readers to understand that an essential character of nurses’ work is how nurses consistently “divide 

(it) into separate or tenuously related parts or sections” (Dictionary.com 2016).  



17 

Chapter 2: A Methodological Approach to Discovering the Social Organization of 

Nurses’ Work 

Researchers in various disciplines, including sociology, education, and nursing, 

have taken up IE to investigate how things that ordinarily happen in peoples’ lives are 

taken for granted. IE investigators have begun with empirical descriptions of peoples’ 

everyday work and mapped how that work is coordinated across organizations (DeVault, 

2006; Schanler, Shulman, Lau, Smith, & Heitkemper, 1999; Smith, 2003, 2005). The aim 

of IE inquiry is to explicate and analyse troubling experiences of real people going about 

their work and their activities in a particular location of socially organized life (Campbell 

& Gregor, 2002). In this chapter, I provide an overview of IE, the historical development 

and ontology of IE, and the core tenets that support my IE study. I explain some of the 

terms and language that are specific to IE as well as the practical ways I conducted data 

collection and moved into analysis of the data. I show how I examined informants’ 

accounts of their everyday work and used analytic strategies to discover how neonatal 

nurses’ work is textually organized. Finally, I discuss how IE is used to track complex 

institutional processes to show how outside interests can organize frontline healthcare 

practice in contradictory ways that are not necessarily in the best interests of care 

providers or patients. 

History of Institutional Ethnography and its Foundational Ontology 

Smith’s IE method of inquiry is grounded in her own experiences as a single 

mother during the feminist movement of the 1960s and 70s (Campbell, 2003; Smith, 

1993, 1997). The women’s movement was fertile terrain for political activism. Smith, 

like other feminist researchers/sociologists of her era, worked to disrupt traditional forms 
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of sociology inquiry that underrepresented women’s roles and actions, and thereby 

perpetuated women’s invisibility in the larger social sphere (DeVault, 2013, 2014). Smith 

observed how the mainstream sociologic research, in which she was trained, seemed to 

perpetuate oppression of women as men were afforded much more freedom to think, act 

and be in their everyday lives relative to women (Smith, 1987, 1990a). At the time, Smith 

saw that the basis of most sociological research was to explain peoples’ behaviour as 

objects of the research. She thought this was a misguided strategy. Instead, Smith’s new 

sociological approach provided researchers with another way to investigate, examine, and 

explicate9 what is actually happening in peoples’ daily lives (Smith, 2005). 

The ontological cornerstone of Smith’s institutional ethnographic inquiry is the 

standpoint of people, in their embodied experiences, who are assumed to be the experts of 

their lives, time, and location (Smith, 1990a, 2006b). Beginning from the standpoint of 

women and more recently from other standpoint locations (Smith, 2005), Smith 

establishes a subject position from the ‘everyday world’ (Smith, 1987); standing on the 

side of people whom she called “small heroes” (Griffith & Smith, 2014; Smith, 1987). 

The position of the small hero is critical in this design as the nurses are the central focus 

of the research approach. The  method is designed to generate knowledge of “people’s 

ongoing activities viewed under the aspect of their coordination with the activities of 

others” (Smith, 2005). IE is also a mode of inquiry that goes beyond individual people to 

explore complexes of social and ruling relations. The intention is to make visible 

9 To explicate means to logically analyze and provide detailed explanation developed through making clear 

what is not immediately obvious or entirely known. 
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objectified forms of consciousness and organization found in coordinating texts and 

activities that extend beyond particular people and places that, nonetheless are integral 

parts of peoples’ everyday doings (DeVault, 2013; Smith, 2005). 

The aim of Smith’s IE is to re-organize and disrupt the social relations of 

knowledge so that people can take up that knowledge as part of what they know about 

how particular happenings in their own lives are organized by relations beyond their 

immediate view (Smith, 2005). The methodological framework relies on empirically 

describing the taken for granted activities of everyday life and examining whose interests 

are promoted within these unfolding actualities. The analysis moves the researcher into 

the social and institutional organization of processes and practices that connect between 

social locations, known in IE as “extralocal” or “translocal” settings (McCoy, 2008). This 

approach offers an alternate understanding of how the everyday work of mothers’, 

teachers’, and nurses’ for example, is brought under the authority of “ruling” that is 

embedded in institutions (DeVault, 2006, 2014). 

Core Tenets of Institutional Ethnography 

There are several core tenets unique to the methodology of IE (Campbell & 

Gregor, 2002; DeVault, 2006; Smith, 2005). Smith takes great care in how technical 

terms and language are used in IE. For example, the term standpoint, described in more 

detail below, distinctly positions people as active and present subjects in their work and 

actions. Smith’s understanding of standpoint in IE is intended to always keep people in 

view rather than theorizing peoples’ actions. Like standpoint, the key IE terms presented 

in this chapter are foundational explanations of the intentional IE language used in this 

research project. 
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Standpoint. 

Historically, a feminist critique of sociological work was that the standpoint of 

men was privileged, to the exclusion of women (and other groups of marginalized 

people) (Smith, 1987). In IE, a standpoint for all people is proposed to achieve “space for 

an absent subject, and an absent experience that is to be filled with the presence and 

spoken experience of the actual [people] speaking of and in the actualities of their 

everyday worlds” (Smith, 1987, p. p 107). Smith’s use of the technical term “standpoint” 

is an illustration of how carefully IE language is to be used in the writing of an IE project. 

Smith (2005) refers to standpoint as a “methodological starting point" (p. 228). 

Standpoint is used in a distinct way in IE. Standpoint establishes a subject position within 

a set of social and ruling relations (Smith, 2008) and places the IE researcher “on the side 

of” those people whose standpoint position is being studied. IE is firmly grounded in the 

understanding that the informant is the expert knower of his or her own experience and 

work processes (Smith, 1987, 1990a, 1997) as they arise in the local ground of daily life, 

while at the same time there are relations of ruling that are not visible and the informant 

cannot know about from their daily standpoint (Smith, 2005). Understanding that 

informants are positioned in particular standpoints is methodologically key to the IE 

inquiry (Smith, 1997). 

The standpoint for the research reported here is nurses who provide direct patient 

care in Level 2 NICUs. These Level 2 nurses’ practices provide the material/empirical 

grounding for the analysis. My varied prior experiences in Level 2 NICUs were an 

important resource that supported me to maintain my research alignment with the nurse 

informants. I have rich experience of the work and its tensions. Moreover, I was a casual 
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nurse10 in the same NICU where I was recruiting research participants. This experience 

provided an even more detailed insider view into the work processes that I was 

examining. I used my own knowledge about how my work unfolded and how my 

decisions and activities were being coordinated. My own experiences became a reflexive 

tool that added insight into my analytic work with the informants’ data. I was also able to 

empirically described episodes of my own shifts of work that added to the rich accounts 

of nurses’ work that I was accumulating 

In IE, ethnographic issues related to being emic (insider) or etic (outsider) are 

concerned with the social organization of knowledge. As an insider, I am an “expert 

knower” of the work and how it proceeds. This was an advantage. However, as an 

insider, my knowledge was also organized by the ruling relations and ideologies in which 

I had been schooled – I had to learn to recognize and suspend my prior assumptions and 

examine the actualities of nurses’ everyday work as if I did not know it. In Smith’s 

(1987) words, the normal activities of our world need to “become fundamentally 

mysterious” (p. 94) to critically examine the discursively organized ideas and taken-for-

granted activities that NICU nurses produce. 

There is a rich history in IE of both emic and etic research. Emic researchers such 

as Tim Diamond (1983), a PhD prepared sociologist, trained as a care aide, and worked 

in a long-term care facility to conduct his seminal study Making Grey Gold. Janet Rankin 

(Rankin & Campbell, 2006) was an experienced nurse when she conducted data 

                                                 

10 Casual positions are common in NICU settings. Nurses may pre-book shifts and/or take short call and 

may work up to full time hours but are not entitled to benefits like those who have permanent positions 

with AHS. Working casually, for me, meant that I worked no more than two shifts per month. 
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collection in the same hospital where she was an educator supervising undergraduate 

nursing students. Etic research includes the work of Mike Corman (2014) who was a 

complete outsider when he studied the work of emergency health responders by “riding 

along” with paramedics in ambulances. Lauren Eastwood (2006) conducts research into 

United Nations forest policy negotiations. She writes “I entered the United Nations (UN) 

in 1998 with little or no understanding of the work that people do to make policy” 

(Eastwood, 2006, p. 181). Whether emic or etic, the methodological technicalities of 

standpoint and social relations function as the investigatory techniques that focus the 

researcher on describing activities. Adhering to these tenets “operate(s) as a 

methodological injunction that requires the researcher to examine empirically how 

people’s activities are reflexively/recursively knitted together into particular forms of 

social organization” (Smith, 2006b, p. 177). It is IE’s ontological commitment to 

practical description that maintains the rigour in IE. This ontological position supports 

the researcher to avoid cancelling the subjectivities of each informant in order to remain 

“reflexive to the material contours of people’s lives” (Campbell & Gregor, 2002, p. 4). 

Like Rankin and Campbell (2006) and Diamond (1983), I approached this research as an 

insider with some knowledge of the work, the ruling relations, and ideological discourses 

circulating in the NICU environment.  

My research begins from the standpoint of neonatal nurses. I explore nurses’ 

subjective, embodied positions in an NICU and examine how their work is hooked into 

ruling relations. Rankin and Campbell (2006) state “standpoint in the everyday/every 

night world informs a project of discovery and the making of alternative accounts that 

nurses and others can use" (p. 22). In this study, I learn from their distinct standpoint how 
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neonatal nurses’ work is organized through their embodied, practical, and expert 

knowledge of what they do. I then analyse what can be known from the NICU nurses’ 

standpoint and nurses’ own explanations. I examine the conceptualization of NICU 

nurses’ work to develop from the empirical findings an alternate account of the social 

organization of nurses’ work. My aim is to better understand how NICU nurse’ practices 

are socially and textually organized, sometimes against their intentions and 

understandings. 

A generous conception of work. 

In IE research, an examination of particular work processes is foundational to 

discovering the “social’, those interconnections of peoples’ activities as they coordinate 

with the activities of others (Smith, 2005). Smith describes work broadly as “anything 

done by people do that takes time and effort, that they mean to do, that is done under 

definite conditions with whatever means and tools, and that they may have to think 

about” (Smith, 2005, pp. 151-152). Work is anchored in the materiality of an empirical 

world (in texts and increasingly in technologies) and in real time in which people live. In 

contemporary society, much of what people do day-to-day is not necessarily described as 

work, yet it is considered essential to the economic flow of society in the local setting and 

in places and time beyond (Bisaillon & Rankin, 2013; Rankin, 2004). 

Campbell and Gregor (2002) refer to work as all that people know how to do and 

those things in their daily lives that they are required to do. In other words, work is not 

restricted to what people consider work in the traditional sense of a job where people are 

monetarily compensated for what they do; rather, work encompasses thinking and doing 

activities. Work as what people know about how and why they do things is a source of 
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data for the institutional ethnographer. Using Smith's notion of a “generous conception of 

work” also brings into focus what informants are actually doing, often those things they 

are unaware of or would not describe or understand as work themselves (Campbell & 

Gregor, 2002). Thus, work can be traced in people’s talk as deliberate steps, the 

chronology of actions, or in detailed description of the particular purposeful activities the 

researcher observes or that the participant describes in everyday life (Bisaillon, 2012; 

Smith, 2005). 

The social and social relations. 

In IE, the social only exists in the practices and ongoing activities and actions of 

people (Smith, 2005). For an IE researcher the complex articulation of peoples’ doing is 

described as sequences of action connected and concerted with happenings that are linked 

with others across time and location. These interconnections and intersections of people’s 

activities represent “social relations.” Social relations in the context of IE are observable 

and describable in peoples’ actions. 

Smith (2005) suggested that social relations are the point of entry for an IE 

analysis. From the standpoint of people (as experts of themselves and their social place 

and time) living and going about their everyday activities, the researcher traces social 

organization in what can be seen and empirically described (Smith, 2005). The analysis 

follows threads of textual organization from peoples’ everyday actions into the broad 

social institutions in which they arise (Dunn, 2015; McCoy, 2006). Here the analytic 

approach is to explicate the complex actualities of living and working. The places where 

neonatal nurses’ work and where their activities could be observed, was the starting point 

of this IE investigation. IE offered me a way to see and trace nurses’ work practices by 
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examining social relations that would not necessarily be evident in informants’ own 

accounts of their work. 

Ruling relations and texts. 

Relations of ruling are the focus of an institutional ethnographer’s investigation. 

The term “ruling” is defined as objectified forms of consciousness that dominate people’s 

thinking, and that are grounded in imposed hierarchical classes (Smith, 2005). The term 

ruling emphasizes how dominant capital (business) interests (meaning wealth, resources, 

and governance) shape and organize people’s lives. The aim of the IE investigation is to 

examine “the operation of power such that it can be discovered in people's everyday 

actions" (Campbell & Gregor, 2002, p. 43). In other words, the investigator examines 

how people’s work and activities are coordinated by theoretical and ideological (and 

textually based) versions of people’s doings that do not reflect actualities. Furthermore, 

ruling relations are a complex matrix of coordination and control often seen in textual 

forms within which power is both generated and held, particularly in modern day society 

(DeVault & McCoy, 2006). 

Drawing on Marx’s materialism, Smith calls attention to the materiality of ruling 

texts and their reproducibility. Rankin and Campbell’s (2006) work provides a 

compelling example of how care pathways as a ruling text position patients as ‘objects of 

action’ and organize nurses to discharge the patient at a particular time. To illustrate 

further, the tasks or treatment regimens written on a care pathway indicate that when a 

patient has met identified milestones, then they are ready for discharge. Even if the nurse 

is clear that the patient is not fit to go home, based on what she has assessed on the 

designated day of discharge, not only does the care pathway text instruct the nurse 
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otherwise, but its ruling relation is buttressed by the linked technologies of the bed 

utilization systems whereby there are additional pressures that organize the nurse to 

accomplish the ruling relation of the pathway. The textually mediated ruling embedded in 

the objective instruction, referenced by Rankin and Campbell (2006), are forms (care 

paths being one example among many), from which institutional practices and processes 

are activated. In the analysis that will follow in Chapters 4, 5, and 6, the complexity of 

neonatal nurses’ work will be described and I will show how competing ruling texts and 

other demands, obstruct nurses’ work with preterm infants in unexpected ways. 

Texts are integral to ruling and key in an IE analysis. Texts operate/function as a 

vehicle connecting local and extralocal settings (DeVault, 2006) and represent 

reproducible forms of written or verbal material (Smith, 2005). Many IE studies set out to 

expose how texts organize and coordinate work activities from outside to local settings 

(Diamond, 1983). The powerful ways texts coordinate work practices can be explicated 

during the analytic process of watching and listening for traces of the institution, and of 

how ruling relations are articulated (Campbell, 2001; DeVault & McCoy, 2006; McCoy, 

2006; Smith, 2003; Turner, 2006). For example, in this NICU research nurse informants 

talked to me about documents they used to guide their decision making about feeding, 

and they showed me forms that they completed daily. I mapped where the forms and 

clinical practice documents were developed and in turn identified a complex matrix of 

other texts that hooked into the various texts that nurses were using to record patient data, 

and to document some of the work that they accomplished. The analytic work of tracing 

and mapping texts showed the layers of ideological practices that create disjuncture in 
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nurses’ knowledge and generating the ruling ideas that obscure other things that nurses 

know about their work. 

Ideological practices and ideology. 

From an IE lens, ideologies are forms of knowledge driven by a network of ideas 

that are inferred from the social events and activities from with they are produced. In 

other words, ideologies suggest an alternate (textual) reality, a theoretical version that 

seldom matches what is happening in the lives of everyday people who are going about 

their living and doing. Ideological practices often underlie the interconnectedness of 

people’s functions in organizations and they arise out of textual abstractions that are 

selectively generated and that represent what is happening (Smith, 1999, 2004). 

Ideological practices are frameworks of practice and presumptions that shape relations in 

the institution (Bisaillon, 2012). They are one form of ruling relations that influence 

practice and the interface between nurses, physicians, managers, and policy makers. 

Ideological practices move into extralocal settings and are expected to produce 

ideologically generated strategies, usually directed at “improving” something within an 

organization (Limoge, 2010; Smith, 2007). Ideologies are abstract concepts that are part 

of the authorized knowledge and language (such as “patient-centred care,” “employee 

engagement,” or “interprofessional practice”) embedded in ruling processes. 

IE research shows how ideological practices are embedded in work settings that, 

most often, are part of intertextual practices that 1) formulate the problem to be solved 

within a specific ideological framework; 2) rely on texts to carry that ideological 

framework into practice and 3) create textual accountability systems that become 

evidence for the accomplishment of the ideology (Smith, 1990b, 2004). When this 
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process of ideological practices is in place it creates what Smith refers to as an 

“ideological circle” (Hacker, Smith, & Turner, 1990). Texts (ruling relations) reinforce 

ideological practices and influence the way nurses’ work is done. Ideological practices 

also formulate, legitimize, and validate nurses’ work and are a way of creating a selective 

account of the world (in this case of nursing work) based on a predetermined conceptual 

framework (Rankin & Campbell, 2009; Sinding, 2010; Smith, 2003). 

As discussed in Chapter 1, prior to fieldwork I had a predetermined idea that 

nurses’ work with LPIs could be studied selectively. It wasn’t until I empirically 

described nurses’ work as I observed the actions unfolding that I realized that the LPI, in 

the context of this IE inquiry, could not be constituted as a problem to be solved. The 

category of the LPI and the problems LPIs encounter were too firmly entrenched into the 

“ideological circle” of the scientific/medicalized diagnostic category in which it has been 

constructed and studied. Despite my commitment to understanding how the nursing care 

of LPIs unfolds, in the field the category of LPI did not expose an empirical entry point 

for examining the fullness of nurses’ work processes. It did not provide an empirical, 

analytically useful way in. My decision to shift my focus from nurses’ work specifically 

with the LPI population to a broad view and description of discrete details of nurses’ 

work gave way to data that revealed the organization of work and the competing demands 

on nurses’ time that drew attention away from the care of their patients. 

Epistemological and Ontological Foundations of Institutional Ethnography 

Smith drew on the work of Marx to describe how social processes, and thereby 

the social order, bring together the actual activities of actual individuals (Smith, 1987, 

1990a). Marx took a materialist approach, grounded in observable and describable 
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happenings and in tangible texts, to investigations and questions regarding society and 

social organization. Smith similarly rooted IE epistemologically in the assumption that 

peoples’ activities, their social interactions, embodied experiences, and the concrete 

practices of their everyday living is where sociological inquiry begins (Smith, 2004). 

Marx premised that the social is produced temporally within the contexts of current 

historical, political, and economic circumstances, also key assumptions in IE research 

(Bisaillon, 2012). Most importantly, Smith maintains that Marx’s materialist ontology 

offers a way of investigating the social world empirically. In the IE tradition, the 

researcher always returns to actual individuals doing actual things, in particular locations, 

so that the question of “what is actually happening here” can be seen and recounted 

(Smith, 1977, 2005). The critical point for institutional ethnographers is to understand 

that when examining the coordination of sequences of action seen in people’s practices, 

that ruling processes are empirically traced into and out of people’s everyday actions, 

thereby avoiding abstracted and theoretical versions of practices that disconnect people 

from their doing (Smith, 2005, 2006a; Turner, 2006). 

Identifying the problematic. 

In an IE inquiry, the research problematic arises from the everyday activities of 

individuals (Smith, 2005). A problematic is a heuristic device, a “tool” to be used by the 

researcher who must identify an empirical puzzle to be explicated, to describe how 

problems are coordinated within institutional relations (Campbell & Gregor, 2002; 

McCoy, 2008; Smith, 2005). Smith suggests the problematic is embedded in something 

that troubles, disrupts, or is concerning in peoples’ ordinary, ongoing activities 

(Campbell, 2006; Smith, 2005). In formulating the problematic(s) the researcher is 



30 

attentive to points of disjuncture. Ideally, the disjuncture should be identified in the early 

stages of field observations and interviews (DeVault & McCoy, 2006). A problematic is a 

place where the researcher discovers contradictory practices of knowledge; different 

ways of determining the ‘facts’ about what is happening (Bisaillon, 2012; McCoy, 2006). 

There are many puzzles that are formulated into problematics during data 

collection and analysis. Some problematics represent overarching disjuncture while 

others are smaller points of troubling. The following is an example of a problematic that 

emerged from my own experience in the NICU. I was at the bedside of an infant for 

whom I was caring. The infant’s mother was also there, pumping breastmilk for her baby 

who had been put to the breast for a short time. The mother was now waiting for me to 

prepare the remainder of the volume of milk to be given via nasogastric (NG) tube. The 

infant’s mother handed me a bottle of her freshly pumped milk to give to her baby. 

Before I could administer the EBM, I had to register the milk in the EBM tracking system 

as “received,” label the bottle, and then place the correct amount in another bottle, label it 

and scan the label as “prepare feed.” I then scanned the labelled bottle as “feed the baby” 

and returned to my work of feeding the infant. The EBM system has been developed to 

prevent the chance of error. However, I had seen the mother pump the milk into a bottle 

and knew it came from her, and I also knew the breastmilk was for her infant who was in 

the cot beside her. What I knew to be safe and risk-free administration of the EBM in this 

situation (I witnessed the milk and its origin and had no doubt that that the mother 

intended it for her baby) was at odds with the authorized process of tracking and 

checking written in the Safe Handling of EBM policy. This policy that underpins precise 
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procedures that determines “safe” practice and aims to prevent errors. This episode is an 

example of one problematic identified during data collection and early analysis. 

The “problematic” organizes the direction of an IE study by identifying particular 

contested and authorized knowledges (that are often textually mediated) which do not 

quite match how an issue is known in the local setting (Campbell & Gregor, 2002). The 

problematic arises out of the happenings of everyday peoples’ everyday lives where a 

point of disjuncture presents puzzling contradictions as I described above. IE has a 

special interest in points of tension where something chafes “between different versions 

of reality–knowing something from a ruling versus an experiential perspective" 

(Campbell & Gregor, 2002, p. 48). The point of disjuncture lay in the authorized textual 

ruling that superseded what nurses know to provide safe, competent care to infants in the 

NICU. 

The broad research problematic formulated by the researcher is an important 

organizing device for the presentation of the analysis. It supports the researcher to 

develop a cohesive argument that readers can follow and understand. As a tool for 

discovery, a problematic(s) develops iteratively and there are often several smaller 

problematics, as in the example described above, that contribute to or are linked into 

broader ones (Bisaillon, 2012; Pence & Smith, 2011). The problematic in this study 

began to emerge from my observations and out of informants’ accounts of the work 

involved in feeding babies. I noticed a multitude of competing priorities and practices 

that seemed to disorganize episodes of feeding and were incompatible with what nurses 
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knew babies needed while being fed. I focused my analytic attention in the messiness11 of 

feeding work, as an entry point into explicating the social organization of nurses’ 

knowledge of feeding preterm babies. DeVault and McCoy (2006) describes the process 

of analysis as “rather like grabbing a ball of string, finding the thread, and then pulling it 

out” (p. 20). The thread I pulled was from the complex ball of string that rests behind 

nurses’ feeding work in NICUs. 

Making an ontological shift in thinking and approach to the inquiry. 

IE has a social interest, an aim to understand the social world and the social 

organization of knowledge within that world (Campbell & Manicom, 1995; DeVault, 

2006; Smith, 2005). The goal is to guide an analysis that discovers how social and ruling 

relations organize peoples’ lives, experiences, and activities. This is not only an 

epistemological and ontological turn away from objectified forms of knowledge, it also 

produces a critique of the dominant authority of objectified and abstracted practices of 

knowledge. The IE analysis subscribes an epistemology that assumes that ALL 

knowledge is socially organized (Smith, 2005). IE builds on Smith’s discovery that in 

abstracted, objective forms of knowledge we lose touch with people’s embodied 

knowledge of their world and the material conditions of their lives (Campbell, 2001; 

Smith, 2003). 

Ontologically the foundations of IE shifted my approach from “trying to explain 

why things happen the way they do to how things happen the way they do” (Deveau, 

11 I have deliberately used “messiness” when referring to nurses’ work. This is work that cannot be made 

linear or systematic. Feeding NICU babies can be unpredictable, requiring nurses to make unexpected 

changes to their plan of care in a working environment that is already replete with complex institutional 

processes. 
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2008), by beginning with and staying in the empirical descriptions of nurses’ work as it 

happened. As an experienced bedside nurse this ontological shift was very challenging 

during the process of data collection and the iterative analysis that IE demands. As an 

emic ethnographer, I was often captured in circulating discourse, reproducing the 

institutional language and ideologies that I was attempting to identify and explicate. 

These were social practices that were very familiar to me and entrenched in my own 

nursing practice. My proximity to clinical practice and the work I observed nurses doing 

made me concerned that I might lose sight of what my participant’s and I knew about 

their work, our expert, embodied knowledge of providing care for babies and their 

families. 

The reflexive part of the research process involved learning to step back but not 

outside of informants’ (and my own) embodied knowledge, but to also learn when and 

how nurses take up institutional discourse so that they are seen as competent in their 

work. I came to understand that what I knew about my everyday work was 

incommensurate with the institutional knowledge, demands, and textual mediation of my 

work with NICU infants. On numerous occasions, I had to be reminded to step away 

from my own conceptual notions of how nurses’ work happens, what it means to be 

categorized as an LPI, and therefore how nurses safely care for this population of infants. 

I revisited the data with an analytic focus on the practical descriptions of informants’ 

work so that I could empirically show and trace the social and ruling relations organizing 

nursing practices. 



34 

 

Procedures in an Institutional Ethnography Research Process 

Research sites and data sources. 

Primary data collection for this study was conducted in a Level 2 NICU in a 

metropolitan city in Southern Alberta. The Level 2 NICU was chosen because it provided 

access to nurses who care for LPIs (as outlined in my introduction, the original interest I 

took into my IE study was nurses’ work with infants who were categorized as late 

preterm). The study was designed to expand to other NICUs in the health region if a 

better understanding of levels of NICU became necessary to trace work practices across 

levels of care. As the study progressed nurses from a variety of NICUs were purposively 

identified and invited to volunteer to be interviewed. Observations were limited to the 

Level 2 NICU. Recruitment extended to nurse managers and educators, nurse researchers 

and other nurses working with preterm infants in the community and tertiary NICU. 

Texts that did not contain any confidential data were gathered across all sites of data 

collection, and extended to texts available on the health region’s intranet. 

Research Questions 

Research questions that were outlined in the research proposal were:  

 What is the work nurses do in caring for LPIs? 

 How do nurses describe their work? 

 How is that work resourced and organized? 

 How does nurses’ work with LPIs intersect with the work of other people? 

 What clinical and institutional knowledge and skills do nurses who work 

with LPIs have? 
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These questions helped to focus attention on the empirical description of work 

and activities that were observable and describable and along with texts became data for 

the ongoing analysis. When I planned the research proposal I developed the research 

questions written above based on my keen interest in LPIs. However, once I began 

fieldwork and conducted interviews, it became evident that nurses did not refer to 

specific categories of babies like the LPI. Nurses talked about ‘preemies’, meaning any 

infant born preterm, and they referred to “feeders and growers.” Because I observed and 

interviewed nurses in a Level 2 NICU the majority of the infants at some point in their 

NICU stay would have been considered “late preterm” by definition (greater than 34 

weeks and less than 37 weeks’ gestation), whether they had been born earlier that 34 

weeks or not. In other words, almost all the infants found in Level 2 NICUs were LPIs at 

birth or fell into the late preterm category as they grew. Nevertheless, the proposed 

research questions were helpful in guiding the observations and interviews to the 

particularities of nurses’ work and to discovering how that work is organized by 

institutional process. 

Participants—Local and Extralocal Informants 

To conduct this study a purposive sample of 5 key standpoint informants were 

recruited from nurses working in a non-tertiary setting within Alberta Health Services, 

Calgary zone. In my study, informant nurses’ work was expected to intersect with the 

work of others. The key informants were registered nurses (RN) with a wide range of 

experience working in NICUs. Pseudonyms were used for all participants in the study. 

Karen and Megan’s accounts of their work provided data that is central to the 
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ethnographic descriptions in Chapter 4. Other key standpoint informants included Jenn’s, 

Maya’s, and my own experiences. 

In IE research, a second level data collection is drawn from extralocal informants. 

Extralocal informants’ work is done beyond the local site of NICU nurses. I conducted 

interviews, phone conversations, and email communications with 18 extralocal 

informants including bedside nurses in other NICUs, nurse leaders, and managers in 

perinatal and neonatal units, physicians, clerks, public health nurses, and one parent. 

Each of these informants had an organizational knowledge of how their activities 

intersected with nurses who were providing care to infants in the NICU. Extralocal 

informants were recruited through key informants who suggested I speak with a specific 

person, or people who were linked to a text or department that I was tracing nurses’ work 

and institutional processes to. Informed consent was obtained in the same process as for 

key informants. 

Recruitment strategies. 

After receiving ethical approval (see Appendix A), recruitment took a 2-pronged 

approach. Informants were recruited by sending introductory emails describing the focus 

and scope of the research project (see Appendix B). An administrative assistant sent the 

initial recruitment email to nurses at the research site. In addition, recruitment posters 

(see Appendix C) with contact information and an introductory letter were placed on staff 

bulletin boards. The posters outlined the purpose and background of the study and 

identified the role of parents and staff during the period of the study. The posters also 

clarified what to expect if an infant’s nurse was a study informant. Participants were 

invited to contact me by phone or email to ask for further information about the study and 
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to discuss consent for participation (see Appendix D). Primary informants participated in 

observations and interviews; other informants participated in face-to-face or telephone 

interviews and email conversations. 

Ethical Considerations 

Prior to recruitment and field observations with prospective participants, I sought 

support for the project from leaders within Alberta Health Services Prenatal and 

Postpartum Services. I had developed a relationship with some NICU managers and 

nurses prior to receiving ethical approval as I worked for eight months as a casual nurse 

on the unit where I collected data. The ethical issues this might have generated were 

addressed and the Conjoint Health Research Ethics Board (CHREB)12 approved the 

design for recruitment, anonymity, and confidentiality. The review board deemed that 

there was no ethical conflict in conducting ethnographic observations of my colleagues’ 

work processes. They also understood that my own emic experiences would be used as a 

reflexive resource to support analysis. In regards to the anonymity and privacy of the 

infants and parents in NICU, my own experience as data followed the strategies outlined 

for addressing ethical practices. No parents who I had worked with as a casual nurse were 

invited to participate in the study. This avoided any issues related to coercion and freely 

given informed consent.  

12 CHREB reviews and approves research ethics applications for Nursing, Medicine, Kinesiology Faculties 

at the University of Calgary. As a conjoint board, CHREB works in partnership with Alberta Health 

Services to ensure ethical reviews and operational approvals for health research happened smoothly. 
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Informed and ongoing consent. 

Primary informants signed consent forms (see Appendix D) prior to field 

observations and consent was reaffirmed prior to interviews. The focus of this study is on 

nurses’ work rather than the actual patients in the nurses’ care, nonetheless, I was present 

while participant nurses provided care for infants and when nurses interacted with 

parents. I observed the nurses while they were reading personal and medical information 

that included babies’ and family’s names and diagnosis. To conduct this study ethically, I 

secured consent from parents when they were present. To do this, I provided information 

about the study and the role of the researcher, the nurse, and the infant as per the parent 

information consent form (Appendix F). 

Confidentiality. 

All participants were informed that although the nature of participant observations 

cannot guarantee their anonymity, conversations occurring during field observation 

sessions and subsequent interviews, would remain confidential. Pseudonyms were used in 

place of any names in field notes and transcripts and throughout this dissertation. 

Transcripts, field notes, and any hand-written documentation containing identifying 

features of informants have been kept confidential, locked in a secure file cabinet in a 

secure office. Digital recordings are stored on an encrypted password protected device. 

All computer files are secured on a password protected laptop computer. Digital 

recordings and files will be destroyed five years after completion of the research. 

Anonymity. 

Complete anonymity of the standpoint informants was not possible, as my 

presence in the NICU may have raised awareness of which nurses had volunteered to 



39 

 

participate. However, identifying features and names of informants and the site of study 

are not identified in the final document. Extralocal informants are referred to non-

specifically (e.g., “nurse manager” or “administrator”) to maintain anonymity. Specific 

patient’s medical information is not included. Broad patient characteristics that support or 

illustrate the account of what is happening with infant care provided enough relevant data 

to explicate an analysis. Relevant details in coming chapters may include gestational age, 

days of age, birth and postnatal complications, feeding concerns, treatments and 

processes nurses engaged in caring for patients. As much as possible, when not relevant 

to the analysis, other details and identifying features were altered. 

Data Collection 

Field observations. 

Ethnographic field observations were organized with key informant nurses who 

contacted me directly, over a period of 3 months. Observations involved shadowing each 

nurse informant for 2-6 hour blocks during their scheduled shifts. I worked alongside 

informants doing patient care—assessing and feeding infants, checking medications and 

EBM, and charting patient care. We collaboratively created accounts of what nurses were 

doing, noting the institutional processes and texts related to infant care. I documented 

concerns and problems nurses expressed about their work as I observed nurses working, 

and in some instances as I saw problems happen. 

Observations are an opportunity to see nurses’ work in motion, as they go about 

their duties within the larger social and institutional organization. I saw how nurses’ work 

knowledge and actions coordinate with specific institutional texts and processes. I 

observed the work being done. I asked questions about how informants decided to 
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proceed with a task, what they did, and how they did the work. I paid attention to texts 

that entered into the nurse informants’ work and began to describe how particular texts 

coordinate different work processes related to care of babies in the NICU. From 

informants’ accounts, I examined and discovered the implicit and explicit coordination of 

their work with others. 

During field observations, I took brief notes, and directly following each period of 

observation I wrote comprehensive notes about the nurse’s work I observed and the 

decisions, actions, and work practices described by each nurse participant in caring for 

their patients. I noted the activities that are recognized and accounted for within 

organizational processes and which were not. My field notes included specific 

conversations regarding the nature of the environment, details of textual resources and 

distinct language or terminology nurses used in their work, as well as descriptions of 

situations and actions linked to their work and to the work of others. Field notes and 

notes from interviews formed the basis for an iterative, collaborative dialogue between 

the researcher, the informants, and material processes related to nurses’ ongoing, 

everyday work. 

Interview structure and process. 

Key informants were invited to participate in one-on-one interviews following 

field observations. I used guiding questions as needed (see Appendix G), but the goal was 

to engage in conversation rather than use a scripted list. The conversation was oriented 

toward the day-to-day challenges of caring for infants and what I had observed nurses 

doing as they went about their work. The goal with each interview was to have 

informants add details I may have missed or not understood during field sessions and to 
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tell me about the knowledge they use to make decisions about infant care. I was 

interested in the sequences of interconnected activities that comprise nurse informants’ 

daily work. 

Interviews were an opportunity to discuss specific situations I had observed 

during field sessions. For example, I asked for clarification of what was observed when 

Karen was setting up the gavage feed on the pump that was not working properly. I also 

discussed texts such as feeding guidelines and protocols that were of interest to the 

analysis. Electronic and paper chart documents and written resources (texts) were noted 

for later examination. The rich detail provided by informants helped me to trace how 

their actions are hooked into institutional processes shaped by the ruling relations. I 

attempted to make visible particular circumstances of providing care for infants and their 

families that would “point toward next steps in an ongoing, cumulative inquiry” (DeVault 

& McCoy, 2006) into processes extending beyond local work processes. 

Interviews were digitally recorded and transcribed. Transcripts were used in 

combination with the recordings, to listen to and read nurses accounts over and over, to 

discover what was going on and then to trace how things happened, through particular 

texts and processes. Informants’ rich accounts provided foundational data that enabled 

me to trace significant ruling relations that coordinate nurses’ work. 

Analytic Processes 

The iterative, analytic process in IE investigations means that interview 

transcripts, documents, and field notes are reviewed as they accumulate and are read 

successively as ongoing field observation and interviews proceed. Analysis of field notes 

and digitally recorded interviews was done as the data was transcribed. As I transcribed I 
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paid attention to work processes, language and texts that I anticipated would link into the 

broad institutional practices. IE analysis require attention to discernible actions that show 

the tensions and the contradictions that nurses experience but have difficulty articulating. 

An IE inquiry sets out to identify the junctures of work that are troubling and to formulate 

the research problematic(s). For this study, the objective was to identify points where 

nurses’ local knowledge is ‘at odds’ with the formal, regulatory, and/or institutional 

knowledge through which their work is organized and governed. This is the entry point 

into the analysis and helps to identify the research problematic and to trace work 

processes to better understand how they are organized. 

The analysis was guided by a series of questions (DeVault & McCoy, 2006) that 

focused on NICU nurses’ work: What are the tensions and contradictions embedded in 

nurses’ work of caring for LPIs? How do these play out in the actual care provided? What 

does nurses’ work involve, how is the work textually mediated? What knowledge is 

required to do the work? How is the care of the NICU patients hooked into institutional 

work processes? Recall that the LPI population had been my starting point, but the 

category of LPI became less of a focus during interviews as nurses described the details 

of specific instances of feeding or medication administration. True to IE’s emergent 

approach, tensions and contradictions in nurses’ work were identified in the iterative 

process of analysis. There was a point in the analysis that nurses’ feeding work emerged 

as a useful work practice to follow threads of institutional ruling and social organization. 

The IE analysis focused on explicating coordinated and intersecting work processes that I 

traced across multiple instances of nurses’ work as they cared for infants. Rather than 

seeking to generalize results, this inquiry focused on and described the generalizing 
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social and ruling relations being activated by different nurses at different times that 

organize similar sets of problems across time and place. 

Summary 

In this methodology chapter, I described the core principles of an IE informed 

inquiry as well as the IE approach taken in this study. In summary, four principles make 

an IE mode of inquiry distinct from some other qualitative methodologies. First, the 

underlying epistemology of IE is based on the understanding that knowledge is socially 

organized. What people know and how they know it is the basis for their moment-to 

moment living in the world. Second, ontologically the IE investigator assumes that the 

social world only exists in people’s doing the activities of their everyday living. By 

extension, Smith (2005, 2008, 2009) explains that IE preserves people as active and 

doing things in definite locations, and in the actual time it takes. 

The third distinction of an IE inquiry is that participant informants are seen to be expert 

knowers of their own work and what happens in its locale (Campbell & Gregor, 2002; 

Smith, 2005). The IE researcher resists theorizing people and their everyday activities by 

keeping peoples’ embodied knowledge and position as  experts of their work and lives at 

the forefront of the investigation (Rankin & Campbell, 2006). The focus is on discovery 

of something that is going, that can be described through empirical accounts of work 

activities as they are carried out within institutionalized processes. In the analysis as 

researcher, I pay analytical attention to the institutional and ruling relations that organize 

how people proceed in similar ways, despite that the practices happen at different times 

and in different locations – frequently in a way that does not serve the interests of the 

people whose standpoint the researcher has adopted. And, finally, this brings in the 
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importance of standpoint –a technical term for an IE researcher that establishes a 

methodological starting point that begins from peoples’ “local particularities of bodily 

existence” (Smith, 2005). 

IE begins in the actualities of peoples’ everyday experience and concludes with 

connecting these actualities to the reproducible forms of coordinated activities called 

social organization that preside over local settings (Quinlan, 2009). The core tenets and 

philosophical foundations of Smith’s mode of inquiry underpin my research and this 

dissertation. For me, IE is the lens through which I question how my world is put together 

and unfolds as it does. The way that I, as an IE researcher, “read” the world, is through 

the distinctive lens and underlying principles of the methodology Smith has shaped. This 

way of thinking and seeing has contributed to my investigation of the social organization 

of neonatal nurses’ work and discovering how institutional practices coordinate nurses’ 

work. 
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Chapter 3: Reading for the Discursive Organization of Neonatal Nurses’ Work 

This chapter offers an examination of the literature that provides context for an IE 

explication of the social organization of neonatal nurses’ work. I review and discursively 

analyse literature related to ideas circulating and activated in the NICU setting. The 

chapter begins with a brief history of the development of neonatal care as a medical and 

nursing specialty. This provides a context that situates what Smith (2006) refers to as the 

“never-stand-still of the social13” whereby current activities arise within historical 

practices that are essentially dynamic (Campbell, 2006; Smith, 2006b). In line with 

Smith, the IE research into NICU work reported here is informed by knowledge about 

how NICUs were established within the historical development of neonatology as a 

medical and nursing specialty. The historical overview situates neonatal nurses’ work 

inside its social origins; origins that continue to contribute to how specialty knowledge is 

being developed and activated. 

Contemporary trends in the broad organization of modern health services are 

implicated in how NICU nurses’ work is currently organized. The IE fieldwork, planned 

and conducted in Level 2 nurseries, raised concerns about the broad organization of 

neonatal care as accomplished within distinct “categories” of infants and “levels” of care. 

These questions led me to review the literature on how health services for neonatal care 

are managed. Thus, this chapter also includes a brief overview of the discourses 

circulating in the health services literature related to neonatal care. 

13 The social in IE is described as activities, actions, and work that can be seen, described, and that happen 

in coordination with the activities of others (Smith, 2005). 
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A fairly detailed review of the literature on late preterm birth and its impact on 

infant health and developmental outcomes, and on health services is provided in this 

chapter. This is the literature that organized my thinking when I planned this research; it 

is important insofar as it reveals the prevailing ways that the problems and solutions 

related to LPIs are being conceived by practitioners, researchers, and decision-makers. 

The initial “discourse analysis,” a brief review of the leading discourses influencing 

nurses in NICU, is followed by a concise discussion of the health care quality 

improvement literature. The QI discourse is relevant to this research due to the 

proliferation of literature focused on scientific evidence that generates directions for 

standardizing practices and new clinical technologies. From an evidence based science 

perspective, standardization of technology and work processes is expected to improve 

quality and safety. More specifically, the evidence generated from the science literature 

on infant feeding in the NICU is being utilized in recent QI initiatives in neonatal care 

and services to substantiate improved outcomes for infants who have been admitted to 

NICU. 

In the NICU setting nurses frequently refer to LPI infants as “feeders and 

growers,” meaning the primary focus of nurses’ care is to support infants to learn to 

orally feed and enhance their physical growth (measured in weight). “Feeding work” was 

uncovered as a serious tension in the work of nurses in Level 2 NICUs where, designated 

within health service systems, LPIs receive care. Nurses’ work in relation to the reality of 

their material world (and the knowledge they have about what goes on) was what drew 

attention to the centrality of feeding as a principle organizer of nurses’ routines. 

Iteratively following this “crumb” of data led to an exploration of literature focused on 
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neonatal feeding science, a relatively new body of evidence that is being integrated into 

NICU nurses’ knowledge. Closely scrutinizing nurses’ feeding practices as they arose in 

the ethnographic descriptions raised questions related to “gavaging.” The paucity of 

research into feeding pump technologies and the ordinary, taken-for-granted practice of 

gavaging nutrition directly into infants’ stomachs is part of the discourse analysis and 

literature reviewed in the section devoted to neonatal feeding science. 

This “literature review” chapter provides an overview of the dominant discourses 

in which nurses’ work with LPIs happens. The chapter is intended as a “guidepost” for 

readers, designed to support neonatal experts to critically suspend what they thought they 

knew. In later dissertation chapters I invite readers to follow along with my ethnographic 

account about what actually happens, as it is coordinated in troubling ways inside the 

discursive practices that are currently governing nurses’ work in NICUs. Notably, readers 

are invited to interrogate some of the hidden consequences that emerge from the 

dominant framework of published science. An objectified “category” of infant (and 

standardized directions for care) related to LPIs pervades current literature, and in effect 

establishes an abstracted version of what occurs when caring for infants relative to the 

actual happenings of NICU nursing. The literature related to LPIs (and the feeding 

science that is a central feature of that literature) forms the backdrop against which the 

findings of this doctoral dissertation are positioned. The literature review contributes to 

the published work that organizes and represents nurses’ work with infants born between 

34 and 36 plus 6 days of completed gestation (the gestational age criteria for the category 

identified as LPI). 
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An IE approach required that I as researcher described nurses’ work as it unfolded 

without the diversion of categorical divisions of infants. In the Level 2 NICUs where this 

research was conducted (and where LPIs are most often cared for), nurses’ work with 

LPIs, or any other infant, was not neatly separated. The aim of this IE literature review 

was to construct a rigorous, scholarly exposé about the knowledge practices in 

contemporary neonatal care that are relevant to my IE findings and with a primary focus 

on the social organization of nurses’ knowledge. 

A Brief History of Neonatal Intensive Care Units 

Neonatology is a relatively young field with quickly advancing technologies and a 

constant introduction of new and experimental treatment modalities. Early neonatal 

intensive care began with the invention of the infant incubator in Europe in the middle 

1800s. Thereafter, the practice of neonatology captured more public awareness with 

displays of fragile, sick newborns housed in incubators at exhibitions in Great Britain, 

France, and America (Baker, 2000; Marshall-Baker, 2011). Dr. Martin Couney was 

credited with creating one of the first nursery-like settings, run by a “trained” nurse 

(Silverman, 1979). Neonatal nursing was not yet named as a specialty but public interest 

in the medical care of critically ill newborns piqued with the preterm birth and death of 

President Kennedy’s son in 1963 (Courtney & Barrington, 2007; J. Jones, 2004; Kamath, 

Macguire, McClure, Goldenberg, & Jobe, 2011). In the latter years of the 20th century 

neonatal care around the world was focused on standardizing treatments, improving 

practices and implementing new technologies as practitioners challenged the margins of 

infant viability and survival (Robertson, 2003a, 2003b, 2003c). Trials of new treatments 

were conducted under careful surveillance using medical science approaches. 



49 

In economically privileged countries, where neonatology was being developed, 

infant mortality and morbidity rates improved across gestational ages during these 

decades of breakthroughs in treatments (Robertson, 2003a, 2003b, 2003c). This is true in 

Canada where neonatal care has progressed rapidly, transforming medical and nursing 

practice. Such innovation requires ongoing planning and organization and re-organization 

of services for neonates provincially and nationally. Considering medical advances and 

expanding scope of neonatal care, nurses’ knowledge, skills, and competencies over the 

last century have also changed exponentially. 

Innumerable studies and commentaries examine the challenges, risks, and 

diagnoses related to a broader spectrum of babies (not only LPIs) requiring NICU 

services (Doyle, 2004; Engle et al., 2007; Forsythe & Allen, 2013; Gouyon, Iacobelli, 

Ferdynus, & Bonsante, 2012; Hallowell, Spatz, Hanlon, Rogowski, & Lake, 2014; 

Hendson, Reis, & Nicholas, 2015; Holditch-Davis & Black, 2003; Lee et al., 2000). Such 

research offers NICU care providers new knowledge and supports further research that is 

intended to inform practice and improve the health of fragile infants (Bassil et al., 2014; 

Bérard, Le Tiec, & De Vera, 2012; Heinonen et al., 2013; King, Gazmararian, & Shapiro-

Mendoza, 2014; Saigal & Doyle, 2008). 

The Discursive Organization of Neonatal Services 

Since the 1970s, neonatal care across the western world has been organized 

according to categories of neonates (Hossain et al., 2015; Neogi, Malhotra, Zodpey, & 

Mohan, 2012; Poets, 2014; Yu & Dunn, 2004). Neonatal care is generally divided into 

three levels of service: one, two, and three. Health care planners and providers organize 

service delivery to ensure that high-risk deliveries occur in tertiary hospitals (level three) 
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equipped with appropriate technologies and staffed with a myriad of neonatal specialists 

(Barfield et al., 2012; Fenton, Leslie, & Skeoch, 2004; Hossain et al., 2015). As with 

other acute conditions, specialized healthcare resources are centralized into tertiary care 

settings (Lasswell et al., 2010; Lorch, 2015; Yu & Dunn, 2004). Very sick newborns 

receive care in high acuity level three nurseries. Babies requiring less acute care remain 

in or are sent to smaller (regional) hospitals with Level 2 neonatal units. In these less 

acute nurseries, infants categorized as level one and two receive specialized, though less 

technological, care. 

Standardizing discourses and categories in neonatology. 

Paediatric experts and organizations14 have published position statements and 

recommendations for classifying levels of care and service for neonates of all gestations 

(Barfield et al., 2012; Green et al., 2005; Gruskin et al., 2008; March of Dimes, 

Partnership for Maternal Newborn & Child Health, Save the Children, & World Health 

Organization, 2012; Poets, 2014; Vieux et al., 2006). These documents15 are meant to 

establish common approaches to care and treatments for newborns experiencing health 

challenges. Built on scientific evidence, the American Academy of Paediatrics (AAP) 

and Canadian Paediatric Society’s (CPS) position statements strongly recommend use of 

common language to describe categories of newborns and propose that a unified 

approach be used to inform how neonatal units are designated and resourced (Barfield et 

                                                 

14 The Canadian Paediatric Society (CPS), American Academy of Pediatrics (AAP), and the World Health 

Organization (WHO) are seen as organizations with expert knowledge about newborn care. 
15 Born Too Soon, produced by WHO (March of Dimes et al., 2012), covers global issues related to preterm 

birth; Position Statements issues by the AAP and CPS address preterm health issues; and March of Dimes 

initiatives work to raise awareness of preterm birth and back research for prevention of preterm birth. 
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al., 2012; Stark & American Academy of Pediatrics Committee on Fetus and Newborn, 

2004; Yu & Dunn, 2004). The research driven evidence that AAP and CPS endorse 

informs neonatal practice and quality care that is expected to improve outcomes (Hossain 

et al., 2015; Lorch, 2015). The AAP, CPS, and the World Health Organization (WHO) do 

not dictate how and where neonatal services are provided. However, the position 

statements these influential organizations circulate provide an authoritative backdrop on 

which neonatal care is based. 

There are variations in how gestational age at birth is classified and how services 

are provided across jurisdictions even though there are numerous policy, position 

statements, and guidelines that are built on common goals, and are intended to establish 

standards for practice for neonatal care amongst health care providers (Hallsworth, 

Farrands, Oortwijn, & Hatziandreu; Hossain et al., 2015; Lorch, 2015; Poets, 2014; 

Rashidian et al., 2014; Roussak, 2014; H. E. Whyte & Jefferies, 2015). Standardization 

across regions is expected not only to direct better clinical practices, but are also 

developed to help hospital and governmental administrators objectively assess and 

manage services and allocate resources to NICUs (Lorch, 2015). Homogenous systems of 

NICU care, where there are consistent treatment protocols and procedures especially 

related to feeding, have been shown to reduce stress for parents. (Kirk, Alder, & King, 

2007; Lasby & Dressler-Mund, 2011; McCain, Gartside, Greenberg, & Lott, 2001; 

McClure, 2013; Swant & Fairchild, 2014; Viswanathan et al., 2014). The coordination of 

policies and practices can be difficult in areas where geography limits accessibility 

between centres and where different workplace cultures dominate practice. This is one of 

the problems contributing to the desired goal to organize consistent neonatal care across 
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jurisdictional boundaries (Hossain et al., 2015; Lorch, 2015; Neogi et al., 2012; Poets, 

2014; Rashidian et al., 2014; Samra et al., 2013). 

Neonatal levels of care, levels of service. 

As with other jurisdictions, neonatal services in Canada are organized into distinct 

levels of care: level one for basic (custodial) care of low risk infants (usually provided 

within Level 2 units)16, Level 2 for stable late preterm or moderately ill infants, and Level 

3 for very preterm and/or low birthweight neonates, and any infant with complex medical 

or surgical conditions (Barfield et al., 2012; Hallsworth et al.; Poets, 2014). The Level 2 

setting, especially for “stand-alone” units that do not have level three neonatal resources 

attached are equipped to manage the care of both stable and very sick infants. Here, 

critically ill and unstable infants are treated until they can be transferred to higher levels 

of care – as soon as possible. While health professionals in Level 3 units may also 

occasionally manage the care of relatively well newborns as well as convalescing preterm 

infants, critically ill infants, and the very preterm are the primary focus of Level 3 care 

(Hossain et al., 2015). These tertiary level units are equipped with advanced technologies 

and employ specialists and sub specialists who are readily available. Nursing staff are 

highly trained in caring for acutely ill patients with a multitude of potential and existing 

complications (Sherenian et al., 2013). 

Staffing ratios for nurses in high intensity Level 3 NICUs are theoretically set at 

two “stable” infants to one nurse, or one to one for unstable critically ill babies (Lasswell 

                                                 

16 Newborn and observational nurseries became obsolete as keeping mothers and their newborns together 

became a predominant philosophy in perinatal care. In contemporary neonatal care, babies who appear 

mildly unwell either stay with their mothers in single room maternity care settings, or are transferred to the 

NICU, if such services are available. 
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et al., 2010; Lorch, 2015; Vieux et al., 2006; Yu & Dunn, 2004). Level 2 units, 

commonly located in geographic regions distant from tertiary care centres cater to less 

critically ill infants who, nonetheless, need specialized medical and nursing care (Neogi 

et al., 2012). Babies admitted to Level 2 NICUs may be at risk for complications due to 

their birth history, prematurity, or unexpected health issues that can arise for any 

newborn, and may require medical and nursing intervention as a result. Staffing levels for 

Level 2 care are generally organized to have each nurse responsible for three to four 

infants depending on the condition and demands of the babies and the available staff. 

Depending on the infant’s health, babies classified as late preterm may be 

admitted to NICU or they may remain with their mothers in combined care within 

mother/babe perinatal settings (M. C. McCormick, Escobar, Zheng, & Richardson, 2006). 

Sometimes hospital policy mandates admission to nursery settings when an infant is 

below a specified gestational age, generally less than 36 weeks’ gestation (Boyle et al., 

2015). The location of the LPI’s birth (in rural, regional, or metropolitan centres) and 

care provider’s preferences can also be a factor in decisions about where an LPI will be 

admitted (M. C. McCormick et al., 2006; Samra et al., 2013). According to the literature, 

some of the ambiguity in regards to standards of care for LPI arises because LPIs tend to 

be physiologically well, requiring close observations with specialized (but low tech) 

medical or nursing intervention (Ananth, Friedman, & Gyamfi-Bannerman, 2013; M. C. 

McCormick et al., 2006; R. K. Whyte, 2012). Whether and where to admit LPIs is also a 

pragmatic feature of obstetrical services and care (Hossain et al., 2015; Lorch, 2015; M. 

C. McCormick et al., 2006). Women in late preterm labour tend not to be transferred to 

tertiary centres and LPIs are often delivered and cared for outside high intensity, tertiary 
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care centres where the focus is on high-risk pregnancies and critically ill infants (Neogi et 

al., 2012; H. E. Whyte & Jefferies, 2015). 

The Discursive Organization and Science of the Late Preterm Infant 

A large body of literature addresses the risks and complications linked to late 

preterm birth (Engle et al., 2007; Forsythe & Allen, 2013; Horgan, 2015; 

Ramachandrappa & Jain, 2009; Sahni & Polin, 2013); the epidemiology of late preterm 

birth (Ananth et al., 2013; Beck et al., 2010; Bérard et al., 2012; Engle et al., 2007; 

Goldenberg, Culhane, Iams, & Romero, 2008; Johnston et al., 2014; Tucker & McGuire, 

2004); and research that examines short and long term outcomes for late preterm infants 

(Bassil et al., 2014; Bérard et al., 2012; Boyle et al., 2015; Heinonen et al., 2013; 

Johnston et al., 2014; Mangham, Petrou, Doyle, Draper, & Marlow, 2009; Saigal & 

Doyle, 2008; Vohr, 2013). Evidence shows a significant proportion of early and late 

preterm infants are likely to need additional medical and nursing care during the neonatal 

period and into childhood (Bérard et al., 2012; Johnston et al., 2014; Mangham et al., 

2009; McLaurin, Hall, Jackson, Owens, & Mahadevia, 2009; Tomashek et al., 2007). 

Research indicates that 10% of babies born worldwide deliver prematurely; of 

these, 75% are LPIs born between 34 and 36 plus 6 days completed weeks of gestation17 

(Beck et al., 2010; Engle et al., 2007; Medoff Cooper et al., 2012; Saigal & Doyle, 2008; 

Shapiro-Mendoza & Lackritz, 2012; R. K. Whyte, 2010). The LPI has been constructed 

as an important public health concern because LPIs comprise the majority of preterm 

17 The definition of “late preterm” has been controversial, however consensus amongst international 

experts has led to an understanding that the late preterm period is between 34 weeks and 36 plus 6 days 

completed weeks of gestation (Darcy, 2009; Escobar, et al. 2005; Fanaroff, 2012). 
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births and are at risk for serious morbidities (Ananth et al., 2013; Engle et al., 2007; 

Forsythe & Allen, 2013; Gouyon et al., 2012; Ramachandrappa & Jain, 2009; Saigal & 

Doyle, 2008; Tomashek et al., 2007). The added medical and nursing care needed for 

LPIs over their lifetime is discussed as a significant economic burden for families and the 

health care system (Bassil et al., 2014; Bérard et al., 2012; Heinonen et al., 2013; 

Johnston et al., 2014; Mangham et al., 2009). 

LPIs may appear well developed and alert, seemingly big and robust like their 

full-term counterparts yet they are known to be “great imposters” (Horgan, 2015; Medoff 

Cooper et al., 2012; Munson, Saatkamp, & West, 2011). In other words, infants born in 

the late preterm period often give the impression they are mature enough to follow the 

same course of treatment as term infants because they often look no different than an 

infant born after 37 weeks. Because of their mature appearance, parents and care 

providers can be fooled into thinking LPIs are capable of establishing and sustaining 

regular feeding patterns; they assume these infants are able to maintain glucose, thermal 

and cardiovascular stability (Premji & Kenner, 2012; Shapiro-Mendoza & Lackritz, 

2012; Shapiro-Mendoza et al., 2006; R. K. Whyte, 2010), to clear bilirubin efficiently, 

and to resist infection like full term babies (Engle, 2011; Engle et al., 2007; Medoff 

Cooper et al., 2012). 

LPIs have three times higher mortality rates and at least a four times higher risk of 

childhood morbidity and disability than those infants born at full term gestation. Shapiro-

Mendoza and Lackritz (2012) noted that the late preterm death rate between 2006 and 

2008 in the United States was 7.1 per 1000 live births. In a Canadian study Kitsommart et 

al. (2009) reported that 8 per 1000 live LPI births are at risk of mortality. Furthermore, in 
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the first year of life more than 15% of LPIs are reportedly rehospitalized compared to 

only 8% of infants born after 37 weeks’ gestational age (McLaurin et al., 2009). During 

their first year of life and beyond, late preterm babies contribute to greater total health 

care costs than infants born at term (Baron, Erickson, Ahronovich, Baker, & Litman, 

2011; Bérard et al., 2012; Boyle, 2012; Boyle et al., 2015; Heinonen et al., 2013). What is 

clear from this body of research is that LPIs are a population of newborns that experience 

significant health impacts. It is worthwhile to monitor the duration of hospital stay for 

LPIs and to plan for their health care costs (Boyle et al., 2015; Vohr, 2013; R. K. Whyte, 

2012). However, to date, there is no research that investigates how the nursing care of 

“feeders and growers” (LPIs) is organized. Knowledge gained from this kind of research 

may shed new light on how to best support the care of these infants and their families. 

Nursing care of LPIs has been characterized as troubling and unpredictable within 

contemporary health settings that have been found to be routinely plagued with variable 

resources, time pressures, and inconsistent practices amongst health professionals and 

hospitals (Boyle et al., 2015; Escobar, Clark, & Greene, 2006; Fuchs & Gyamfi, 2008). 

Nurses in regional hospitals where resources are often variable, often have varying levels 

of competence and experience with LPIs.  

The Discursive Organization and Science of Feeding in Neonatal Care 

Feeding challenges with preterm babies is a topic of research and discussion that 

is far reaching across disciplines18 (Barone et al., 2013; Bernier et al., 2012; Corvaglia et 

                                                 

18 Disciplines included here are medical, speech-language therapy, nursing, respiratory therapy, 

occupational therapy, and so on. 
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al., 2014; L. R. Jones, 2012; Krishnamurthy, Gupta, Debnath, & Gomber, 2010; 

McClure, 2013; Shaker & Werner Woida, 2007). For more than a decade there has been a 

proliferation of studies and discussion papers showing the benefits of “cue-based” infant 

feeding. In cue-based feeding authors discuss the significance of closely observing 

infants’ behaviours in order to develop individualized approaches to feeding each unique 

infant (Alderdice et al., 2012; Arayici et al., 2014; C. Briere, Lucas, McGrath, Lussier, & 

Brownell, 2015; C. E. Briere, McGrath, Cong, & Cusson, 2014; DeMauro et al., 2011; L. 

R. Jones, 2012; Ludwig, 2007; McClure, 2013; Messer, 2016; Munson et al., 2011; 

Premji et al., 2004; Sables-Baus et al., 2013; Swant & Fairchild, 2014; Wellington & 

Perlman, 2015; White & Parnell, 2013). Despite that cue-based feeding is built upon 

individualized responses, there are standard features to the approach that underpin good 

feeding practices. Many NICUs now use evidence supporting cue-based or infant-led 

feeding to develop feeding guidelines and protocols that standardize feeding approaches 

and practices. These are tools for physicians and nurses to assess, direct, and produce 

ideal feeding experiences (Kish, 2014; Lasby & Dressler-Mund, 2011; McCain et al., 

2001; McClure, 2013; Premji et al., 2004). 

Feeding, nutrition and growth are inseparably linked and once airway, breathing, 

and circulation are stabilized, establishing an infant’s oral feeding skills (in a way that 

promotes physiologic growth) is a primary focus for doctors, nurses, and parents. 

Physical survival and sustained infant growth are critical precursors to neurodevelopment 

(Bache, Pizon, Jacobs, Vaillant, & Lecomte, 2014; Wellington & Perlman, 2015). 

Nurses’ work (in part) is to protect babies’ physical environment in order to create 

conditions for optimum development. An important focus of neonatal nursing is to 
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support babies to master independent, self-regulated feeding skills (Dodrill, Donovan, 

Cleghorn, McMahon, & Davies, 2008; Pridham et al., 2007; Shaker & Werner Woida, 

2007; Swant & Fairchild, 2014; Thoyre et al., 2005; Wellington & Perlman, 2015). 

Neonatal science shows that positive feeding experiences contribute to appropriate social, 

emotional, and cognitive development (Pridham et al., 2007; Sables-Baus et al., 2013; 

Thoyre et al., 2005). Nurses are taught that an infant’s feeding competence, the physical 

coordination of sucking, swallowing and breathing (SSB), and the social interaction 

involved with feeding is foundational (L. R. Jones, 2012; Shaker, 2013; Wellington & 

Perlman, 2015), not only during the neonatal period but also impacts the child’s future 

growth and development (DeMauro et al., 2011; Hayter et al., 2005; Kirk et al., 2007; 

Meier, Patel, Wright, & Engstrom, 2013; White & Parnell, 2013). 

Within this compelling discourse, nursing work with infants in the NICU is 

expected to focus, at least theoretically, on creating a physiologically and neurologically 

safe, nurturing environment for infants. It is presumed that a plan of care organized in 

relation to an infant’s gestational age at birth and their individual physical and 

neurological development will accomplish this environment (Kish, 2014). Nurses pay 

close attention to infants’ feeding cues among many other careful monitoring, 

intervention, and documenting responsibilities. Many LPIs require surveillance of their 

feeding behaviour. Some LPIs are capable of initiating and sustaining feeding skills and 

demonstrating feeding competency by consuming ordered milk quantities and gaining 

weight, while others do not have the maturity to self-moderate cues or the mechanics of 

SSB patterns (Munson et al., 2011). Nurses’ specialized knowledge of foetal and infant 

development helps them to predict and respond to each infant’s needs, in each unique 
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situation (Kish, 2014; Lasby & Dressler-Mund, 2011; Premji et al., 2004; Sables-Baus et 

al., 2013; Wellington & Perlman, 2015). Nurses’ capacity to make consistent 

observations of an infant’s subtle developmental cues and to respond within the brief 

interval of an infant’s readiness display is dependent on having knowledge, experience, 

and time. 

Feeding: Nourishment in the neonatal intensive care unit and the move to 

“cue-based.” 

Historically, very low birth weight babies received nourishment exclusively by 

intravenous fluid that contained the calories and nutrients needed for appropriate growth 

and development. In the 1990s, experts discovered that lengthy delays in activating an 

infant’s gastrointestinal system compromised their intestinal health (Ahrabi & Schanler, 

2013; Schanler et al., 1999). In addition, early oral stimulation (sucking) is essential to 

the development of normal feeding reflexes and when infants are not given sucking 

opportunities they are at risk for oral aversion, a condition that impairs eating into early 

childhood (Bingham, Ashikaga, & Abbasi, 2010; Dodrill et al., 2008; Nyqvist, 2008; 

Premji & Paes, 2000). There is a compelling body of new research that shows that infants 

who are not supported to establish competent SSB patterns develop short and long term 

complications that extended beyond their NICU stay (Bache et al., 2014; J. V. Browne & 

Ross, 2011; Dodrill et al., 2008; Krishnamurthy et al., 2010; Shaker & Werner Woida, 

2007; Wellington & Perlman, 2015). Complications from feeding intolerance and 

inadequate skill to take nutrition orally add to the overall health care costs of preterm 

infants (Anatolitou, 2012; Cong et al., 2016; Ganapathy, Hay, & Kim, 2012; Johnson, 

Patel, Bigger, Engstrom, & Meier, 2014; Kirk et al., 2007; J. M. McGrath, Braescu, & 
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Bodea, 2004; Nyqvist, 2013; Premji & Paes, 2000; Sables-Baus et al., 2013). These 

scientific findings emphasized the need to stimulate oral reflexes and to promote use of 

breastmilk to prime and protect the gut from potential damage (Bäckhed et al., 2015; Bar 

& Adesman, 2016; Lau, 2016). 

The primary goal for preterm babies in the NICU for several decades (1980s-

2000) focused on feeding babies by intravenous and/or gastric tube to ensure adequate 

nutrition. The importance of encouraging infant suckling or early oral feeding was not 

well understood until 10-15 years ago (Bache et al., 2014; J. M. McGrath et al., 2004). 

Preterm infants with immature lungs prior to this era were also intubated for long periods 

of time. It was thought that an infant who required intubation or non-invasive continuous 

positive airway pressure (CPAP) could not nipple feed until the infant was off all forms 

of ventilatory support and had developed effective SSB patterns. In order to minimize 

dependency on intravenous TPN for nutrition, intubated babies received milk by gavage 

tube (and still do) until they are able to nipple feed. More recently preterm infants 

requiring ventilatory support receive CPAP, a less invasive method of supporting lung 

development and breathing that is also thought to allow babies to learn how to suck and 

swallow small quantities of milk (Pelligra, Abdellatif, & Lee, 2008). 

The priority in the NICU tends to be focused on establishing consistent weight 

gain and adequate intake by mouth in order to discharge babies home expeditiously 

(Kish, 2013, 2014). However, for infants who were ventilated and/or critically ill for long 

periods the introduction of nipple feeding was delayed and babies missed the opportunity 

to gradually develop feeding skill. Based on current neonatal feeding science, feeding 

competency by nipple (breast or bottle) is valued as much as progressive weight gain. As 
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well, the feeding science supports that establishing feeding competency is more important 

than reducing length of NICU stay, particularly for infants who are at risk of 

experiencing issues with growth and neurological development later into childhood 

(Celik, Demirel, Canpolat, & Dilmen, 2013; Forsythe & Allen, 2013; Hallowell & Spatz, 

2012; R. K. Whyte, 2012). 

Predicting the gestational age when preterm infants have the physiological and 

neurological maturity to competently SSB and show hunger cues has been debated. Initial 

research suggested that 33-34 weeks’ gestation was the optimum gestation to introduce 

oral stimulation (Mizuno & Ueda, 2003), while more recent research claims that infants 

as young as 29-30 weeks are capable of “nuzzling”19 at the breast without compromising 

their wellbeing (Nyqvist, 1999, 2008, 2013). Determining the optimum gestational age to 

begin to practice and then to establish SSB patterns is important because there is research 

that shows that babies who are nipple-fed (especially by bottle) before they reach 

adequate maturity run the risk of increased stress and decreased physiologic stability 

(Mizuno & Ueda, 2003; Ross & Browne, 2002; Sables-Baus et al., 2013; Schanler et al., 

1999). Not paying careful attention to each infant’s specific cues while developing 

feeding skills may affect feeding tolerance, weight gain, and long term success with oral 

feeding and neurodevelopment (Medoff-Cooper, 2005; Mizuno & Ueda, 2003; Shaker & 

Werner Woida, 2007; Thoyre et al., 2005). 

                                                 

19 An infant nuzzling at their mother’s breast at younger gestations is not likely to have to strength and 

endurance to SSB and take in large volumes of milk but they may suckle enough to stimulate the mother’s 

milk supply while at the same time taking in drops of breastmilk. 
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Cue-based feeding. 

 “Cue-based” or “infant directed/led” feeding is a practice that has resulted in 

widely adopted protocols and guidelines across NICU settings (Kish, 2014; Lasby & 

Dressler-Mund, 2011; McCain et al., 2001; McClure, 2013; Premji et al., 2004; 

Viswanathan et al., 2014). This approach to feeding involves “an infant giving cues using 

physiological signals, as well as motor and state systems (neurobehavioral maturation), to 

let caregivers know when to offer non-nutritive and nutritive oral feeding experiences” 

(Sables-Baus et al., 2013). Researchers from various disciplines have tied together the 

neurodevelopmental, physiological, and pragmatic aspects of feeding practices and 

produced evidence that preterm infants demonstrate subtle signals that they are ready to 

engage on oral stimulation, indicators that are important to developing individualized 

plans of care (Bingham et al., 2010; Crowe, Chang, & Wallace, 2012; Dodrill et al., 

2008; Fucile et al., 2012; Mizuno & Ueda, 2003; Pridham et al., 2007). Cue-based 

feeding that is contingent on the observations of astute care providers reportedly 

optimizes the developmental maturation of preterm and sick infants admitted to NICU 

(Kish, 2013; Sables-Baus et al., 2013; Shaker, 2013). “Cue based” nipple feeding is a 

complicated process that is co-regulated between the caregiver and infant, according to 

current research (Sables-Baus et al., 2013; Shaker, 2013; Swant & Fairchild, 2014). In the 

NICU, ideally nurses’ work is to mimic this intimate co-regulation in the absence of the 

mother. 

The development of oral feeding reflexes and skill generally follows predictable 

patterns of neurological and physiological development such that the introduction of 

feeding activities can be planned according to expected neurodevelopmental milestones 
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(L. R. Jones, 2012; Kish, 2014; Premji et al., 2004; White & Parnell, 2013). Infants’ 

medical condition, individual developmental maturation, and trajectory of recovery can 

affect an infant’s progress with oral feeding. Studies show that feeding is a 

developmental task attained through practice in a closely monitored environment 

conducive to individualized attention that allows for babies’ feeding skills to be assessed 

and developed (McNeil, 2008; Wellington & Perlman, 2015). 

There is a published discourse that offers examples of protocols that direct how 

feeding is to be done (Kish, 2014; Lasby & Dressler-Mund, 2011; McCain et al., 2001; 

McClure, 2013; Premji et al., 2004; Viswanathan et al., 2014). The healthcare providers’ 

technical knowledge about how to proceed with feeding a neonate is the focus of the 

current “translation” of feeding science into practice. There has been minimal research 

addressing how nurses’ evidence based feeding work is socially organized beyond the 

procedural knowledge described here and in the prevailing literature. 

The Science of Nutritive and Non-nutritive Sucking: The Evolution of Feeding in 

the Neonatal Intensive Care Unit 

Feeding readiness is defined in two ways: 1) infants present the physiologic 

maturity, to demonstrate they can manage their oral secretions and can tolerate periods of 

non-nutritive sucking; and 2) they show feeding readiness indicators or characteristics 

such as alertness, physiologically stable status, and signs of hunger that lead to the 

introduction of nutritive sucking (Bingham, Ashikaga, & Abbasi, 2011; C. E. Briere et 

al., 2014; L. R. Jones, 2012). An infant’s physiologic stability and readiness for oral 

feeding is evident in the infant’s endurance and stable autonomic regulation, as well as 

the capacity to manage oral secretions (Shaker, 2013; Swant & Fairchild, 2014; White & 
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Parnell, 2013). An infant who has erratic movements (signs of neurological immaturity) 

and whose physiology is unstable, consumes additional calories and oxygen and effective 

growth is slowed. As well, babies who are disengaged from feeding but who are 

“pushed” to suckle must work harder to maintain physiological equilibrium and 

consequently are unable to attain normal growth patterns (Shaker, 2013; Swant & 

Fairchild, 2014; White & Parnell, 2013). Such babies will “check out” and be unable to 

respond to stimuli such as touch or nipple feeding (Fucile et al., 2012; Shaker, 2013) and 

attain competent nutritive sucking. 

Gavaging as a feeding practice. 

In the NICU, gavage feedings are started soon after birth and may even be used to 

augment total parenteral nutrition in sick and preterm infants. The physiological rationale 

is to introduce early milk to coat and protect the gut, even when nutritive sucking is not 

possible (Premji & Chessell, 2003; Rojahn & Lindgren, 2001; Schanler et al., 1999). 

There are several options when it comes to tube feeding babies in the NICU, intermittent 

(bolus), semicontinuous, and continuous milk infusion (Rövekamp-Abels et al., 2015; 

Schanler et al., 1999). For many years’ common practice was to let the feed drip in by 

gravity as a ‘bolus’, usually over 20 to 30 minutes. As pump technologies have become 

prevalent in the NICU, feeding pumps have become the norm and continuous (as opposed 

to “bolus”) pump feeds have become the conventional mode of milk delivery by gavage 

tube (Macagno & Demarini, 1994; Rövekamp-Abels et al., 2015). 

The benefits of intermittent versus bolus gavage feedings are debated in the 

literature. A Cochrane systematic review of five studies (Premji & Chessell, 2011) 
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examined the outcomes for infants receiving continuous20 pump feeds and intermittent 

gavage feeding. The review reported that there are inadequate well designed studies that 

examine or produce medical evidence to support clear advantages of one method of 

gavaging over another: gravity feeds, continuous, or long duration feeds given by syringe 

pump. Kaminski, Clancy, and Steward (2014) and Sherrow et al. (2014a) published 

research findings that indicated that the practice of continuous feeds resulted in no 

difference in the time for infants to achieve full oral feeds, no reduction in their pace of 

growth, and no increase in rates of NEC. In addition, there is scant evidence to support 

the assertion that either gravity gavage or continuous feeds reduce the incidence of reflux 

(Sherrow et al., 2014b). While gravity, drip feeds (not using a pump) are preferable for 

small volumes and when feeds are increasing very gradually, there is little documented 

evidence to suggest that delivering milk by syringe pump continuously or giving 

intermittent feeds more slowly improves outcomes for fragile babies (Rövekamp-Abels et 

al., 2015).  

Two studies, the first undertaken by Malcolm, Smith, Mears, Goldberg, and 

Cotten (2009) and the second by Mizumoto et al. (2013) found that intermittent feeding, 

whether by pump or gravity, produces more natural, cyclical bursts of hormone secretion 

in the stomach and pancreas that are thought to improve digestion and promote glycemic 

stability in the infant. These physiological responses are reportedly inhibited in 

continuous feeds (Rövekamp-Abels et al., 2015). Other experts speculate that there are 

                                                 

20 Continuous means feeds given by a syringe pump by a continuous infusion, while intermittent feeding in 

the reported studies was defined as milk infused by gravity over 15 to 40 minutes and then stopped thus 

creating a long interval between the end of one feeding session and the beginning of the next. 
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few complications with continuous feeding (Dani, Pratesi, & Barp, 2013; J. A. Dawson, 

Summan, Badawi, & Foster, 2012). In fact, there is some evidence that continuously 

infused milk may minimize the incidence of apnoea, bradycardia, and desaturation in 

babies receiving them (Malcolm et al., 2009). There is evidence that weight gain and 

length of hospital stay for very low birth weight infants are not affected by either 

intermittent or continuous gavage feeds (Rövekamp-Abels et al., 2015). However, some 

researchers disagree and recommend that the only babies who should be placed on 

continuous feeds are infants who do not tolerate intermittent gavage, those with severe 

respiratory disease, or babies with poor gastric emptying (J. A. Dawson et al., 2012). 

Despite this debate, continuous gastric gavage feeds via pump have become a 

common practice in NICU over the past two decades. This is likely a trend that has been 

adopted to secure weight gain, to increase feeding tolerance by reducing reflux and 

promote gastric emptying, and to decrease or prevent the incidence of NEC (Kaminski et 

al., 2014; Viswanathan et al., 2014). There is no definitive evidence to support that 

continuous feeding decreases the incidence of NEC in preterm infants. Researchers have 

noted that the risk of NEC is reduced in infants whose guts are primed with human milk 

within days of their birth, and in babies who are given the opportunity to develop SSB 

and other oral feeding skills gradually (Dodrill et al., 2008). Non-nutritive sucking and 

oral immune therapy (OIT)21 for preterm infants are important treatments known to 

                                                 

21 Oral immune therapy (OIT) is a technique whereby drops of fresh expressed breast milk are given to 

babies via a soother or a cotton swab. The intention is to prime the gut with the protective properties of 

EBM before nutritive sucking opportunities are introduced as infants mature. 
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reduce the incidence of NEC and complications related to oral aversion (Ahrabi & 

Schanler, 2013; Fugate, Hernandez, Ashmeade, Miladinovic, & Spatz, 2015; Kish, 2014). 

There is a gap in the literature related to the benefits of pump versus hand held 

gavaging. As well, there have been no studies investigating the impact that current 

gavaging practices may have on the concurrent trend towards infant directed, cue based 

infant feeding. This review of the literature related to gavage feeding supports the 

research findings that bring to light the tensions around cue-based feeding and how 

‘gavaging’ seems to be quite separate from cue-based feeding strategies and other feeding 

activities in frontline nursing care. 

Standardization: The Discursive Practices of “Evidence,” Quality and Safety, and 

Healthcare Technologies 

Evidence. 

Neonatal science is framed within the evidence discourse and with the goal of 

improving outcomes for infants and families through proven, evidence-based strategies 

and treatments that become exemplars for practice. “Standards” of care are ubiquitous in 

healthcare settings and are introduced in the form of practice protocols, guidelines, 

pathways, and policies designed to streamline approaches and reduce the cost of patient 

care (Kinsman, Rotter, James, Snow, & Willis, 2010; Morris, 2003; Reinke, 2012; 

Rycroft‐Malone, Fontenla, Bick, & Seers, 2008). Contemporary healthcare relies on 

certain forms of evidence to shape and direct safe and efficient care for patients. 

Evidence, assembled through medical (physiological focus with RCTs) and social science 

(parental preference and so forth) research, is used to homogenize treatment approaches 

and regulate practice. 
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Although EBP and QI are closely linked and contribute to how standards of care 

are provided in healthcare (Esain, Williams, Gakhal, Caley, & Cooke, 2012) (Allen, 

2016; Lachman, Jayadev, & Rahi, 2014; V. Shah, Warre, & Lee, 2013), the difference 

between EBP and QI lies in their underlying approaches. EBP relies on: rigorous research 

related to specific questions, finding evidence related to the query, assessing the 

evidence, applying the evidence to practice, and finally assessing the results (Greenhalgh, 

Howick, & Maskrey, 2014; Seidl & Newhouse, 2012; Timmermans & Berg, 2010). 

Essentially, EBP methodologies are aimed at problem solving whereas QI initiatives 

focus on a systematic approach to improving processes or outcomes using timed cycles of 

implementation, action, and evaluation (Chrupcala, Edwards, & Spatz, 2015; Esain et al., 

2012; Fanaroff, 2014; Greenhalgh et al., 2014). 

There is a small body of literature that addresses the difficulties with bridging 

“evidence” and practices thought to produce “quality health care” with the delivery and 

actualities of patient care (Melnyk & Gallagher‐Ford, 2014; Timmermans & Berg, 2010; 

Zuiderent-Jerak, 2007). The EBP movement was keenly supported in the medical 

community 20 years ago. Researchers critical of the movement suggest that EBP remains 

ideologically hooked into the notion that scientific, empirically grounded knowledge can 

be inserted into clinical practice and will produce safe, more consistent, efficient, and 

cost effective patient care (Greenhalgh et al., 2014; Timmermans & Berg, 2010; 

Timmermans & Epstein, 2010). Mitchell (2013) examined the ideology of “evidence” 

and the problems that EBP creates for nurses. The author suggests that nurses have a role 

in providing safe, clinical care, but raises questions about how EBP arises in practice and 

whether or not EBP is an organizational or individual responsibility (Mitchell, 2013). 
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New public management. 

In the era of work intensification brought on by the influence of new public 

management22 (NPM) nurses are more accountable for the effectiveness of care; in the 

auditing of nurses’ care their work is made quantifiable and thus “visible” (Willis et al., 

2015). A model of NPM in healthcare organizes work into disparate tasks and within the 

growing systems of electronic records and systems of accountability; it is a system that 

allows for audit and monitoring of peoples’ actions in order to manage real and potential 

risk (Willis et al., 2015). The EBM tracking system, medication administration records 

and libraries, and the glucometer monitoring machines are several examples of processes 

that contribute to the NPM with built in circuits of accountability. to monitor and manage 

clinical practice. 

A discursive framing of quality improvement. 

The quality and safety in healthcare discourse has seen a crescendo in recent years 

as the evidence-based movement lost momentum (Lyle-Edrosolo & Waxman, 2016; 

Seidl & Newhouse, 2012). Some suggest that the lack of success was due to wide 

variations in EBP implementation, distorted perceptions of what qualified as evidence, a 

rigid approach to using care pathways and algorithms that did not account for individual 

patients or multiple morbidities, and a shift in healthcare from its focus on treatment of 

disease to risk management (Greenhalgh et al., 2014). These issues have opened the way 

for QI initiatives to take centre stage in the evidence/quality discourse. 

22 New public management refers to the reorganization of the public sector that involves the levying of 

managerial authority that are fashioned on the premises of those found in private enterprise or a business 

model of organization (Griffith & Smith, 2014) 



70 

 

Lee et al. (2015) reported that the Evidence-based Practice for Improving Quality 

(EPIQ) method of QI has had a greater influence on improved outcomes in NICUs that 

had participated in EPIQ and its QI training and practice change guidelines than those 

NICUs that were not part of the EPIQ process  (Lee, Aziz, Singhal, Cronin, & Canadian 

Neonatal Network, 2015). Changes were reportedly sustained though cycles of 

implemented change demonstrating the continuous quality improvement strategies are 

essential to sustaining practice improvements. Many researchers support a system of 

continuous quality improvement, suggesting not only changes in overall outcomes, but 

also added organizational learning, continued knowledge development, and reduced 

healthcare costs (Esain et al., 2012; Lawless, 2016; P. S. Shah et al., 2014; V. Shah et al., 

2013). 

QI projects are commonplace in the NICU. The knowledge integrated into nursing 

practice from QI initiatives is far reaching, involving ventilation techniques, reducing 

infection, infant-driven feeding, improving outcomes for intraventricular haemorrhage, 

safe management of medications, handling of EBM, to name only a few topics found in 

the literature (Barber, 2013; Bowen, Callander, Richards, Lindrea, & Sepsis Prevention in 

NICUs Group, 2016; Brock et al., 2015; Chrupcala et al., 2015; Davidson, Hinton, Ryan‐

Wenger, & Jadcherla, 2013; Ellsbury, 2012; Fanaroff, 2014; Jadcherla et al., 2015; 

Lachman et al., 2014; Lee et al., 2015; V. Shah et al., 2013; Watley, 2006). The goal of 

QI is to identify areas of practice that need change, to establish care that will reliably lead 

to better outcomes, and that can be adapted to fit the needs of individual patients 

(Lachman et al., 2014). The question remains if this is a lofty goal or if it is even 

achievable (Lavery, 2016; Lyle-Edrosolo & Waxman, 2016; Seidl & Newhouse, 2012). 
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Technologies23. 

The organization of neonatal care is underpinned by the logic of order and 

governance built into technology and textual frameworks that establish and provide 

standardized directions for decision making in practice and across institutions. In the 

NICU these logics are the textual and discursive coordination of work (DeVault, 2006). 

They can be seen in each policy, protocol, guideline, and activity that nurses do. The 

textual governance assumes that each infant, each assessment, each intervention can be 

directed and supported in isolation of the multitude of other things that are going on. 

Nurses’ work is characteristically unpredictable and changeable (Allen, 2015; Potter et 

al., 2005). Over a shift of work in the NICU there are some activities that have a sense of 

routine or rhythm: the timing of infant assessments and scheduled feeding for example. 

However, there are many work processes that are loosely organized and determined by 

structures external to nurses and where they are. While nurses have some predictability 

about their work, the inherent nature of the bodily care of infants and the concurrent work 

with parents has a sense of orderly disorder. Managerial technologies have a logic that 

attempts to put order into a complex system by providing “solutions” to problems and by 

doing so often produce competing demands that care providers mediate with considerable 

agility (Reay & Hinings, 2009; Star & Lampland, 2009; Timmermans & Epstein, 2010; 

Willis et al., 2015). 

                                                 

23 Technologies may include electronic equipment such as IV pumps, drug libraries integrated in those 

pumps, feeding pumps electronic health records (EHRs) and computer information systems (CIS), 

electronic barcoding systems, ventilators, and so on. 
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Standardized practices and treatments are expected to enhance safety in the 

delivery of patient care. For example, in the NICU barcoded identification systems are 

used for medications and expressed breastmilk (EBM) delivery (Watley, 2006; Zeilhofer, 

Frey, Zandee, & Bernet, 2009). Standardized intravenous (IV) medication libraries that 

direct stepwise, standardized, IV medication practices have been approved at national 

levels by medication and drug delivery experts. The directions and safety stops embedded 

in the electronic drug libraries of modern IV pumps are based on rigorous drug research. 

The purpose of the library is to reduce the risk (and cost to the healthcare system and 

patient) of error when handling and administering medications (Cummings & McGowan, 

2011). Both the barcoded EBM and medication technologies have systems for 

surveillance and accountability incorporated into the software. Similarly, password 

protected technologies such as the EHR and the blood glucose monitoring technology can 

be used to track healthcare providers’ correct use and access to the systems. This 

provides a method of audit, evaluation and feedback for staff to ensure scrupulous 

attention to safe delivery of high risk products, to enhance patient safety, and to monitor 

compliance (Fleischman, 2013; Leong, 2011; Scanlon, 2012; Vitoux, Lehr, & Chang, 

2015). 

The EHR is a form of standardization designed for documenting treatments and 

care, data collection for organizational purposes, homogenizing terminology, and creating 

uniform medical and nursing patterns of activity across disciplines, healthcare sites, and 

jurisdictions (DeRienzo, Lenfestey, Horvath, Goldberg, & Ferranti, 2014; K. A. 

McCormick et al., 2015; Topaz, Radhakrishnan, Masterson, & Bowles, 2012). In 

contemporary healthcare settings technologies are viewed as essential tools to carry out 
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the practicalities of patient care. This is especially true in the high tech NICU settings. 

However, there are also researchers who question the imposition technologies have on 

the relational, human side of patient care (Almerud-Österberg, 2010; Almerud, Alapack, 

Fridlund, & Ekebergh, 2008; Price, 2013; Tunlind, Granström, & Engström, 2014; van 

Manen, 2015). These authors suggest that the veiled effects of technology in the 

healthcare are barriers to human touch and communication that are critical to patient 

well-being. Research focused specifically on nurses and technologies suggests that nurses 

have greater trust in technology than in their own assessments and knowledge of the 

patient (M. Browne & Cook, 2011; McAlearney et al., 2007; Tunlind et al., 2014). As 

well, in regards to nurses there is some literature asserting that activities involving 

technology are more stimulating for nurses and may take on greater importance than 

other aspects of patient care (Alasad, 2002; Almerud et al., 2008; M. Browne & Cook, 

2011; Marck, 2000; M. McGrath, 2008). 

Summary 

This chapter pulls together a variety of discourses (medical science, health 

services science, social science, nursing science) to provide a background into the social 

organization of neonatal nurses’ work. Within these disciplinary discourses the review 

focused on specific discussions related to the organization of neonatal care – including 

the organizing category of the LPI, contemporary feeding science, the evidence 

movement, healthcare technology and quality and safety. These foci were informed by 

the data and the analysis. This stance to the literature review is congruent with the IE 

approach. It is part of the necessary process to explicate nurses’ work practices and to 

discover how these practices are coordinated by a body of scientific, theoretical 
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(abstracted) knowledge that coordinates and informs institutional and individual 

initiatives and processes. Although the scholarship and research related to NICUs and 

neonates has been organized under “topical” headings, discursively, the subjects and 

topics overlap, each topic of scientific expertise in neonatal care contributes to the diverse 

practices of knowledge that inform what goes on in a Level 2 NICU. 

The literature related to LPIs and feeding science, cue based feeding and practices 

of gavaging directed the most intensive searching and reading to inform this IE research 

as feeding preterm and fragile infants was brought to the forefront in the ethnographic 

observations. Again, this interest arose directly out of the ethnographic observations and 

textual analysis that revealed that somehow “feeding” and “gavaging” have been 

separated inside NICU nurses’ knowledge practices. In my experience and as revealed in 

the data when nurses or mothers move from physically touching an infant during a 

feeding session and proceed to finishing the feed by gavage tube using a syringe pump, 

even though the feed is not finished infusing nurses leave the bedside to do other 

activities as if the feeding session is complete. Little is written about this phenomenon. 

This literature review is by no means an exhaustive exploration of research and 

commentaries available on these topics. However, it does set a foundation for the analysis 

and discussion in the remainder of this dissertation. 
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Chapter 4: An Ethnographic Account of Nurses’ Feeding Work 

This chapter sets the stage for the IE inquiry. I begin with a broad description of 

the NICU setting and an overview of how the NICU staffing is organized to address the 

unpredictability of nurses’ everyday work. This chapter eventually draws attention into a 

specific situation of Karen and her work with three infants in her care and Megan who 

navigates staffing concerns when sudden changes happen in her work day. Through 

Karen’s account the reader is shown how feeding is a hub of activity that happens within 

the scaffolding of work disruptions that sometimes move Karen’s attention away from 

her patients. In Figure 1, Karen and the other research informants are the small heroes 

and their work is where the investigation begins. Karen’s day of work is described in 

detail, with an emphasis on feeding practices as they track into the textual technologies 

and discourses discovered as the analysis begins. These empirical accounts are critical in 

an IE study as they are the foundation of early analysis. From here the researcher looks 

for clues linking into the institutional and textual analysis that will follow in the 

remaining chapters of the dissertation. Descriptions of Karen’s moment-to-moment 

activities are augmented by empirical accounts of the educational and managerial 

practices that link into and out of participants’ work in this setting. The analytic work in 

this chapter shows traces of extralocal coordination that are foundational to the overall 

analysis. 
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Setting the Stage: Seeing the Organization of Nurses’ Work 

Karen and Megan24 are two key informants whose work I observed and followed 

with interviews and whose accounts are used extensively in this chapter. Karen is an 

experienced neonatal nurse. She spent most of her career working in level three NICUs, 

but recently began working in the Level 2 setting where this research was conducted. 

Megan is also a very experienced nurse and has spent many years in the Level 2 nursery. 

While Megan is occasionally assigned to the care of babies, her role is usually as a charge 

nurse. Other nurses whom I refer to include Jenn, Maya, and Fiona. Jenn has worked as a 

NICU nurse for about five years since graduating from university; Fiona is also relatively 

new to neonatal nursing and works primarily in level three NICUs. Maya is a very 

experienced Level 2 NICU nurse who has worked with charge nurse Megan for many 

years. Data from the accounts of these nurses will be presented throughout this 

dissertation and augmented by data from my own experiences and data collected from 

extralocal informants. 

The Organization of neonatal intensive care unit, nursing priorities, and 

changing needs and priorities. 

Staffing for nurses on each shift in a level two NICU is generally set at a 

nurse/patient ratio of 1:3. Megan described the situation in her Level 2 unit,  

because of the assumed lower acuity of the infants here compared to the 

level three unit in our region, the ratio is usually 1:3 and sometimes 1:4 

                                                 

24 All participant names used in this dissertation are pseudonyms, including Karen, Megan, Fiona, Jenn, 

Maya, and Lucy. The names of babies are also fictitious: Samera, Colin, Sophia, Sam, and Iris. 
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depending on the unit acuity, or if we get something unexpected going 

on…like a sick admission or a baby going bad.  

In my experience working in a variety of NICUs, the nurse to infant ratio on any single 

shift may fluctuate depending on available staff; that is, the number of infants a nurse is 

assigned may be dependent on sick calls, availability of replacement personnel, 

scheduled staff vacation days, number of casual and part-time staff on the call list, and 

the expertise of the nurses who are scheduled to work. Megan spoke of numerous 

occasions when nurses have handed over their assignments to colleagues to focus 1:1 on 

a critically ill infant or to help another nurse admit and stabilize a newly born, unstable 

infant. Megan explained that sometimes nurses can be delegated to the temporary care of 

additional patients when their colleague must turn their attention to an infant whose 

condition is deteriorating. Megan went on to say: “they absorb the assignments of their 

colleagues as best they can until extra staff are called in, to balance out the workload.” 

The episodic, unpredictable nature of NICU work within necessarily limited resources, 

means that patients’ needs are juggled within other demands that require nurses to 

constantly adapt and change their plans for the infants they are assigned to. 

Unit managers also discussed their responsibilities in relation to the constantly 

changing staffing needs. They described situations where the “acuity and census went 

up,” but they also stated that a baseline number of staff is predicated on being flexible 

enough to cover these kinds of situations. Patient Care Coordinator (PCC) Lyn, stated: 

“we are never ‘short’…we have a built-in buffer. Our ‘admission’ and ‘resuscitation’ 

nurses take lighter assignments so they can take the new babies. The charge nurse is not 

supposed to have an assignment, at least not on day shifts.” While there may be a built-in 
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cushion designed to absorb increasing needs or sudden fluctuations, Megan expressed 

concern that “nurses don’t always come in, even when mandatory overtime is declared.” 

In addition, Megan explained that at night when the unit “gets crazy” staffing clerks are 

not available to call for staff so the nurses will just “do what they have to do until the 

morning crew comes in.” 

Nurses manage the immediate needs of patients in times of crisis, triaging and 

prioritizing from moment to moment. However, in the moments that Megan describes, 

the extra workload may mean that babies do not get fed as ordered, or short cuts are 

taken--nurses judge the infant’s needs to ensure babies are safe as possible—usually 

responding only to critically necessary interventions. PCC Lyn’s statement that “the unit 

does not run short” indicates that there is always sufficient staff coverage to 

accommodate the variability and unpredictability inherent in NICU setting. However, 

Lyn’s assertion does not match Megan’s account of the days when unpredictable events 

happen, nor does it align with what informants’ show is knowledge of their work. 

Nonetheless, nurses’ knowledge and how they work in times of high demand is overlaid 

by their manager’s assurance that staffing levels are adequate for providing safe care. 

Discontinuities, Tensions, and Unpredictability of Nurses’ Work 

Megan described how, as a charge nurse, she is aware of the delicate balance of 

organizing patient assignments and staffing in the unit. Rapidly changing conditions, 

such as those Megan described, are complicated by the varied experience and education 

levels of nursing staff. In her role as a charge nurse Megan described how the “official” 

process would work when the unit acuity increases because a baby suddenly becomes 

very sick or a new admission has come in. She would consult with her unit manager; 
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together they would decide on the safest assignments and nurse/infant ratios for that shift, 

contingent on both patient acuity and staff availability. Charge nurses’ decisions are 

guided by endorsed policies that are similar across NICU settings: to provide family 

centred care that will promote the best possible physical and neurodevelopment outcomes 

for NICU patients in as short a time as possible. I observed how as the unit needs 

changed, Megan spoke with the manager and they made a collaborative decision about 

how to shift nurses around to make sure all babies received appropriate care. 

While the managerial process for staffing allows for safe coverage from the 

perspective of policy, actual nurses’ experiences of providing care holds tension and 

contradiction. Such strain is evident in informants’ stories that unfold in this chapter. The 

account of Karen and the three babies she is assigned is described to provide a backdrop 

for nurses’ everyday activities of assessing and feeding fragile infants. What is shown in 

the description of Karen’s work builds on the discontinuities and unpredictability 

illustrated in her work and made visible in Megan’s account of safely staffing and caring 

for any infant admitted to their NICU. The work Megan and Karen do is nuanced, 

complex, and yet ordinary in the routineness of the things getting done. 

Karen and Her Babies--Keeping Track of it All 

Beginning at the start of a nurses’ day. 

The workday begins for nursing staff in the NICU at 0700. After leaving coats 

and bags in the lunchroom, nurses head to the main desk to find the patient assignment 

sheet. The unit has 5 sections called “pods”; the name of each pod is noted at the top of 

each box on the assignment sheet. The names of nurses assigned to each area of the 

nursery are recorded in the box along with the names of their assigned babies. Some 
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nurses read the assignment sheet and write the names of their patients on a scrap of paper 

taken from a pile of note papers on the desk near the unit clerk’s area; others do not. 

Karen, who I was following for the day, described the layout of the unit while we 

scrubbed our hands at the communal sink. We proceeded to our assigned area to find the 

babies Karen would be looking after and the nurse(s) who had been caring for them 

during the night. Karen listened to report from one nurse who had two of the babies and 

made notes on her scrap paper. A different nurse had cared for her other patient so Karen 

had to wait for a few minutes while the nurse completed hand-over with Karen’s 

colleague. Karen looked at each infant as she received report to see if they were sleeping 

or wakeful. Her quick visual assessment of her patients during hand-over gave Karen an 

opportunity to prioritize her initial activities. 

I remember when I was working regularly at the bedside doing a similar on-the-

fly appraisal of my assignment. Based on what I saw I would decide what absolutely 

needed to be accomplished first. For me, if infants were settled and sleeping I could get to 

checking orders and other necessary paperwork, and the seemingly mundane task of 

planning the timing of patient care and preparing milk for the first feeds. Such activities 

are standard in the everyday work of caring for patients. As I watched Karen and listened 

to her talk about how she anticipated the needs of her patients, it was apparent that she 

had vast knowledge of fragile infants and what each patient required of her. Although 

seemingly unremarkable, the patient care Karen was about to undertake required layers of 

planning and coordination to ensure feedings and medications were given safely and 

other nursing activities not involving bodily care of her patients were woven into her day. 
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Scaffolding tasks and processes. 

After the night shift nurses left, Karen looked at her notes. Karen glossed over the 

infants’ diagnoses without describing what she knew about their medical conditions and 

moved on to the focus of her nursing work. She recounted to me the infants’ feeding and 

critical medication times; she was organizing her morning and planning for when the 

feeds were to take place and when medications were due. At this point Karen was also 

considering the many other tasks she knew would have to fit in around these central 

activities. Karen would need to check orders and complete forms in the EHR, clean 

patient care areas, mix milk for feeds and set them in the bedside warming devices in 

preparation for feeding, chart on the paper chart, do head to toe assessments, record vital 

signs, manage the ongoing monitoring of babies’ status, and so on. 

Karen tentatively set feeding times and noted times for giving medications to each 

infant. Samera had last been fed at 0500. As a baby needing to be fed every three hours 

Samera was due to be fed at 0800, followed by Sofia at 0830, and Colin at 0900. 

Antibiotics were also due to be given to Sofia at 0900 and 0930. Karen organized her 

care with each infant so that feeds would be given neither too early nor too late. 

Furthermore, she explained that she was considering starting Sophia’s 0900 intravenous 

antibiotic a little early so that she could “get to Colin by 0900” but she also had to take 

heed that she needed to do a full assessment on each infant prior to feeding them. In 

addition, Karen was thinking about the coffee break she had been assigned and how she 

might fit that in, between feeding babies and the medication checking process that was 

currently “taking up a lot of nursing time.” 

During report, all 3 babies were sleeping. Karen checked to ensure their 
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cardiorespiratory monitors were reading heart and respiratory rates, and oxygen 

saturations were within expected parameters and that the alarms were active. Comfortable 

that none of her patients would require her immediate attention, Karen went to baby 

Samera’s bedside, pulled a cleaning cloth from the bin, and began wiping all the surfaces 

of the bedside down. She did the same for each infant’s bedside area. Karen also checked 

the emergency resuscitation equipment at the bedside of each of her assigned patients as 

she cleaned. Once the cleaning was completed Karen turned her attention to Samera’s 

physical care. Karen stated that the “first morning care always takes a bit more time” 

because nurses always do a thorough physical assessment early in their shift, usually 

before the first feed. 

The Nuances of Feeding Babies 

0800-0830: Feeding Samera. 

Karen knew that Samera had been moved from an incubator to an open cot the 

previous evening. Karen explained that Samera needed more frequent temperature checks 

to make sure her temperature was within normal parameters because small, preterm 

infants frequently have difficulties maintaining their temperature outside of a warmed 

incubator. When Karen checked Samera’s temperature it was 36.4C, the lower limit of 

normal range for a newborn. Karen also noted that Samera had a hat on, in addition to 

two blankets. Karen described her concern, 
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Samera was a 34 weeker and IUGR25 and hasn’t regained her birth 

weight. She doesn’t seem to be ‘getting’ the feeding part either— so we 

don’t want her using up all her energy trying to keep warm as well. 

Sometimes they are just pokey, then the light suddenly goes on…but I 

would have expected her to want to suck more at this age. 

Karen puzzled over Samera’s lack of interest in nipple feeding and her marginal 

temperature in relation to potential complications while she proceeded with her morning 

assessment of the baby. 

Assessing feeding readiness—reading babies’ bodies. 

In clinical terms, Samera was not showing much interest in nipple feeding, 

although Karen thought she might be maturing enough to show some interest now being 

more than 35 weeks’ gestation. Karen described how she assessed any infant’s readiness 

for nipple feeds and how she would go about introducing feeding to a “reluctant or slow” 

feeder like Samera. She said,  

I would use the principles of the SINC [Safe Individualized Nipple-feeding 

Competence] but she is officially too old to go on it…it’s mostly for 30-32 

weekers who have been on CPAP, but I think it can be used for babies like 

Samera who we can’t seem to get feeding by bottle or breast. 

Karen went on to explain that from her perspective the SINC protocol provides a 

                                                 

25 IUGR refers to an infant who has experienced intrauterine growth restriction. The infant’s growth in 

utero has not met expected (standardized) growth patterns. As a result, infants deemed IUGR are at risk of 

increased morbidities and mortality during the perinatal period compared to infants who fall into normal 

patterns of growth (Harwood-Lunn, 2013)
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guide for nurses who do not have much knowledge or experience with introducing oral 

feeding to infants of any gestation. She explained that she had not worked extensively 

with difficult feeders (she was suggesting Samera was to some degree a difficult feeder): 

“I did mostly really sick Level 3 babes26. To be honest, I find this kind of boring 

compared to what I used to do…but it is so important!” The Level 3 infants that Karen 

refers to at one time were almost exclusively tube-fed and safe nipple feeding from a 

developmental perspective was not central to the nursing care. The importance of early 

oral stimulation and feeding to support positive neurodevelopment is now widely 

substantiated in the literature (Bache et al., 2014; C. E. Briere et al., 2014; Medoff-

Cooper, 2005; Premji et al., 2004; Shaker & Werner Woida, 2007; Wellington & 

Perlman, 2015; White & Parnell, 2013). 

Karen said she was concerned about “pushing” babies who were not 

developmentally ready or skilled enough for nipple feeding. She clarified, 

these kids, they can develop oral aversion and they’ll shut down or choke 

because they are not coordinated enough. And then you have a whole 

bunch of other problems to deal with—you have to know this [feeding] 

stuff or you can really cause problems. 

Karen described how SINC helps nurses make decisions about feeding babies by 

providing standard strategies and specific guidelines for feeding volumes. But Karen also 

commented that nurses “have to be able to take time with feeding these little guys and to 

26 In Level 3 NICU “nipple feeding” was rare at one time, before it was understood that small amounts of 

EBM were important to protect babies’’ guts and nutritive and non-nutritive sucking helped babies learn 

oral feeding skills. Level three infants, in Karen’s experience, also had the majority of their nutritional 

needs met using exclusive gastric tube feeding or parenteral nutrition administered intravenously. 



85 

 

know when to stop and put the rest down the tube…some of that is just experience.” 

Although Karen described feeding as being somewhat “boring,” her account of the care 

she took with Samera’s assessment and the feeding skills she discussed showed the 

critical, knowledgeable, and complex care babies like Samera require. Karen has 

constructed Samera as an infant who needs watching (her marginally acceptable 

temperature) and whose care takes time (Samera does not really “get” nipple feeding so 

needs special care and attention to learn this skill). 

The craft of feeding—directed by protocols or the baby? 

Karen’s knowledgeable and experienced nursing approach is complex and 

discerning. As well, Karen indicates that Samera is “too old” for the directions for the 

program of feeding that Karen finds so helpful. Even though she has indicated that 

Samera’s care is somewhat routine and that Samera does not fit into the “category” of an 

infant who would be placed on the SINC program, she went on to explain, “I kind of 

follow what SINC suggests, to start with a small amount of milk in an open nipple27. She 

may only take 2mLs then spit the nipple out. That’s an indication she has had enough.” 

At this point Karen suggested that if this was Samera’s response to nipple feeding, she 

would gavage the rest of the feed to let Samera rest and recover from her feeding effort. 

Karen went on to explain that it is important to “read” babies’ cues and to pay close 

attention to how the infant is positioned during the feed:  

                                                 

27 The practice of using an open nipple was abolished shortly after field work and interviews were 

conducted. There was a predominant discourse suggesting that small amounts of milk could be more 

successfully given by the nurse, or that the infant’s suck-swallow-breathe rhythm and response could be 

better assessed and supported by using an open nipple. The practice ceased when no evidence could be 

found to support the benefits of using an open nipple.  
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place the baby on a pillow, on their side and then carefully pace the feed by 

tipping the nipple to one side or removing it every few sucks. This gives the baby 

an opportunity to pace and stay organized with their suck/swallow coordination. 

SINC, Karen clarified, is an official feeding protocol only for certain kinds of babies, but 

she would use it to guide her decision making around feeding even if the infant did not fit 

the official criteria. 

As I watched Karen feeding Samera, I observed her watching for cues that 

showed Samera’s ability to suck, swallow, and to breathe successfully. Certain cues tell 

Karen that Samera has disengaged or decompensated and is possibly taxed to the 

maximum. Karen successfully fed Samera 2mLs of milk before Samera showed signs of 

distress. She settled Samera back into her cot and proceeded with preparing the remainder 

of the feed that was to be given by syringe pump. 

Technologies in Feeding Practices 

Karen drew the milk up into a syringe. She attached it to a tube that connected the 

syringe to the secured gavage tube threaded from Samera’s nose, down the back of her 

throat and into her stomach. One risk with gavage feeding is that the tube may become 

dislodged during or between feeds. To avoid potential complications of a displaced tube 

(emesis, desaturation, bradycardia, aspiration), Karen checked the tube placement by 

gently drawing back with a small syringe (to retrieve stomach contents). Karen also noted 

that the measurement at the nares (tiny numbers are printed in black on the side of the 

clear tubing) was consistent with the previously recorded measurement on the NICU 

Daily Flowsheet (Flowsheet) (Appendix J). Again, even though this feeding work is 



87 

considered so routine as to be “boring” by Karen, the actual skills and knowledge that 

Karen activates in the care of this 35+ week old infant are considerable. 

What to do when the equipment does not work? 

Karen attached the syringe filled with EBM to a special electronic pump. The 

pump was labelled with a white sticker that read “for oral feeding only,” one clear way of 

differentiating it from pumps used for intravenous medication delivery. Karen knew that 

the remaining 27mLs of milk must be administered very slowly using the syringe pump. 

Karen calculated the rate the pump would need to run to infuse the remainder of the feed 

over the duration ordered by the physician. She turned the power on and reviewed the 

details on the screen: rate in mLs/hour, amount to be infused, total volume infused, and 

so on. This is where trouble began for Karen, when the routine (and for her the simple) 

task of starting the gavage portion of the feed became more complicated. 

Karen reviewed the programming on the screen and checked the total volume of 

milk that Samera was to receive for the remainder of her feed. She followed the tubing 

from the syringe, placed securely in the pump, to where it attached to the gavage tube 

secured to Samera’s cheek. As she did so, the pump alarmed. One of the built-in safety 

features of the pump is to sense that the syringe has been placed correctly. The alarm 

sounding and error message on the screen is an indication that the syringe should be 

adjusted. Karen removed the syringe and replaced it, taking care to set it firmly into 

position. Karen commented that the flange often requires adjustment to work properly. 

She pressed the start button; the screen continued to flash “incorrect placement” and the 

pump alarmed again. Karen repeated the process of replacing and adjusting the syringe 

several times without success. After unsuccessful attempts to stop the alarm another 
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nurse asked Karen if she could find a replacement pump for her. Karen replied, “no, if we 

do that we will be here long after shift change filling out the paperwork to get it fixed.” 

As Karen fiddled with the pump and syringe, she explained that a new system of 

reporting broken equipment was recently implemented. The process requires nurses to 

sign into the computer, find the right department on the intranet where the forms are 

housed, and then locate the electronic document. Karen stated, “I will need to fill it out 

with all required information (pump serial number, error message, etc.), print the form, 

attach it to the pump, and then leave it in the equipment room for the biomedical 

department to pick up. Karen also pointed out that she would have to find a replacement 

pump. She would have to leave the patient care area, go to the other side of the nursery to 

a storage room to find one that worked, plug it in at Samera’s bedside, and finally set up 

the feeding apparatus on the new pump before she could move on to Sophia’s care. 

Karen’s goal was to avoid this series of actions she knew would interfere with getting to 

the hands-on care of the next baby, Sophia. 

Karen looked at the paper notes on the desk to see if anything had been written in 

the chart regarding problems others had had with the pump. She turned the power off and 

then back on: “It might work, sometimes these machines just need to be reset.” Karen 

powered off the pump, paused for a minute, and powered the pump back up without 

hearing an alarm. After she re-entered the data on the screen and she pressed the start 

button and the pump began infusing the feed. Karen washed her hands and proceeded to 

Sophia’s bedside. 

Karen had described that she had noticed that the total of infused milk that had 

registered on the pump screen was not the same as the 24 hour total the night nurse had 
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recorded on the nursing Flowsheet. Karen concluded that the pump was likely not 

working properly for other staff and they had done the same thing. The nurses knew that 

“rebooting” the pump would work for them. It made more sense for them to do whatever 

was needed to get the pump running rather than replacing it. Karen remarked: 

“technology is supposed to improve safety and make our lives easier, but there are many 

times when it makes my job more complicated.” 

Karen was already at Sophia’s bedside placing her bottle in the warmer and 

beginning the task of drawing up her first antibiotic, due at 0900. It was 0830 and she 

commented that she only had 25 minutes before Colin was due to be fed. Prior to starting 

Samera’s care, Karen described how the rest of the morning would unfold with the 

remaining feedings and medications as well as morning coffee break. 

Managing the mundane work within the complexity. 

The description of Karen’s early morning routine emerged as intricate, episodic28, 

and layered with knowledge. This is evident in Karen’s thoughtful planning of her 

patients’ care. Karen demonstrates her specialized knowledge of giving medications to 

babies in concert with timing feedings and non-patient care nursing tasks such as 

cleaning the bedside area each shift, and completing forms. NICU nurses like Karen tend 

to be alert and prepared for the unexpected, particularly emergency situations. Making 

28 The term episodic refers to the loose, irregular, or sporadic nature of work that is often associated with 

work that has little opportunity for regular routines or control. It is a kind of work that is organized and 

determined externally by the needs of people. Nurses’ knowledge of their patients and what to do from 

moment to moment is intertwined with constantly changing institutional practices that lead to fragmented 

care and can lead to the kind of chaotic and stressful environment (and episodic and discontinuous work) 

that Karen and Megan described in their work. 
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clear, reasoned judgments is how nurses who participated in this study showed they kept 

abreast of emergent issues as they arise. 

Karen’s remark that feeding babies is “kind of boring” contrasts markedly with 

her detailed knowledge of the complications infants frequently experience, notably with 

feeding. Furthermore, Karen has comprehensive understanding of the various guidelines 

for patient care and special technologies used in her work (computer system and 

electronic equipment). She also adjusts her nursing care to her patient’s evolving needs 

and the fluctuations in nursing workload within the unit. Karen’s actions are carefully 

concerted with the ordinary, everyday work of feeding babies. Karen demonstrates 

extraordinary knowledge and the matrix of demands in her work as she moves from one 

patient to the other, feeding, checking EBM and medications, entering data into 

computerized forms of documentation, and so on. 

Keeping pace with bodily demands and technologies. 

Karen problem solved her way through the syringe pump malfunction. In doing 

so, Karen demonstrated that she has discrete knowledge of the technology she uses in her 

everyday work, its frustrations, and what is needed to ensure Samera’s feeding pump 

works. Karen is working to accommodate Samera and Sophia’s physical needs for 

feeding and medications “on time.” Yet, she is pulled away from the bodily care of her 

patients by equipment and technology intended, as Karen states, “to make our work 

easier and safer.” 

For NICU nurses, being “on time” with patient care is essential. Although a 

seemingly rigid approach (given that individualized patient-centred care is a cornerstone 

of Alberta Health Services (AHS) values), many nurses consider adhering to set feed 
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times as the only way to provide safe, competent nursing care. Equipment challenges like 

the syringe pump issue Karen had to solve cannot be allowed to result in late feeds or 

medications; although with experience, nurses in the NICU adjust feeding times to 

accommodate a very busy assignment and issues like Karen encountered. 

Informants indicated that there is a 15-minute window on either side of designated 

feed times to start or end a feed and that the total feed time should not take more than 30 

minutes, unless the last portion of the feed is programmed over an extended time on the 

syringe pump. When asked if this was a written policy one nurse replied: “most nurses 

just know, but it might be written in the feeding guideline29. I am not sure…it might be 

something that is just understood…gets passed on from nurse to nurse.” Maya explained 

that when nurses do not keep feed times the next shift might start the feed too early, 

leaving the baby with insufficient time to digest the previous feed. If this happens 

frequently the infant may develop what appears to be feeding intolerance: emesis, 

distended abdomen, gastric residuals, and increasing bradycardia and apnea. When 

infants in the NICU show these symptoms, nurses become concerned that the baby may 

be developing NEC or sepsis30. If alarmed enough the nurse can set into motion a myriad 

of actions, beginning with reporting the symptoms and assessment to a physician, 

frequently followed by the infant’s feeds being stopped and a septic workup31 started. 

29 The nurse was referring to the Regional Oral Feeding Guideline ROFG. 
30 NEC is one of the most concerning nosocomial issues for compromised preterm and low birth weight 

infants. Infants with NEC can become ill extremely quickly. NICU nurses are very knowledgeable about 

the risks related to NEC and early symptoms of the condition. Early detection means better outcomes, so 

nurses must closely monitor vital signs, abdominal health, feeding tolerance, etc., and report concerns to 

physicians early. 
31 For an infant who was feeding well orally and has suddenly become ill, septic workup usually involves 
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Rules and regimes and nurses’ knowledge of babies. 

The consequences of not adhering to feeding parameters, as set by feeding 

protocols, guidelines, and doctor’s orders, can be significant for the baby and their 

family. Maya and Karen’s plans for their patient’s care indicate they were aware of the 

ramifications of altering feed times as well as changing medication times. Maya also 

explained that, according to institutional policy, medications are time sensitive and must 

be given within 30 minutes of the time they are due, otherwise the nurse is deemed to 

have made an error. Working within strict feeding times explicitly organizes nurses’ 

actions. But these policies and protocols, “rules” to be followed, are underpinned by 

nurses’ in-the-moment knowledge about medications and feedings and their capacity to 

judge the timing of feeds and their knowledge that feeds given too early or too late puts 

babies at risk for complications. 

While I watched Karen begin to assess Sophia, Samera’s parents arrived at their 

baby’s bedside. Karen stopped what she was doing, washed her hands, and returned to 

Samera. Karen’s nuanced knowledge of preterm infant feeding continued to be evident in 

her explanations to the parents that “every baby is different and we just have to wait 

sometimes until they are ready.” She went on to suggest to Samera’s mother that it will 

help Samera to learn to nipple feed if she came in all day and put her baby to the breast 

more frequently. After giving an update and explaining to Samera’s parents how their 

baby was doing and that she had already been fed, Karen washed her hands again and 

                                                 

stopping all oral feeding, placing the infant back on full IV fluids, taking an abdominal x-ray and blood 

work, and starting antibiotics if NEC is suspected. 
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returned to Sophia’s bedside. As she began Sophia’s assessment, Karen said that she 

would do some parent education with Samera’s parents once she completed her initial 

baby care with all three patients. 

When I questioned Karen why she had not waited for Samera’s mother to come in 

for the feed, she said the night nurse had reported that the parents were “inconsistent” 

with the time they came each day. Karen had wanted to wait, but knew she had many 

tasks to accomplish during the early part of her shift. Karen also knew that waiting meant 

delaying Samera’s feed, or being too late with Sofia’s IV medications, which would 

present risks for the babies in her care. Karen knows that her work processes in the NICU 

must be carefully choreographed to be able to attend to unexpected events. 

Nurses and parents play an important role in supporting timely care for neonates. 

Nurses like Karen also hold expert knowledge about what parents need during their stay 

in NICU and what parents need to know to feed and support the development of their 

newborn. Such knowledge and learning is critical to a successful transition home. 

However, on Karen’s busy morning, parent teaching and support was superseded by more 

immediate feeding regimes and medication orders. 

Karen glanced at the large clock on the wall as she went to Sophia’s bedside. She 

stated, “I have to make sure someone [a qualified independent double checker]32 is 

around to check the Ampicillin, but it needs to be the same person for all the required 

32 AHS’ definition of “qualified independent double checker”, written into the medication administration 

policy, states that two independent Health Care practitioners must independently verify the most current 

medication order and medication administration record, any relevant lab or diagnostic test results, and 

dosage calculations. In addition, the checkers must follow seven ‘rights’ of medication administration. 

Finally, the practitioners independently verify the pump programming is correct. 
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steps of the administration and checking process.” Karen went on to explain, “everyone 

gets busy with feeds and their coffee breaks and the charge [nurse] is busy helping admit 

a sick baby so she can’t help.” Here Karen is acutely aware of numerous limitations on 

her available time. She is also concerned about having access to another RN in order to 

follow the required “checking” policies. She wants to ensure medications are started 

within 30 minutes of the designated time, according to policy. Karen is expecting that one 

of the mothers will be coming in to breastfeed later in the day and Karen did not want her 

to miss the feeding time as Samera’s mother had. Staying “on time” is not only vital for 

safe medication delivery and feeding regimes, but also becomes important for families 

and nurses who need predictable schedules. For example, parents need to plan travel time 

to and from the NICU, a regular pumping routine,33 and to organize childcare for other 

children. Karen had said, 

Samera’s mum was late for her feed so I will have to explain how 

important it is to come on before feed times…maybe she is having trouble 

getting here. I will have to talk with her after I am finished this round of 

feeds. 

NICU nurses are always thinking and planning for parent “visits” so that feeds 

can be coordinated to meet both mothers’ and babies’ needs. Other work such as 

assessments, medication giving, filling out charts and electronic forms also needed to be 

accommodated. All of this can be superseded by sudden changes in the NICU 

33 For mothers who choose to breastfeed, regular breast pumping is necessary to establish an adequate milk 

supply for their fragile newborns who may not be ready to take oral feeds in the first few days of their lives. 
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environment. For example, a sick infant may be admitted by a nurse assigned to the first 

or second admission (this is part of the morning assignment made by the previous shift 

charge nurse) making it necessary for the “admission nurse” to offload her patient care to 

another nurse with their own assignment as I described with Megan at the beginning of 

this chapter. 

Patient care activities, including critical feeding and medication work may be 

delayed or hastened depending on the circumstances. Karen’s goal is to have her patients 

who are learning to nipple feed by bottle or breast have a positive experience. Karen 

suggested that for this to happen she needs to pay close attention to how and when the 

babies she is caring for are “cuing.” Karen is also aware that as part of safe medication 

delivery the strict rules around giving medications on time calls her attention away from 

all other infant care to the task of preparing medications. Competing demands regulate 

Karen’s time such that Sophia’s medications become a priority over cue-based feeding 

and parent education. 

0830-0900: Sophia, Medications and Milk—Check, Check, Check—Safe and 

Competent Delivery 

Karen turned her attention to baby Sophia’s Flowsheet (a paper chart form) placed 

on the desk between the bedside computer and the cot where Sofia was beginning to 

wake. Sophia had an IV in her right hand that was resting on the blankets near her mouth. 

Sophia rooted toward the IV laden hand. Karen reached over and offered Sophia her 

soother; Sophia latched onto it eagerly. Karen then tucked Sophia’s hand securely under 

the blankets after looking carefully at the IV site. Karen followed the IV line from the 

baby up to the IV pump and bag hanging above it. Karen described what she was doing 
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and clarified that she and the night nurse had already checked the site and followed the 

lines up as she had just done. The practice of following the lines from the IV bag of 

origin to the patient insertion site is not only a habit but is a required action written into a 

provincial policy titled “Invasive infusion line and tubing verification” (AHS, 2016). 

Although nurses check IV sites frequently, as much as hourly or more, this relatively new 

policy was implemented to reduce chance of error: the wrong IV solution, the wrong site 

of infusion, or in the worst-case scenario having oral feeding solution hooked up to an 

intravenous site. Nurses throughout the province must follow the policy. 

Karen looked at the hourly IV intake recorded on Sophia’s paper chart, noting her 

own assessment of the insertion site, total volume infused so far, and hourly amount 

infused. These numbers are taken from the pump screen under the volume history button. 

Karen identified the type of IV fluid written on the bag of solution, also verifying what 

was written in the paper chart. Next, she signed into the adjacent computer with the EHR 

to check the doctor’s orders and other patient details held in the electronic chart. Karen 

went through the password/security process and quickly accessed Sophia’s electronic 

chart. Karen commented that, “it is important to check the electronic medication record 

(eMAR) for the time the last doses of medication were given and the next time 

medications are due.” Sophia had IV medications due at 0900 and oral vitamins due at 

the same time as her scheduled feed, 0830. With the baby beginning to stir, Karen hurried 
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to get her milk from the fridge to double-check it with someone else before placing it in 

the milk-warming device34. 

First Karen went to the pharmacy room to pick up the medications. On the 

pharmacy counter Karen found a stack of small drawers, several of the drawers were 

labelled for individual infants receiving oral or IV medications mixed by the pharmacist. 

She pulled out the syringes of vitamins and the IV Gentamicin Sophia needed at 0900. 

She then reached into a “stock” drawer with vials of Ampicillin and pulled one out. She 

checked the dose and concentration of ampicillin, and placed it alongside the other 

medications. Because ampicillin must be reconstituted with sterile water prior to 

administration, Karen also took a vial of sterile water from the shelf. With medications in 

hand she left the pharmacy room and went to the milk fridge to find Sophia’s EBM in a 

bin labelled with Sophia’s surname. 

Flexing guidelines and policies in practice—following the rules. 

Karen removed a bottle of breast milk from the tray and looked at the sticker to 

check the date it had been pumped. Karen took the oldest milk that was still less than 48 

hours old. She explained that there is a lengthy policy for safe storage and feeding of 

EBM. She stated,  

There are guidelines and policies for feeding; the EBM one is a policy so 

we have to follow it. Both SINC and the feeding documents are more like 

                                                 

34 In the NICU where primary informants were recruited, all EBM was double checked and signed with 

another nurse or with a parent. In most AHS NICUs an electronic barcode tracking system is now in place 

(this system was used in one unit where some extralocal informants worked and the tracking system was 

introduced in the primary research site after data collection was completed). This barcode system acts as 

the independent double-check when nurses scan the patient’s barcode prior to each feed. 
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guidelines. All the NICUs in our area are supposed to follow them; but 

they are kind of flexible too. 

Karen’s understanding of the guidelines and policies that organize infant feeding is an 

important “clue” in this ethnographic account of NICU nursing. 

I draw readers’ attention to this moment of fieldwork and note that as the research 

progressed I questioned other nurses and NICU leaders to provide clarification on how 

policies and guidelines work. I wanted to understand how Karen distinguished policies 

and guidelines in the way she described to me. Lucy, a manager, stated: “policies are 

developed provincially and they must be followed to the letter. They come down from the 

upper echelons and are non-negotiable, whereas guidelines are a little ‘softer’.” The 

documents Karen references, as she explained her work with EBM, are intended to guide 

practice based on current evidence. Lucy expanded on Karen’s explanation saying: “most 

guidelines are developed by regional committees for NICUs across the region but each 

unit might adapt them or interpret the details slightly differently.” Lucy’s comment 

reveals how medical and nursing practices may alter from one unit to the next. But the 

intention, as another nurse leader, Maxine pointed out, “is to generally have all babies 

and parents in the province receiving similar care.” Maxine clarified further saying: 

“guidelines standardize practices across the AHS, but it leaves a bit of room for each unit 

to make the guideline work for them.” In the fieldwork account that is the focus of this 

chapter, it is analytically relevant to highlight the goal for established standards of 

feeding practices (as evident in the ROFG and SINC) with “a bit of room for each unit to 

make it work” that is traceable in Karen’s work with Samera and Sofia. 
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Karen returned to Sofia’s bedside with her EBM and medications. Karen picked 

up the Flowsheet and milk and compared the patient identification numbers on the 

Flowsheet and milk label (Karen also indicated that the infant’s name band needs to be 

compared to the ID number on the labels for both EBM and medications prior to giving 

them). Once all the checks were completed Karen placed the milk in the warmer and 

turned her attention to Sophia’s antibiotics. 

Staying on top of practice changes: Changing knowledges. 

Karen explained that the process of IV medication delivery has changed in recent 

months, with the implementation of an electronic “drug library” that was uploaded onto 

the NICU’s IV syringe pumps. The integration of the drug library was intended to 

improve safe medication delivery with standard dosing, concentration, and delivery 

practices and that would thus reduce the incidence of medication errors. Karen remarked 

about the new system: “the whole process is a little arduous.” Karen was referring to a 

number of extra steps that she has to take in the process of checking the medications and 

manipulating the process to accommodate flushing the IV tubing at particular points of 

delivery. The safety stops or check points Karen described interfered with her thinking 

and knowledge of safe medication practices and consumed precious time that she 

otherwise would spend responding to infant cues and parents’ arrival at the bedside. 

According to Sophia’s electronic medication administration record (eMAR) the 

ampicillin was to be given first followed by the gentamicin. Karen reconstituted the 

ampicillin according to the “recipe”; instructions are written on pharmacy monographs 

found in the computer but after years of giving common medications like ampicillin most 

nurses do not have to reference the monograph to know how to mix the drug (Karen did 
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not refer to the monograph on the pharmacy site on the CIS). Most other medications 

given in the NICU are drawn up and labelled in the hospital pharmacy and sent up to the 

unit daily. Both the new medication library and the existing standardized processes for 

medication mixing and checking medications prior to administration are coordinated by 

universal mandates in health care directed towards improving quality and safety, and to 

reduce risk to patients (more about QI and safety related to medication delivery will be 

discussed in forthcoming chapters). 

Karen signed on to the EHR again—her previous sign in had timed out. Karen 

found Sophia’s record then she located the physician’s orders and scrolled to the 

medication order. According to the medication policy, Karen needed to have another 

nurse check the original order and dose but because the unit was busy Karen did not want 

to pull other nurses away from their work more than once if at all possible. Karen asked 

her colleague if she would come check the medication with her. While Karen waited for 

the other nurse to come to the computer where she was working, she clicked the icon 

linked to the eMAR where the medication order appeared, having been transcribed from 

the physician order onto the administration record. Both nurses confirmed the drug, dose, 

frequency, and route were the same. Karen also confirmed the last time the medication 

was given. The field on the eMar that showed that it was now 0900 and due to be 

administered. Karen checked the vial of medication--drug name, concentration, expiry 

date, and so on. 

Karen then located the monograph for ampicillin from the link to the hospital 

pharmacy. Karen did this to show me the formal “proper” way to do medication checks 

although she said she knew the dosing details given her experience in the NICU and she 
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also knew that the pump’s drug library was programmed by pharmacy and would match 

the monograph in the pharmacy link on the main computer. Nevertheless, Karen showed 

me the sanctioned method of checking medications. Karen read through the monograph 

to make sure that the ampicillin ordered for Sophia was an acceptable dose and interval 

of medication for an infant of Sophia’s age, gestation, and illness. Karen checked the 

reconstitution instructions carefully. Although ampicillin is a common medication and 

the dilution has not changed in many years, it was still Karen’s responsibility to check the 

details carefully to prevent any medication error from occurring. 

Once all the checks were complete Karen drew up the sterile water diluent, 

injected it into the bottle, mixed, and then drew up the amount of medication ordered. She 

carefully labelled the syringe with an orange label with the medication details on it. Once 

Karen had completed all her checks and had drawn up the medication, she asked her 

“independent double checker” to look at the vials and the syringe of medication before 

she hooked it up to the pump. This entire process for Karen to complete the steps for 

medication delivery took about 10 minutes, although Karen stated that the next time the 

medication was due she would be faster because she knew the order. I saw Karen check 

the baby’s bands and ID many times in the day and Karen said that bands needed to be 

checked every time a medication or EBM were given, another step on top of the steps she 

has already performed. Karen explained how she moved through the next stage of setting 

the medication up for the infusion: clean the hub of the connecting port for 30 seconds 

and let it air dry for 30 seconds (“this is the ideal,” Karen stated, “and what is written in 

the procedure, but if it was an emergency not many people would stand and wait to clean 

and dry for that long…and if we are super busy…well…”). Next, she placed the syringe 
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into the medication port and placed the syringe into the pump correctly. Finally, she 

turned the pump on. 

In the process of setting up the medication for delivery, Karen commented that 

technology is supposed to make her work easier. She explained that the advent of the 

electronic health record is meant to make it easier for overall health communication 

between patients and health care providers. However, from this account of Karen’s work 

and from Karen’s own comments, the computer and other technological demands of the 

bedside equipment consistently drew her attention away from the baby and seemed to be 

a proxy for attending to the physical presence of the actual infant in the cot. As described 

in the account of Karen’s initial work to assess and feed Samera, I observed nurses 

hurrying to deal with computer charts and documents and other equipment checks before 

their babies wake and are due for feeds. The infant is inert in some ways, static in their 

cot. The babies cannot compete for the nurses’ attention as nurses seem almost fully 

occupied with checking, documenting, reading paper, and electronic texts, cleaning, and 

so on. 

0900-0930: Cue the “Smart” Technology 

The intersection between the bodily handling of patients and technology in health 

care is most often related to safety work and standardizing processes instituted by ruling 

regimes. For example, the bedside electronic health record that is the central repository 

for infants’ clinical records contributes to an information management system where 

much of institutional accounting work and record keeping occurs. This technology runs 

concurrently with clinical technologies, instruments, or tools that are designed to assist 

with medical work—syringe pumps, ventilators, monitors, and so on. These are all run 



103 

with computer software systems with screens and fields that are generated within each 

individual operating system, of each piece of bedside technology. These activities and 

processes divert nurses’ attention from infant care. The infants who Karen is caring for 

seem poor competitors for her attention when, time and again, Karen’s actions are drawn 

away from the actual infant in the cot to attend to the instruments intended to make her 

work easier and more efficient. 

Karen spoke about the computer systems, EHRs, and medication libraries used in 

“smart-pump” technology. She suggested that these are practical ways to improve safety 

for patients and efficiency for health care providers. Karen expressed relief that 

physicians are no longer permitted to give verbal orders, that these must be added to the 

electronic chart directly by the person giving the order. Karen explained that this practice 

reduced transcription errors and verbal miscommunication between nurses, other care 

providers, and physicians. However, as Karen discussed the advent of the drug library 

and the smart pumps introduced to neonatal practice, she was less enthusiastic about its 

effectiveness stating: 

It kind of defeats the purpose of having a smart pump if you always have to do 

another check with someone else, except for the three common medications. The 

checks end up being triple for a pump that is supposed to make giving meds easier 

and safer. Kind of pointless to have to wait for nurses who are busy with their 

own patients to constantly have to come check your pump screen that is supposed 

to be the [independent double] safety check. Why don’t we trust the pump? 
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Karen commented that there is an “ideal” way of doing things written in policies and 

guidelines. She stated that in her experience medication administration in the NICU does 

not always happen as instructed. 

Nurses and their managers identified a problem with what they called “workflow” 

and commented on the time it takes for nurses to give IV medications. Nursing workload 

management consultants met with the nurse educators and a “human factors analysis” 

was completed. This prompted an “official” audit of the nursing time needed to 

administer IV medications using the syringe pumps. The audit showed that nurses spent 

extraordinary amounts of time doing IV medication delivery using the new drug library. 

Although the need for additional nursing hours was identified in the audit process, more 

nurses were not added to the daily workload. Instead, the double-checking policy was 

amended. This was the managerial response to nurses’ concerns about the new demands 

on their time. It was perhaps an activation of nurse manager Maxine’s understanding that: 

“guidelines standardize practices across the AHS while leaving a bit of room for each 

unit to make it work for them.” The implementation of a policy that requires two nurses to 

double check a medication and the apparently arbitrary adaptation of the policy based on 

an audit process is an important feature of the discussion related to policies, protocols, 

guidelines and their relationship to “evidence” discourse that is a central interest to the 

analysis that follows. 

Cuing the med. 

In regards to the policy requiring a second checker for IV medications, Karen 

described how this played out when she herself was feeding a baby: 

I was the second checker for a med. And I had this baby who was on SINC…a 
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fragile feeder. The baby needed my full attention so I could monitor and read the 

baby’s cues. Well, I was up and down 5 times during that feed. It took me 50 

minutes to complete it…with a fragile baby! 

The SINC algorithm and oral feeding guideline (discussed in more detail in Chapter 6) 

outlines how long the oral part of the feeding should take. Karen continues, 

With a fragile feeder they need to be set up properly for the feed. In other words, 

we gently wake them if they are not already stirring. We take their warm milk and 

with the baby on a pillow on our lap, we place the baby on their side with the 

nurse’s hand supporting the top of the baby’s shoulders and neck. We have to 

help them to take breaks in sucking if they forget to breathe. This all takes time, 

and care. So, when I had to get up several times during the baby’s feed, put the 

kid in the cot, walk over to the other side of the pod and check the med and 

syringe pump with the other nurse, it was very disruptive. The baby lost the flow 

of the feed. Five times!!! I felt like I was cuing the med, not the baby! 

Here Karen’s extensive knowledge of the SINC program and the nuances of feeding a 

complex, fragile feeder were apparent in her explanations. She described the tension 

between knowing what the infant needed in learning how to nipple feed and how to 

accomplish this, while at the same time adhering to the required safety checks related to 

IV medication delivery. Karen stated: “nurses went to management and complained how 

the process was not working.” 

Episodic discontinuities: Nurses’ sporadic and disrupted work. 

The additional checking procedure for the drug library was difficult for nurses to 

manage as they were constantly being pulled away from each babies’ care to adhere to 
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the new rules. Karen described what she and other nurses actually do in order to stay with 

patients and reduce the interference and interruptions that the policy inserts into patient 

care: 

Well, what are you going to do when your second checker is out of the 

room and the pump rings off every time you have to reprogram the pre- or post- 

flush, or the med itself? If the unit is hopping busy and that person is not 

available. . .Technically another nurse should not do the check that someone else 

has started with the primary nurse and the patient. So you just program the pump 

and press start, and let it go. Really, no one is going to know are they? There isn’t 

anyone checking to make sure you have someone check each step...the double 

signature is recorded only once in the eMAR. It is just creating a lot of work when 

we already have enough to do to keep our babies fed, monitored, and making sure 

the parents are getting the support and education they need. 

Karen knows that it is wrong to pull a different nurse over, who had not checked the 

medication and the order initially. Karen also knows how she and other nurses need to 

circumvent the policy and how “no one will ever know will they?” These actions place 

them at professional risk, for not following the rules, but their knowledge and experience 

inform their decisions about the additional double checking. They know that their 

activities to circumvent the double-checking rule does not seriously compromise the 

safety of medication delivery. Moreover, they know that other competing work directed 

towards of an infant’s safety and wellbeing maybe compromised within strict adherence 

to the double-checking policy. 

Megan expressed similar concerns to Karen’s: 
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it is almost impossible to get through a feed without having to put the 

baby down and answer the pump alarm for a med. Sometimes there is no 

one around to come do the check…what are we supposed to do then? 

Karen stated further: 

I was heading off for coffee and one of my colleagues asked me to check her 

antibiotics. I knew checking the med would take me about 30 minutes to get 

through all the process and you have to be around for that…for each time the 

pump rings. Well, I had to tell her to find someone else because I knew if I did it I 

would not get my coffee break at all. The other big problem is when these 

antibiotic babies are rooming in with parents and we are giving antibiotics in the 

night. That pump rings off five times every time a med is given. That means the 

parents are woken every time the pump rings off. It is terrible for them being 

disturbed so often. There must be a better way to do this, I keep thinking. 

Summary 

In this chapter I have introduced informants who provided rich accounts of their 

work. I described the work nurses do to feed infants and the knowledge they use in 

making moment to moment decisions about infant care in an environment that is episodic 

and highly variable. Informants were described working with clinical bedside 

technologies and electronic and paper texts that are used to record data and to give 

instructions. The time and attention nurses devoted to these technological features of 

NICU work arose as a troubling puzzle in the data. Here I began to examine the nature of 

textual mediation of nurses’ work and identified how babies compete for nurses’ attention 

against institutional practices and processes that pull nurses away from reading and 
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responding to infant cues. In the following chapters I examine and explicate the 

coordination and organization of textual work in the NICU. The texts that were used and 

discussed by informants in this ethnographic account will be traced into the relations of 

ruling. In the analysis that follows, I show how ruling practices are often incommensurate 

with the work nurses are doing to safely and competently feed preterm babies in the 

NICU. 
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Chapter 5: Governance and the Textual Complex of Feeding Work. Look up, Look 

Way Up, into the Small Heroes’ View of Institutional Practices 

In this chapter I draw attention to the broad institution of neonatal care at the 

highest peak of the small hero diagram, Figure 1. The analysis links nurses’ frontline 

work to the textual and institutional complexity of the ruling relations in which the 

care of hospitalized neonates happens. Nurses’ feeding work is central to this 

investigation. As identified in earlier chapters, feeding was a point of entry for 

tracing and analysing governing practices. Here I examine the extensive institutional 

processes that filter down through the various levels of governance to produce the 

ruling relations that intersect with nurses’ everyday work. From a cohort of national 

level governance texts, the analysis moves to a careful examination of provincial 

policies and local NICU practice support documents to describe how relations of 

ruling are hooked into neonatal nurses’ feeding work. Also examined are key texts 

that arise within an AHS governance framework in a distinct hierarchy of textual 

regulation. This chapter thus provides a broad overview of the institutional structures 

and relations of ruling that coordinate neonatal nursing work. 

The ethnographic descriptions of Karen and Fiona’s work illustrate a lack of 

coherence between institutional, policy-oriented documents (e.g., Safe Handling of EBM 

and Medication Administration) and other documents at play in the setting that shape 

many aspects of NICU nurses’ work. In the next section l introduce the Policy and Forms 

Management (PFM) Department which is overseen by a team of experts. I describe who 

the people on the team are and what they do within the realm of institutional ruling. Their 

operations run surreptitiously alongside neonatal nurses’ work. My aim in this chapter is 
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to show how policy and forms “management” hooks into nurses’ everyday work 

practices. 

Building the Problematic(s) 

The crux of a broad problematic identified in this IE study is the disconnect 

between the work that nurses do to skilfully feed infants and how that work is organized 

and known about in the texts that frame and direct the work. Nurses’ practice in a milieu 

of demands where seemingly mundane undertakings in caring for babies’ bodies—like 

feeding or holding an unsettled, crying baby—are subordinate to institutional processes 

that draw nurses attention away from the baby. 

Specifically, Fiona described receiving EBM from a mother who had just arrived: 

…before I could do my assessment and get her ready for the feed, I 

had to check all the bottles she brought into the tracking system, label 

them, then mix the additives with the milk I needed to feed to the baby, 

label it with a new label (that gets printed out on the printer over there), 

then go through the process of scanning the bottle again before pouring 

the right amount into a new bottle, labelling it, scanning the baby’s ID 

label in the cot, and then scanning that bottle as ‘ready to feed’. I also 

have to go to the fridge, get the baby’s tray of milk, sort the new and old 

bottles, check every label for the date and time pumped, and organize 

what needs to be put into the freezer and what is thrown out. It all has to 

be done properly and pretty quickly so the milk isn’t left out of the fridge 

for too long. 
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In this excerpt, Fiona describes the procedure for handling EBM safely, a process 

written in a level one policy, the highest level of administrative edict in AHS. Although 

the infant is awake and showing cues to feed, Fiona first takes care of registering and 

labelling the bottles of EBM to comply with the policy. She then tells the mother that she 

will defer her assessment so that they can get to feeding her hungry and cuing baby. 

Nurses constantly triage patients’ needs and priorities in the face of variable patient care. 

The character of nursing is one of episodic discontinuities, such that nurses use their 

discretion to “read” their patient and the situation at that time and place, and prioritize 

and organize care accordingly. 

Policy and Forms Department: Generating Province-wide Texts for the Alberta 

Health Services Corporation 

The designated PFM Team manages all AHS clinical forms and governance 

documents that regulate corporate and clinical processes35. The PFM Department came 

into view for IE analysis after I had conducted observations and interviews with key 

informants and began tracing the textual organization of their work. The differences 

between how policy and clinical practice protocols are positioned in relation to guidelines 

are the focus of this chapter because of how they “worked” within the practices observed 

during the fieldwork. 

                                                 

35 Although the policy and forms department’s mandate is to regulate all the forms that are being used in 

the organization – I discovered other textual processes that were coordinated within other regulatory 

authority. There were texts that could not fit easily within the “standardizing” and “vetting” processes of 

the policy and forms department.  
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Standardizing practices and streamlining processes. 

The PFM team is mandated to streamline redundant documents that collect 

the same kinds of data or information and to minimize single use customized forms. 

The team establishes a standardized process for creating clinical and corporate 

governance documents that “enable individuals to understand and comply with 

legislative, legal, professional, and organizational requirements, expectations, and 

standards” (Alberta Health Services (AHS), 2011, p. p. 1). Unique documents 

designed for use in only one area of practice are discouraged in favour of standard 

forms common to every area of practice. The PFM team and the broader system of 

AHS governance regulates clinical documentation and data collection processes to 

maintain a platform for simplified data collection and information gathering. In 

addition, the team directs specific textual practices and processes by mediating the 

development and approval of sanctioned governance documents that meet 

administrative and professional competencies. 

Finally, the PFM Team also oversees the vetting and implementation of all 

formal forms and governance documents developed in various settings across the 

region. The corporate goal is to have all AHS governance documents supported with 

consistent information and practice expectations for health services staff (AHS, 

2011) while also complying with provincial legislation that governs all aspects of 

healthcare delivery. The role of the PFM team is key in ensuring (from the corporate 

perspective) that the standardization and management of governance documents are 

well coordinated and controlled through a process of visible accountability. 
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Mapping the Policy and Forms Management team website. 

The PFM team’s website provides an overview of services offered by the 

department, its infrastructure, and the forms development strategy and management 

plan it has established (Alberta Health Services, 2015a). The strategy provides 

directions for creating documents in partnership and collaboration between people on 

the PFM team and local teams across the region. Local interest groups consult with 

stakeholders and work within a process of approval that links to senior AHS leaders 

or executives with designated authority to approve documents. The homepage for the 

PFM Department includes a link to the “Team List” which provides the titles and 

names of the Senior Provincial Director, Executive Director, followed by Directors 

and staff members working in each of the “Policy,” “Forms Strategy & 

Management,” and “Shared Services” sections of the department. In total, more than 

30 employees are employed under the Senior Director. 

The map/organizational chart of the development, approval, and 

implementation process of texts at AHS is available on the internal website. In 

addition, the titles of team members responsible for each stage of the process in the 

April 2011 Governance Document Framework (AHS, 2011) are listed. One 

informant stated that the Governance Document Team and Forms Management 

Department have since moved under one umbrella in a reorganization of AHS, 

making the 2011 lists of team members likely out of date in 2015. The ongoing 

reorganization and dynamic nature of an organization as large as AHS creates 

another level of complexity that was evident in my data, for example in the 

introduction of high-level policies and procedures, medication libraries, and new 

http://www.albertahealthservices.ca/Policies/ahs-pol-cpd-gen-approved-sgdf.pdf
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feeding protocols. Nurses discussed the constant stream of changes -- verbal 

directions and memos – that were the reality of how new texts and directives that I 

discovered being implemented at the front-line of practice. 

In search of Policy and Forms Management department documents. 

The vast majority of institutional, governance documents are housed on the AHS 

intranet. The “employee tools” tab opens to a page with a list of options, one which 

provides a link to “Forms, Policies, & Protocols.” Clicking on “policies” opens a page 

with the caption “Policy & Forms” (managed by the PFM team) with six more tabs: 

home, policies, forms, resources, news, and contacts. Here employees can access recently 

posted policies and other new governance documents as well as a list of links to approved 

documents in their “nested” hierarchical ranking. National documents are at the top of the 

hierarchy and are produced for use across provincial jurisdictions. These are followed by 

zone, site, and program specific texts. 

For NICU nurses seeking clinical support documents oriented to their zone, they 

have two ways of reaching them. One is through the AHS intranet under the PFM link 

described above and the other is by searching for the “Neonatology” link under the Our 

Teams/Departments tab on the intranet. This takes nurses directly to the Neonatology 

page that has links to broad governance documents related to processes affecting neonatal 

practice as well as practice support documents that are unique to neonatal care. While I 

was trying to find the PFM site and documents pertinent to my informant’s work, I 

considered how nurses locate higher level governance document resources when they 

need them. The actions require nurses to turn their attention away from patient care to the 

computer screen, and to follow numerous steps to find the document before they can 
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track down clinical practice guidelines and protocols for example. Given the 

discontinuous and episodic nature of Karen’s work of looking after her three patients, she 

does not have time to seek out the texts that support her clinical practice. She 

commented, “All these new policies come out, we get a memo or email about it with a 

synopsis of what it means...but who has time to go and read the whole thing? Very 

seldom is there time with all the other critical stuff.” As I tracked local documents to 

AHS governance texts I turned my analytic gaze to how informants’ work is being 

shaped by governance texts that they may not ever access; and how nurses’ work is being 

socially organized by such texts. These are texts that arise in places far distant from the 

local realities of responding to infants who are learning how to suckle the fluid and 

nutrition that is critical to their survival and growth. 

The business of standard texts. 

The work of the PFM Team is directly linked into international standards that 

shape reporting and accounting standards. Standards are direct features of the structure, 

purpose, and development of forms used in business and health services and that trickle 

down to frontline work (like the Flowsheet described in Chapters 4 and 6). The team’s 

mandate expressly identifies that the documents developed for use in AHS must meet or 

exceed the Forms Management National Standard of Canada ICS 01.140.20, developed 

by the Government of Canada-Canadian General Standards Board (CGSB, 2009). The 

CGSB is linked into the International Standards Organization (ISO) which is a formal 

program of certification for quality. The ISO establishes “comprehensive standards and 

conformity assessment services in support of the economic, regulatory, procurement, 

health, safety, and environmental interests” (Institute for Safe Medication Practice, 2015). 
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Forms are used by nurses to enter data using marks like a ‘tick’ and complete 

various pre-established fields. Documents such as policies are not part of nurses’ daily 

charting practices. However, all types of governance documents, including individual 

forms that are unit and discipline specific as well as level one policies are designed to 

standardize practices, and organize processes. The distinction between forms issued by 

the PFM and the hierarchy of governance documents is in their expressed purpose. The 

CGSB (2009) defines a form as “a structured template or tool, irrespective of the media 

in which it appears, used to capture, compile, communicate and record specific business 

information” (p. 1) (International Standards Organization, 2016). Governance documents, 

such as policies and guidelines on the other hand, establish standardized principles and 

specific practices across the organization, including activities and processes related to 

direct patient care. 

Governance document framework: A hierarchy of ruling texts. 

The PFM Team produced an electronic booklet titled the “Governance Document 

Framework” (Framework). The Framework establishes a document system within the 

corporation that organizes collective practices for employees across sites and services. 

The Framework has standardized processes for “developing and implementing clear, 

concise, and well-written governance documents within AHS” (AHS, 2011, p. 1). The 

purpose of the documentary system is to establish regulatory clarity, a uniform approach 

at the corporate and administrative level across the organization. Texts produced in this 

way are intended to be clear, succinct, and consistent with one another. They become 

regulatory directions for workers that guide practices and decisions and are a part of a 

system of health care governance that is expected to ensure that people do not participate 
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in “rogue”36 practices, those that are illegal, unethical, unwise, or unsafe (Alberta Health 

Services, 2015b). The documents produced under the Framework are expected to enable 

individuals to “understand and comply with the legislative, legal, professional, and 

organizational requirements, expectations, and standards” (AHS, 2011, p. 1). All AHS 

employees are required to comply with the established textual practices. Furthermore, 

staff members are responsible and accountable to the established directives within the 

Framework. 

Formalized and sanctioned AHS documents are connected within systematic 

categories located in the Framework. The Framework reveals a structured hierarchy that 

determines the regulatory weight that governance documents carry. In descending order, 

they are: 

1. Corporate and professional bylaws 

2. Codes of conduct 

3. Principle statements 

4. Policy 

a. Level 1 Policy: highest level, “sets out requirements fundamental 

or significant to the mandate of AHS and the overall clinical 

and/or corporate goals of AHS” (p. 1) 

                                                 

36 The manual indicates that the Forms Strategy and Management program identified 3500 unique forms in 

use within urban healthcare facilities. Of this collection of AHS forms, 74% were not catalogued. In other 

words, they were unofficial forms not sanctioned by the team, considered “rogue”. Many forms were 

reportedly not vetted by AHS Legal or Privacy Departments and did not meet standards for documentation 

underpinned by a National Standard for Forms Management Programs (Alberta Health Services, 2015b) 
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b. Level 2: meets recognized requirements for operations needs 

based on a specific concern that is common to two or more 

departments 

c.  Level 3: speaks to day to day operational needs of a specific 

department 

5. Directives  

6. Procedures 

7. Practice support documents 

a. Standards or codes of practice 

b. Protocols 

c. Guidelines (AHS, 2011) 

Of the governance documents listed, policies, procedures, and practice support 

documents are the ones most used by nurses as resources or directives for their daily 

practice. Nursing chart forms and electronic records/forms are not included in the 

Framework’s hierarchy. They are, however, integral documentation and communication 

tools for nurses and doctors. Forms such as the Flowsheet are catalogued and approved 

by the PFM Team, while electronic forms are developed and assimilated into practice 

through established software programs purchased by AHS and are used as part of the 

electronic health record. Proprietary computer-based programs—the EHR for example--

sit outside of the regulatory directives of the PFM department. 

Forms governance in the Policy and Forms Management department. 

At AHS the FSM Manual is a publication produced by the PFM team and 

provides instructions about the development and regulation of forms in AHS (Alberta 
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Health Services, 2015b). The FSM document reports that 85% of all clinical and business 

operations begins with, and are supported by, forms that drive processes and document 

activity. According to the FSM Manual, (paper) forms also provide a standardized way of 

managing recurrent events, in a structured, efficient system for collecting, sharing, and 

using data that is recorded on the form. 

Forms, such as the currently paper based NICU Flowsheet are closely linked to 

“governance documents”; however, within AHS they do not officially fall under the 

Governance Framework’s list of documents (the bylaws, codes, principles, policy, 

directives, procedures and practice support documents – standards, protocols and 

guidelines listed on p. 6-14) in the Governance Document Framework. Whereas policies, 

procedures, and practice support documents provide standardized directions, forms are 

tools used to collect, compile, communicate, and record specific data. The data recorded 

on forms, like nursing chart forms, provide evidence that policies, procedures and clinical 

practice documents are adhered to37. Nurses’ activities can be monitored and audited 

through their documentation on forms. The NICU Daily Flowsheet (Flowsheet) is 

essential to nurses’ documentation practices and guides the flow of their work. It is built 

in such a way that nurses enter data that produces essential information driven by policy, 

procedures, and clinical practice guidelines. It is one of a number of forms used by nurses 

that drive, control, and record the monitoring and interventions that neonates require. 

37 They are also expected to communicate key nursing observations and clinical data among nurses 
and other professionals, but, as the analysis in Chapter xx shows, they are less successful in this 
function. 
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Managing official forms: How do forms intersect with local practices? 

Forms may be manipulated to meet local needs, but they must meet the 

foundational standards, values, and missions set out first by the CGSB and secondly by 

the AHS’ PFM team who are held to the CGSB parameters. The management of 

electronic and paper forms used to provide direct nursing care shapes how these nurses 

collect and communicate what is done with and for their patients. Specialty areas like the 

NICU require unique forms, notably the Flowsheet because practitioners use documents 

in distinct ways, and patients have unique pathologies and require specific interventions. 

The NICU flowsheet is organized within distinct kinds of documentation unique to the 

care of compromised neonates. There is a general structure to any Flowsheet; nurses 

would recognize a “Flowsheet” text across areas of practice. However, the assessments, 

monitoring, and therapies provided in units like the NICU are highly specialized. 

In summary, AHS’ strategy is to standardize forms, policies, and work processes 

to meet “business objectives” (AHS, 2011) including process efficiencies and improved 

data collection. Such a mission is intended to benefit patients, the public, and employees. 

Each layer of regulation is connected to another linking any front-line worker who uses 

the text, to the Framework, and up the hierarchy into national and international levels of 

governance. In the next section of this chapter, I describe two texts that participants 

actively used and spoke about. They are documents that coordinate nurses’ feeding 

practices and are interconnected with the regulating documents that structure AHS’ 

governance hierarchy. 
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The Hierarchy of Texts in Day to Day Work 

The ROFG and the NICU Daily Flowsheet (Flowsheet) are documents nurses use 

directly in their care, particularly in their feeding work. The ROFG is included in the 

group of Framework documents under practice support documents. As a clinical 

guideline, the ROFG is situated at the lowest level of governance. The Flowsheet is 

included in the PFM team’s forms regulation. While the Flowsheet is essentially an 

instrument for communication, data collection/record keeping, and audit, the ROFG is a 

decision-making tool to support nurses to safely and competently feed NICU babies. 

There are other documents I observed nurses working with that sit outside the 

Framework. These include the Patient Acuity Classification (PAC) forms, and data forms 

connected to the Canadian Neonatal Network (CNN). These texts, also positioned outside 

of the regulatory governance Framework (Framework documents versus documents not 

governed by the Framework) have implications for nurses. Neither the CNN nor PAC 

forms were seen by informants to be clinically relevant in their work. One nurse 

informant commented, “they just have to get done by a certain time every day, but they 

don’t have much to do with patient care.” 

The neonatal intensive care unit daily Flowsheet. 

The Flowsheet (Appendix J) is an example of how forms ‘work’ to support 

clinical practice. During field observations nurses frequently referred to this eight-page 

document. The Flowsheet is used to record ongoing care activities, safety checks, and a 

spectrum of babies’ vital signs and variables that account for the infant’s current status. 

Nurses consult the Flowsheet to learn about the infant’s condition and treatments. It 

provides the clinical record of the infant’s condition at all points during their NICU stay. 
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A form like the Flowsheet is considered a “mission-critical tool used to drive processes 

and document activity” (Alberta Health Services, 2015b)(p. 4). The Flowsheet used by 

the informants is standardized across NICUs in the province. It is an official, designated 

“tool” governed by the PFM team and falls under the scope of the Forms Strategy & 

Management Program (Alberta Health Services, 2011, 2015b). 

The clinical information that nurses document on the Flowsheet is placed in pre-

selected categories in particular sections and associated boxes on the form. Headings 

prompt nurses to communicate and document items that are coded on a legend at the 

bottom of the page. In relation to feeding and nutrition there is a legend with a sanctioned 

shorthand to describe an infant’s pre-feed status, strategies used for bottle and/or 

breastfeeding, details of the stage of SINC the infant is ordered,38 summary of the infant’s 

response to breast, bottle, and tube feedings, and so on. Nurses endeavour to document 

what they have done when feeding a baby, the infant’s response (as per the legend’s 

codes provided), and the total volume of feeding given within the parameters of the form. 

The legend and the layout of the boxes for recording information related to feeding are 

shaped by the ROFG and the evidence-based principles on which the guideline is 

constructed (things like the benefits of breastfeeding, infant-led and cue-based feeding 

strategies). Nurses’ work with the form is expected to communicate the ongoing 

condition of babies related to their feeding success or limitations. This is information 

38 SINC not only informs nurses like Karen’s knowledge and skill when feeding any infant, it also appears 

in practice in the form of a doctor’s order. Doctor’s orders require a more formal activation of the protocol 

and a documentary trail that will indicate that the order has been carried out. 
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essential for doctors and nurses who make decisions about feeding and other aspects of 

care. 

The Regional Oral Feeding Guideline. 

The ROFG is a practice support document situated at the bottom of the 

Framework hierarchy. The ROFG was developed and approved under the processes set 

out in the Framework that outlines how guidelines are to be developed. The process starts 

with a working group who act as sponsors and who do the initial drafting. Key 

stakeholders are then consulted. Finally, approval is sought from the Vice President or an 

equivalent executive, depending on the structure of current senior Health Services 

management. Implementation, evaluation, and periodic review of Framework documents 

is the responsibility of the document sponsors and stakeholders. A review and approval 

process is mandated at five yearly intervals for all documents listed under the 

Framework. An updated and newly approved ROFG was released during my data 

collection and analysis. 

The ROFG was first developed around 2002 after nurses working in NICU and 

community settings found that a significant number of the neonatal population (and their 

parents) were experiencing long term feeding problems. Extralocal informant Pat, who 

works in the community setting with babies who have been patients in the NICU, 

described how parents and nurses were having difficulty establishing what Pat called 

“competent feeding.” Pat, related cases where babies took a long time to transition from 

nasogastric tube feeds to full oral feeds by breast or bottle while in the NICU. She went 

on to say that NICU “graduates” (infants discharged home) had developed oral feeding 

aversion-- infants were forced to suckle when not cuing, or feeding attempted when they 
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are exhausted and therefore will not bottle or breast feeding. This resulted in infants not 

acquiring the skills necessary to nipple feed adequate amounts of milk to maintain 

healthy growth patterns. 

Oral feeding aversion is significant complication experienced by many NICU 

patients. The ROFG was developed to help guide NICU nurses’ decision-making related 

to infant readiness for oral feeds and how to best support the transition from tube to oral 

feeds. The aim was to establish positive and successful feeding for parents and their 

babies while at the same time ensuring that infants ingested enough sustenance to grow 

and mature with a goal towards discharging infants as expediently as possible. 

The updated ROFG, which had been in place since 2009, was sent out via email 

to NICU staff and posted on the “Neonatology” website. Staff can find the document 

under the “Neonatology: Policies, Procedures, Protocols, Guidelines and Standards” 

page. Here nurses find resources and information expected to inform their practice. On 

the Neonatology page is a statement indicating that some documents may no longer be in 

effect. It reads, “Until the documents have been reviewed [by the Policy and Forms 

Department] the responsibility for the content of these documents remains with the 

department in which they were developed” (Alberta Health Services, 2015b). Nurses 

began to use the new information in the revised (draft) of the ROFG document as this 

dissertation was being assembled even though it has not yet been officially sanctioned. It 

is possible that locally reviewed and sanctioned governance documents like the revised 

ROFG will remain in draft for a considerable period of time. 

The process of vetting and approval through the PFM process is arduous. The 

work to update the ROFG every 5 years, as Pat explained, meant the working group 
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applied new scientific evidence, developed a detailed document and then spent time 

consulting with experts followed by rounds of revisions. Once endorsed by the group, the 

revised ROFG was released for clinical use as “draft.” Only after high level approval, 

including review by the PFM department, will revised governance documents be posted 

onto the list of “current AHS governance documents” listed on the PFM team website. 

Textual practices in the neonatal intensive care unit: Linking clinical, and 

managerial texts. 

The Flowsheet captures aspects of nurses and babies’ feeding activities that are 

described in the ROFG inasmuch as the allotted spaces allow. Informant nurses, Pat and 

Fiona, explained that the Flowsheet has evolved to communicate specific feeding actions 

and infant’s responses in line with the ROFG that ensures current evidence supports 

NICU treatments. In the process of revising the ROFG to standardize nursing practice, 

the Flowsheet also required revisions to reflect practice changes and therefore also reflect 

accurate documentation of feeding activities. The legend at the bottom of the feeding 

section of the Flowsheet, for example, was revised in 2015 to include breast/bottle/tube/ 

feeding strategies that reflected infant-led cues and a summary of the infant’s response to 

the feeding strategies employed during the session. The documentation on official forms 

like the Flowsheet provides evidence that care was given, and generates standard data for 

clinical and business audit purposes, in addition to its use as a communication tool for 

nurses and doctors. 

There are different kinds of texts that intersected with nurses’ work in this study. 

Clinical texts such as the patient’s EHR and the Nursing Daily Flowsheet are texts that 

are linked together by nursing assessments and clinical knowledge that gets documented 
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as part of a larger circuit of accountability. Clinical practice texts are documents where 

nurses record observable actions and conditions of patient care. Such texts are an 

efficient, objective way to document things related to what nurses see and do when 

providing care and treatments to patients. They are also a communication tool between 

care providers and a legal record of care. 

Managerial texts are used in overall governance of health systems and to handle 

operational issues. Some of the texts that managers use are generated within daily 

documentary practice of nurses. The PAC form, the CNN data form, and many of the 

governance documents nested in the Framework are linked to extralocal texts. They fulfil 

specific requirements arising out of legislation and are intended to align with Health 

Service values and mission. In addition, they provide a foundation for legal and 

professional expectations and standards for quality health care. Managerial texts appear 

to have disparate purposes to clinical practice documents. The PAC and CNN data sheets 

seem irrelevant to nurses’ practice (Chapter 6). The Flowsheet on which nurses’ actions 

and activities are documented has greater relevance to clinical practice and decision-

making necessary for patient care. However, it should be noted that the CNN data sheets 

feed data into a national quality improvement process. The aim of the CNN data 

collection and analysis of outcomes is to improve and standardize treatments and 

practices across Canadian NICUs. 

Quality Improvement: A Textual System Separate from the Policy and Forms 

Development Team 

QI initiatives are supported by internal influences within AHS, for example 

quality metrics, AHS Improvement Way program (AWI), and Quality and Healthcare 
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Improvement (QHI). In Canadian NICUs, quality improvement processes are often 

sanctioned by the external influences of specialty communities of practice, particularly in 

relation to QHI there is a neonatal specific QI movement called Evidence-based Practice 

for Improving Quality (EPIQ). EPIQ is a “scientific method for continuous quality 

improvement” developed by the Canadian Neonatal Network (CNN) to address gaps that 

the CNN experts believed existed in other QI methods used across healthcare institutions 

(Evidence-based Practice for Improving Quality, 2016). In the most current version of the 

three EPIQ phases, the group claims to “create a continuous quality improvement 

paradigm in Canadian and international neonatology which is self-directed, data-driven, 

collaborative, interactive, targeted and sustainable” (Evidence-based Practice for 

Improving Quality, 2016). 

Evidence-based Practice for Improving Quality and Canadian Neonatal 

Network quality improvement initiatives. 

The CNN collects data from NICUs across Canada. The Network aggregates the 

data that is reported across the country. They use it to establish trends, and to compare 

across sites to identify which units have higher incidences of particular complications 

than others. The CNN data form that NICU nurses must complete by midnight each day 

is a one-sided paper sheet. It records each infant’s condition in the previous 24-hour 

period. Nurses place the completed form in a file box where the clerk faxes them to the 

level three NICU where a data clerk enters the data into the CNN database and uploads it. 

CNN data analysts are responsible for maintaining to larger database and issuing regular 

reports. 
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Informants commented that the CNN data form is time sensitive and must be 

completed each day. The form required nurses to enter: their name, date, the infant’s 

day of life, weight, continuous medications given, respiratory support, NICU 

procedures done on the infant, and the kinds of intravenous lines and infusions the 

infant received. There are also questions about the infant’s nutrition: whether 

parenteral nutrition was given, the type of milk given for oral feedings, and how the 

infant was fed. If the infant had been given their first oral feeding or therapeutic 

tasting on the day being reported, the time of that intervention is also noted in the 

nutrition section. 

Other quality improvement initiatives: Institute for Safe Medication Practice 

Canada and the Health Quality Council. 

CNN and EPIQ is not the only QI initiative that intersects with NICU nurses’ 

feeding work. While the CNN focuses specific attention on the specialty practice of 

neonatology, nurses’ work with neonates is also monitored, evaluated, and changed by 

other organizations. Such organizations are focused on broad, healthcare wide, 

improvements: Institute for Safe Medication Practice Canada (ISMP), the Health Quality 

Council of Alberta, the Canadian Institute of Health Information, and the Canadian 

Patient Safety Institute. Like the CNN, ISMP is an independent non-profit advocacy 

group dedicated to promoting quality and safety. ISMP guides and drives policy aimed at 

reduction and prevention of medication errors, and thus enhance patient safety. ISMP 

works in partnership with the Canadian Medication Incident Prevention and Reporting 

System, the Canadian Institute for Health Information, Health Canada, and the Canadian 

Patient Safety Institute. ISMP Canada has a mandate to monitor and analyse adverse 
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medication events, to make recommendations in error prevention, and to support quality 

improvement initiatives related to medication delivery (ISMP, 2015). The implication 

was evident in Karen’s experience of having to manage the complex medication 

procedures that added steps and time to medication administration, steps that diverted her 

attention away from feeding her patients. 

The AHS Governance Document Framework is tied into the Provincial Health 

Quality Council of Alberta an influential organization that was established by the Alberta 

government. Heavily influenced by an interest in spending and the healthcare economy it 

is an organization that monitors what “quality health” means to the public and for care 

providers in areas where services and knowledge are needed (HQCA, 2016). A HQCA 

(2010a) public report reviewed medication and EBM incidents. The purpose of the report 

was to address the safety aspect of the dimensions of quality, safety being one feature of 

the Alberta Quality Matrix for Health, a document produced by the HQCA to outline the 

mission and values for health in Alberta. 

Standardizing quality and directing practices. 

Changes to frontline practice, generated through the quality and risk management 

process, that written into documents produced by the PFM team at the policy level of the 

Framework’s governance hierarchy. Medication and EBM administration errors were 

understood by AHS risk management leaders to be rooted in “human factors”—nurses 

(the human factors) did not follow procedures when checking medications and EBM. The 

premise leaders made was that medication administration errors were due to nurses being 

interrupted during the process of medication preparation and delivery, thus distracted and 

completing the task incorrectly (HQCA, 2010b). To mitigate the risk for error when 
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administering EBM and medications, specific processes were written into province-wide 

policies. As policies, the processes scribed into the governance texts are strictly enforced. 

Recall Karen’s experience with giving IV medications to one of her patients. She 

described nurses completing the double-checks at each stage of the local medication 

delivery process even though the drug library was designed to do this. Karen knew that 

the new program was intended to make medication delivery easier and safer, yet the local 

processes continued for each of the steps for double-checking that were in place before 

the implementation of the library, meaning a second nurse had to check the pump screen 

before the infusion could begin. Thus, not only do nurses need to rely on one another to 

accomplish the safety checks, they also must respond to the alarms and “stops” that are 

programmed into the pumps. All this is work that takes time. 

QI initiatives and their accompanying textual processes take extraordinary 

time in the nurses’ day-to-day work. The new systems extract work processes that 

are seen to be “risky” from the other important components of care. Mechanistically 

separated from the ongoing workflow39 the prescriptive safety processes are layered 

on top of all the other work awaiting nurses in the care of infants, including the 

documentation nurses are required to do on the Flowsheet, filling out CNN and 

acuity classification forms, work that is done in conjunction with the priorities of 

assessing and feeding babies. The QI initiatives described here are intended to 

standardize processes and practice, which, in turn, is expected to reduce errors within 

                                                 

39 The use of the term “workflow” here is referencing each individual nurse’s decisions about what to do 

now, what to do next, what to postpone or delay, how to manage when parents arrive and so forth. It is 

NOT referring to the increasing interest in nurses’ “workflow” that is linked into CIS software and interests 

in “saving nurses time”. 
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each specific targeted task. That is, they are designed to implement and evaluate 

processes that prevent risk and harm to babies. AHS’ corporate strategy, while 

aligned with QI objectives, is to regulate forms and policy development and work 

processes to meet “business objectives” (AHS, 2011) including make processes more 

efficient and improve data collection for surveillance of health care and patient 

outcomes. QI and business goals are not entirely synchronized at the level of front 

line practice. 

Policy and Forms Department and Quality Improvement: The Creation of a Textual 

and Clinical Challenge 

Although the PFM department oversees sanctioned governance documents and 

forms there are several ways that texts enter into nurses’ practices that arise outside the 

reach of the PFM. For example, some of the texts embedded in predetermined electronic 

programs purchased from external business vendors are not vetted or scrutinized by the 

PFM, for example, the drug library embedded in the IV pump. As well, there is a trend 

toward using quality improvement projects to insert new evidence and knowledge into 

practice settings. Increasingly, processes and texts founded on QI cycles and the evidence 

they produce override institutional documents such as guidelines. Recall that the ROFG 

is a guideline produced under the PFM umbrella and its avenues of development, vetting, 

and approval. However, the SINC protocol, on the other hand, arose from a QI (EPIQ) 

project designed to improve respiratory outcomes in infants at risk for BPD. As a 

physician’s order SINC overrides the ROFG for babies who are ordered the protocol. 

Guidelines guide decision-making in practice, protocols drive practice, and policy 
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regulates practice. In this case, the form that had gone through the PFM held less sway in 

clinical practice than the SINC. 

Doctor’s orders: A “special” ruling relation in the institutional hierarchy. 

So far in this chapter I have outlined the documents governance framework and 

its regulatory and disciplinary hierarchy. I have outlined how “clinical” forms, such as 

paper flowsheets are not vetted in the same way as other governance documents. I have 

also said that proprietary software embedded in computers undergoes a different process 

of development and scrutiny. I described how quality and safety systems introduce yet 

another system of textual practices into nurses’ work. In addition, I alluded to a set of 

managerial texts, the patient acuity index that rests outside of the formal governance of 

documents being used across the AHS. 

Doctor’s orders are another powerful ruling relation in nurses’ work that are 

situated outside sanctioned hospital governance processes. Physician’s orders intersect 

and enter nurses’ work from the beginning of every shift until the end. When NICU 

nurses arrive at their patient’s bedside their routine includes accepting handover report 

from the previous shift’s nurse, together they review the infant’s condition and plan of 

care, and before shift handover is complete they are mandated to review the doctor’s 

orders together. One nurse enters her sign-in details in the computer and finds the infant’s 

electronic chart. The nurse clicks on the “physician orders” tab to bring up the patient’s 

orders. The incoming and outgoing nurses either read aloud (the NICU nurse educators 

told me that this is the ideal way to ensure nothing gets missed) or review and confirm 

the orders with each other before handover is complete. Anything new, ongoing, or that 

needs to be addressed is clarified. The process of carefully assessing and confirming 
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orders from one shift to another is done to ensure patients receive the medically 

sanctioned treatment. Nurses double check orders and formally account for having done 

so by signing in a specific box on the front of the paper Flowsheet. Doctor’s orders are a 

text that shape and coordinate the overall care each infant receives in their NICU stay. 

They are a powerful coordinating relation that my nurse informants told me “trump 

everything.” 

Physician’s orders are underpinned by standardized “order sets” that are pre-

programmed into the electronic health record that physicians can select from. There are 

several categories of order sets including respiratory/ventilation, medications, fluid and 

electrolyte, feeding, and social, as well as broad orders for monitoring vital signs and 

daily weight. Of interest to this analysis are the feeding orders, although each of the other 

categories of orders are hooked into all of nurses’ work processes. Historically, the actual 

practices used to feed infants have been nurses’ domain. Physicians were responsible for 

making decisions about oral or nasogastric feeding, the breast milk and/or formula to be 

administered, total fluid intake (TFI), and the feeding interval. Nurses’ knowledge of how 

to feed fragile neonates competently has afforded them freedom to manage each infants’ 

needs and accommodate ordered TFIs accordingly. The medical authority over feeding is 

embedded in the SINC protocol (introduced by Karen when she was feeding “slow to 

catch on” Samera in Chapter 4). SINC requires a physician’s order, although nurse 

leaders reassured me that nurses and doctors consult about decisions to assign SINC to 

babies in the NICU. 

SINC orders are precisely regimented into a stepwise progression. Within the 

SINC protocol nurses have limited leeway to use discretion about the oral and NG 
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volumes an infant is prescribed to take at a feed. Partially, the shift to more medicalized 

feeding regimes has occurred with the advent of feeding technologies and the increasing 

complexity of care that accompanies smaller, sicker, and more neurologically fragile 

infants. Medical and institutional discourses figure prominently in neonatal care, 

discourses visible in the drive for safe, quality care, to reduce length of stay, and to 

improve long-term outcomes in babies who decades ago might otherwise have 

succumbed. The evidence-based medicine movement has had a profound impact on the 

science of neonatal care and nurses’ feeding practices. The presence of SINC in the 

decision-making hierarchy is indicative of the relations of ruling attached to evidence-

based practices related to feeding. 

Non-clinical texts: The textual work of managing resources. 

The final category of textual processes that are heavily implicated in the work I 

observed nurses doing are non-clinical; that is, texts that are not directly used in the hour 

to hour care of babies and documentation of activities related to their care. The data 

shows the wide variety of forms and governance that circulate and are activated in 

nurses’ day-to-day work. The Flowsheet, ROFG, and SINC illustrate how clinical 

documents are central to the social organization of local, everyday feeding work in the 

NICU. There are also other documents that absorbed informants’ time and organize their 

work. These texts were characterized as inconveniences with little significance to the 

nursing care of babies. 

The CNN and PAC forms are limited and mechanistically compartmentalize what 

nurses do and selectively draw attention to components of babies’ care. They do not 

account for the activities nurses accomplish, in their fullness, and which are integral to 
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necessary nursing work in the NICU. Incidentally, some of the administrative and 

managerial texts that consume nurses’ time and attention, the PAC form for example, 

cannot be found in the PFM “library” of forms. The development and approval process of 

clinical practice documents that is laid out in the Framework was not applied to the SINC 

protocol nor to the PAC and CNN data forms. In the coming chapters the analysis being 

developed focuses on these texts and reveals how the governance processes related to the 

hierarchy of texts produce a set of contradictory directions that squeeze out the time that 

nurses have to provide care, in the way that they know how to. The textual practices 

nurses engage in work on their knowledge focusing them on particular aspects of work 

leaving critical aspects of care to be “squeezed in.” 

Summary 

In this chapter I have begun to show how the data generation process that nurses 

are pulled into, is refined and streamlined in texts that are being used to create a picture 

of each patient’s health care encounter from the bedside up into institutional processes. 

First, the texts are used as a clinical tool for local interprofessional communication – to 

provide a description of the infant’s stability and current care needs. Then, as locally 

auditable, they are the records that are examined when an adverse event happens or when 

a healthcare worker’s competence is being called into question. The texts are also used as 

data to establish the “national version” of what goes on in the care of patients. It is this 

aggregated version, related to how patients respond to care regimes and treatment 

protocols that inform other texts that will be generated to guide clinical practice in line 

with “evidence.” On another level, data is being amassed to predict and deploy resources 

that support “best practice.” 
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Recall Figure 1, the small hero diagram introduced in Chapter 1. The rich 

ethnography/topography of neonatal work sits within the first range of mountains and is 

described in Chapter 4. I have shown in this chapter how national level organizations 

such as the Canadian General Standards Board (CGSB) direct standards and unify 

development of institutional forms (such as the NICU Flowsheet) through a National 

Standards System of Canada. I expanded the analysis to show how each layer of 

regulation is connected to another linking front-line workers who use particular texts to 

the Framework, and up the hierarchy into national levels of governance. 

I discover that despite this complex system of governance, designed to regulate 

nurses’ use of texts, the texts arise from different ideological locations. The ruling 

relations they insert are not aligned. Not only does each ideological site of ruling cover 

over nurses’ expert knowledge that is critical to the safe unfolding of each shift, but they 

also create dissonant and contradictory practices. The texts that nurses are required to 

adhere to create a series of what Smith calls text-work-text sequences (Boyle et al., 2015; 

Griffith & Smith, 2014; Smith, 2005), that insistently draw their attention away from the 

fragile infants in their care. Moreover, the many different text-work-text processes that 

coordinate NICU activity create difficulties for nurses who are working to communicate 

the detailed individual status of each neonate and to tell the “story” of a day in the life of 

each infant. 

In the next chapter, I take this analysis from the broad social organization of 

neonatal nurses’ work through the centre of the small hero’s mountainous terrain in 

Figure 1. This is the intersection where upper levels of governing relations meet frontline 

care. It is where this last piece of analysis returns to the nuanced feeding work that 
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babies, nurses, and parents accomplish. I will discuss in more detail how SINC and the 

ROFG work, and how quality, safety and feeding discourses shape nurses feeding work 

with NICU babies. 
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Chapter 6: The Relegation of Feeding within Textually Mediated Practices 

The analytic thread I develop in this chapter follows the primary interest of the IE 

researcher—the institutional relations of ruling that are textually based and that intersect 

with and mediate peoples’ ongoing activities. In Chapter 4, the actualities of informants’ 

work with babies were ethnographically described, bringing to light that feeding is a 

central organizer in the care of NICU patients. The data revealed that despite the 

scientific discourse surrounding feeding neonates (outlined in Chapter 2) the actual 

activity of feeding is considered a simple, low skill task40 and that more technical 

therapies or safety oriented checking activities consistently took priority. In Chapter 5, 

the analysis was extended to the highest peak of the small hero diagram, into various 

levels of governance that organize nurses’ work in the NICU. Layers of 

textual/regulatory directives for the development, approval, and adoption of texts 

throughout the organization were discovered. 

Now, in Chapter 6 the analytic thread related to feeding work is drawn back into 

the complex matrix of textual technologies and documents that (the evidence from this IE 

shows) pull nurses in contradictory directions (See Figure 1 small hero diagram, Chapter 

1). Contrary to the science about the importance of observing infant cues, nurses’ 

40 Nurses themselves talk about feeding as “boring” relative to high tech interventions and therapies 

required by critically ill infants. However, the data also reveals nurses’ nuanced knowledge and 

understanding of infant feeding in relation to risks and complications, and how to help babies succeed in 

learning the skill to take all their nutritional needs by nipple while also maintaining a regular growth 

trajectory. Doctors also take a hands off approach to feeding practices, with the exception of writing orders 

for TFIs and SINC if the baby fits the criteria. Nurses are organized to think about feeding infants as less 

demanding than caring for very sick babies, in light of the change in nurse to baby ratio as babies are 

relieved of major technological interventions. Despite the time and attention that infant-led, cue based 

feeding demands, nurses are assigned up to three or four infants per shift. 
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attention to an infant’s suckling during a nipple feed is organized to take a lower priority 

than, for example, double checking a medication infusion pump with another nurse. 

Moreover, the ethnographic data was rife with instances of unmonitored gavage feeding, 

milk given by infusion pump through the gastric41 (oral or nasal) tube inserted into the 

infant’s stomach while the baby (hopefully) sleeps. The analysis being explicated is how, 

despite nurses expressed knowledge of the new science for feeding (requiring nurses to 

observe and respond to infants’ cues to feed and to stop feeding when the infant 

disengages) and the layers of texts that are being used to move the new science into 

practice, that feeding is often rushed, interrupted and truncated. From the actualities of 

neonatal nurses’ frontline work, extending up into the institution of neonatal care, this 

chapter draws attention to specific textual practices that link between and into the upper 

and lower peaks shown in the small warrior/hero diagram (Figure 1). 

Examining the Conceptual Reading of Feeding Work 

In the NICU setting a conceptualized version of how feeding happens is worked 

into the SINC protocol and the ROFG. These textual renderings of feeding practices are 

written with good intentions to support the science based evidence about quality feeding 

practices. However, what a nurse knows from being there is not well aligned with what 

the nurse knows from the authorizing (text based) practices of knowledge about safe, 

therapeutic care. Things happening in the setting – the myriad demands of infants’ cues, 

                                                 

41 Gastric tubes are small silicone tubes designed specifically for feeding, inserted into the baby’s nose 

(nasogastric) or mouth (orograstric) and into the stomach for the purposes of gavage feeding. They are 

secured with adhesive tape and the measurement is recorded at each feeding to ensure the correct 

placement is maintained. Generally, in the NICU tubes are nasogastric (NG) unless the infant is intubated 

and ventilated in which case the gastric tube is placed orally. In this dissertation gastric tubes will be 

referred to as NG or gavage tubes used for gavage feeding. 
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medication pump alarms, parents’ needs, colleagues’ requests, and the overall smooth 

running of the unit means that “evidence” cannot be treated as clear cut and straight 

forward. Often it is mired in ambiguity and tension; how a nurse actually proceeds is 

frequently not what the feeding directions outline. Nurses are pushed and pulled within a 

contradictory set of ruling relations that undermine safe feeding practices. The PFM 

team’s goals to streamline and integrate the various policies and procedures being used 

throughout the hospital (Chapter 5) are implicated in the critique developed in this 

chapter. The analysis reveals how fragmented pieces of patient care are abstracted, 

(re)assembled, and hooked into the governing ruling relations and discourses of 

healthcare that establish the appearance of a carefully planned and integrated system. 

For nurses like Megan and Karen, their attention is routinely drawn away from 

infants to focus on texts. For example, recall the detailed description (Chapter 4) of Karen 

who was feeding baby Samera. Samera’s feeding cues were subtle and Samera was not 

fitting neatly into the expected milestones for her adjusted gestational age. This required 

Karen to “read” Samera’s cues in order to respond to Samera appropriately. Despite 

Karen’s expressed knowledge about the research and her intimate knowledge of Samera, 

Karen could not respond to Samera’s signals that she was interested in nipple feeding, 

given the other demands that required her to fill out time sensitive paperwork, deal with 

broken machinery, and respond to medication pump alarms that insistently demanded 

attention, and interrupted Karen’s attention to Samera’s hunger cues during her feeding 

time. 

The research problematic that is at the centre of this chapter rests at the juncture 

of NICU nurses’ goals--to provide safe, timely, and specialized care for sick and preterm 
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infants and how policies and managerial directives redirect that work. The policies and 

directives that coordinate nurses’ work are expected to support safe and effective care, 

however, the ethnographic observations revealed that many of the textual directives did 

not seem to make sense in the immediate context of what infants (or parents) needed42. 

Furthermore, nurses’ attention is pulled away from infants or when feeding becomes 

mechanized by pumps, so that nurses no longer have to be at an infant’s bedside to 

complete the feeding. 

Feeding in the Milieu of Segregated, Textually Organized Ruling 

The prominent texts that are expected to direct feeding are the ROFG, SINC, the 

Doctors’ orders, and NICU43 Daily Flowsheet (Flowsheet). These texts are central to 

neonatal nurses’ activities. However, the recounting of nurses’ work in the ethnographic 

chapter (Chapter 4), shows that the texts that organize feeding are activated by nurses in 

tandem with other texts – the medication administration record, the texts required to 

report faulty equipment, the texts required by the CNN data collectors, the daily 

completion of the workload index, the EBM tracking system, and so on and so forth. All 

these texts mediate practices in the local conditions of nurses’ work. Furthermore, the 

texts have a way of partitioning aspects of nurses’ care to the extent that nursing activities 

that in actuality happen in real time are fundamentally inseparable. Such activities are 

                                                 

42 Nurses in the study site were double checking medications as per the provincial Safe Medication 

Administration policies and procedures, but a local guideline also called for nurses to double check the 

pump programming at particular points in the infusion process (up to five times depending on the type of 

medication being administered). This practice, meant to reduce risk of medication error, produced problems 

for nurses in the midst of feeding babies who had to be put down so that the nurse could go to another 

bedside and follow the procedures endorsed by local practices. 
43 These acronyms have been defined in previous chapters. 



142 

 

disconnected and reassembled in ways that are somewhat incompatible with what is 

needed in each moment of a nurses’ knowing about feeding preterm babies. 

Most of the texts activated by nurses in NICU are nested within the governance 

edicts that determine the texts’ imperative as regulatory and/or for surveillance. The 

Doctor’s Order form, not listed within the categories of hierarchical AHS documents 

outlined in the Policy and Forms Management Team manual (Chapter 5), is a key 

organizer for nurses. The Doctor’s Orders are locally linked into the Flowsheet and 

Medication Administration Record (MAR) insofar as the Flowsheet and MAR become 

legal (and clinical) records of the order being carried out. The SINC protocol is also 

embedded in a Doctor’s Order. When a physician writes the order for an infant to be 

placed on the SINC protocol, nurses must closely adhere to the linear progression of steps 

from A to K (Appendix I). While on the protocol, the feeding documentation is more 

closely scrutinized – the criteria, stages, timing of feedings and volumes of milk are 

highly prescribed and carefully monitored and audited as part of a quality improvement 

process. 

There are sets of directions in both the SINC protocol and the ROFG that are 

similar, yet nurses seem to use the ROFG with far more flexibility in their decision 

making about feeding, while SINC appears to have no flexibility. As a doctor’s order 

SINC must be followed (although when an infant is not ordered SINC nurses like Karen 

still use SINC to guide their decision-making, as if it is a document more like the ROFG 

that provides room for discretion). Lucy, the nursing unit manager interviewed said, 

“guidelines guide what you do rather than dictating [like doctor’s orders or policies do]” 

when she referred to differences in how nurses use these kinds of governance documents 
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in practice. However, the knowledge from SINC and the ROFG as I describe here, is so 

embedded in what NICU nurses know and do that they seldom actually refer to the texts 

to know what to do to feed babies. Their knowledge sits in their experience and their 

actions and becomes part of their doing. Nurses also mediate what they know is in the 

text with their knowledge of babies needs and the needs of the NICU in each instance of 

care. The texts, and how nurses activate them does not easily align with how nurses are 

supposed to proceed within the ruling relation of the stepwise, ideological, pre-

formulated directives that assail contemporary work settings44. 

Karen’s knowledge and experience with NICU babies and their feeding 

challenges meant that she thought SINC would be useful for Samera, who was not 

officially “on” the protocol. Yet both the guiding directions of the ROFG and the orderly 

prescription of SINC were downgraded when Karen, after nipple feeding Samera for five 

minutes, placed the baby in her cot and then walked away to double check a medication 

with her colleague (as regulated by the medication policy). Karen returned to Samera and 

found her asleep therefore placed the remaining volume of milk on the gavage pump. She 

then moved on to start Sophia’s feed, and was thereby unable to monitor Samera’s cues 

that she might be full or need burping while the remainder of her milk was infusing 

through the NG tube. Consistently, nurses overlook important aspects of babies’ care 

especially as it relates to feeding – Karen putting Samera down while in the midst of her 

                                                 

44 This point of analysis is re-emphasized in Chapter 7. As will be explained in more detail, a nurse 

manager expressed her frustration with nurses who were not closely adhering to the computerized EBM 

tracking system that required nurses to follow a stepwise process for scanning labelled bottles of EBM. 

Missed steps were flagged as errors that the manager suggested could be avoided if nurses just “slow the F 

down”. 
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nipple feeding to check a medication pump or interrupting the feed to complete the CNN 

data sheet and PAC form before the deadline – are instances of her adherence to the 

“higher order” regulatory directives that cannot accommodate the true character of 

nurses’ work and take precedence over whether and how nurses can respond to the 

patients in front of them. 

The compelling, analytically relevant question that arose from observing nurses 

and talking to them about the ROFG and the SINC protocol relates to how it happens that 

Karen has, or does not have, discretion to respond to Samera’s complex, unique feeding 

challenges. The central issue of Samera’s ongoing hospitalization are feeding concerns. 

Samera must mature developmentally and learn to feed, to suck, swallow, and breathe 

(SSB), in order to gain weight appropriately and take all of her milk by breast or bottle. 

Karen knows that every infant accomplishes effective SSB patterns at their own pace of 

developmental maturity. Samera’s feeding problems or lack of neurodevelopmental 

sophistication had not been “officially” noticed, nor captured within the criteria for oral 

feeding based on either the protocol or the guideline. Furthermore, the critical puzzle that 

is being explicated in this study is the feeding practices that the observation of Karen 

brought to the fore: How did it happen that, despite Karen’s discretionary work regarding 

what Samara needed, based on her robust scientific and experiential knowledge, that 

Karen was organized not to produce the evidence-informed feeding experience that 

Karen knew Samera needed? 

Finding the late preterm in the milieu. 

Samera was considered an “LPI,” a relatively stable, at least physiologically, 

infant whom colloquially would be referred to as “feeder and grower.” LPIs may be 
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connected to cardiorespiratory and saturation monitors, often receive gavage feeds by 

pump, but will use little high-tech equipment as they get closer to discharge. Their care is 

considered somewhat routine. They lay in their cots between feeds. These are the 

“category” of infants who were the initial focus of this research (see Chapter 1). The 

ethnographic data points to the social organization of the broad work processes of an 

NICU where these babies are cared for. 

Rather than separating these babies into a defined category (the way that they are 

discussed in all the existing literature), this research study focuses on the broad processes 

of nursing work, in the place where LPIs receive care. The findings provide useful 

insights into how the care of LPIs is socially organized. This is an analysis that is 

overlooked when specific problems or issues are pulled out of the backdrop of everyday 

practice to be examined and fixed one by one. The evidence from this IE indicates that 

LPIs are socially organized to be overlooked within the more compelling demands and 

technologies in a high paced NICU environment. However, the issues and tensions are far 

more complex than a simple explanation about how technology produces barriers 

between patients and their human caregivers, the common way this is discussed in the 

literature (Almerud-Österberg, 2010; Almerud et al., 2008; Price, 2013; Sandelowski; 

Tunlind et al.; van Manen, 2015). This IE analysis implicates the very core of how 

nurses’ work, regardless of the category of infant in their care, is being managed in 

contemporary settings within layers of regulatory texts and a puzzling emphasis on 

“scientific evidence”.  
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Gavage pump practices: A socially organized separation of “feeding” from 

“gavaging.” 

‘Gavaging’ (feeding) by nasogastric (NG) tube, on a feeding pump, is common 

practice in the NICU. Curiously, nurses do not see feeding infants by gavage with a pump 

in the same way that they do to infant feeding by bottle or breast. Gavaging seems to be a 

distinctly different sort of practice. The practice of holding infants while gavage feeding 

by gravity is now outmoded given the convenience and practicalities of technologies that 

infuse measured, timed volumes of milk without a nurse needing to be present. This 

observation of how milk pumped into an infant’s stomach by tube is not part of a 

“feeding” episode is made less puzzling within an examination of the ROFG and the 

SINC protocol. 

The ROFG reference poster, mentions ‘tube feeding’ in relation to giving “top-

ups.” This provides the directions for a nurse to nipple feed an infant for as long as the 

suck-swallow-breath pattern is effective or when the infant shows other signs of tiring. 

The decision about when to stop the nipple feed is also determined by the maximum 

volume they are permitted given the ‘nutritive sucking stage’ that the ROFG, or the SINC 

documents direct. The remaining volume of milk is given (‘topped up’) by gavage. Other 

clues to analyse the social organization of gavage feeding are in the detailed references to 

volumes. Nurses know that the remaining volume, not taken by nipple, must be ‘gavaged’ 

directly into the infant’s stomach, however, textually there are no further directions for 

how the practice of gavage is to be managed -- whether given by pump, over a specific 

time period, or by gravity. 
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Historically, prior to knowledge developed in contemporary feeding sciences, 

nurses developed techniques to ‘push’ babies to suckle as much milk as they could. 

Nurses would use an “open syringe” to infuse the rest of the volume by gavage, using 

gravity. Karen explained, with the knowledge of the short and long term impacts in 

infants “we don’t push babies anymore because we know they will end up with feeding 

problems later on.” In prior practices, nurses would raise or lower the syringe based on 

the infant’s tolerance cues—wiggling or squirming with discomfort, emesis, skin colour 

changes, and other signs of distress. As Karen indicated, nurses no longer use techniques 

to entice infants to suckle when they are not truly engaged or ready. With the introduction 

of the feeding pump, ‘feeding’ is textually organized to be complete at the point when 

nipple feeding stops and the remainder of the milk volume is attached to the NG. 

‘Gavaging’, in this way, sits outside of nurses feeding practices and the feeding 

sciences that underpin the protocols and guidelines explicated in this study. During the 

ethnographic observations, time and time again, nurses completed the “feed” and initiated 

the gavage portion on the pump. This is evidence of a social organization of nurses’ 

contemporary knowledge about feeding that has separated gavaging from nipple feeding 

practices whereby the feeding session seemingly ends when nurses program the pump to 

deliver milk via syringe into the infant’s stomach, and the nurse moves onto other work. 

This mirrors my own current nursing approach where I rarely make time (because I have 

other infants to feed or medications to give etc.) to hold or observe an infant who is being 

gavaged. 

The analytic thread related to the social organization of feeding as separate from 

gavage is informed by an analysis of my own NICU practice. As I was examining how 
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gavaging is textually organized I remembered a shift when I was providing care for Sam, 

an infant who was born at 24 weeks’ gestation but now corrected for 38 weeks’ gestation. 

Sam was transitioning to nipple feeds but still receiving 10-20% of his total milk volume 

through gavage. After I had nipple fed him the bulk of his feed I settled him into his cot 

and programmed the pump to administer the remainder of the ordered volume over 30 

minutes. I charted my notes about how Sam responded to his nipple feed and prepared to 

feed the next baby, Iris. 

After I had commenced feeding Iris, Sam’s cardiac monitor alarmed. I knew he 

was prone to heart rate dips, and could see that his monitor showed a mild desaturation 

accompanied by a bradycardic episode. I watched to see if Sam would recover on his own 

but when his heart rate dropped further, I interrupted Iris’s feed, quickly sanitized my 

hands, and hastened to Sam. He was dusky and apnoeic. Assessing him, I noted that his 

heart rate did not recover with stimulation, and more importantly that his nasogastric tube 

was dislodged from its original position. This was causing milk to drip into his 

oesophagus rather than his stomach. I knew this was the most likely reason for his 

symptoms45. I stopped the pump, pulled out the NG and then replaced and secured it 

before restarting the pump to continue “gavaging” the volume Sam required. I then 

turned my attention back to feeding Iris. The analytic usefulness of this incident from my 

own practice was in regards to my own specialized NICU knowledge. I realized that 

although I knew that Sam was technically still feeding, somehow I had adopted the 

                                                 

45 A dislodged NG frequently causes desaturations and bradycardias that, if not caught, will lead to an 

apneic baby who requires more aggressive intervention such as oxygen administration, and possibly 

extending to mechanical ventilation via ambu bag resuscitation. 
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prevalent notion in the NICU that gavage feeding via pump did not require me to be 

standing next to or holding Sam. My informants and I have all disconnected “gavaging” 

from feeding. 

The (abstract) separation of knowledge about “feeding” from knowledge about 

“gavaging” (as it is textually organized within ruling relations) is an example of the larger 

problem that this IE analysis develops. When nurses’ knowledge (and their work) is 

broken into “categories” and each of those categories is textually mediated as a “ruling 

relation” – the ruling relations become the powerful coordinator of how the work must 

proceed. Ruling relations such as those generated within the time-consuming medication 

checks, the EBM tracking system, regulations for record keeping and so forth 

consistently disrupt how nurses might otherwise proceed in response to what they have 

learned, experienced and know about what is needed moment to moment. Dominant 

safety logics46 that imagine that each “risk” or piece of new evidence can be addressed by 

protocols and guidelines inevitably include some features of nurses’ work and leave out 

others. The analysis being developed here is showing how this works in relation to 

nurses’ work and, more specifically, to the critical work of feeding infants. The ruling 

relations for medications consistently “trump” feeding work and leave nurses little room 

for discretion. Inside feeding work, the science about cue based nipple feeding (and the 

                                                 

46 Logics being reasoning that is assessed according to strict principles that therefore infer validity or 

justification for particular practices Institutional logics are articulated in quality improvement strategies and 

the documents produced from QI processes (SINC for example). The challenge with logics such as 

protocols and care pathways is that they often result in contradictory “evidence” and they organize nurses 

to be drawn into conceptual notions of the work and conflict between nursing and managerial interests 

(Allen, 2014). 
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advent of the routine use of the feeding pump and other demands related to the safety of 

EBM) have eclipsed prior knowledgeable practices of gavage feeding. 

In my experience, what happened to Sam during his gavage is not uncommon. 

Despite improved systems to secure infant NG tubes, it is still possible for them to 

become displaced. In Sam’s case, he may have felt full near the end of the feed which 

may have caused him to wiggle and pull his tube partially out; he may also have had gas 

in his belly and needed to be picked up to help him feel more comfortable. In this 

instance, the quick response to Sam’s alarm and the NG intervention quickly stabilized 

him. However, it may have been the case that his apnoea, desaturation, and bradycardia 

were early symptoms of a more sinister problems such as sepsis or NEC47. In order to 

monitor for these serious complications in neonates all episodes of desaturation must be 

recorded. In Sam’s case, if his brief apnoea/bradycardia/desaturation episode was noted 

on the apnoea record it might needlessly stop him from advancing to full nipple feeds and 

prevent him from going home earlier. Sam recovered promptly and easily settled to sleep 

after his feed was finished therefore I chose not to document the apnoeic episode on the 

apnoea record sheet48. This decision represents the layers of discretionary knowledge 

experienced nurses employ in this kind of situation. 

                                                 

47 Necrotizing enterocolitis is a serious condition in neonates whereby bowel tissue can become damaged 

and necrotic. The condition can cause feeding intolerance, abdominal distension and intestinal perforation 

that leads to overwhelming sepsis. Preterm infants are at risk for NEC, particularly if they are born very 

low birthweight, very preterm, and/or have experienced a hypoxic event. 
48 The “Apnea sheet” is a separate document from the Flowsheet designed to allow physicians to quickly 

count and assess the number of apnea, bradycardia, and desaturations the baby has in a given period of 

time. 
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There is little published feeding evidence related to gavage feeding by pump. The 

small (mostly outdated) body of research focuses on NG placement, feeding 

(in)tolerance, and benefits of continuous or bolus gavage feeding, but does not include 

any studies about whether and how infants “cue” during gavage (Dollberg, Kuint, 

Mazkereth, & Mimouni, 2000; Krishnamurthy et al., 2010; Macagno & Demarini, 1994; 

Valman, Heath, & Brown, 1972). The emphasis on cue-based infant feeding on which the 

SINC protocol and ROFG are based, is incongruent with the process of pump-based NG 

feeding that frequently happens in the NICU. Nonetheless, the current practices related to 

gavaging are highly efficient because they free nurses to undertake the many other NICU 

activities that are regularly added into nurses’ work (med checks, EBM checks, CNN 

records, workload indexing, and so forth) that demand their time. 

The authorized and audited record of the feed: Letters and codes in small 

boxes. 

My discretion about whether to record Sam’s apnoeic episode on the apnoea 

record is representative of a larger issue of the textual practices of the modern NICU. The 

apnoea record is a clinical text that did not accommodate the nursing knowledge I had in 

regards to Sam’s episode. Fiona provided another example of how nurses’ knowledge 

and the complexity of the moment-to-moment care of infants is managed in the 

institutionally authorized documentation of infant feeding. When Fiona was documenting 

her feeding work in the required space on flowsheet, almost as an aside, she commented 

that the Flowsheet “lacks the space for any explanation about how the feed actually 

went.” Fiona remarked that when feeding infants she assesses the pre-feed cues and 
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might make the decision to offer 5 mL in an open nipple rather than in a bottle49. 

Although Fiona wanted to produce an accurate account of her actions and her reading and 

recording of infant cues she could not use the legend to effectively report actions. She 

said, “I just make [what I have done] fit, but then I write in the narrative chart to explain 

it all better, if it is really important and I have time.” She went on to say that “people 

[referring to doctors and nurses] don’t look at the full picture really, so babies get moved 

up a stage without seeing what the baby is actually doing.” 

The SINC protocol was being audited by a nurse practitioner who was 

spearheading the implementation of the SINC project to assess how well the protocol was 

being used. Fiona understood that the codes in the legend represent what happened 

during the feed according to SINC, but the limitations of the codes, in her view, 

undermined the accuracy of the SINC audit. Moreover, Fiona also believed that there 

were too many letters to be placed in a tiny box to be useful to her or her colleagues 

regardless of the audit. The coded letters could not stand in for the discrete, unique 

behaviours of each infant, particularly related to feeding. 

The ruling interests of the feeding record becomes more apparent when Fiona 

went on to talk about how the SINC program is evaluated, “When they [the team 

responsible for auditing the SINC as a QI project] assess the charts for SINC we were 

told that sometimes they don’t know if people are following SINC.” Fiona pointed to the 

                                                 

49 The technique of using an open nipple to provide small amounts of milk to babies learning to nipple 

feeds is controversial and without scientific evidence regarding benefits. Although it has been common 

practice, open nipple feeding was abandoned during this research. NICU educators could not find evidence 

supporting the practice and determined that nurses trying to manage getting milk into an open nipple while 

maintaining good ergonomics for themselves and the infant was awkward and possibly posed risks for the 

infant. 
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feeding section of the Flowsheet and emphasized that “This part doesn’t make sense 

because the protocol has pretty specific instructions and the strategies that are at the 

bottom in the legend aren’t really SINC …and it doesn’t really explain everything we do 

either.” 

An examination of the Flowsheet beyond the feeding page shows that it requires 

nurses to document the infant’s condition hourly (at a minimum). Nurses conduct the 

‘text-work-text sequences’ (Smith, 2005) of taking vital signs and recording them as data. 

Nurses note and document variances in an infant’s status. They record treatments and 

safety devices. They use prescribed codes to document feeding. IV infusions are also 

documented on the Flowsheet. Nurses put their signature and initials on the front of the 

Flowsheet and thereafter use only their initials to record the double checks and sign that 

tasks are completed during each shift. Despite the limitations of tiny boxes designed for 

nurses to record patient care, the Flowsheet is one of the critically important clinical tools 

that nurses document on and refer to. Although the space restricts detailed descriptions of 

the infant, it nonetheless produces an important clinical record of the infant’s status that 

nurses find useful. 

What Fiona knows, but has difficulty articulating, is that the Flowsheet was 

created to produce clinical information to be used by nurses and physicians to monitor 

each infant’s physiologic status and to inform decisions about therapeutics. The 

Flowsheet was not originally designed to detail feeding practices. However, as feeding 

has become increasingly institutionalized, and pulled into quality improvement discourse, 

the Flowsheet has been adapted and is being relied upon for audit data. The big point 

being made here is that the SINC protocol was developed through a QI process and is 
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being implemented into practice through a standardized physician order set. Nurses’ 

charting related to SINC was added as a minor adaptation to the flowsheet50. The 

knowledge that nurses have developed to support infants and their feeds seems to have 

been curiously overlooked in the textual process of QI, the SINC protocol, Doctor’s 

Orders, and the Flowsheet. 

The medico/techno and managerial interest in feeding is not limited to the clinical 

texts (protocol – doctor’s order – flow sheet) but expands much further into the social 

organization and ruling relations of NICU nurses. The ideological circle (see Chapter 2) 

that has been established is linked into the CNN data sheet too. The nurses use the 

flowsheet to complete a “CNN51 data collection sheet” for each infant assigned to them. 

A paper based document, the CNN data collection sheet, is faxed daily to a central data 

entry clerk in the regional tertiary care NICU. CNN data sheets are scrutinized at 

participating sites for completeness and accuracy and collated. Regional data are 

frequently highlighted in the reports as “concerning” or “exceptional” calling the 

attention of CNN members to focus on finding solutions to poor patient outcomes52. 

                                                 

50 Adaptations to the Flowsheet were being done following the period of data collection. 
51 The Canadian Neonatal Network (CNN) is an alliance of researchers who explore issues related to 

neonatal care in Canada. There are 30 member hospitals and 17 universities (at the time of writing) across 

the country whom contribute to a standardized NICU database. The Network promotes collaborative 

research nationally and internationally to enhance effective and efficient care for babies needing NICU 

services. Professionals, researchers, and administrators involved with CNN are actively involved in 

clinical, epidemiological, outcomes, health services, health policy, and informatics research in neonatal 

care. 
52 Significant changes in respiratory care occurred because a high rate of chronic lung disease was 

identified in the study region. Several quality improvement projects were born out of the CNN data that 

focused on ventilation practices but also impacted other aspects of neonatal care, including feeding. 
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Applying the science of feeding. 

The SINC protocol guides nurses through each stage of feeding in a linear 

trajectory, within the parameters written into an algorithm. The nursing specialists 

interviewed about the SINC protocol indicated that the document was developed to 

ensure that the latest CNN evidence directed towards preventing neonatal risk was 

implemented into practice. The SINC protocol is expected to accomplish this evidence-

based practice. 

On the SINC protocol sheet, there is a series of boxes on one side of the page 

where the reader first of all determines whether or not an infant fits the criteria for SINC. 

Once the criteria are met, the infant is assigned to a stage in the protocol (from A to K) 

and then is expected to move through the linear progression. Generally speaking, every 

“eligible” infant starts at Stage A until they can maintain physiologic stability and 

demonstrate readiness cues. Infants must remain stable in a stage for a minimum of 48 

hours before progressing. Each stage outlines specific volume and time limits for 

feedings. In addition, the protocol stipulates that an infant must be observed for cuing 

behaviours and must be seen to be cuing and feeding successfully a set number of times 

in 24 hours before they are moved to the next stage. Nurses’ observations of infant cuing 

must be documented on the Flowsheet and the length of time taken to complete the 

designated portion of oral feeding volume or the time the nipple feed was terminated 

must also be recorded. 

This is the theoretical framing of evidence-based feeding practices. It is important 

knowledge that nurses have absorbed. However, feeding seldom fits neatly into the 

theoretical criteria and timed, stepwise directions that have been built into the SINC 
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protocol. More often, babies are like Samera, an infant who did not meet the SINC 

criteria, but nonetheless presented Karen with a complex feeding situation. Karen 

described the subtle characteristics of an infant showing signs of hunger, readiness to 

feed, and specific cues indicating that an infant is distressed or disengaging from feeding 

activities. Karen worked as carefully as she could to ensure that Samera’s feeding 

experience was positive but she explained that, despite all the recent attention that has 

been devoted to feeding, establishing optimum feeding practices is challenging. 

During an interview Karen explained how difficult it is to notice an infant’s initial 

readiness cues when nurses often have 3 babies to care for. Karen explained how: 

“sometimes we just know from our experience, so we end up just putting the letter N, for 

no cues, when the baby is sleeping, or an R to say that the baby was rooting, mouthing, 

or sucking before the feeding.” Feeding each infant within the other demands of NICU 

work seems to defy the linearity of the small boxes of the SINC protocol and how it 

guides nurses through each stage of feeding (Appendix I). 

A protocol like SINC is intended to establish a practical, standardized guide for 

physicians and nurses to apply to infant feeding. The texts that accompany the protocol 

are expected to streamline documentation into an accountability circuit that can be 

monitored to measure whether or not best feeding practices are being provided and 

whether they are achieving the desired outcomes. However, the intentions and 

expectations of SINC, and the way it has been introduced within a theoretical and 

abstracted approach to ‘quality and safety’, seem to introduce problems and barriers to 

feeding practices. Rather than solving the feeding problems nurses encounter, they may 
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exacerbate them. This exacerbation is multiplied within the siloed and disparate texts that 

feature prominently in NICUs. 

Neonatal science, evidence, and the textual soup. 

Despite a great deal of effort directed towards workflow, integration and 

streamlining (Chapter 5), practice support documents remain siloed – each new piece of 

evidence contributes to the textual ‘soup’ that culminates inside nurses’ practice. Thus, 

the prominent texts that organize feeding are multiple and varied and, despite people’s 

faith in integration and streamlining – the activation of texts is often disparate and 

contradictory. 

The SINC protocol is not connected to the ROFG, although both are based on the 

same foundations related to feeding infants in the NICU. The safety rules and practices 

related to medication work are treated as separate again (from the OFGL and SINC). 

Similarly, medication work is treated as separate from the rules and practices for 

managing EBM (even though the stepwise directions for both medication and EBM 

‘safety’ follow the same flawed53 logic). Infection control is treated as though it stands 

apart from the myriad of other work processes too. ‘Parent teaching’ is another ‘piece’ of 

work, coordinated within other texts and tick sheets. Each safety risk, new piece of 

evidence, clinical flowsheet, and bureaucratic need for records and data require a ‘text-

reader-text’ set of actions from the nurse (some is completed on computers, some on 

paper) that rely on and produce an abstract version of what infants need and what nurses 

do. 

                                                 

53 See Dyjur 2014 “Nurses’ medication work: The social organization of rule breaking”  
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Surveillance and official forms. 

Key Informants in my study identified numerous documents located in the 

Clinical Information System (CIS) including doctor’s orders54, the Patient Acuity 

Classification (PAC) form, the EBM barcode scanning/tracking system, feeding pumps 

and their screens, and the drug library located in the syringe pumps. During field 

observations Karen, Megan, and Jenn scrolled through screens, icons, and tabs to find 

information and pages to read and enter required data. They entered the CIS by logging 

into a secure system that tracks their actions. Participants showed how they reviewed 

patient records, chronicled medication administration, and completed the PAC form. 

These electronic networks are integrated into safety and surveillance systems that are 

intended to reduce the possibility of error or track access to secure areas. Moreover, the 

systems electronically monitor each nurse’s entry into the system and can be retrieved 

and reviewed. This level of surveillance produces an increased tightening of the textual 

ruling relation that organizes nurses’ decisions and pulls their attention away from 

infants. 

The surveillance of nurses using staff identification and the expressed 

breastmilk tracking system. 

One example of a safety and surveillance system is the electronically coded staff 

identification ID badges. These badges allow nurses, and other designated people, to 

                                                 

54 In the NICU doctor’s orders provide instructions for medically driven care to be given by nurses or other 
healthcare professionals. Nurses are most concerned with TFI, IV solutions, type of milk/EBM and 
additives, frequency of feeds and portion of TFI to be given orally, if is SINC ordered the designated stage, 
medications, cardio/respiratory/saturation monitoring and alarm parameters if outside the unit standard, 
blood work, special treatments/consultations and interventions, etc. 
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access the NICU and the medication room. ID badges are also used with the EBM 

tracking program and glucometer. For each of these entry points, the user is identified 

when the barcode on their ID is scanned. Each nurse is electronically identified and 

connected to the work activity being undertaken for each patient who is also 

electronically barcoded and identified. 

Within the EBM tracking system, once nurses are logged in, the program records 

several steps: the time EBM was received/entered into the system, mixed with additives, 

portioned into feeding volumes, labelled, discarded, and when bottles are registered to be 

fed to the baby. NICU Managers sent a notice to all nursing staff reminding nurses to 

“dispose” of outdated milk containers (there is an option on the menu) prior to physically 

discarding empty bottles. The individual nurses not following this step were making 

‘errors’ that could be traced to the incorrectly disposed bottles and to the nurse’s handling 

the milk for a particular infant on that shift of duty. One manager said, “the scanners are 

our second check. The second check is mandatory as part of the EBM handling policy, a 

level one provincial policy. It is not a guideline.” The EBM tracking system is a circuit of 

accountability. One of its purposes is to audit compliance to policy. Policies like 

Expressed Breast Milk: Safe Management (Alberta Health Services, 2015a) and the EBM 

tracking system that audits the management of EBM provide evidence that quality and 

safety mechanisms are in place and can be accounted for within managerial and corporate 

mandates. 
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Similar to the EBM tracking system, glucometer readings55 for each patient, 

whose barcode ID is scanned is trackable to the exact time, nurses enter their unique 

password and measure patient’s blood sugar levels. This scrutiny of staff activity is 

heavily implicated in how hospitals are audited and accredited56. Ethnographic data (from 

my own work practices) regarding the glucometer monitoring process is used here as an 

example of how a nurse’s time is captured inside regulatory systems. The glucometer is a 

well-established technology for monitoring blood sugar that has been constantly 

upgraded to ensure that it is correctly used and produces accurate readings. With the 

advent of barcoded patient identification bands, the glucometer not only provides a blood 

sugar reading at the time of the test, but it also tracks results for each infant whose 

barcoded ID is scanned. Nurses also scan their employee ID badge each time they 

conduct the blood sugar test. This links the test that is being done to the baby with the 

nurse whose ID is scanned and generates a log of the number of times the nurse has 

completed glucometer testing. As well, each 24 hours a nurse is assigned to calibrate the 

machine for accuracy. The nurse who completes the calibration is also logged into the 

glucometer’s computerized data. 

                                                 

55 Blood sugar readings have important clinical implications for the infant and nurse. For the infant, 

abnormally low or high blood sugar levels has effects on the brain and potential causing serious damage. A 

low sugar reading has consequences for nurses as they must respond quickly by following protocols that 

may include a number of interventions: offering an oral feed, quickly starting an intravenous dextrose 

infusion, frequent glucometer testing, laboratory blood testing, and so on. Each of these actions take 

planning, time, and resources amongst the other demands of nurses’ work. 
56 Alberta Health Services participates in the “Accreditation Canada Qmentum accreditation program”. 

Qmentum assists organizations to “strengthen their quality improvement efforts by identifying what they 

are doing well and where improvements are needed”.  
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Glucometer testing is an aspect of nurses’ work linked into the records maintained 

by Laboratory Services and the Point of Care Testing (POCT) Department. A nurse in the 

POCT department tracks glucometer usage and competency for all staff who use the 

machine. ‘Proof’ of competency is reported annually to an employee’s unit manager or 

educator in a Glucose Meter Certification Memo and Operator’s Competency List sent to 

the NICU manager. If a nurse has not completed the predetermined number of 

glucometer tests on patients and/or the number of quality control calibrations is less than 

the requisite number, the nurse is automatically locked out of the glucometer system. The 

logic behind this strategy is to have a standardized competency program across the health 

region that can be tracked and logged for managers and educators. Nurses must complete 

annual competency targets otherwise they must register in a recertification program. This 

sort of competency logic, and the textually mediated records and accounting that 

accompanies it, is highly selective. Driven by accountability circuits that monitor 

competency and standards that will meet accreditation assessments, it does not extend to 

other nurses’ work in the NICU such as feeding babies or parent teaching. 

Standardized competencies, routine competency testing, and documenting 

required proficiencies is thought to demonstrate that safe nursing care is provided by 

competent nurses. However, this rationale overlooks the practicalities of nurses’ 

schedules and does not take into account what happens when a nurse reports to work and 

discovers she has missed her accumulated number of required tests, and has been locked 

out. I experienced this first-hand. I had to depend on the other nurses on shift, 

interrupting what they were doing (feeding, teaching, administering medication, 

documenting etc.) to help me complete necessary glucometer tests. Because I was 
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concerned about the infant’s status (potentially critically low glucose), I asked a 

colleague to scan her ‘active’ ID card and the infant’s band. I then proceeded with the 

glucometer test myself. Doing so was a clear breech of the rules that prohibit use of 

someone else’s ID. More importantly, it absorbed the time of two nurses. 

Downgrading feeding. 

The time-consuming processes that rapidly expanding technologies have 

introduced into neonatal care threaten the time nurses have to attend to sick and preterm 

infants. This finding seems especially relevant for the LPIs who were the original focus 

of this institutional ethnography. The textual and clinical technologies that pull nurses’ 

attention away from feeding (EBM tracking, medication libraries, and syringe pumps that 

deliver medications, electronically monitored glucometers, and so on) are powerful 

organizers. They minimize the time nurses can spend with infants whose condition 

appears stable and whose needs have not been built into protocols and algorithms, who 

do not ‘alarm’, and who have not been central to the proliferation of quality improvement 

science and safety systems. Safely feeding fragile infants takes time. This is one of the 

key findings of this study. Although this finding appears self-evident, it is emphasized 

here to accentuate how nurses’ time is being absorbed by institutional accountability 

systems that pull nurses away from babies. 

Summary 

The texts discussed in this chapter indicate that the documents being introduced 

into nursing practice rely on the logic of a stepwise rationality that assume nurses’ work 

process can be isolated, predicted, planned and governed. This ‘managed’ view of nurses’ 

work is built on those aspects of NICU work that have been discursively privileged. They 
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leave out critical aspects of what actually happens and ultimately compromise how nurses 

can knowledgeably respond to the infants and families in their care. 

The point of tension drawn attention to and explicated in this chapter is the 

problem of caring for fragile infants who are learning the developmental skill to feed 

successfully. Nurses, managers, and doctors agree that neonatal feeding science is vital to 

survival and central to NICU activity. Nonetheless feeding gets downgraded within all 

the other treatments that take place. As technology and the quality and safety discourses 

have systematically introduced text-based accountability systems, the time available for 

feeding and physically handling infants is reduced. The textual and clinical technologies 

that have been introduced into the NICU setting consistently supersede feeding. This is 

going on at the same time that concerns about feeding and nutrition are receiving more 

attention as infants recover from illness and mature but remain hospitalized in order to 

‘learn to eat’ (a common phrase used throughout my years of practice). 

This chapter has shown that the actual act of feeding is downgraded within the 

protocols and guidelines that textually isolate numerous aspects of nurses’ work into 

‘tasks’ (e.g., the drug library on a pump screen, management of medications; 

administering EBM, setting the pump for a tube feeding, monitoring glucose and so 

forth). The small hero diagram introduced in Chapter 1 illustrated the foundations of 

nurses feeding work and tracked the ruling relations that coordinate nurses feeding work 

into the institution of neonatal care and its ruling practices. The intersection of 

governance frameworks, accountability circuits, and the multifarious clinical practice 

documents have been traced in and out of nurses’ work. The evidence amassed in this 

ethnography indicates that the work of preparing milk, feeding, monitoring medications, 
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and so on, are embedded into a single, highly complex, deeply discerning work process 

that requires a nurse’s attention to several courses of action at the same time. The reality 

of how nurses navigate this complexity is not well understood or acknowledged. 
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Chapter 7: The Social Organization of Neonatal Intensive Care Unit Nurses’ 

Feeding Work: Making Sense of the Troubles 

The central orientation of this research is nurses’ work in the Level 2 NICU 

setting. My research proposal was written with the aim of explicating nurses’ work 

specifically with LPIs. I drew on my knowledge and personal experience as a Level 2 

NICU nurse when I conducted observations of key informants’ work practices. I expected 

to see and hear nurses speak explicitly about LPIs. They did not, even when I questioned 

explicitly: “How do you know to feed this LPI? How are decisions made to discharge 

LPIs home? Are there guidelines that show you or tell you how to care for the LPI?” 

Although nurses were clearly very knowledgeable about the developmental risks and 

needs of LPIs, nurses did not follow this line of questioning even when questioned 

directly. Instead, they inevitably focused on each infant and their individual needs. 

Nurses were more concerned with explaining why decisions were made to nipple feed or 

tube feed the infants in their charge, responding to distress cries, and ensuring that 

interventions and treatments were done as ordered and attended to in the moment to 

moment of infant’s needs. 

In the interviews, nurses expressed their knowledge about the challenges LPIs 

have with feeding, and the risks associated with incomplete neurodevelopment related to 

delayed feeding competence (Chapter 4). However, the LPI as a category of preterm 

infant, did not seem to be a central organizer of nurses’ work. This is a core finding of 

this IE study. This discovery suggests that rather than focusing on nurses’ knowledge of 

LPIs as a problem to be fixed, educators, administrators, and researchers ought to 

consider what NICU nurses know about the LPI and how that knowledge is institutionally 
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legitimized. The materiality of nurses’ knowledge is a core component of how issues 

related to the NICU and health care of the LPI could be framed, understood, and 

addressed. In Chapter 4, Karen’s accounts of her work illustrate the layered and nuanced 

knowledge she holds and activates in the care of the three LPIs to which she was 

assigned. What I observed was Karen’s focused attention on each infant and their unique 

requirements for care as those needs arose within whatever else was pulling at her 

attention. Although the knowledge that informant nurses demonstrated was specific to the 

LPI they were providing care for, what they knew about their patients extended beyond 

their knowledge of LPIs as a specific medical category to the nuanced nursing care 

requirements of each infant. Regardless of gestational age and the category of infant, the 

focus of Karen’s attention is on her knowledge of feeding infants. She is also focused on 

what is needed for each baby to establish competent skills before discharge. 

As informant observations and interviews proceeded, I became increasingly aware 

of a rhythm in nursing work practices. The pivot point, as I saw and described nurses’ 

work, was infants’ scheduled feeding times. There was also a palpable cadence in hourly 

monitoring of vital signs, delivering medication, preparing milk, completing time 

sensitive forms, and so on. Recall in Chapter 4 Karen’s chronicled account of her day that 

started with receiving her assignment, checking feed and medication times, and then 

planning her patient care in relation to each infant’s critical and time sensitive needs. The 

central activity around which Karen’s day revolved was the orderly arrangements of each 

infant’s feeding schedules. Every two to three hours, babies were fed by nurses or by an 

infant’s parent with nurses coordinating the assessments and feeding activities. This data 

(and my expert knowledge of the LPI) compelled me to look more closely at how nurses’ 
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work was socially organized locally, the most significant issue being feeding. As a 

central hub of nursing work, the data revealed that the importance of feeding work was 

downplayed in comparison to medication administration for example. This finding was 

perplexing to me. The evidence-based feeding literature that was foundational to the 

feeding protocols and nurses’ knowledge of neurodevelopment and infant-led feeding 

was evident in how they provided care to their patients. Given the solid evidence that 

nurses pay careful attention to each infant’s needs, I was puzzled by the regularity with 

which so many other activities took priority over careful feeding of fragile infants, 

including the feeding of LPIs who are the majority of infants in the Level 2 NICU. 

Nurses’ feeding work became a focus for the inquiry when the data revealed 

incongruences between the feeding literature, guidelines, protocols, policies, and local 

feeding practices. Although there were institutional systems developed within AHS to 

ensure that governance documents were integrated, standardized and streamlined, data 

from this study revealed how each document was generated independently, during 

different time-frames and by different people. The feeding documents did not coordinate 

well with one another or with the realities of nurses’ feeding work. The data arising from 

the examination of disparate practices and processes demonstrated how nurses’ important 

knowledge was organized and frequently suppressed within the current approaches to the 

governance of health care. Ultimately, this dissertation aimed to make sense of the 

disconnection that was identified between institutional processes (safe medication 

administration policies and EBM tracking systems) and the ideologies (quality and safety 

initiatives related to medication and EBM delivery) that dominate the development of 

textual systems of clinical practice (medication administration records, accurate 
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documentation on the Flowsheet, handling EBM and using the system that tracks and 

audits its use). My goal was to contrast these complexes of textual coordination—the 

tracking system for EBM, standardization of documentation for feeding, for example- to 

how nurses are, in actuality, accomplishing safe, competent patient care. 

Summary of the Major Findings 

In this final chapter, I emphasize two major research findings that explicate the 

contingent realities of NICU nursing and how feeding fits as a core organizer of nurses’ 

everyday work. The major findings are: 

 Nurses’ work is characterized by episodic discontinuities. In the matrix 

of institutional structures and governance, the ebb and flow of nurses’ 

constantly changing priorities are mechanistically isolated from the 

context of everyday work. An institutional system of regulation and 

accountability that is embedded in nurses’ everyday work disrupts how 

nurses’ might otherwise (knowledgeably) proceed. The LPI is viewed as a 

problem to be fixed within this matrix of ruling relations. 

 Systems of quality, safety, evidence, medicine, and technology 

discursively organize nurses’ work and produce tensions and 

contradictions that are not well described by current approaches to 

research and evaluation of patient care. Within systems of standardized, 

evidence-based practices and increasing biomedical technologies there is 

less and less room for nurses’ discretionary knowledge, a distinctive way 

of knowing where nurses can respond to the everyday practicalities of 

patient care;  
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These findings amplify our understanding and appreciation of the episodic and 

contingent nature of nursing work. In addition, the findings draw attention to contested 

knowledges related to feeding infants in the NICU, particularly when what nurses know 

is frequently incongruent with the plethora of technologies and safety mechanisms 

constantly introduced into practice such that quality and safety are compromised. 

Episodic discontinuities. 

Smith’s (1987) observations of the “episodic discontinuities” of mothering work 

provided a useful tool for me to understand what I observed during my ethnographic 

observations of nurses (Smith, 1987). I watched nurses as they maintained several lines 

of work activity at the same time—patient assessment, preparing milk feeds, checking 

medications, parent teaching, and so on (Chapter 4). They were constantly reprioritizing 

what they were doing, constantly adapting, and flexing to what was needed in the 

moment. Their work was episodic and imbued with competing demands. The nurses’ 

expertise gave the appearance of a smooth flow. However, that flow was in actuality the 

nurses’ capacity to (apparently seamlessly) respond to multiple “discontinuities.” 

This core character of nurses’ work relies on nurses’ capacity to notice, to 

respond, to flex, and to adapt. In the current milieu of hospital governance, nursing tasks 

are being separated from the local context where they happen. They are broken into 

disparate pieces as nurses become subject to socially organized approaches –those 

ideological practices that rely on a form of logical/rational thinking about how work can 

be planned and organized to unfold safely. The programmers and planners of these 

initiatives work to make discrete tasks safer or better aligned with scientific evidence. 

However, as the numbers and types of strategies proliferate, they overwhelm how nurses 
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can respond. The data shows that nursing does not unfold as an orderly, stepwise 

procedure. 

Late preterm infants and the constant reshuffling of priorities. 

As described in Chapter 2, in an IE approach there is a foundational 

understanding that standpoint informants are experts of their own work and lives 

(Campbell, 2006; Smith, 1987, 2003, 2005). They are the people who know what is 

happening in its material form. What emerged during my ethnographic observations was 

how nurses’ work in neonatal intensive care was within an ongoing hub of activity that 

pulled nurses along in each moment of each shift while nurses’ knowledge about any 

‘category’ of infant held secondary importance to what each ongoing/developing instance 

demanded. The physiological knowledge about LPIs and about feeding was there, and 

this knowledge established the important background for assessments and interventions, 

but it was not activated as a discrete LPI category in nurses’ ongoing decisions about 

what was needed for each infant. The constant reshuffling of priorities that arose during 

the unfolding work with each of the various babies admitted in the unit was the dominant 

organizer of nurses’ work. 

Competing priorities and the disorder of nurses’ work. 

The findings of this research describe a sense of absurd disorder that emerged as 

nurses navigated protocols, completed charting, and checks correctly, and adhered to time 

consuming practices expected to result in medication safety. Often in this milieu of 

activity (so it seemed) the infants were viewed ‘out of the corner of nurses’ eyes’, 

socially organized to be rendered peripheral to nurses’ full attention. The use of clinical 

technology and the surveillance it embeds establishes its priority. It is an insidious 
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incursion into what nurses might otherwise know and do. It was apparent that, while 

technologies are intended to increase nurses’ capacity to be ‘safe’, nurses like Karen 

described how technology not only complicated her work, it undermined what she knew 

about safety. This disjuncture may arise within each priority of care in any moment of 

practice. Karen and Fiona showed that within their efforts to align feeding science with 

their observed practice they enacted a disjointed form of feeding work. As the data 

shows, even though the fulcrum of neonatal nurses’ everyday work is feeding babies, the 

actualities of the everyday conditions where feeding happens are invisible within the 

institutional accountability circuits expected to direct and evaluate feeding. 

Contested modes of knowledge about feeding. 

The ‘evidence’ amassed in this doctoral dissertation has revealed the competing 

interests in the talk and texts surrounding infant feeding in the Level 2 NICU setting. It 

has exposed the conflicting messages nurses receive when they physically hold, touch, 

visually assess, talk to, and respond to infant’s bodies as whole beings. The research 

showed how nurses’ attention is frequently pulled into institutional responsibilities and 

into more ‘technologized’ work that is considered more complicated (or risky) than the 

seemingly simple and mundane task of feeding. Yet as shown in Chapter 4, the 

descriptions of Karen’s and Megan’s work illustrate the depth and complexity of nurses’ 

knowledge about feeding fragile infants. My own reflections of my experience of caring 

for Sam, emphasizes the critical knowledge nurses have about each infant’s progress and 

ongoing complications. What I knew about Sam’s history and risk factors were integral to 

how I assessed him prior to his feed, and informed how I responded to the technological 
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alarms that were triggered when he had bradycardia and desaturations. My work with 

Sam reflects the practices of any similarly competent NICU nurse. 

Ideological categories and the realities of nurses’ work. 

Medicine, nursing, and other health disciplines have contributed to a conceptual 

understanding and construction of how feeding should proceed in the NICU setting, 

within the abundance of studies that are designed within and construct knowledge from 

the dominant paradigm of evidence. For example, cue-based infant feeding, as a 

theoretical method of feeding sick and fragile infants, is understood as an essential 

practice in the NICU (Sables-Baus et al., 2013; Shaker, 2013). Likewise, there is 

substantial literature that constructs the LPI as vulnerable to neurodevelopmental 

complications and difficulties with feeding, among other health risks (Medoff Cooper et 

al., 2012; Munson et al., 2011). The motivation to standardize, disseminate, validate and 

educate using the pre-existing ideologies (in which categories of patients like the LPI and 

cue-based feeding are embedded) and interests of the relations of ruling (evidence-based 

practice, feeding science, quality and safety, and technology related discourses) arise in 

what Smith (1990) refers to as an “ideological circle.” They socially organize and cover 

over the crux of a disjuncture between an ideological conception of NICU work and what 

happens within the realities and contingencies of frontline care. This was apparent in this 

research when Karen was interrupted repeatedly to reset the medication pump. She was 

feeding the baby using the evidence-based principles of infant-led cuing, and at the same 

time following safe medication administration procedures based on new quality and 

safety measures that had been implemented. In theory both practices would improve 
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patient safety and outcomes by reducing risk to the NICU infants. Practically speaking, 

the processes did not work synergistically, for the infant or Karen. 

Quality, safety, evidence, and technologies. 

Analytically positioning nurses’ efforts to feed infants within the core 

understanding of the underlying (episodic and discontinuous) character of nurses’ work 

focused analytic scrutiny on the managerial/clinical efforts to diligently transfer good 

clinical evidence/technology into practice. Contemporary emphasis on quality and safety, 

protocols and guidelines are an important focus of contemporary hospital management 

and are used to direct a great many nursing practices. Specifically, the analytical 

explication of the quality and safety technologies such as the EBM tracking system, the 

smart pump technologies, and the ongoing efforts to standardize nurses’ documentation 

on the Flowsheet raises questions about whether nurses’ work can be continuously 

improved by breaking it into discrete responsibilities. In this line of thinking, each step or 

task can presumably be systematically worked on in isolation of what else is going on. 

This is the dominant reductionist approach to improving safety and quality. 

In this vein, the research data was traced to show how nurses’ feeding work is 

being subject to protocols that rely on orderly structuring of infants’ feeding skills and 

competency into distinct categorical stages. Each stage suggests feeding progresses in a 

straightforward manner. Such fixed stages seldom line up with the real infants that nurses 

are working to feed. The data provides evidence that the protocols were not effective in 

coordinating the sorts of feeding practices that the informants knew support neurological 

growth and are essential to avoiding feeding aversions as infants mature. The findings 

highlight how nurses’ knowledge about feeding infants in Level 2 NICU is undermined 



174 

 

and how feeding work is paradoxically disorganized by policy frameworks being 

generated to support feeding (and other care). 

A core analytical thread that is explicated within my doctoral research focuses 

attention on how the knowledge that nurses have about the bodily needs/care of babies is 

frequently superseded by computerized systems of accounting and by ‘safe’ technologies. 

The new drug library imbedded within a computerized ‘smart’ pump was used as an 

exemplar of how this works. The barcoding technology for expressed breast milk and the 

systems in place to monitor nurses’ use of blood glucose monitoring work in a similar 

way. The built-in capacity of clinical technologies to direct and scrutinize what nurses are 

doing is one feature of my critical analysis of technological advances. Another line of 

analysis linked these sorts of clinical technologies into the managerial (textual) practices 

being developed to organize feeding, which are also filled with contradictions. I showed 

how all these strategies, developed to support neonatal care, disrupt how nurses can 

decide what to do, and in particular the essential feeding work that nurses accomplish. 

A compelling piece of data that is used to build this argument is Karen’s account 

of the occasion when she is absorbed in the work of feeding a preterm baby. Her attention 

is urgently drawn to the sound of an alarm that alerts her to check the medication pump at 

another bedside. Karen knows that the medication pump is not her immediate priority; the 

medication infusion is finished and the flush needs to be set, there is no risk to the infant. 

Nonetheless, the call of the alarm trumps the baby’s immediate feeding needs. The alarm 

will not stop until Karen silences it. Karen solves the non-urgent issue with the pump, 

resetting the infusion in accordance with the medication administration procedure. 

Meantime, the baby’s cry that indicates hunger goes unheeded. Moreover, due to the 
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infant’s physiological and neurological immaturity the baby exhausts her fragile reserves, 

her cries cease before the machine. This is how it happens that NICU nurses’ attention is 

so frequently diverted from each baby’s needs. Nurses’ actions are directed towards 

practices and procedures that are hooked into clinical and managerial technologies that 

are organized within policies, procedures, guidelines, and protocols. These are 

imperatives that seemingly make sense in an environment saturated with quality 

improvement projects and safe, evidence-based practice guidelines. 

The analysis reveals nurses’ efforts to comply with the clinical standards 

established within the governance system for clinical texts. Despite nurses’ efforts, 

noncompliance is an ongoing issue for nurse managers and educators. In this regard, 

during the latter stages of data collection, I encountered a draft of a workplace memo 

directed towards enforcing nurses’ compliance with the EBM tracking system. The memo 

was intended to direct nurses to “slow down” so that they pay attention to each step of the 

process (meaning no step would be missed). A manager involved in drafting the memo 

said the leadership team wanted to title the memo “Slow the EFF down”57; strong 

language that this manager supported. She insisted that if nurses would just “slow down” 

when doing work that involved ‘safety checks’ or policy driven procedures they would 

not make EBM administration “errors” that were identified during an audit of the EBM 

tracking system. However, my observations and experience convinced me that nurses’ 

57 Though vulgar, the term, EFF meaning ‘fuck’ is a direct quote from the informant. It is used here to 

emphasize the vehemence that underpinned the managers’ efforts to get nurses to comply with what they 

understood was safe. This memo was not actually issued with this title. The managers decided using course 

language, or the suggestion of it, would be too offensive. The incident reflects managers’ frustration with 

having to respond to audit reports indicating that there were “near misses” or outright errors that might 

require disciplinary action.  
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capacity to “slow the eff down” is simply not possible within the tightening work 

demands of each shift. My ethnographic data runs counter to the dominant frame of 

traditional quantitative research and describes how the increasing number of quality and 

safety practices absorb precious nursing time and attention. These disparate practices 

have deleterious effects on nursing work in feeding infants in NICU, detrimental effects 

that are going largely unnoticed within current metrics used to assess ‘outcomes’. 

It is not that technologies are not a useful advance in feeding work—indeed, 

programmable pumps used for gavage feeding help nurses meet babies’ nutritional needs 

when an infant is unable to take full fluid requirements by nipple. The issues rest inside 

how nurses’ decisions in any given moment are socially organized. Nurses are organized 

towards adhering to protocols, orders, and computers that do not (and cannot) 

accommodate what nurses know about what is, in reality, happening with the work with 

baby’s bodies, and everything else that is going on in the actual setting that constitutes 

the ‘social practices’ of NICU care. 

This research directs attention to the now taken-for-granted (and growing) 

presence of multiple technologies that intersect directly with infant care and nurses’ 

work. The technologies that are being purchased, serviced, and updated are introduced as 

advances to address identified problems. They are understood to improve patient care. 

They are also purported to improve work-flow and to simplify documenting of patient 

care. They are always organized within the ideological circle of ‘patient safety’ and are 

expected to reduce ‘risk’. Infants receive IV fluids and medications via ‘smart-pump’ 

technology. These pumps have standardized programs limiting or restricting delivery of 

fluids to keep administration within safe limits. The medication libraries are standardized 
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for each medical specialty. To reduce communication errors a standard nomenclature has 

been developed for all care providers including physicians, nurses, residents, and 

pharmacists. The policies and barcoding technology for safe handling of expressed breast 

milk are similarly vested in the logics of safety and risk. The problems introduced by 

these technological approaches to care is in the way they mechanistically separate each 

‘category’ of nurses’ work – as though medication work, EBM work, gavaging work, 

feeding work, teaching work, asepsis work, assessment work, communication work, 

documentary work and so forth can be extracted, examined, controlled and re-inserted 

into the ongoing ‘multiple discontinuities of each shift of duty. This is their fundamental 

flaw. 

Examining the Terrain of Discursive Practices 

In the first Chapter of this dissertation, I introduced the small hero diagram 

(Figure 1) as a guide to navigating readers through this project. In Figure 2, shown below, 

the diagram expands what can now be known about the complicated terrain that nurses 

navigate. The new schematic illustrates what has been explicated in detail throughout the 

analytic chapters. The analysis depends on the problematics that were formulated as I 

followed paths of investigation (through the metaphorical mountain range) as the small 

hero/warrior looks from the local setting up into extralocal relations. In Chapter 5, I 

examined the distinct institutions of governance and ruling relations, evident in such 

documents as the CNN data sheet, CGSB standards, and the AHS Governance 

Framework. These relations of ruling extend from regional levels to national and 

international complexes of ruling. Griffith and Smith (2014) refer to such relations, 

condensed into these schematics, as the functional, organized complexes that are 
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embedded in “other relations—those of the institutionally relevant discourses, of 

government, and, beyond regional government, of the transnational governance of 

organizations” (p. 342). The texts listed in Figure 2 were traced to higher levels of 

organizational ruling through institutional discourses and accountability circuits, shown 

on the right side of the diagram. Problematics were identified as the process of tracking 

institutional processes and texts shown in Figure 2 progressed. 

Figure 2. The Social Organization of Neonatal Nurses’ Feeding Work. 
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The discourse and ethnographic analysis was an iterative process as I formulated 

the small (daily) problematics. As smaller disjunctures related to nurses’ feeding work 

were identified, the broad problematics were brought into view. The broad problematic I 

developed in the latter stages of my analysis rests in how a discursive conceptual mode of 

knowledge enters nurses’ everyday consciousness. From this position, nurses subordinate 

what they know about what infants need to establish healthy feeding to higher order 

knowledge generated within the discursive practices of the ruling relations. Figure 2 

illustrates how the problematic is organized within layers of material, textual governance 

that intersect with and infiltrate nurses’ work in the local setting. Produced at a distance 

from local knowledge, this theoretical and ‘scientized’ mode of knowing is inserted into 

local practices (Figure 2). The result is the production of disparate and incongruent 

processes at the front line. The texts that I have traced from informants’ accounts into 

ruling structures, shown in Figure 2, include: the SINC protocol; the ROFG; the daily 

flowsheet; the EHR58; the CNN data form, the syringe pump protocols; and other textual 

technologies (drug library; blood glucose monitoring; barcode systems for EBM) embed 

pre-planned, conceptual ideas about how nurses’ work ought to unfold, that are hooked 

into the contingent realities of neonatal nurses’ work. They create the institutional circuits 

and discourses that are part of the institutional ideology of neonatal care. 

58 The EHR was not discussed extensively in this dissertation but has been noted here and in Figure 1 as an 

important aspect of nurses’ work. It is a technological system of textual ruling relations that was being 

intensified throughout the three years I have been conducting this research, but it is a complex regime of 

ruling that works in similar ways to the texts that have been analyzed for this dissertation. A thorough 

examination of the EHR is beyond the scope of this PhD analysis. 
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The evidence from this institutional ethnography has revealed competing 

interests in the talk and texts surrounding infant feeding in the Level 2 NICU setting. It 

has exposed the conflicting messages nurses get when they physically hold, touch, 

visually assess, talk to, and respond to infant’s bodies as whole beings. This IE study 

discovered feeding work as an entry point for an empirical analysis. The investigation 

explicated how tensions arise between technologies, texts and the physicality of nurses’ 

care of infants. The research showed how nurses’ attention is frequently pulled into 

institutional responsibilities and into work that is assumed to be more complicated (or 

risky) than the seemingly simple and mundane task of feeding. Yet as shown in Chapter 

4, the descriptions of Karen’s and Megan’s work illustrate the depth and complexity of 

nurses’ knowledge about feeding fragile infants. 

Situating These Research Findings within Other Work 

Reading bodies and nurses’ body work. 

Several qualitative researchers have explored bodies and nursing work. 

Shakespeare (2003) discussed nurses’ bodies and body work within the assertion that 

nurses touch patients more than any other health care professional. This is certainly the 

case in NICUs; babies in this setting are completely dependent and are limited in their 

ability to communicate even basic needs. Parents tend not to be in the NICU 24 hours a 

day, thus nurses provide the majority of the hands on care required to assess, feed, and 

physically manage infants’ body care (Shakespeare, 2003). As discussed in Chapter 3, 

feeding science shows that infant feeding is relational. In other words, infants learn to 

feed successfully through a collaborative interaction with their caregiver in a back and 

forth reading of cues and feedback. In NICU, it is nurses, who provide that intimate 
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relational experience with babies when their parents are not present. This work takes time 

and attention to the discrete needs of each infant and must be accomplished inside of all 

the other work processes to be done. 

Critiques of textual standardization. 

The clinical documents explicated in this dissertation—the EHR, Flowsheet, 

patient acuity classification, and CNN forms--are expected to provide an informative 

clinical record of a patient’s care. The EHR and Flowsheet are the local documents 

that nurses use to monitor patients and to record care details and changing status that 

are recorded in the various boxes and fields. This clinical data is used to alter or add 

treatments. Nurse informant Fiona suggested that the information gathered in the 

Flowsheet is limited. Recall her comments that the codes and boxes in the feeding 

section of the Flowsheet did not permit her to record her detailed assessment of each 

feeding episode. Fiona was frustrated that important aspects of the feed and the 

strategies she used to accomplish effective cue-based feeding (as per the SINC 

protocol and ROFG) could not be captured in the Flowsheet. Star and Lampland 

(2009), in their critique of standardization, suggest that activity reports (such as the 

nursing Flowsheets, PAC form, CNN data sheets described in this study) rely on 

systems that represent and encode work processes. These social scientists observe 

that these sorts of reports are “always incomplete with reference to both the 

complexity and indexicality of the processes represented” (Star & Lampland, 2009, 

p. 22). 

Despite the limitations that are integral to every effort to develop comprehensive 

clinical records (Englebright, Aldrich, & Taylor, 2014; Meum, 2013; Stevenson, 
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Israelsson, Nilsson, Petersson, & Bath, 2014; Westra, Delaney, Konicek, & Keenan, 

2008), standardized forms are used administratively to track and monitor activity to 

ensure the organization is meeting clinical and business targets and a baseline standard of 

health care provision. They are used as though they are an all-inclusive and accurate 

representation of what is happening (Englebright et al., 2014; Estrada & Dunn, 2012). 

The textual records (Flowsheets, medication records, pump ‘memory’ technologies, and 

glucose monitoring technologies) that are being rapidly amplified within fully integrated 

electronic health records are being relied on to determine errors and safety. 

The audit of the medication administration using the new drug library (Chapter 4) 

and in the EBM tracking system (Chapter 6) were examples of this sort of work. Part of 

prevalent quality improvement and safety discourses is the monitoring of errors and ‘near 

misses’ within information technologies, particularly related to medication delivery and 

EBM handling. The purpose of such quality and safety systems (EBM tracking and the 

drug library) is to reduce “human factors” errors (Bowie, Skinner, & de Wet, 2013; Seidl 

& Newhouse, 2012; Ursprung & Gray, 2010). Beyond the critique I have developed in 

this dissertation there is some research evidence to suggest that in the milieu of complex 

and discontinuous nursing care, nurses (the human factor) are forced to mediate the 

technologies in troubling ways (Cummings & McGowan, 2011; Dyjur, 2015; Vitoux et 

al., 2015). The forced functions do not fit nurses’ characteristic workflow that needs to 

respond to what is happening in the moment. 

The additional work nurses are pulled into to mediate the technologies expected to 

introduce safety are evident in Karen’s description of nipple feeding a preterm baby who 

was learning to suckle. An alarming medication pump interrupted the flow in the 
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important feeding work she was doing. Recall how Karen explained that there are many 

times when the exacting protocol for checking medications at defined intervals is not 

followed. Recall also my description of breaking the rules for the blood glucose 

technology to mediate what the infant in my care urgently needed. Dyjur’s (2015) IE into 

nurses’ medication work described the social organization of nurses’ rule breaking 

practices. The same social organization is mirrored in my investigation into NICU 

nurses’ work. The nurses in my study had a practical knowledge about safe practice that 

did not match the medication policies. In fact, the ‘safety work’ that was imposed on their 

work with medications had serious implications for other critical nursing activities. The 

evidence from this research into NICU nurses’ work suggests that QI processes directed 

towards eliminating ‘human factors’ generates the risk of also eliminating critical 

discretionary nursing activities that contribute to the actual production of safe care. 

Timmermans and Berg (2003) discuss procedural standards as specific 

instructions for conducting work that directly coordinate that work. Using an approach to 

symbolic interactionism that resonates with IE, the authors’ argument is built on the 

premise that workplace standards, and the texts that represent such standards are 

activated by people. That is, people interact with the text, which in turn mediates or 

directs specific actions. Timmermans and Berg suggest that the degree of taking up and 

integrating the text into practice is directly related to how assertively the standard is 

enforced in everyday practice. They note that references to the textual form of guidelines 

drifts into the background as the work of doing (the guideline) becomes second nature or 

commonplace. Often guidelines and protocols are introduced into work processes but the 
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result is minimal transformation of work, regardless of how evidence-based and 

convincing they are to the practitioners activating them directly. 

Indeed, this may be the situation with the LPI. There is a plethora of literature and 

research that documents the risks and challenges associated with infants born in the late 

preterm period, as outlined in Chapter 3. However, the scientific knowledge (cue based 

feeding, neuroprotective developmentally appropriate care, for example) is not 

consistently reflected in the frontline of care. The care of LPIs, who need nurses to be 

attentive to feeding and developmental cues, is often downgraded when sick or very 

preterm infants are admitted and nurses’ attention is pulled away from the ordinary 

demands of feeding. Standards organize nurses’ work, but the reality of the multiple 

discontinuities and episodic nature of frontline Level 2 NICU work precludes the 

application of standards as organizational governance demands. 

This research contributes to a body of knowledge that shows that nursing work 

cannot be made linear (Allen, 2016; McGillis-Hall, Pedersen, & Fairley, 2010; Potter et 

al., 2005). Nursing is necessarily episodic, and requires discretionary knowledge that is 

elusive to institutional measurement and documentation requirements. This is in direct 

contrast to nursing researchers such as Potter et al. (2004) who suggest that a theoretical 

framework known as “cognitive pathways” are an effective way to “streamline processes, 

gain productivity, reduce costs, and maintain quality” (p. 101). Cognitive pathways 

(algorithms and care paths) theoretically simplify work activities. They are designed to 

limit any decisions that might happen outside of specified parameters (Potter et al., 2004; 

Potter et al., 2005). The data and analysis presented throughout this dissertation stress the 

nonlinear and unpredictable character of nurses’ work. It exposes how cognitive 
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pathways override critical practical knowledge. As important as standards, protocols, and 

algorithms are they should not be organized to limit nursing work into standardized, 

linear pathways. 

Significance of this Research 

The significance of this research rests in the empirical descriptions of neonatal 

nurses’ work that have not been previously described and which provided a foundation 

for tracking institutional coordination of nurses’ work in the NICU. Nurses have 

experiential knowledge and well-honed strategies that enable them to respond to the 

infants in their care. However, what they know has not been well described within most 

of the current science that purports to represent nursing. As well, the current approaches 

to conducting scientific research in the quality and safety and the evaluation research, 

leaves out a great deal of what nurses know and do to keep neonatal intensive care units 

safe. Nonetheless, it is this kind of research that is used to develop and evaluate neonatal 

standards of care (Chrupcala et al., 2015; Lee et al., 2015; Raju, Suresh, & Higgins, 2011; 

V. Shah et al., 2013). 

The ethnographic attention to what happens in a nurse’s everyday world that was 

the focus of this research shows that strategies underpinned by traditional medical and 

social sciences coordinate contradictory practices for nurses. This research contributes an 

innovative approach to understanding nursing work. It provides an alternate perspective 

to the sorts of time and motion studies (L. Dawson, de Alba Campomanes, Zupancic, & 

Binenbaum, 2016; Keohane et al., 2008; van Oostveen, Gouma, Bakker, & Ubbink, 

2015) and the almost exclusive reliance on more conventional scientific modes of 

understanding how nursing work unfolds (Potter et al., 2005). The research shows the 
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contributions that nurses can make when they are supported to use knowledge from their 

everyday experiences. This is nursing knowledge used to effectively respond to each 

unique moment of each shift (such as when a baby awakens, when it begins to root, when 

a parent arrives, and when a colleague needs to consult). 

A contribution of this study is to show that nurses are not helpless or do not have 

agency within the dominant forms of knowledge that are being introduced to manage 

practices. My own reflections of caring for Sam emphasize the critical knowledge nurses 

have about each infant’s progress and ongoing complications (Chapter 6). My account 

illustrated an instance of discretionary work that ran counter to the ‘rules’. What I knew 

about Sam’s history and risk factors were integral to how I assessed him prior to his feed, 

and informed how I responded to the technological alarms that were triggered when he 

had bradycardia and desaturations. My work demonstrates nurses’ agency to made 

decisions. Nonetheless, such decisions rest uneasily within the professional regulation of 

nursing practice and my managers would almost certainly not approve of my subversion 

of the standard expectation to document all episodes of desaturation. 

However, despite individual nurses’ capacity to act, the research paints a 

troubling picture about how essential clinical knowledge and safety work59 is being 

disrupted within efforts of the local, provincial and national practices of governance 

(described in Chapter 5). The data from this study suggest that plethora of textual 

complexes that govern nurses’ work are layered with advances in neonatology and 

                                                 

59 Nurse institutional ethnographer Karen MacKinnon coined the term “nurses’ safeguarding work” to 

distinguish how her IE insight into “safety work” from the dominant discourse of “quality and safety.”  
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(scientifically generated) quality improvement strategies. The stratified complexes may 

appear to ‘better’ organize work; however, they may eventually overwhelm nurses’ 

ability to provide safe, competent patient care. Repeatedly, in my observations of nurses 

at work the institutional texts superseded nurses’ discretion and what a nurse knows from 

‘being there’. And, this becomes nurses’ taken-for-granted understanding that this is how 

NICU care should work. This phenomenon was apparent in Karen’s work with baby 

Samera (a core thread in this doctoral thesis). Even though the way that Samera’s feed 

unfolded was something that “chafed” (Campbell & Gregor, 2002, p. 48) for Karen, she 

somehow took for granted that “this is the way NICU works.” While Karen’s knowledge 

and comments drew my critical, analytical attention to feeding, this is not what Karen 

herself talked about in the interview when she was asked about the priority problems 

NICU nurses encountered. 

Limitations of this Research 

Healthcare is a complex web of relations extending from local settings and 

interconnecting across multiple layers of social organization. The matrixes of institutional 

processes and relations offer the IE investigator innumerable threads to follow. This 

study traces only a few of the threads that were available to follow into the complex of 

healthcare. One limitation of an IE inquiry is the lack of clear boundaries to define the 

parameters and limits to exploring the institution. Ultimately, I made critical decisions at 

some junctures not to follow what looked like lucrative data. One decision was to forego 

a very appealing analysis into patient acuity classification. The decision was difficult, but 

it leaves room for future research in this area. Knowing I could not ‘do it all’ and with an 

eye to my primary interest in LPIs, I chose to follow the compelling line of investigation 
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of the organization of infant feeding in Level 2 NICUs. This line of analysis was the most 

relevant to what actually happens in the care of LPIs who constitute the highest 

percentage of Level 2 NICU infants. 

There are limitations that potentially limit people’s understanding of IE research, 

including the technical language. There is also a challenge for readers to make sense of 

the “ontological shift” that requires many people to suspend their prior understandings 

about what is happening (Smith, 2005, 2006a). As I described earlier, I was captured by 

the discourses circulating in my own work experiences. This created challenges for the 

design, implementation, and analysis of this project. So too, readers may find themselves 

caught in institutional discourses and dialogue. It is within such discourses that people are 

trained to conceptualize nurses’ work. It makes it challenging to see the actualities of 

nurses’ everyday practices and to construct front-line nurses as the experts in their own 

work. It is a feature of the method that challenges both those who produce IE and those 

who read it. IE researchers must endeavour to develop a clear and warrantable argument 

built on empirical evidence. Readers must endeavour to suspend their prior 

understandings and frameworks so they see what IE contributes. 

Implications and Recommendations 

The core implication of this research is that it shows how nurses (and perhaps 

other care providers who are in direct contact with patients), conduct their work in 

concert with high level policy that standardize and shape the care of infants in troubling 

ways. Standards are coordinating devices (Timmermans & Berg, 2010) activated by 

nurses.  In the NICU, texts that standardize feeding have proliferated in practice. They 

produce a layered set of textual directions with specific terminologies and pre-set 
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categories. The feeding science is part of a larger, pre-established common language and 

categories that organize the discipline of neonatology and neonatal nursing. Such 

terminologies name, classify, and order work to be done. Bowker and Star (2009) suggest 

universal terms and language become ingrained in work process as to become so ordinary 

that the speakers no longer translate or reconfigure communication amongst local people. 

The language of standards that are embedded in the oral feeding guidelines have evolved 

over time and extends across international contexts. It creates iterative sets of guidelines 

and protocols that are very closely aligned, from one setting to the next. They are linked 

and sifted through scientific studies that have built the “evidence” for feeding fragile 

infants in distinctive ways. 

While IE demands an empirical investigation and description of what is actually 

going on, at the conclusion of the research this method does not offer solutions to 

problems. A methodological tenet of IE is that the social organization of problems is 

complex. It is unwise, indeed, incongruent with the method, to parcel the analysis within 

a neat set of (ideological) recommendations that (for the most part) would lead to the 

same sorts of (rather tired) solutions. Such fixes individuate the problems of professional 

practice to the individual practitioners (more education, better ways to articulate or to 

advocate, and so forth). These are far too simplistic to be considered real solutions to the 

problems that IE explicates. 

Instead, the IE researcher relies on the research itself as a tool for change. 

Researchers in the IE community (who meet each year at the Society for the Study of 

Social Problems) focus their work on generating communities of stakeholders who can 

collaborate across institutional locations (see for example, makingchangefrombelow.org). 



190 

 

The IE community continues to trust that communities of stakeholders (who cross 

institutional and disciplinary boundaries and whose intentions are closely aligned) can be 

supported to understand the analytic “maps” that IE produces. When this happens, in the 

IE tradition people (including informants, researchers, policy-makers, leaders, and 

nurses) will be compelled into social action (DeVault, 2014; Dunn, 2015; Smith, 2007, 

2008). 

For this to happen, all individuals in the collaborative stakeholder group must 

open themselves to the possibilities that their prior training (their ‘ideological’ thinking) 

is partial. Each person in the stakeholder group must make the critical (though 

challenging) ‘ontological shift’. It is in making this shift that people will be able to 

understand the social world as it actually happens and to consider how to mediate the 

dominant discourses with knowledge from the ground of practice (Smith, 2007). It is the 

IE researcher’s task to support people to set aside their categories, theories, and 

conceptualizations so they can ‘see’ and understand how knowledge and practices are 

socially organized within ruling relations that obscure the expert knowledge of front-line 

workers. 

In the case of this research, it is the responsibility of the researcher to effectively 

disseminate the findings. It is the responsibility of the stakeholders who read, hear, and 

grasp its implications to collaboratively critique what happens standards of care are 

written and co-opted into healthcare practices. Together, researchers and stakeholders 

must work together to expose the organizing effects of protocols, procedures, clinical 

guidelines, policy, and even higher levels of governance (such as the International 

Standards Organization (ISO), the international program of certification for quality 
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discussed in Chapter 5) on frontline work. Committed communities of stakeholders 

would support regulators to see the folly in some of the currently taken-for-granted 

practices. Together, communities of stakeholders from across the organization would 

critique and tweak the widespread practices of governance that are sweeping across 

institutional responsibilities that create circuits of accountability. 

Summary 

This research shows how the textual circuits of standards and safety are socially 

organized as privileged, instruments of social power. The analysis reveals how critical 

(practical) nursing knowledge is jeopardized. In my view, the knowledge being lost is not 

only nurses’ knowledge gained from being ‘in the moment’, but it includes a breadth of 

knowledge that has been developed historically and communicated among generations of 

NICU nurses. Nurses’ knowledge (especially new nurses’ knowledge) is being 

increasingly coordinated within the ruling spectre of the textual technologies. It is a trend 

that undermines how nurses might otherwise use the science of feeding, or of the risks 

and complications of being a LPI, to support an infant’s optimum growth and 

development, and enhance each infant’s optimal brain development. The trend towards 

standardization, safety, and quality improvement seems to inhibit nurses’ ability to 

concurrently mediate their knowledge of infant feeding. The wisdom and acumen 

generated outside the dominant conceptual practices that accompany advances in medical 

science is thusly muted. 

This research contributes new understanding for neonatal nurses (and their 

medical, administrative, and scholarly allies who share the same goals for neonates). It is 

research that provides empirical evidence to support those invested in the neonatal care to 
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1) challenge institutional regimes that organize infant feeding (as one informant 

implored, “nurses need to take back feeding from medicine!” and 2) to speak on behalf of 

infants and parents to raise awareness of the importance of creating positive oral feeding 

experiences. 
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