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Abstract 

There is an increasing need for home care in Canada; however, there is little evidence about the 

everyday nursing work in home care and the institutional influences that impact this work. As 

nurses are the largest professional care providers in home care and given the increasing demands 

for home care services, there is a need to understand the work of nurses, specifically to identify 

the social organization of this work. As a part of a larger Canadian study on home care systems, 

this institutional ethnography focused on home care nurses in one health authority in Western 

Canada. The standpoint of nurses was explored through interviews, observations, and collected 

texts used to explicate the social relations coordinating home care nursing work. The results of 

this inquiry show that nurses’ work is coordinated through texts and electronic health 

documentation systems. Safety, measurement, and efficiency are shown to influence nurses’ 

work. Alongside the discursive arrangements, increasingly nurses’ time coordinating their work 

and client care is expanding, with less time for direct client care. To meet the increasing demand 

for home care, insight is needed to improve access and care. Understanding the invisible but 

dominant ruling relations organizing influencing, and at times disorganizing, the everyday work 

of nurses is a vital first step in creating change for home care nursing. 
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Chapter One: Focus and Framing 

In 2019, several media reports suggested a shift in the delivery of community health 

services, specifically home care services, and my experience has confirmed this. On January 7, 

2019, Hay (2019), a Global News journalist, reported paramedics in Toronto are hosting drop-in 

clinics in community housing buildings, providing mental and physical health support to seniors 

in Toronto and residents with complex needs. Hay identified the community paramedic program 

as an “alternative to calling 911” (para. 6). The program offers blood pressure, glucose, heart 

rate, and oxygen level assessments for the residents and is promoted as providing an opportunity 

to notice trends in participants’ health (Hay, 2019). The Toronto community paramedicine 

program was launched in 2017 and is the first program of an Ontario-wide project that has seen 

the development of over 30 community paramedic programs (Ontario Community Paramedicine 

Secretariat, n.d.). 

On January 30, 2019, Wadhwani (2019), a journalist with Surrey Now-Leaders news, 

reported paramedics in British Columbia (BC) will receive training to provide care to clients who 

require palliative care services at home. BC Emergency Health Services (BCEHS) along with 

paramedic providers in Alberta, Nova Scotia, and Prince Edward Island, received funding from 

private not-for-profit agencies, the Canadian Partnership Against Cancer, and the Canadian 

Foundation for Health Care to train paramedics “to treat pain and symptoms often felt by people 

with serious illness” (Wadhwani, 2019, para. 5). The BCEHS Chief Transformation Officer (as 

cited in Wadhwani, 2019) identified the program will “allow more patients at the end-of-life to 

stay at home instead of having to take unwanted trips to the emergency room to be treated” (para. 

6). 
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On August 22, 2019, Kamloops paramedics were identified as the first in the province to 

receive palliative care training (Lirette, 2019). This training will prepare paramedics to offer care 

for patients at home, consult with the palliative care team, and address pain crises and shortness 

of breath (Lirette, 2019). Advanced Care Paramedic Renee Gilroy (as cited in Lirette, 2019) 

highlighted the program’s benefits, noting that they will reduce hospital admissions, give control 

back to patients, and offer better access to palliative resources for those residing in rural areas. 

In September 2019, as I walked through the lobby of my in-law’s assisted living home, I 

noticed a poster advertising an upcoming health clinic. I stopped, read the note, and discovered it 

is a community paramedicine clinic. Local paramedics would be coming to take blood pressure 

and offer support and information to improve residents’ health and wellness. Despite the 

presence of a home care nurse in the small community, the clinic is being offered by paramedics. 

These news accounts, along with my own lived experience, highlight the development of 

new programs to address gaps in service and prevent hospital admissions for people living in the 

community with chronic illness or who are receiving palliative care services (Hay, 2019; Lirette, 

2019; Wadhwani, 2019). Common amongst the reports is that funding has been provided for 

these programs through non-for-profit agencies (Lirette, 2019; Wadhwani, 2019) or the Ministry 

of Health for paramedicine programs (Ontario Community Paramedicine Secretariat, n.d.). 

Paramedics are identified as a resource to be trained and dispatched to provide care in 

communities (Lirette, 2019; Ontario Community Paramedicine Secretariat, n.d.; Wadhwani, 

2019). While these programs offer important services, innovative thinking, and opportunities for 

people to engage in health activities, I noticed an absence of discussion of programs already 

providing care. What is missing from these media accounts is the identification of providers who 

are already engaged in community health and home care work including registered nurses. As an 
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experienced community health nurse, I am aware of the day-to-day work of nurses and other care 

providers who deliver essential care to clients and families. I see an incongruence between a 

growing need for knowledge and skills in an increasingly complex environment for home care 

nurses and the implementation of programs providing short training for narrowly focused tasks 

to address apparent gaps. Throughout this research, I use my location as a nurse to enter into the 

inquiry and in my engagement with nurses and their home care work. I understand the 

complexity and knowledge needed to provide care to people in the community and in their 

homes, and question how is it that the everyday work of home care nurses is not seen and is 

being replaced by other care providers? How have the gaps evolved, and what has led to these 

changes? 

Nurses are the largest group of health care providers in home care (Canadian Nurses 

Association [CNA], 2013; Ganann, Weeres, Lam, Chung, & Valaitis, 2019); addressing nurses’ 

work and their utilization in home care could improve client outcomes (CNA, 2013; Ganann et 

al., 2019). The work of nurses is integral to home care services (CNA, 2013), as they provide 

care across the continuum of health and illness and the lifespan (Community Health Nurses of 

Canada [CHNC], 2010). Home care nursing work includes disease prevention, health promotion, 

rehabilitation, and health restoration to prevent problems and manage existing conditions 

(CHNC, 2010). In 2021, Statistics Canada (2022) found 6% of Canadian households (a total 

921,700 households) required home care support. The need for home care is increasing as the 

population ages and more people suffering chronic illness require and request care at home 

support (Canadian Home Care Association, 2011; Canadian Institute for Health Information 

[CIHI], 2017; Palmer et al., 2022). Canadian surveys also found, in the event that they require 

assistance, people have a strong preference to age and be cared for at home rather than in 
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institutions (CNA, 2014; Statistics Canada, 2022). As governments work to contain costs 

associated with hospital care, home care has often been identified as a lower cost option to 

provide care to clients (Björnsdóttir et al., 2015; Health Council of Canada, 2012). With these 

shifts, scholars argued care at home is placing a toll on family caregivers (Björnsdóttir, 2009; 

Chappell, 2011). Changing family structures and more women in the workforce than ever before 

mean fewer family members are available to provide care at home (Björnsdóttir, 2009; Health 

Council of Canada, 2012). These factors have resulted in more significant needs for home care 

services and nursing care. 

Despite the increasing need for home care, little research has been conducted on home 

care in Canada, how it is organized, and its outcomes (Johnson et al., 2017); specifically, there is 

a lack of understanding of the work home care nurses do (CNA, 2013; Underwood, Baumann, et 

al., 2009). In this research, I used institutional ethnography to investigate the social organization 

of home care nursing work from the standpoint of home care nurses. 

Background 

Home care is defined as services that “help people to receive care at home, rather than in 

a hospital or long-term care facility, and to live as independently as possible in the community” 

(Health Canada, 2016, para. 3). Home care services can include nursing care, personal care, 

physiotherapy, occupation therapy, speech therapy, dietician services, and respite services 

(Health Canada, 2016). However, there are varied definitions and understanding of what home 

care is, and the services provided to clients and families vary significantly across the country 

(Canadian Health Coalition, 2018; Canadian Healthcare Association, 2009; Palmer et al., 2022). 

Home care is uniquely positioned in the Canadian health care system, as it is not included in the 

Canada Health Act (1985) as an essential service (Health Canada, 2016). There are implications 
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of this exclusion from the act, including a lack of common standards and services across the 

country, accountability for the act’s principles, funding, and an ability to charge for services; 

therefore, there is a mix of publicly and privately funded home care services across Canada 

(Canadian Healthcare Association, 2009; Johnson et al., 2017). 

Home care nursing is an integral component of Canada’s home care programs (CNA, 

2013; Health Canada, 2016). Home care nurses may be called community health nurses or 

visiting nurses (Ganann et al., 2019); for this research, I use the term home care nurse. Both 

home care services in Canada and the work of home care nurses vary significantly (CHNC, 

2010). The CHNC (2010) identified the role of home care nurses as those who “are committed to 

the provision of accessible, responsive and timely care which allows people to stay in their 

homes with safety and dignity” (p. 4). Although the CHNC has developed competencies and 

descriptions of home care nurses’ work, their role in home care remains misunderstood and 

underutilized (CNA, 2013). 

Home care nursing work, which is unique within the specialty of community health 

nursing (CHNC, 2010), has its own competencies that require specific skills and knowledge to 

meet the complex work of providing home care nursing (Nilsson et al., 2009). In Canada, these 

competencies are based on a framework composed of three components: elements of home 

health nursing, foundations of home health nursing, and quality and professional practice 

(CHNC, 2010). The elements of practice in home care nursing competencies have eight nursing 

activities, functions, goals, and outcomes, which include assessment, monitoring and clinical 

decision and care planning, care coordination, teaching and education, and building capacity 

(CHNC, 2010). CHNC (2010) has identified the foundations of home health nursing as the core 

knowledge of health promotion, illness prevention, health protection, and primary health care 
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philosophy. The final component of home care nursing competencies is quality and professional 

responsibility, which focuses on activities and strategies that home care nurses carry out to 

promote quality of care and professional responsibility (CHNC, 2010). Nurses work 

autonomously in home care (Melby et al., 2018) and collaboratively with interdisciplinary 

coordination and leadership (CHNC, 2010; Nilsson et al., 2009). Although nurses’ work in home 

care varies depending on the province and organization in which they are employed (Ganann et 

al., 2019), there is a common understanding that home care nursing work is a specialized area of 

practice, with the work of highly skilled nurses resulting in positive outcomes for clients and 

their families (CNA, 2013; Ganann et al., 2019; Melby et al., 2018). 

Nurses’ work in home care is often unseen, as it occurs in the privacy of peoples’ homes, 

behind closed doors (Melby et al., 2018; Purkis, 2001). As Marrelli (2018) identified, there are 

distinct contextual factors in home care nursing work as nurses enter the client’s home, fitting 

into patients’ schedules and needs, which is the opposite of nursing work in acute settings, where 

organizational structures set timing and control. In the client’s home, nurses must be flexible and 

adaptable, as they are guests in the client’s home (Marrelli, 2018). Home care nurses provide 

care that is patient-centred as they engage in care in the home environment with the patient’s 

family, friends, and pets (Sharkey & Lefebre, 2017). These factors influence the visibility and 

understanding of the role of home care nurses. 

Many influences affect the work of nurses from the broader health system. The 

managerial turn in health care (Björnsdóttir, 2009; Purkis et al., 2008) has resulted in increased 

time constraints and inadequate time for activities with clients, a focus on tasks, and a medical 

model focus that restricts holistic care and health promotion (Duncan & Reutter, 2006; Ganann 

et al., 2019; Martinsen et al., 2018). These influences have resulted in limiting visits and 
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increasing reliance on family for caregiving (Björnsdóttir, 2009; Funk et al., 2020; Purkis, 2001). 

Of the people receiving long-term home care, 95% have an unpaid caregiver and more than one 

in three of these caregivers are distressed (CIHI, 2020). Purkis (2001) identified standardization 

of home care services as an effect of globalization, resulting in a drive to create efficiency and 

contain costs. The increasing complexity and acuity of clients in home care decreases the time 

for clients with chronic health needs (Purkis, 2001) and has increased the time nurses spend 

negotiating discharge information and care planning (Melby et al., 2018; Smith Higuchi et al., 

2002). Additionally, there are increasing calls to optimize the scope and roles of care providers 

(CNA, 2013; Ganann et al., 2019) that identify the need for nurses to address more complex 

conditions living at home and to have role clarity to enhance communication, reduce role 

conflict, and support collaborative work (Ganann et al., 2019). While Johnson et al. (2017) 

identified influences on nurses’ roles, I found a dearth of recent Canadian literature that focuses 

specifically on home care nursing work and outcomes. 

Problem Statement 

There are significant gaps in understanding the nursing work occurring every day under 

the umbrella of home care programming in Canada (CNA, 2013; Ganann et al., 2019; Melby et 

al., 2018). The influences on home care and home care nursing work need to be examined. Given 

the increased need for home care services (Conference Board of Canada, 2015; Palmer et al., 

2022), the impacts of these demands on nursing, the broader influences changing nursing work, 

and the unmet needs of clients (Statistics Canada, 2022), it is essential to understand what is 

happening to home care nursing, examine the work of nurses, and identify what is coordinating 

nurses to seek opportunities for providing better care and systems change. 
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Purpose and Research Questions 

The purpose of this research was to investigate the everyday work of home care nurses in 

one BC health authority using institutional ethnography to identify what the work of home care 

nurses is and to understand what is coordinating and directing the work of nurses in home care. 

In conducting this research, I employed institutional ethnography (IE), an approach to inquiry as 

I sought a unique and important view into the institution of home care and home care nurses’ 

work that would reveal coordinating forces and power influencing the organization, work, and 

care of clients. As D. E. Smith (2005) identified, IE aims to map the ruling relations and the 

“institutional complexes in which they participate” (p. 51) as well as “build knowledge and 

methods of discovering the institutions, more generally, the ruling relation of contemporary 

Western society” (p. 51). 

IE is based on the work of people from the standpoint of those doing the every day and 

every night work (D. E. Smith, 2005). Several terms such as standpoint and problematic used 

here are central to IE and will be explained further in Chapter 2 and used throughout this 

dissertation. Standpoint is a “way of directing attention to the starting place of the inquiry” (D. E. 

Smith & Griffith, 2022, p. 77). From this place of entry, a problematic is identified as the puzzles 

or rubs in the work become apparent to the researcher (Campbell & Gregor, 2008). Problematic 

is a methodological term used in IE that identifies the puzzle, the areas of tension between lived 

experience and social organization, which the researcher can engage to identify and analyze how 

social organization is influencing the work (Allen, 2015; Bisaillon & Rankin, 2013; D. E. Smith, 

1987). Conducting a review of relevant literature, I found the standpoint of nurses is lacking in 

the literature. As identified earlier, nurses are not present in the media accounts celebrating new 

community health programs to address gaps in health systems, despite the fact that they have 
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previously been central to this care. Connecting with nurses in their everyday work in home care 

to develop an inquiry based in an IE approach offers a missing and critical view into home care. 

Hamilton and Campbell (2001), in their investigation into nursing standpoint and nurse staffing, 

identified how nurses knowledge is overlooked and “submerged” (p. 281) in decision making, 

how nurses are asked for their knowledge about “front-line patient care” (p. 281) and are then 

routinely undermined. With its focus on participants’ lived experiences, IE allows for inquiry 

into areas and questions that may not be apparent or discovered through other research 

approaches (Kearney et al., 2019). As such, IE enabled me to focus this inquiry on the standpoint 

of nurses in home care. 

Although I had many potential questions of interest within this setting, I began by 

observing and listening to home care nurses to identify a possible point of entry into my inquiry 

(Campbell & Gregor, 2008). From initial fieldwork, conversations, and observations with nurses, 

I identified a problematic that situated my exploration of the social and ruling relations of 

nursing practice in home health. Inside the broader question, I found more specific questions that 

were possible to examine, including what is happening for home care nurses in their work, what 

influences this work, and how their work is coordinated from the local to trans-local sites? 

IE focuses the inquiry into the “systems level coordination of people’s everyday work 

experiences” (Quinlan, 2009, p. 628). This inquiry into the coordination of nurses’ work across 

sites was needed to reveal the ruling relations, power, and influences affecting home care nursing 

work and changes in home care programs. The goal of IE is to identify how participants’ 

experiences are socially organized, examining patterns and how relations are coordinated 

through texts, language, and actions to explain the social organization of their lives (D. E. Smith, 

1999). Health systems are socially organized; most of what is coordinating the work in the 



10 

system is invisible and ruled by relations of power (Carrier & Prodinger, 2014). Inquiring into 

the social organization of knowledge and home care nurses’ work using IE allowed me to 

explore, identify, and discuss the ruling relations and power in home care. Understanding social 

organization requires an examination of the coordinating features through analysis of text and 

discourse to identify the social relations ruling the work. By utilizing the unique ontological 

stance, focusing the inquiry on nurses’ everyday experiences, and looking to expose the 

coordinating influences across home health sites, IE presented an opportunity to address 

questions about what is organizing nursing practice and who has legitimized knowledge and 

power in the setting. Foregrounding nurses’ experiences in home care recognizes nursing 

knowledge and identifies influences on their practice. By entering into a standpoint with the 

nurses whose work is being organized extra-locally and developing a problematic, as the 

researcher, I collected data to map out and illuminate the ruling relations coordinating actions 

across the local and trans-local sites. 

I undertook an IE analysis that concentrated on work and texts in action, investigating 

these with an eye to social relations and particularly relations of ruling. True to inductive 

qualitative research design, from initial analysis I established two broad research questions to 

guide my inquiry: 

1. How do home care nurses describe their work providing care to clients every day? 

2. How do the work policies, processes, and institutional structures affect their work 

experiences? 

Research Strategy 

This inquiry aimed to bring light to the work of nurses in home care, tracing the 

institutional influences of their work to identify the ruling relations impacting nurses’ work. I 
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based this inquiry on the foundational tenets of IE, recognizing the social ontology, critical 

feminist views, material consumer exchange processes of the Marxist’s influence, and the 

standpoint of the everyday work of the nurses. IE offered an approach to the inquiry that 

uncovered the forces influencing contemporary home care and nursing work. With a mix of 

publicly funded services and private pay services, home care is uniquely positioned in the 

Canadian health care system (Canadian Healthcare Association, 2009; Palmer et al., 2022). The 

consumer choice and market-based systems that influence home care are grounded in a capitalist 

approach and stem from the exclusion of home care from the 1985 Canada Health Act (Duncan 

& Reutter, 2006). As many European researchers have noted, with the rise in the new market 

system, there have been significant impacts and changes to home care, including a change in 

funding models, a focus on decreasing costs and increasing user-pay services (Björnsdóttir, 

2009; Funk et al., 2020; Genet et al., 2011). 

As a critical qualitative approach to inquiry, IE offered a perspective on the contemporary 

institution of home care. It is one approach to research that can be used to understand the 

complexity of home care, and I believe it offered a valuable vehicle to explore and expose the 

ruling relations, sources of power, disjuncture in the work of nurses, and inequities of power and 

consumerism. 

Overview of Dissertation 

Nurses’ work is highly skilled and is the most used professional resource in home care 

(CNA, 2013). With the increasing needs for home care, the development of programs to fill gaps 

without nurses, and the invisibility of nursing in the literature on home care, there is a need to 

understand the everyday work of home care nurses and the influences on this work. In Chapter 2 

of this dissertation, I summarize the current contextual landscape. To begin the chapter, I 
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introduce how literature is used in IE and the difference in identifying discourse present in the 

literature rather than seeking theory to guide test in the research. I outline IE as the research 

approach for this inquiry, identifying the theoretical and philosophical foundations in Chapter 3. 

After introducing the approach, I describe the steps that I completed for this research. In Chapter 

4, I provide an ethnographic description of the work of home care nurses. I present accounts 

from the data that identify tensions linking to ruling relations. I present a summary of findings 

from the analysis of texts, observations, and interview data in Chapter 5. From the analysis of the 

data, I show how ruling relations are directing the work of home care nurses. In Chapter 6, I 

complete the analytic circle, returning to the research questions to discuss the finding of this 

research. Finally, in Chapter 7, I identify recommendations for change based on the findings of 

this research. The troubles in home care are amenable to action to create improvements for 

nurses, clients, and health outcomes. 
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Chapter Two: Literature Review – The Conceptual Landscape 

In this chapter, I summarize a review of literature to set the context of this inquiry and 

identify the conceptual landscape. Many research approaches begin with a literature review to 

establish the current state of knowledge, identify gaps, and provide theoretical frameworks that 

may guide the inquiry. In IE, the use of the literature to inform and guide the research approach 

differs from other research methodologies, as the researcher seeks to examine what has been 

published on the topic of interest and identify what knowledge has been generated, which helps 

frame what is known conceptually about the issue but does not set the line of inquiry (Campbell 

& Gregor, 2008). The researcher can use the literature to establish their position, analyze the 

literature’s social location, and identify the current discourse and authorized knowledge 

(Campbell & Gregor, 2008). In this way, the IE literature review is different from other research 

approaches where theory is foregrounded and the literature located is taken up to guide the study 

process and questions. In IE, literature is used to set the context for inquiry, identify the common 

discourses, and draw out how the discourses are directing the social organization of knowledge, 

rather than utilizing the literature to direct the questions and process; this maintains the focus and 

perspective of those with the lived experience and the view to identify what is going on in the 

everyday. 

To identify the conceptual landscape and discourses in home care nursing, I completed a 

search of published and grey literature, including policy documents and media accounts. I 

searched for terms including home health, home care, community health, nursing/nurses/nurse, 

registered nurse, nursing roles, and combinations of the terms. When reviewing the results, I 

sought to identify what is known about home care nursing work, what shifts in policy and 

practice have resulted in the current state of home care. In this chapter, I discuss the common 
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discourses identified through this review process, including home care as a location of care and 

valuing of home care work, home care as a part of the Canadian health care system, increasing 

need for home care services, and the work of home care nurses. This summary provides a view 

of the current conceptual landscape of what is known about home care nursing work relevant to 

this inquiry. As discussed earlier, there is a lack of current Canadian research focussed on home 

care nursing; as such, the literature summarized in this chapter integrates international 

publications that are current alongside Canadian literature published in the 1990s to the mid 

2000s. In their recent realist review of home care literature, Contandriopoulos et al. (2022) also 

identified gaps in the literature on home care pointing to the need for continued study. 

Home as a Location of Care and Valuing of Home Care Work 

Within the literature, several discourses about the home as a location of care are 

discussed, including how being in homes contributes to a lack of understanding about the work 

of home care, the unique work of entering into peoples’ homes to provide care, and challenges 

for home care providers in being in a home setting. These ideas are set in the context of a 

prevailing understanding that home is the preferred option for care, as the home is where people 

want to receive care, remain to age, and possibly die (CNA, 2014). A Canadian Nanos poll 

identified 96% of Canadians think it is important or somewhat important to age at home with 

access to health care in their home settings (CNA, 2014). However, providing care in people’s 

homes results in the work of home care as unseen and, therefore, unknown because of the private 

setting (Purkis, 2001). 

Work occurring in the sanctuary of peoples’ homes requires negotiating care and entry 

(Björnsdóttir, 2018; Latimer, 2012; Martinsen et al., 2018; Melby, 2018). As Sharkey and 

Lefebre (2017) identified, entering into the client’s home is very different from the client coming 
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through a health care door. Each home setting is unique and complex, differing from the 

uniformity of an acute hospital setting (Strandås et al., 2019). Being a guest in the client’s home 

requires navigating the client’s wishes, professional expectations, relationship development, and 

ethical considerations (Björnsdóttir, 2018; Grypma et al., 2012; Martinsen et al., 2018; Melby, 

2018). Working in home care can result in unique benefits because of the location of service; 

health care providers identified they enjoy the autonomy, problem solving that is required, and 

strong relationships with clients and families (Grypma et al., 2012; Martinsen et al., 2018). 

However, there are also challenges to providing care in homes, including isolation from 

colleagues (Melby, 2018), safety concerns (Ganann et al., 2019), and working in environments 

that were not designed for health care delivery (Melby et al., 2018). 

While home care is predominantly identified as being provided in homes, it is also a 

community-based service provided in clinics, schools, or workplaces (Community Health Nurses 

of Canada, 2019). For some clients, care at home is not an option because it is not safe (Latimer, 

2012), or they do not have a home; therefore, a full spectrum of home care services is needed. 

Drawing attention to issues relating to providing care in the home is important; however, the 

work of nurses in home care that occurs outside of the home environment must also be noted. 

While the location of care is valued, the work provided in home care is often 

undervalued; the tasks of home care and work associated with care for the body are often 

identified as domestic, nonintellectual and task-oriented undervalued (Purkis et al., 2008). Home 

care is undervalued and underpaid work that “has become a gendered ghetto for marginalized 

women” (Purkis et al., 2008, p. 27). Case management can also be undervalued and represented 

as just coordinating others’ activities (Purkis et al., 2008), which is in contrast to nurses’ 

descriptions of the complex coordinating work that is critical to client care in home care 
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(Björnsdóttir, 2018). The location and nature of work in home care impacts the ability of the 

work to be seen and valued. 

Home Care and the Canadian Health Care System 

Home care is a system of services providing care to people in community settings, 

including their homes, to help people remain in their homes and communities (Health Canada, 

2016). Home care is more than care provided in a home; it is a community-based service 

provided in homes, clinics, schools, or workplaces (Community Health Nurses of Canada, 2019). 

Home care programs are complementary programs that do not replace the caregiving roles of the 

family, friends, community, and individual responsibility for self-care and management 

(Canadian Home Care Association, 2011). As home care programs include health and social 

services, there is often a division for clients on which services are accessible, funded, and 

available, and which services they need to safely live and be well in the community (MacAdam, 

2004). 

Home Care Policy 

Health care in Canada is governed by federal and provincial governments, with 

responsibilities split between the levels of government (Lanoix, 2017). The federal government 

disperses federally collected tax dollars to provinces and territories to fund medically necessary 

health services defined as hospital, physician, and surgical, dental services (Canada Health Act, 

1985; Lanoix, 2017). The Canada Health Act (1985) identified that to receive federal health 

funding, provinces and territories must meet the five principles in the act: public administration, 

comprehensiveness, universality, portability, and accessibility. These principles and the funding 

structure identify the values around equity, access, and fairness for health care in Canada (Clark, 

2007). 
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As a community-based health service, home care is not included in the Canada Health 

Act (Health Canada, 2016). This exclusion has resulted in significant differences in access and 

equity for home care (Johnson et al., 2018); variations in how programs are funded, managed, 

and accessed across the country (Canadian Home Care Association, 2011; Sharkey et al., 2003); 

and a lack of oversight and monitoring for quality (MacAdam, 2004), producing a fragmented 

approach to service delivery and gaps in accessibility (Sharkey et al., 2003). The Health Council 

of Canada (2012) confirmed this by stating, 

There is no shared understanding of what home care should look like for Canadian 

seniors—no shared vision, common principles, or collective standards—and in the 

absence of this, there is significant variation in what is happening across the country, 

such as the types and hours of publicly funded home care services that people can 

received. (p. 8) 

The provinces and territories have developed their own systems for home care (CIHI, 2019) and, 

therefore, determine the scope of services that will be funded by the government, how to deliver 

those services, and how they will evaluate home care programs in their jurisdictions. 

The exclusion of home care from the Canada Health Act (1985) is a central governance 

issue that cascades into several other policy problems for home care. Many policy suggestions 

exist to address these concerns, including adding home care to the Canada Health Act 

(Romanow, 2002), re-examining funding of home care (Canadian Health Coalition, 2018), 

developing a national home care policy (Sharkey et al., 2003), and identifying national platform 

of services (Romanow, 2002) and national home care standards (Canadian Home Care 

Association et al., 2016). Furthermore, there has been increasing calls to action, such as in the 

recent federal mandate letter for the Minister of Health, in which Prime Minister Justin Trudeau 



18 

identified home care as one of the four priority areas for the Minister, directing the minister to 

“continue to make home care and palliative care more available across the country” (Trudeau, 

2019, para. 18). With the coronavirus disease 2019 (COVID-19) pandemic, the CNA (2020) 

identified home care as a necessary program to work in tandem with long-term care systems to 

“ease pressure on the acute-care system and eliminate many of the gaps in the continuum of care 

that too often result in previously independent older people landing in the hospital or long-term 

care” (p. 5). Despite decades of recommendations, actions to address home care have not 

occurred from the federal government (Johnson et al., 2017). 

Home Care Leadership and Funding 

Leadership and funding for home care programs remain a bifurcate responsibility 

between the federal government and the provincial and territorial governments. This governance 

model is similar to other jurisdictions; European home care models also identify the split 

between federal oversight and regional/local design and delivery of programs (Genet et al., 

2011). Home care is dynamic and complex as it is governed by multiple levels of policies and is 

funded and managed by national, provincial, and regional authorities (Canadian Home Care 

Association, 2011). 

Development of Home Care in Canada 

Home care existed long before there was the Canadian health care system, as the home 

was where sick people were attended to and cared for, and hospitals were for those who did not 

have family or a home (Grypma et al., 2012). Early accounts of the Victorian Order of Nurses 

(VON) indicated district nurses and cottage hospitals were envisioned as a part of the VON in 

Canada as early as 1896 (Gibbon, 1947). With the changing status of hospitals, health care 

reforms, education shifts for nursing, and the role of physicians, home and hospital care took on 
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a different importance for the care of the unwell; hospitals became the desirable place to take 

care of the ill, and nurses began home visiting as charitable care for the poor (Grypma et al., 

2012). Over time, the Canadian health care system adopted regulatory frameworks and funding 

agreements (Johnson et al., 2017). In the 1970s, publicly funded home care programs were 

formally established in Manitoba and Ontario (Canadian Home Care Association, 2011; Sharkey 

et al., 2003). These programs continued to develop in other jurisdictions in Canada; currently, 

nine provinces have legislation for publicly funded home care, and all provinces and territories 

provide a variety of home care services (Canadian Home Care Association, 2011). In addition to 

the provincial programs, the federal government retains responsibility for home care programs 

delivered to veterans and Indigenous communities through the First Nations Inuit Health Branch 

(Sharkey et al., 2003). These independent home care programs vary in the services provided, 

how services are funded, and in who provides care. Home care has a long-standing history in 

Canada as a health and social service, and the ongoing development of home care programs 

represents a return to what was once the norm in health care (Grypma et al., 2012). 

Increasing Need for Home Care 

The increasing need for home care services is well established in both published and grey 

literature (Canadian Healthcare Association, 2009; Canadian Home Care Association et al., 

2016; CNA, 2013; Chappell, 2011; Garland Baird & Fraser, 2018; Johnson et al., 2017; Johnson 

et al., 2018; Palmer et al., 2022). A variety of influences impact the need for home care services 

and the ways to address these needs differ. 

Increasing Need for Services – An Aging Population 

The growing population of older people in Canada increases the need for home care 

(Canadian Health Coalition, 2018; Canadian Home Care Association, 2011; CIHI, 2017; 
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Conference Board of Canada, 2015; Johnson et al., 2018). The current health care capacity is not 

sustainable and is unable to meet the impending needs (CIHI, 2017). In 2021, 10.3% of the 

Canadian population were 75 years old and older (Statistics Canada, 2021); this population is 

expected to double over the next 20 years (CIHI, 2017). People aged 75 years and older rely 

most heavily on health services (CIHI, 2017). The Health Council of Canada (2012) reported that 

seniors represent more than 75% of the home care clients, while 25% of home care services are 

provided to children, families, and people living with disabilities. With the significant number of 

users of home care services being people over the age of 65, the implications of the aging 

population will influence an increased need for home health. 

Increasing Need and Changing Nature of Service – Complexity and Acuity 

Changes in health systems, technology, and the nature of health conditions also increase 

need for home care and the types of services provided (Canadian Health Coalition, 2018; 

Canadian Home Care Association, 2011). Health systems restructuring has resulted in the shift of 

services and clients from delivery of services in acute care settings to community settings 

(Denton et al., 2002; Ganann et al., 2019; Heitlinger, 2003). This shift has resulted in greater 

numbers of clients receiving home care services, an increase in the acuity and complexity of care 

needs, and a focus on clients’ medical and technological care (Denton et al., 2002; Ganann et al., 

2019; Heitlinger, 2003). The changing and increased use of technology in health care, such as the 

ability to have day surgeries and outpatient treatments, has decreased length of stay in hospitals, 

improved life expectancy, expanded the ability for care to be provided at home, and increased 

home monitoring to support independent living (Aronson, 2019; CNA, 2013; Denton et al., 

2007; Johnson et al., 2018). These technological advances have contributed to clients being 

discharged home earlier, with more complex needs (Heitlinger, 2003; Sharkey et al., 2020). 
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Additionally, the growing population of people living with chronic illnesses requires 

ongoing supportive care, not curative medical care (CIHI, 2017). People living with chronic 

illness often identified as “heavy users” of home care services are often seen as a problem, as 

their service needs fall outside the limited resources and time constraints that are restricted in the 

current rationing of services approach to home care (Canadian Health Coalition, 2018). As Funk 

et al. (2020) identified, home care in Canada is increasingly shifting away from the care of 

chronic conditions to short-term services. The focus on illness care and the increasing use of the 

community as a setting of care rather than a holistic approach to care is highlighted as a concern 

in Schofield et al.’s (2011) work with community health nurses visioning the future of nursing. 

The biomedical influence is identified as creating a focus on funding illness care rather than 

wellness care in the community (Schofield et al., 2011). 

The Managerial Turn in Health Care – “Saving Money” and “Not Enough Money” 

The development of home care programs in Canada is linked to health reforms aimed at 

shifting care from expensive acute services to home and community care with a goal to save 

money and reduce health care expenses (Denton et al., 2007). Home care is represented as a cost-

savings program and a less expensive alternative to providing care in hospitals and long-term 

care settings (Chappell, 2011; Health Council of Canada, 2012). Since the initial shifts and 

investment in home care, there has been rapid growth in home care services without a 

corresponding growth in resources (Denton et al., 2002). In 2017–2018, home care in Canada 

represented 3% of total health expenditures ($9.2 billion; CIHI, 2019). The notion of saving 

money restricts the system, impacting client care (Funk et al., 2020) and the work of nurses 

(Ganann et al., 2019). 
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On an individual level, the lack of funding for home care impacts client care as restrictive 

allocation policies limit time with clients (Purkis, 2001; Sharkey et al., 2003). Home care is 

increasingly only available for short-term, acute needs, which leaves less urgent, chronic, and 

daily care to informal caregivers with limited resources (Canadian Home Care Coalition, 2018; 

Funk et al., 2020; Palmer et al., 2022). Budget constraints have resulted in restrictions on time to 

provide care to clients and increased workload with more clients assigned per health care 

providers (Denton et al., 2007; Strandås et al., 2019). With greater demands on health care 

providers’ time, there is an increased focus on tasks and a decreased focus on relational care and 

prevention (Björnsdóttir, 2018; Chappell, 2011; Denton et al., 2007; Strandås et al., 2019). Funk 

et al. (2020), in their ethnographic study of structural empowerment between nurses and families, 

shared that nurses identified their work within the context of constraint, sharing how this affects 

their practice, resource and budget restrictions impacted their time, and the services and supports 

they could offer clients, which often resulted in requiring family involvement to provide home 

care. The restriction of services and the creation of scarcity of services invokes a notion of 

control from the state and a need to limit services, funding, and support (Purkis, 2001). Unmet 

needs and dissatisfaction with care emerge as concerns when funding is restricted for home care 

programs (Johnson et al., 2018; Sharkey et al., 2003). 

The representation of the funding problem as a scarcity of funds supports managerial 

practices in health care. Managerial practices focus on efficiency, cost containment, and 

improving quality (Björnsdóttir, 2009; Strandås et al., 2019). Standardization of care has also 

been used to contain costs (Sharkey et al., 2003). However, the challenge of the funding model 

and standardization is that organizing care by unit makes it difficult for nurses to provide high-

quality care, as care is task-focused and fragmented, which leads to gaps, challenges in 
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communicating and coordination, and duplication of services (Sharkey & Lefebre, 2017). 

Duplication of services can include home support work such as providing help to clients with 

their daily medications and getting up and dressed in the morning being provided by both public 

and private providers. 

Not unlike health and public services, generally, home care is shaped by a neoliberal 

ideology that supports a market-based system to pay for services (Duncan & Reutter, 2006; Funk 

et al., 2020), leaving clients and families paying for services based on income tests and cut-offs. 

With home care excluded from the Canada Health Act (1985), each province has established its 

own funding structure for home care, including what services are paid for by the province, how 

much will be paid for, often through income testing and cut-offs, and what services are privately 

contracted (Johnson et al., 2018; Sharkey et al., 2003). With the introduction of private 

providers, there is an increased marketization of the care system that results in competition for 

contracts and a focus on the volume of service provision to meet contract obligations (Denton et 

al., 2007; Sharkey & Lefebre, 2017). In Ontario, the use of contracted services resulted in an 

increased focus on the business side of providing care, rather than the provision of care, as well 

as staff shortages, less organizational support, work intensification, and decreased job 

satisfaction with an increased propensity for staff to leave (Denton et al., 2007). Competitive 

contracted home care service programs negatively impact staffing levels and staff mix 

(Armstrong-Stassen & Cameron, 2005; Denton et al., 2007). 

Financial cutbacks and the changing eligibility for home care services have resulted in 

unmet needs among older adults (Johnson et al., 2018). A 2018 Statistic Canada report identified 

one third of adults living in the community and receiving home care services had unmet needs 

(Gilmour, 2018; Statistics Canada, 2022). Families and friends take up the tasks to address these 
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unmet needs, adopting the role of caregiver (Funk et al., 2020; Palmer et al., 2022). Home care 

relies on the involvement of over 2 million unpaid caregivers, who provide an estimated $25–26 

billion in unpaid care each year (Hollander et al., 2009). The neoliberal influence on home care 

supports a shift to self and family care to reduce expenses (Björnsdóttir, 2009). For people who 

have caregivers, there is high expectation and responsibility transferred to the caregivers with 

little care and support for them, which has implications for their health and well-being. 

(Björnsdóttir, 2009; Chappell, 2011). Women comprise the majority of caregivers (Björnsdóttir, 

2009; Chappell, 2011; Health Council of Canada, 2012); however, as structures in society 

change, resulting in more women being employed outside of the home, there is a decreased 

availability of unpaid caregivers (Björnsdóttir, 2009). This leads to an increased need for paid 

caregiving and increased social pressure on women to assume the caregiving role (Björnsdóttir, 

2009; Chappell, 2011). Caregiving remains unseen, undervalued, and underrepresented, and 

there is a significant need for caregivers’ support and services (Canadian Healthcare Association, 

2009; Health Council of Canada, 2012; Øydgard, 2017). 

Due to the managerial turn in health care and limits to budgets, much of the work carried 

out by nurses has been “rendered invisible and therefore obsolete” (Björnsdóttir, 2009, p. 733). 

This invisibility has been accomplished through rules such as limiting the amount of services 

offered or the length of service and through strategies such as encouraging self-care and 

independence in clients (Björnsdóttir, 2009). Neoliberal influences and budget controls impact 

the work of nurses. Home care nurses are responsible for assessing care needs and financial 

ability to pay for service, navigating the paradox between providing health care and setting up 

plans for people to pay for that care (Melby et al., 2018); Austin (2011) asserted navigating this 

tension for nurses is incommensurable. 
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The Work of Home Care Nurses 

What is Home Care Nursing Work? 

Home care has existed in Canada for hundreds of years (Grypma et al., 2012), and nurses 

represent the largest group of care providers in home care (CNA, 2013; Ganann et al., 2019). The 

nursing role in home care is identified as vitally important (Hermus & Stonebridge, 2017), yet 

there is surprisingly little written about the home care nursing role and the work of nurses. The 

World Health Organization’s (2020) State of the World’s Nursing report identified the 

autonomous and collaborative role of nurses in providing care to clients in many different 

settings of practice and across the lifespan, highlighting the critical role nurses have in integrated 

care and palliative care as primary providers of care. Nurses have the knowledge, skills, and 

abilities to lead and collaborate with interdisciplinary teams, engage across systems, and focus 

on client needs rather than systems tasks if they have the time, support, and resources to carry 

this out in their home care work (CNA, 2013). 

In home care, nurses conduct assessments and develop care plans (Smith Higuchi et al., 

2002); provide wound care, medications, and intravenous treatments (Martinsen et al., 2018; 

Smith Higuchi et al., 2002); coordinate care (Martinsen et al., 2018; Melby et al., 2018; Smith 

Higuchi et al., 2002); and determine eligibility for services and funding (Melby et al., 2018; 

Purkis et al., 2008; Smith Higuchi et al., 2002). Coordinating care work is increasing for many 

nurses as the trajectory of care for clients becomes more complex (Melby, 2018). Advocacy, 

documentation, integration of family data, and patient education are also identified as part of the 

home care nurse’s competencies or roles (Smith Higuchi et al., 2002). Funk et al. (2020) 

identified nurses’ time with clients during home visits is centred around information collection, 

receiving updates, monitoring changes, and establishing plans of care with the client and family. 
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Recent research in Norway identified home care work in three distinct positions: assessment, 

advanced procedures and medical follow-up, and providing customized solutions in various 

homes (Fjørtoft et al., 2021). Smith Higuchi et al. (2002) identified several processes and 

challenges for home care nurses in their work to develop client-centred care plans, including the 

imperative to establish a therapeutic relationship, the challenge of matching client needs to 

resources, coordinating client care required negotiating, organizing and scheduling within budget 

limitations and through establishing working relationships with other health care professionals. 

Home care nurses’ relational work is central to the care provided (Björnsdóttir, 2018; 

Strandås et al., 2019). Nurses identified developing a relationship with clients is a positive factor 

contributing to job satisfaction and retention (Tourangeau et al., 2014). Funk and Stajduhar 

(2013), in their research with family caregivers and home care nurses, identified the concept of 

relationship being beyond interpersonal relationship, as it extends to the ability to provide 

competent and appropriate care while promoting feelings of trust, familiarity, security and 

comfort. From the perspective of the family caregiver, this research affirmed that relationships 

between care providers and families are important for nursing care, care satisfaction, and care 

experiences (Funk & Stajduhar, 2013). 

As previously noted, home care nurses work with clients who have increasingly complex 

care needs within autonomous and independent settings (Melby, 2018). Due to the increase in 

clients’ acuity, homecare nurses required more advanced clinical assessment and procedural 

skills (Melby et al., 2018). In a study of over 1,000 Canadian community health nurses, 

Armstrong-Stassen and Cameron (2005) identified clients’ vulnerabilities and increasingly 

complex needs were among their top four work-related concerns. Similarly, in their research 

with Canadian community health nurses, Schofield et al. (2011) highlighted that, because of the 
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increasing acuity in client needs, there is a decrease in the holistic approach and a lack of 

resources and knowledge to adequately meet clients’ needs. 

Home care is an interdisciplinary endeavour with clients needing care from family, health 

care assistants, nurses, occupational and speech therapists, physiotherapists, physicians and nurse 

practitioners. Nurses are often central in the interdisciplinary team and have a role in the 

communication of information and coordination of care (Canadian Home Care Association, 

2018; Melby et al., 2018; Tourangeau et al., 2014). Björnsdóttir (2018) identified the relational 

and collective work of home care nurses who aimed to build a net of services to support clients; 

this work involved organizing work and translating client narratives into the organization so that 

their needs could be met. 

Nurses’ work changes with the increasing external management of nurses’ time, tasks, 

and priorities and the use of standardized checklists, which impact their ability to effectively 

engage in relationships with clients (Björnsdóttir, 2018; Fjørtoft et al., 2021; Strandås et al., 

2019). With the growing complexity of clients, there is an increased demand for nurses’ 

experience and competence (Nilsson et al., 2009; Strandås et al., 2019). Home care nurses apply 

theoretical, experiential, and evidence-based knowledge in a highly autonomous scope of 

practice (CHNC, 2010). They make complex client assessments to guide practice decisions, 

including the delegation of care to support and family caregivers (Nilsson et al., 2009). 

Increasingly, nurses are taking on case management roles and are determining the specific 

services and allocation of resources for the provision of services (Melby et al., 2018; Purkis et 

al., 2008). This transactional role causes nurses to focus on payment and creates a dichotomy 

between determining economic eligibility and caring needs and practices (Purkis et al., 2008). 

Whether the nurse or another health care practitioner determines the services to be delivered, it is 
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the nurse who prioritizes and defines what interventions and practises will be employed on any 

particular visit (Martinsen, 2018). 

Changing the Work of Nurses 

Although the work of nurses is not well documented in the literature, there is emerging 

discussion on nursing roles in home care within the discourses of “optimization” (Ganann et al., 

2019, p. e604) and “task shifting” (Denton et al., 2015, p. 485). Ganann et al.’s (2019) scoping 

review identified 127 papers published between 2002 and 2015 that addressed the optimization 

of nurses in home care. The CNA (2013) defined optimization as “determining how 

competencies can be used to the best advantage” (p. 7). This work includes removing divisions 

within nursing as well as those external to nursing to facilitate interprofessional and collaborative 

practice; these processes support best outcomes for clients and the best use of human resources 

(CNA, 2013). There continues to be a lack of understanding of community health nursing roles, 

of which home care nursing is a part; this affects the mandate and policy for home care work 

(Underwood, Baumann, et al., 2009). Along with the lack of clarity, there is a projected shortage 

of community health nurses to meet the growing service needs (Underwood, Mowat, et al., 

2009). Community health nurses identified their scope of practice is being underutilized, 

reduced, and misunderstood, leading to nurses being devalued and replaced by other disciplines 

(Schofield et al., 2011). Ganann et al. (2019) suggested the optimization of nurses’ roles is 

required because of the growing need for home care and the potential impact nurses can have to 

positively influence client outcomes. 

Task shifting (i.e., the redistribution of tasks) refers to transferring tasks from regulated 

professionals to unregulated care providers to reduce costs and provide care to more clients 

(Denton et al., 2015). Denton et al. (2015) identified the positive and negative impacts of task 
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shifting on quality of care from the perspective of care providers, with home care workers seeing 

task shifting as improving quality of care due to increased consistency of care provider and trust, 

and nurses and other home care professionals identifying concerns about the quality of care due 

to a lack of knowledge, education, and training for complex tasks and scheduling changes that 

may interrupt the ability to provide continuity of care. 

With decreasing numbers of health care workers available to provide the needed care in 

homes (Canadian Home Care Association, 2011), the discussion on optimization and role and 

task shifting will continue. The CNA (2013) identified leadership, health systems alignment, 

nursing proficiency, interprofessional respect, and technology as enablers of nursing 

optimization. While there may be opportunities for nurses to expand their roles in home care, 

there are also barriers to practice and a continued lack of role clarity that leads to an 

underutilization of nurses in home care (CNA, 2013). Nursing care in home health has 

demonstrated positive effects on client outcomes (CNA, 2013). The ideas of optimization and 

task shifting impact nurses’ work and highlight tensions at play in identifying who is providing 

what care to clients and are part of the contextual landscape affecting how home care nursing 

work is thought about and implemented in practice. 

Social Organization of Knowledge and Knowing Home Care Nurses’ Work: The Contextual 

Landscape and this Inquiry 

These discourses affect the work of nurses in home care and highlight a need for inquiry. 

As previously identified, the increasing need for home care services (Canadian Healthcare 

Association, 2009; Canadian Home Care Association et al., 2016; CNA, 2013; Chappell, 2011; 

Garland Baird & Fraser, 2018; Johnson et al., 2017; Johnson et al., 2018), changing complexities 

of care (Denton et al., 2002; Ganann et al., 2019), and the managerial turn in home care 



30 

(Björnsdóttir, 2018; Chappell, 2011; Denton et al., 2007; Strandås et al., 2019) impact the 

programs, care delivered, and work of home care nurses. What is discursively going on in this 

contextual landscape may be different from what is occurring in the everyday work of nurses, yet 

it shapes that work. The ability to learn from a nursing perspective, expose and understand the 

coordination of the social and ruling relations with the view to create change is critical. A 

standpoint in nursing is needed. As Allen (2015) highlighted, 

All too often prescriptions for nursing have arisen from armchair theorizing about what 

nurses should do rather than research into what they actually do and an understanding of 

how this role function is shaped by the context in which they work. (p. 7) 

Taking up the standpoints of those excluded from the institutional discourses but governed by 

them is central to an inquiry using IE (Grahame, 1998). There has been little discussion on the 

work of home care nurses, specifically on how home care nurses’ work is organized within the 

larger context of institutions. As an approach to inquiry, IE aims to uncover the ruling relations, 

mapping out the location and influences of power on the everyday work of the participants (D. E. 

Smith, 2005). Utilizing IE in this inquiry allowed for an important and timely exploration into 

the social organization of home care nursing work in Canada. 
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Chapter Three: Methodology 

This research aimed to explicate influences impacting home care work from the 

standpoint of nurses. IE was utilized as the research approach to both describe home care nurses’ 

work and to extend the view beyond the day-to-day to show the discourses1 coordinating nurses’ 

work. IE is needed to highlight the ruling relations, including discourses and power impacting 

home care nursing, so that effective change can be created. In identifying the ruling relations, 

opportunities for change and political stimulus for transformation can emerge (Adams et al., 

2015). In this chapter, I outline IE as the methodological approach for this inquiry, and I identify 

the theoretical and grounding and philosophical foundations of IE, with a particular focus on the 

social organization of knowledge underpinning IE and this research. In the first part of this 

chapter, I integrate how I used IE in this inquiry to explore the work of home care nurses and 

show ruling relations coordinating their work, and in the second part I share how I carried out 

this research using IE. 

Institutional Ethnography 

IE is a critical qualitative research approach developed by sociologist Dorothy Smith 

(Campbell & Gregor, 2008; D. E. Smith, 1987, 1990, 2005). Created with influences from 

feminist and Marxist ideologies, IE is directed by a particular understanding of social ontology 

and epistemology (D. E. Smith, 1987, 2005). An IE starts with people’s everyday experiences, 

identifying a place of tension in their day-to-day work to uncover power relationships and 

dominant discourses (D. E. Smith, 2005). Institutional ethnographic inquiry moves beyond 

 
1 Discourse in IE is about institutional practices that are actively created through texts and organize the 

work—what is written, said, or done (D. E. Smith & Griffith, 2022). This is distinct from discourse 
analysis or Foucauldian analysis in that IE discourse conceives that discourse exists because of people’s 
engagement with textually mediated social relations (Bisaillon, 2012). 
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objectifying or theorizing about people’s work to provide a view of the coordinating features and 

power influencing their everyday work. As an approach to research, IE provided me with an 

opportunity to identify, map, and learn about the coordinating influences on home care nursing. 

Starting with learning about the work of nurses in home care, IE directed the inquiry to identify 

which institutional processes are coordinating their work that may not be seen by the nurses who 

are doing the work (Campbell & Gregor, 2008; Grahame, 1998; D. E. Smith, 1987, 2005, 2006b; 

D. E. Smith & Griffith, 2022). The value in utilizing IE for this inquiry into home care was the 

ability to bring forward home care nurses’ experiences, identifying what is coordinating their 

work, and highlighting their knowledge of what they are directed to do in their work versus what 

is done. 

As an alternate sociology, IE was influenced by the founder, D. E. Smith’s (2005) 

involvement in the feminist movement, her work as a mother and scholar (DeVault, 2006). D. E. 

Smith (2005) questioned the bifurcation of work and knowledge and traditional sociological 

research methodologies to develop a new approach to knowledge development and inquiry. D. E. 

Smith (2005) wove together a new sociology that examines work processes and the social 

relations of knowledge from the everyday experiences of people (DeVault, 2006). IE aims to 

build knowledge and identify ruling relations2 through the mapping of relations (D. E. Smith, 

2005). IE does not aim to describe actions in terms of a theoretical system, but rather seeks to 

learn “from their experience and with tracing how their everyday lives and doings are caught up 

in social relations and organization concerning the doing of others” (D. E. Smith, 2005, p. 61). In 

 
2 Ruling relations are those that organize people’s everyday lives, are replicated through texts, and 

obscure or stand-in for people’s experience (Bisaillon, 2012; D. E. Smith & Griffith, 2022). 
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this inquiry, my aim was not to describe or theorize about nursing work in home care, but rather 

to learn from nurses about their work in order to trace the social relations influencing their work 

and to describe the influences, discourse, and power that is coordinating nurses’ work. 

Ontology and Epistemology 

Social ontology, utilized in IE, identifies that social is real (D. E. Smith, 2005). The 

world is “invariably social and that the only way we can be in the world is as social beings” 

(Campbell & Gregor, 2008, p. 27). Maintaining that people are the knowers, the social becomes 

the object of inquiry, focusing on how activities are coordinated through ruling relations (D. E. 

Smith, 2005). The ontological shift in IE requires recognition that activities and actions are not 

random but instead purposefully coordinated (Campbell & Gregor, 2008). These coordinating 

features, which occur outside of people’s awareness, are named social or ruling relations; the 

interactions of the relations and the coordinated activities constitute social organization 

(Campbell & Gregor, 2008). For example, in home care nursing, the routine organization of the 

day is common across sites; how nurses take in information, process and create their work 

schedules is influenced by systems and policies outside of their view, not identified by them, but 

ingrained in their work processes, coordinating influences that are not seen. The ontology of IE 

includes that different experiences and perspectives will be generated from the social, the 

coordination of activities is fluid and continual, and language has a role in the coordination of 

social from local to trans-local, moving the coordination of activities outside the knower’s view 

(D. E. Smith, 2005). In this inquiry, this ontological understanding required me to look for the 

ways that nurses work and examine how knowledge about and for that work is organized by 

systems, processes, texts outside their control and beyond what the nurses can see or identify. 
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Knowledge is socially created, and social relations coordinate the actions of knowledge 

making. “A social relation is not an abstraction, but rather the actual linking and coordinating of 

activities and work processes in diverse sites” (Grahame, 1998, p. 351). These beliefs of reality 

situate the approach to inquiry I took in examining home care nurses’ everyday experiences. 

Examining social relations, language, and text important within dominant discourses was crucial 

in the inquiry process and took my gaze to the coordinating features that move from the local site 

of work to other sites. Mapping texts used by the nurses, their actions, and their processes also 

revealed how knowledge is organized, the structures, and influences on knowledge, behaviours, 

and actions in the nursing work. Analysis of discourses and mapping texts were, indeed, central 

activities for my study and served a number of key knowledge making goals. 

The epistemological understanding in IE moves away from realist, objectivist views of 

knowledge and is identified as an “alternative to the objectified subject of knowledge of 

established social science discourses” (D. E. Smith, 2005, p. 10). Scientific discourse is part of 

and is integrated into ruling relations through text-mediated, complex relations that connect 

across location, time, and organize everyday life (D. E. Smith, 2005). IE does not objectify or 

remove knowledge of the social from informants’ experiences; knowledge and knowing are 

deeply situated and connected to the work, the language and texts of the informants (D. E. Smith, 

2005). IE’s goals are to identify and map out ruling relations, the influences that coordinate the 

work in the local and trans-local sites, by empirically tracing texts (D. E. Smith, 2003). Given 

that IE seeks to identify how work is “being put together systematically, but more or less 

mysteriously and outside a person’s knowledge, and for purposes that may not be theirs” 

(Campbell & Gregor, 2008, p. 18), the analysis must, therefore, begin with and return to people’s 

experience in their everyday work. It is not the work that is the object of investigation; rather, it 
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is the “entry point into the social relations of the setting” (Campbell, 1998, p. 57). Through the 

tracing and identification of the coordination of activities, research can identify how the 

dominant forms of power are socially organizing the work (Grahame, 1998). As Campbell and 

Gregor (2008) stated, “Institutional ethnography makes use of the socially-organized character of 

everyday life to explore its puzzles” (p. 29). 

From this epistemological view, IE focusses the understanding of what is known in the 

social and everyday work of people. In this inquiry, my initial analysis focused on mapping and 

tracing how the work was carried out, the processes and texts used, the connections to 

procedures, policies, and people. I then questioned and identified through the mapping influences 

in these discursively arranged work processes. This intentional shift to looking up into the 

coordinating features of the work is central to IE and is a required component and understanding 

of the work of home care nursing. 

Marx’s Influence 

The understanding of social relations and organizations in IE is influenced by Marx’s 

philosophy (as cited in D. E. Smith, 2004). D. E. Smith (2004) identified Marx’s epistemology, 

ideology, and thinking as informing the development of IE as a method of inquiry. Marx asserted 

(as cited in D. E. Smith, 2004) consciousness and people’s activities cannot be separated; 

consciousness is embedded in activities, social relations, and the economic and technological 

level in which they exist. This focus on relations and the interconnection with the social play a 

vital role in IE’s understanding of the everyday work of people such as home care nurses and 

their work. In Marx’s views (as cited in D. E. Smith, 2004), social relations are produced from 

historical conditions, influenced by class and work, and coordinate peoples’ practices. 
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Furthermore, the political economy is an expression of the social relations of a mode of 

knowledge production (D. E. Smith, 2004). Language is “the actuality of thought” (D. E. Smith, 

2004, p. 451). In a summary of Marx’s epistemology and method, D. E. Smith (2004) shared that 

in Marx’s views, history generates social relations, social relations are expressed in categories, 

and categories are forms of thought in which social relations come to consciousness. Social 

relations can be explored as an “integral component of capitalism” (D. E. Smith, 2004, p. 455). 

The understanding of social organization, and relations coordinating actions and influencing and 

being influenced by the conditions and interactions are integral to IE and are strongly influenced 

by Marx (as cited in D. E. Smith, 2004). Notions of power, oppression, and subornation are 

critical components of Marx’s (as cited in D. E. Smith, 2004) influence, which I identified in this 

IE with home care nurses whose everyday is shaped by the powerful discourses outlined in the 

previous chapter. 

Feminist Influence 

The feminist movement brought forward questions of power and dominance in society 

and, for research, highlighted these same questions about knowledge development. For instance, 

who has the power to bring forth particular types of knowledge, and what knowledge is valued 

and foregrounded? Questioning the objectification and privileging of knowledge also occurred. 

Through her involvement in the feminist movement, D. E. Smith (2004) used her questioning 

stance to consider how research could be approached differently. In developing IE as a sociology 

for people, D. E. Smith (2004) identified the IE approach is not a sociology of people but rather 

for people. This distinction positions the approach to work with people and not one that takes an 

objective stance external to the people, placing them in a role of observed and classified with 

little or no power. Feminism and sociology for people rings true for home care nurses’ whose 
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work for and with people is intimate and personal, yet highly coordinated from the impersonal 

discourses described earlier. 

Standpoint is another guiding assumption within IE that emerged from the feminist 

influence. D. E. Smith (2005) asserted in working from the standpoint of the people their 

experiences and knowledge are not essentialized; this approach recognizes the position of those 

living the experiences as experts. In particular, D. E. Smith (2005) highlighted “women’s 

standpoint not as a given and finalized form of knowledge but as a ground in experience from 

which discoveries are to be made” (p. 8). In seeking to understand people’s lived experiences 

from their position and experiences, IE recognizes the “site for the knower that is open to 

anyone” (D. E. Smith, 2005, p. 10). As such, in this inquiry focused on home care nursing, I 

began and carried out this research centred in the day-to-day experiences of home care nurses. 

As a part of home care work, nurses engage with clients, families, caregivers, other health care 

professionals who may see, experience, and carry out work differently. The nurses’ standpoint 

was the place of entry and the focus for this inquiry, one that did “not subordinate the knowing 

subject to objectified forms of knowledge of society or political economy” (D. E. Smith, 2005, p. 

10). Determining the standpoint involves identifying which knowledge will be recognized and 

who has legitimate knowledge is a question of power (Campbell & Rankin, 2017). Standpoints 

differ, as knowing is socially organized, and in IE power of who has legitimate knowledge is 

recognized, and the standpoint shifts the power to those in everyday experiences as the knower 

and expert (Campbell & Rankin, 2007). 

An intentional focus on the everyday allows for the exploration of social relations and 

organization to discover what is readily visible to those doing the work, thus “expanding 

peoples’ own knowledge rather than substituting the expert’s knowledge for our own” (D. E. 
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Smith, 2005, p. 1). Taking up the social ontology and epistemological beliefs of IE results in an 

inquiry that starts in the standpoint of people’s everyday experiences, exploring experiences such 

as the work of home care nurses to explicate how their work is occurring, which stands apart 

from beginning with a theory-governed discourse. Determining the standpoint provides the 

foundation from which to begin exploring data, as the standpoint determines whose knowledge is 

being examined, whose knowledge counts and will reveal different problems in the setting 

(Rankin, 2017). Identifying the standpoint determines a methodological stance and directs the 

researcher’s focus (Rankin, 2017). As previously noted, this research, being from the standpoint 

of home care nurses, required identifying and tracing texts and discourse to determine how the 

ruling social relations coordinate home care nurses’ work across sites, places of power and how 

the influences of capitalism and corporate functions influence the nurses’ work. As such, I 

mapped work processes described by the nurses to identify common steps, processes and texts. 

From this mapping I was able to trace and identify policies that influenced these processes and 

how information generated by nurses in their practice was used by the health authority. This 

difference in understanding and use was revealed as I viewed the data from the perspective of 

nurses and how they described and saw the work they were doing carried out. 

Ruling Relations 

Ruling relations support the work of policymakers, managers, and administrators, whose 

interests may differ from those of the nurses and clients (Rankin & Campbell, 2006). As Rankin 

and Campbell (2006) noted, the text-mediated work of nurses often is in contradiction to the 

reality of their work with patients. Exploring the disjuncture between the actual work that is done 

and the managerial texts identifies the forms of power exercised over nurses and their work 

(Rankin & Campbell, 2006). Similarly, in this inquiry, the exploration of data entry in the 



39 

nurses’ itinerary and multiple documentation systems revealed differences in the managerial uses 

of clients’ information and the nurses’ knowledge and work with the itinerary. The exploration 

of lines of influence and text-mediated control on practice is essential and reveals threads of 

ruling relations that expose larger discourses and power (Rankin & Campbell, 2006). Nurses 

hold a unique position in working with the realities of clients’ experiences and lives and in 

working within the ruling relations of the health systems; this standpoint provides nurses with a 

valuable insight into the ruling relations that differs from those creating the ruling relations and 

different to those experiencing the effect of it (Rankin & Campbell, 2006). In exposing ruling 

relations, IE brings forward possibilities for transformation, showing participants and researchers 

ways of moving forward for change (Adams et al., 2015). In this inquiry, I explored how nurses 

navigated systems, procedures, and policies of the health authority while also attending to the 

needs of their clients; this created tensions for them, often requiring nurses to create 

workarounds to meet the needs of the system and their clients. 

Implications for Institutional Ethnographic Inquiry 

Entering into the Process 

IE requires the researcher to enter into the process of inquiry with a focus on the work of 

the individual in the institution. Campbell and Gregor (2008) described the importance of 

entering into the site of inquiry without a theorized view of what is to be explored, but instead 

with a focus on people’s experiences to see how external forces dominate their lives. The 

researcher enters with a theory of knowledge, but not a theory of what is occurring in the 

research setting (Campbell & Gregor, 2008). To begin IE, the researcher must take the 

standpoint of those who are being ruled, exploring their everyday experiences, the relations 

between their practices and people, mapping how things happen the way they do (Campbell & 
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Gregor, 2008). Entering with curiosity to explore and identify a problematic with an open inquiry 

process is the first step in IE (Campbell & Gregor, 2008). Researchers must remember that the 

goal is not to describe peoples’ experiences but rather to reveal the processes that coordinate 

those experiences (DeVault, 2018). The focus must remain on the people’s everyday experiences 

to uncover how these are coordinated and organized external to their control, thus aligning with 

IE’s philosophical understandings and ontological position. 

In this inquiry, the Level 1 participants were nurses working in home care in one health 

authority in Western Canada. As I approached this research, I took on a role as a naïve inquirer 

seeking the standpoint of home care nurses, looking to understand their work as a starting place 

for this inquiry. I collected data to first understand their work and then to look for places of rub 

and tension that revealed a problematic to explore further. My focus was situated in the nurses’ 

work with the intention to highlight ruling relations, not to evaluate their work. I am an 

experienced community health nurse, but I do not have recent home care nursing experience. 

This provided me with an opportunity to develop relationships with participants in explaining 

that I do have experience in the community health context, which allowed me to maintain my 

questioning stance, as I am not familiar with the current language, processes, texts, and computer 

systems in the day-to-day lives of home care nurses. 

The Problematic 

The problematic in IE is an opening into the set of questions, or the puzzle to be 

explored, and is different from the research question (Campbell & Gregor, 2008). IE begins with 

people’s everyday experiences; therefore, the problematic comes from the exploration with the 

people of what is going to be looked at (Campbell & Gregor, 2008). The stance of establishing a 

problematic from the initial collection of data differentiates IE from other forms of inquiry, as it 
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is not starting with a specific hypothesis to test or theory driving the question, but rather 

generating the inquiry from the everyday experiences of the people living and working in it 

(D. E. Smith, 2005). By identifying the problematic, the researcher can identify their stance and 

relationship to the inquiry (Campbell & Gregor, 2008). As previously noted, the problematic is 

not a specific question or problem, but rather the puzzle, something that is causing unease or 

concern in the setting from the perspective of the people (Campbell & Gregor, 2008). Grahame 

(1998) described the problematic as questioning of how things are organized, which then directs 

the inquiry to a domain of possible questions, beginning with the everyday world as it is lived. 

Unravelling the problematic as it exists and locating the connections and rubs that become 

visible in the exploration is part of determining the problematic (DeVault & McCoy, 2002). 

Problematic is a methodological term in IE that “embodies and points to problems, 

tensions, and contradictions that arise in the relations between people and how society is 

organized … [and] is grounded in the social experiences that people encounter as troubling or 

difficult” (Bisaillon, 2012, p. 618). Campbell and Gregor (2008) suggested the problematic is 

identified after preliminary fieldwork and analysis with the people of interest in their everyday 

work. In this initial work, the researcher observes, takes notes, begins to write an account of what 

occurred, noticing the relations and taken-for-granted practice, questioning what is happening 

(Campbell & Gregor, 2008). The questions identified after listening and seeing the everyday 

work become the entry point into the inquiry. As such, I identified the problematic after my 

initial analysis of the tensions that nurses identified in their discussions about their work. 

Identifying the problematic was a critical step that helped me to retain a focus in the inquiry, as 

there were multiple questions and areas to explore. The problematic comes from data that reveal 

tensions or conflicts between what is seen as authorized knowledge and experiential knowledge 
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(Rankin, 2017). Identifying this place of rub, or disjuncture, is part of the initial data analysis 

process and leads to further focused data collection and analysis (Rankin, 2017). 

D. E. Smith (2005) asserted identifying the problematic anchors the inquiry in the 

experience and opens the research to examine beyond what is happening locally to identify what 

institutional or social relations are coordinating the experience and the work. After reflection and 

analysis of the initial data, I noted several tensions in the nurses’ work, and as I listened and 

reviewed texts, the morning work of creating an itinerary plan for the day emerged as an area for 

exploration as a problematic and focus for this inquiry. Each day, nurses complete an itinerary 

form, yet nurses identified different reasons for why and how they were completing the itinerary. 

These different reasons and lack of clarity led me to question how this one text is used: Why is 

there variation in its uses and purposes? 

Language, Text, and Discourse 

Language, text, and discourse are core elements of IE as they are instruments in and 

reveal how institutions are coordinated (D. E. Smith, 2005). Drawing on the works of Russian 

linguists, psychologists, and philosophers Herbert Mead, Bakhtin, Luria, and Volosinov, D. E. 

Smith (2005) identified a theory of language as a “medium in which thoughts, ideas, ideologies, 

and so on are lifted out of the regions of people’s heads and into the social understood as the 

coordinating of people’s doings” (p. 94). Language and professional discourse used in the sites 

of inquiry need to be noted and explored. For example, in Chapter 2, I identified the discourse of 

limited time and money and heard in the language nurses used, such as needing to triage and 

prioritize to ensure that their limited time was best used. Professionals have a particular language 

they use in their work; this language and its use reveal ruling relations (Campbell & Gregor, 

2008). In IE, the researcher needs to clarify, ask questions, and explore the professional language 



43 

and discourses used to understand what is happening and not take up the language without 

understanding the underlying processes: “Professional language simply obscures what people 

actually do” (Campbell & Gregor, 2008, p. 72). The acronyms and process names used become 

common, taken-for-granted practices that drive the work and need to be understood. The types of 

language can come forward through all types of data collection, interviews, observation, text, 

and in both Level 1 and 2 data sources. Taking up the language of the institution3 is a part of the 

ruling relations; for example, the language of efficiency is seen in several IE studies in which 

nurses become focused on the need to complete processes for efficiency based on the ruling text 

of the organization (Campbell & Rankin, 2017; Hamilton & Campbell, 2011). Remaining true to 

the value of text and discourse in the IE approach to research, language must be observed, 

collected, and analyzed. 

As an observer in home care, I asked about the institutional language being used and 

ensured I understood its meaning, rather than assuming I knew what it meant and possibly 

missing out on important pieces of the ruling relations. As I do not have recent home health 

nursing experience, I was not familiar with the language, acronyms, or process terms used, and I 

needed to ask for clarification for my understanding. I often asked for abbreviations to be 

explained or terms to be defined so that I could understand more what the nurses were speaking 

about. The language used by nurses in talking about and observing their work was saturated with 

institutional influences. Terms such as triaging, collateral, and visit counts stood out as I 

collected and the reviewed data. Noting this language and highlighting terms were key in my 

 
3 Institutions do not refer to a specific place or location but rather are complex processes that coordinate 

people’s activities across time and place (Bisaillon, 2012). 
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analysis of nurses’ work, as language is culture because they show the codified and hidden 

aspects of the discourses and texts that enter unseen, in a taken-for-granted way, into the work of 

home care nurses. 

Texts are central to IE inquiry. As D. E. Smith (as cited in DeVault, 2006) stated, 

increasingly technologies of social control are discursive and textual. Texts are written, spoken, 

or visual and can be replicated and, therefore read, heard, viewed by different people in different 

locations (D. E. Smith, 2005). Texts make connections to work, and through locating and 

analyzing texts, these connections, relations, power, and influences can be identified (Adams et 

al., 2015; Campbell & Gregor, 2008). Campbell and Gregor (2008) asserted, “Texts are relied on 

as crystallized social relations” (p. 79). Often texts are taken for granted and enter unseen into 

people’s everyday lives. Once explicated, the analyst can see the ruling relations and how texts 

mediate actions across sites (Campbell & Gregor, 2008). The activation of texts, the process of 

taking it in, making meaning from it for ourselves, and then putting it into action is a dialogue, is 

ongoing, contextual, and affects how texts are utilized (D. E. Smith, 2005). In addition to seeing 

how texts are activated within the inquiry, researchers must also consider how they activate the 

texts in their interpretation and analysis (D. E. Smith, 2005). Texts such as those activated in 

home care nursing are more than the material documents; they are vehicles for taking up key 

discourses, instructing the reader in how to activate and use the discourses in the setting. It is this 

focus in a textual analysis that reveals the text’s ruling relations and power (Rankin, 2017). In IE 

texts that mediate and communicate, the rules are collected and examined to explicate the ruling 

relations (Campbell & Gregor, 2008). In this research, the itinerary form is a text that guides 

everyday work of nurses. As Adams et al. (2015) identified, due to the setting that nurses work in 
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and its organization, dominant discourses in health care management, regulation, and 

biomedicine control the work nurses do. 

Identifying texts and how they are used is essential, as texts make visible what is 

happening beyond the local setting into the trans-local social relations and illuminate the 

organization and control of the local site (D. E. Smith, 2006a). Texts should be analyzed in the 

sequence of how they are used and how they influence the work; they should not be analyzed in 

abstraction from their use (D. E. Smith, 2006a; D. E. Smith & Griffith, 2022). It is the use of 

texts and how they enter into a sequence of actions that show the ruling relations in a material 

form (Rankin, 2017; D. E. Smith & Griffith, 2022). In this inquiry, I collected texts and, more 

importantly, observed the texts being used to ensure I understood how they were activated in 

home care nurses’ work rather than extracting and analyzing the texts as separate objects. The 

texts and text action sequences were key in revealing the linkages between sites of the work and 

influencing structures; I found the electronic health records and itinerary forms were utilized 

consistently, with varying understandings for why and how these texts were used by the nurses 

and the health authority. 

Discourse is a term that has several definitions and uses. In a linguistic sense, discourse is 

“a continuous stretch of language containing more than one sentence” (Blackburn, 2016, p. 137). 

In this use, discourse could include discussions, conversations, narratives, and speeches. The 

term discourse is also used in constructionist theory to explain that meaning comes from how 

things and actions are represented in language (Hall, 1997). Foucault (as cited in Hall, 1997) 

argued, “Since we can only have a knowledge of things if they have a meaning, it is discourse—

not the things in themselves—which produces knowledge” (p. 45). Discourse is centred around 

language, whether used to describe language and dialogue or how language is used to represent 
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knowledge and reveal meaning. Construction of meaning occurs within the discourse, and the 

meaning created within it influences history, culture, and power (Hall, 1997). Drawing on 

Foucault’s work, D. E. Smith (2005) highlighted how discourse represents power and regulation 

and relates to the coordination of practices across sites. In IE, discourse differs from Foucault’s 

use of the term, as it emphasizes that discourse originates in and exists only because of “people’s 

participation in textually mediated social relations” (Bisaillon, 2012, p. 611). How people engage 

in discourse, talk about their work, the texts they use in their work, and how it is replicated are 

used in IE analysis (Bisaillon, 2012). 

Work and Institutions  

The concepts of work and institution are central in understanding IE as an approach to 

inquiry and identifying how this approach helps develop an understanding of home care. Work, 

as defined by D. E. Smith (2005), is more than paid employment and it is a “generous concept” 

(p. 151); the concept of work “extend[s] to anything done by people that takes time and effort, 

that they mean to do, that is done under definite conditions and with whatever means and tools, 

and that they may have to think about” (D. E. Smith, 2005, p. 152). In IE, work includes both the 

experience of the work being done (i.e., the what and how) and the implicit and explicit 

coordination of that work (D. E. Smith, 2005). The unseen and unpaid components of work are 

also included in the analysis and offer entry into understanding how the work is socially 

coordinated (D. E. Smith, 2005). For example, the work of waiting as identified by Diamond (as 

cited in D. E. Smith, 2005) and the work of feeding families in planning and thinking that 

DeVault (as cited in D. E. Smith, 2005) examined. It is the unseen work that often reveals the 

ruling relations of capitalism and control (D. E. Smith, 2005). The generous conception of work 

offers an essential view into nurses’ work in home care, as it may include the unseen and often 
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unpaid thinking, coordinating, and reflective work of nurses. This view moves the inquiry from 

the objectified tasks that are often listed in competencies and job descriptions that can be seen by 

clients and counted in outcome measures to the work that nurses do in their socially coordinated 

work in home care. The focus on work as a broader concept is in contrast with what was 

identified in this inquiry as legitimized, counted, work by the health authority. This contrast will 

be explored further in Chapter 5. 

As work is defined in a generous sense, so is the term institution. D. E. Smith (2005) 

identified institutions as “complexes of relations and hierarchical organizations that organize 

distinct functions” (p. 206), which can include health care, education, corporations, and others. 

Institutions are embedded in ruling relations, can appear to have local actions, and have 

standardized operations that generalize across settings, and operate within laws, government, 

professional and academic discourses (D. E. Smith, 2005). As Grahame (1998) explained, 

institutions are functional complexes generating forms of organization, creating abstract and 

generalizable accountabilities. The experience of individuals in the institutions is the entry point 

into the working of the institutions rather than “a case” (Grahame, 1998, p. 353). In IE, 

institutions are not equated to organizations; rather, institutions are coordinated work processes 

that can occur in multiple sites (DeVault & McCoy, 2002). Institutions are not the object of 

inquiry but are the points of connection, sites, and actions across sites (DeVault & McCoy, 

2002). In this inquiry, in which I sought to understand home care, the entry was the everyday 

work of nurses in the institution of home care. Home care nursing offers a standpoint into 

identifying a problematic and tracing the social organization of home care relating to that view. 
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Data Collection and Analysis 

Data collection planning can occur before entry into the site; however, establishing the 

standpoint and problematic occurs once connected to the participants, and the inquiry has begun. 

When approaching data collection, the standpoint of participants’ everyday experiences is 

central; “the inquiry is always about how the subject’s experience is organized” (Campbell & 

Gregor, 2008, p. 40). This orientation ensures the focus of data collection is on participants’ 

experiences and locating data on how things are coordinated the way they are. While collecting 

data, the questions, what is recorded, and what is being looked for are different from traditional 

ethnographic data. The researcher must locate data to explain how things are coordinated the 

way they are in the local setting as well as the extra-local, outside the boundaries of everyday 

experiences (Campbell & Gregor, 2008). 

Campbell and Gregor (2008) identified two levels of data collection for IE. Level 1 data 

are “about the local setting, the individuals that interact there, and their experience” (Campbell & 

Gregor, 2008, p. 60). Level 2 data are accounts that verify what was found in Level 1 and can 

explicate it, looking at the broader setting to see what connections can be made (Campbell & 

Gregor, 2008). Moving from Level 1 to 2 is an iterative process in the research setting in which 

verification and explication links to the data are found. However, Norstedt and Paulsen Breimo 

(2016) identified the challenges of locating the second-level data; selecting second-level sources 

and the contradiction of Level 1 and Level 2 data can create issues for the researcher. Level 2 

data are necessary to ensure that the trans-local perspective is included and to note the places of 

disjuncture in which what is said from the two levels is noted for further explication (Campbell 

& Gregor, 2008). 
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Methods for data collection include those common to ethnographic research, such as 

interviews, observation, and text analysis; the methods used will vary depending on what is 

available and fits for the participants and locations (Campbell & Gregor, 2008). Interviews can 

be used at any stage of the research process, can be viewed as talking with participants, and do 

not need to be standardized, given that topics and who are interviewed will be identified as the 

research process unfolds (DeVault & McCoy, 2002). In order to be clear about what is 

happening, the interviewer will need to check understanding, clarify what is happening, and ask 

for specifics (Campbell & Gregor, 2008). In addition, the interviewer needs to be attentive and 

avoid taking up the common language used, asking for definition or clarity about meanings, and 

not filling in the blanks with what they think is occurring (Campbell & Gregor, 2008). 

Experience is the central source of data and site of analysis in IE (Campbell, 1998). 

Collecting data on participants’ everyday experiences, what is going on in the work-day-lives of 

home care nurses, then, is the primary interest of data collection processes. It has been contested 

that experience can be taken up as a “unitary” (Campbell, 1998, p. 56) representation; however, 

Campbell argued experience is a trustworthy unit of analysis. Entering into data collection with 

the intent to explore the everyday experience of the participants makes IE unique and focuses on 

the process of data collection from the view of the participants (Campbell, 1998). The common 

threads of data collection methods relating to observation focus on participants’ experiences, 

questioning and tracing the organizing features and local as well as trans-local coordination, 

resulting in something akin to a map. For this inquiry, from the standpoint of home care nurses, I 

entered the map and began primary data collection using interviews and observations as well as 

collecting texts with home care nurses. I identified second-level participants (including nurse 

leaders and managers who have supervisory and support relationships with home care nurses but 
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are not providing direct client care) and met with them to collect data through interviews. These 

processes are described in further detail in the “Ethics” section of this chapter. 

In IE, the researcher gathers and analyzes data to identify the social relations present in 

the problematic. Analysis and presentation of the findings are focused on highlighting the 

connections found in the data and articulating the implications for others (Campbell & Gregor, 

2008). In completing this analysis, the researcher does not code, theme, interpret, or break down 

the data, but rather remains true to IE’s focus in identifying what is happening in the setting and 

showing the social relations are in these instances (Campbell & Gregor, 2008). The researcher 

must aim to explicate the social relations, “identifying, tracing, and describing the social 

relations that extend beyond the boundaries of any one informant’s experiences” (Campbell & 

Gregor, 2008, p. 90). The process of explication aims to identify what is coordinating the work 

beyond the local setting (Campbell & Gregor, 2008). The analysis shifts the focus from what is 

done to mapping the relations and connections to illuminate coordinating features. Looking in 

the data for the direct and indirect references to institutional practices and language and engaging 

with the data and language to identify and trace the institutional relations is key for analysis in IE 

(Rankin, 2017). 

Data Collection and Analysis Process for this Research Work 

Context 

This research connects to a larger home care research project aiming to inform the 

development of promising practices for equitable and consistent access to home care in Canada 

(Stajduhar & Contandriopoulos, 2018). The objectives of the Tackling the Home Care Challenge 

(THCC) project are to examine the service delivery models of home care, describe structural and 

operational processes of home care delivery models, provide a detailed contextual description of 
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home care practices in three Canadian provinces, and explore how everyday practices in home 

care may contribute to disparities between and within provinces (Stajduhar & Contandriopoulos, 

2018). Using a mixed-methods approach, the research team has completed a realist literature 

review (Stajduhar & Contandriopoulos, 2018) and is near completion of an IE in home care. I 

was a doctoral research assistant on the THCC project, and the data utilized in this dissertation is 

drawn from the larger study. 

This research took place during the COVID-19 pandemic. The context of the pandemic 

had impacts on data collection and on the opportunities for action as discussed in Chapter 7. 

While the pandemic impacted this research it also had impacts on the nurses work. References to 

working from home, assessing and screening clients via telephone, and pandemic restrictions are 

included in the accounts of nurses work. 

Entering into data collection for the larger project, I maintained an interest in hearing 

from the nurse participants about their work and the social organization of it. During data 

collection, I identified several tensions and contradictions in nurses work; for the purpose of my 

dissertation, I focused on nurses’ itineraries and how the work they do each day to coordinate, 

plan, report, and record their work is connected to and influenced by organization power, 

influences, and coordination outside their view. In the research project, I connected with nurses 

who worked in four different locations, three health units in a mid-sized city and one health unit 

in a smaller community. All works sites were within one health region in Western Canada and 

were engaged in the THCC project. Although the settings are unique because of the size and 

geography of the communities and the number of staff working in the health units, the 

governance is similar. This also enabled ethnographic access and the tracing of ruling relations to 

identify trans-local organization, policies, and practices that coordinate across different sites and 
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communities. The nursing program within home care is publicly funded. However, medical 

supplies and equipment such as dressing for wound care or walkers are a combination of publicly 

or self-funded, and there are differences in what is publicly funded for home support services and 

what home support services requires clients to pay for services or equipment. For example, 

clients receiving home support services to assist with dressing and medications in the morning 

are charged a fee based on their income; however, if clients are receiving palliative care benefits, 

then they do not pay for home support services. 

Ethics 

I adhered to the core principles of the Tri-Council Policy Statement for conducting 

research involving people: respect for persons, concern for welfare, and justice (Canadian 

Institutes of Health Research et al., 2018). As this inquiry was connected to the larger THCC 

research project, I followed the ethics protocol approved for that project. Ethics approval for the 

project was obtained from the research ethics review board through the harmonized process with 

the University of Victoria and Island Health Authority (Appendix A). 

Informed consent for participation was confirmed using the THCC processes, forms, and 

protocol. Consent for the nurse participants was obtained using the THCC consent for 

observation (Appendix B) and THCC consent for interviews (Appendix C). Nurses who were 

interested in participating received an email and the consent forms from the THCC research 

coordinator. The coordinator followed up with each potential participant to review the consent, 

address any questions they had, and the coordinator received the completed consent forms for 

tracking and storage. I established processes to gain consent from clients if the nurse’s work I 

observed included client care; however, due to restrictions with COVID-19, I was not able to 

observe nurses working with clients, and these consent processes were not utilized. Consent to 
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participate in the study was voluntary and could be revoked at any time, removing the participant 

from the research process; however, this did not occur during this study, as all participants who 

provided consent continued through the research process. Consent was documented on the 

THCC forms and stored securely with the THCC research coordinator. Each time I connected 

with a participant, I confirmed consent. For interviews, I asked each participant to confirm that 

they had provided consent and asked if they had any questions before we started the interview. In 

advance of meeting each participant for observations, I connected with the participants virtually 

over Zoom and reviewed the consent they had provided, discussed where to meet and when, 

reviewed the purpose of the study and observations, informed them I was there to learn about 

their work not assess or pass judgment, and asked if they had questions. During the observation 

period, each time I met participants, I asked if they were fine with me coming today and 

continuing with the observations of their work. 

Throughout data collection and recording of data, I ensured the anonymity of participants 

in my data management. To address privacy and confidentiality, I used anonymous labels when 

creating research notes and transcriptions. Each participant received a number for the THCC 

study, and a label (HCN 1, HCN 2, etc.) to sort participant data. The THCC Research 

Coordinator kept a list of the labels and corresponding identifiers for participants in a Microsoft 

Excel sheet on a secure site at the university. I maintained a list of the participant codes that I 

was using with only non-identifying information on the list. As per the THCC approval ethics 

protocol, the key code linking participants to the data will be destroyed 1 year after the 

completion of the research, and all data will be destroyed 5 years after the project is completed. 

Interviews were recorded and transcribed, the recordings of the interviews will be kept until the 

research results are written and disseminated; recordings have been saved with anonymous labels 
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and are stored on the THCC secure site. I ensured participants anonymity when writing the 

results of the study and for dissemination purposes by using pseudonyms for both their names 

and places of work (e.g., Health Site 1, Health Site 2, etc.). Secondary participants’ titles and the 

site names where they work have been eliminated from the description of participants to ensure 

that they are not identifiable. 

Due to the COVID-19 pandemic, additional safety measures were in place to ensure the 

safety of participants as well as my own safety as a researcher. I followed the Island Health and 

University of Victoria COVID-19 research resumption plans as detailed in the THCC study 

protocols, which included the use of remote technology to access and engage with participants 

and the use of personal protective equipment as per Island Health policy for onsite observations 

within health authority sites. I conducted all initial planning conversations for observations as 

well as interviews over Zoom, rather than in person. Observations were delayed for several 

months as the resumption plans did not allow for in-person research observations. Once the 

health authority and university allowed for observations to occur, the revised plans allowed 

researchers to observe nurses in their work sites only. I was not permitted to travel in a vehicle 

with the participants or to go with them to client homes. With these COVID-19 restrictions in 

place, I was able to observe nurses in their office work only. In addition, I needed to complete 

daily health screening to test if I had symptoms, refrain from entering the sites if I had any 

symptoms, and wear a mask during all onsite observations. 

Participants 

Two groups of participants were involved in this research, nurses who carry out the 

everyday work in home care and second-level participants in leadership roles in home care 

programs. To recruit the nurse participants, I used convenience sampling; I offered interested 
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parties who came forward the opportunity to take part in the research. Following data collection 

and analysis with the nurse participants involved in direct care, I identified potential second-level 

participants, who were purposely selected. I reached out to the second-level participants directly 

by email and invited them to contact me if they were interested in taking part in the research. 

I recruited nurse participants by sharing study infographic and recruitment information 

posters (Appendix D) through email coordinated and sent through the home care leadership team 

for the selected sites. I also attended home care nursing team meetings with the THCC research 

Principal Investigator and Research Coordinator to share information about the study and answer 

questions. If nurses were interested, they contacted the THCC Research Coordinator, who 

provided them with the study information and consent forms. 

As with other qualitative research approaches, no set number of participants could be 

identified at the outset of the inquiry (Creswell & Creswell, 2018). In IE, “emphasis is instead 

placed on features of experience, diversity, and social location” (Bisaillon & Rankin, 2013, p. 5). 

The goal of data collection and analysis in IE is “to make visible the ways the institutional order 

creates the conditions of individual experience” (McCoy, 2006, p. 109). With this understanding, 

the number of participants (N = 13) engaged in the inquiry was determined by the capacity to 

map the social relations, rather than ensuring a collection of complete perspectives on their 

individual experiences. With the initial 10 primary participants, I was able to map and see 

linkages in their work. From there, I moved to second-level participants and textual data to link 

and describe the coordination of the nurses’ work. Participants in the study had different levels of 

experience as nurses and in home care with the majority being early and midcareer nurses, were 

located in three different health unit locations, and had diversity in age and gender (see Tables 1 

to 5 for participant demographic data). 
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Table 1 

Participant Gender– Primary and Secondary 

Gender No. of Participants 

Identify as female 10 

Identify as male 3 

Note. N = 13. 

Table 2 

Participant Age – Primary and Secondary 

Age in Years No. of Participants  

20–29 3 

30–39 6 

40–49 3 

50–59 1 

Note. N = 13. 

Table 3 

Participant Nursing Designation – Primary and Secondary 

Nursing Designation No. of Participants 

Registered nurse 10 

Licensed practical nurse 3 

Note. N = 13. 
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Table 4 

Participant Years of Work in Home Care – Primary and Secondary 

Years of Work No. of Participants  

Less than 1 1 

1–4 4 

5–9 5 

10–14 2 

Note. N = 13. 

Table 5 

Participant Years in Nursing Practice – Primary and Secondary 

Years of Work No. of Participants  

Less than 1 1 

1–4 4 

5–9 5 

10–14 2 

15–19 0 

20+ 1 

Note. N = 13. 

Primary Participants. Nurses working in home care who consented to participate in the 

THCC project were the primary Level-1 participants, for my inquiry. Participants included a 

licensed practical nurse and registered nurses who carry out work in home care (see Table 3). 

Participants’ experience in home care ranged from less than 1 year to 14 years of experience (see 

Table 4), and participants’ experience in nursing ranged from less than 1 year to more than 20 

years (see Table 5). 
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Secondary Participants. As I collected data with the primary participants, I asked about 

who else I should meet and interview and listened for links to whom the primary participants 

identified as their connections, from where their guidance and direction were coming from, and 

who else I might need to speak to in order to understand the work and coordination of it. Second-

level participants included individuals in formal leadership positions, including nurse managers 

and clinical leads. All three second-level participants identified as registered nurses; their roles 

and titles varied, but they offered insight into the ruling relations emerging from the inquiry. 

Access and Site of Research 

Entering into the site of the inquiry as a researcher and developing trust are critical steps 

in the research process (Polit & Beck, 2016). As an experienced community health nurse, I 

understood the importance of relationships and trust and was aware that there may be questions 

and curiosity about what I was there to do and why. I was aware that there could be a perception 

of me being there to evaluate or pass judgment on the work; however, this did not emerge as an 

issue. To build trust with the participants I was interviewing, I met them on the Zoom platform 

and introduced myself, reviewed a standard introduction to the project confirming their consent 

and asked for any questions they had. To establish a relationship and trust with the participants 

that I was observing, I met with them ahead of my arrival on Zoom to introduce myself, 

reviewed the research project, address questions they had, and arranged our plan for meeting and 

starting observations. The first time I was observing onsite, I arrived, and the participant toured 

me through the building and introduced me to people as we met them; this included the 

leadership team and many nurses. The staff started to recognize me on subsequent visits, and 

fewer introductions were needed. Each time I was onsite for observations, I posted an 

infographic (Appendix D) by the staff sign-in sheets to let people know I was at the health unit 



59 

observing for the study and to provide some information about the study. As I was introduced to 

the staff, they often asked what I was there to research and how long I would be there. I talked 

about the study purpose and answered any questions they had; often, they would indicate interest 

in the work and shared comments about some of the issues and concerns. Several participants as 

well as other nurses in the health units had worked on previous research projects with the 

Principal Investigator for the THCC study, and when I mentioned that researcher, they were 

often keen to share their experiences in their previous work with them and identified support for 

the work. Often the comments received were that they were grateful to have someone looking 

into their questions and issues. 

Data Collection Methods and Context 

Consistent with data collection procedures for the THCC study, I utilized three data 

collection methods: interviews, observations, and text collection. While some of the data were 

collected by team members of the primary study, I was also intimately involved in the data 

collection process as a doctoral research assistant for this project. Data collection occurred over 9 

months, from March 2020 to December 2021 (see Figure 1). During this time, the COVID-19 

pandemic was occurring, which impacted data collection timing and approaches. Originally, I 

had planned to complete observations with participants first and then follow up in person with 

interviews. However, with the changes to health and safety requirements, I completed virtual 

interviews using the Zoom platform first with the participants followed by observations in 

person. Observations were delayed based on institutional processes for health and safety from 

both the University of Victoria and the health authority, in line with the Provincial Health 

Officer’s orders, and were limited to in office observations only, as it was deemed to be unsafe 

for researchers to travel in a vehicle with nurses or enter homes of clients. Additionally, the 
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home care offices started using an electronic documentation system in the spring of 2020 as the 

pandemic began. This shift in documentation impacted data collection as some materials are 

online and some are in paper. These contextual influences for data collection also affect nurses’ 

work, which will be addressed in the description of work in Chapter 4. 

Figure 1 

Data Collection Timeline 

  Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

Gaining entry 
recruitment & 
consent 

    
 

           

First participants 
(HCN)  

                 

Semi-structured 
interviews (n = 9)  

                 

Observations (n = 6) 
In person 

                 

Secondary 
Participants  

                 

Semi-structured 
interviews (n = 3)  

                 

Collection of texts                  

Analysis                  

Note. HCN = Home care nurse. 

Interviews. I started my data collection using semi-structured interviews virtually using 

the Zoom platform. For the interviews, I utilized an interview guide developed with the THCC 

team (Appendix E – Level 1 Interview Guide). The questions and probes provided suggestions 

and some structure to the conversation to ensure a consistent approach when I asked about the 

work and a typical day for the nurses. The guide also ensured that the focus remained on nurses’ 

work and the standpoint of the nurses engaged in their work. To begin each interview, I asked 

the participants to talk about and describe their work within home care. I then asked them to 
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provide an example of a client encounter and I guided the conversation asking them to walk 

through each step of their daily work. For example, I asked questions such as the following: 

• How do you know that you needed to see this client today? 

• How do you prepare for your visit? 

• When you are going to the home, can you please talk through the steps you take? 

• When you are finished with your visit, what do you do? 

As we talked in the interviews, I kept notes to highlight pieces to return to after the 

participants had walked through their examples such as questions or processes that I needed 

further explanations for. For example, in one interview a nurse was telling me about her work 

preparing for the visit, collecting the documentation and collateral. I am not familiar with the 

term collateral, so after she finished explaining her process I asked what collateral is. During the 

interviews, I utilized the interview guide questions but also balanced this with listening and 

focusing on what was being said so that I could ask for clarification on terms and language used, 

processes and forms that were referred to, and prompting to ask about what is next and what 

steps led from this piece to the next. Several times the participants would say, “You are a nurse, 

right, so you know what that is.” In response, I asked for clarification and either shared that I was 

not familiar with the term or asked them to explain further as others might be reading that 

transcript who are not nurses. This encouraged them to use more plain language and explain their 

processes in greater detail. 

With the consent of the participants, I recorded each of the interviews on Zoom and 

ensured the audio portion was saved and transcribed. As G. W. Smith et al. (2006) identified, 

[Tape recording and transcribing interviews] is essential to be able to develop detailed 

and systematic interpretations of the data. Making interpretations as a part of in situ note-
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taking makes it more difficult later on to explicate the social organization of the relations 

in which informants’ descriptions are embedded. (p. 174) 

The process of recording the interviews helped me to listen in the moment and then later 

to re-listen to pick up cues about the texts, coordinating features, and rubs. Each of the home care 

nursing interviews ranged from 60–90 minutes in length. Six of the nursing interviews were with 

nurses in one of the larger city’s health units, three of the nurses interviewed worked in a health 

unit in the smaller community, and the tenth nurse participant was a nurse in the larger office 

who participated in observations only. During my observation with the nurse who did not 

complete an interview I was able to ask questions and clarify as we went through the observation 

days together. 

After initial data analysis, I prepared questions and sought out the second-level 

participants for semi-structured interviews. The second-level participants all identified as 

registered nurses who work in different formal leadership positions within home care. These 

interviews ranged from 60-90 minutes in length. Similar to the home care nursing interviews, 

with the consent of the participants, I recorded the interviews on Zoom, and ensured the audio 

portion was saved and transcribed. I developed an interview guide to focus my conversation with 

the second-level participants and in a similar way to the primary interviews, asking about their 

work and for descriptions of a typical day in their role (Appendix F– Level 2 Interview Guide). 

During the interview conversations, I noted relevant texts and language being used and asked to 

follow up on procuring the texts and clarifying the language used. I also asked specific questions 

to clarify policies and procedures that informed their work and decisions that they were 

discussing. 
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Observations. I observed three home care nurses in their work at their health units and 

accessed data from three additional observations of home care nurses’ work. All of the 

observations were 2 to 3 days in length and focused on observing the nurses’ work in the office 

setting, as I could not travel with them or attend visits in homes due to COVID-19 restrictions. 

The nurses I observed worked day shifts and were in different types of employment roles, both 

casual and float. One of the nurses I observed typically worked as the float nurse on afternoons 

and evenings, but was temporarily working day shifts during the time I was observing. I 

completed 30 hours of observation with home care nurses and accessed the data from colleagues 

who observed for 50 hours with home care nurses in different health unit locations. 

These observations allowed me to listen, see, and learn what the nurses do and how they 

carry out their day-to-day work in home care. Balcom et al. (2021) identified observations in IE 

help create the contextual picture for the data collected through interviews and text and 

confirmed what was shared in interviews occurs in practice. Additionally, observations can help 

the researcher ensure that rhetoric or oversimplification of processes that can occur in interviews 

is counteracted by seeing these actions in process (Balcom et al., 2021). For example, in 

interviews, nurses described the process of intake, pulling the information together to learn about 

the client; during observations, I was able to see the many steps this takes. During observations, I 

had conversations with the nurse participants to clarify what I was hearing or observing, asked 

for further information on the language used, and sought out documents to determine what was 

guiding the work. DeVault and McCoy (2002) identified talking with participants as a form of an 

interview. These interviews or conversations occurred naturally in a time that did not impact the 

nurse’s work, attempting to be as least intrusive as possible. 
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I documented the observations using free-form narrative note-taking, focusing on what 

work occurred, what documents were used, the language used that stood out, and questions that 

emerged from my observations. During the observations, I recorded information in a small 

notebook that was not obvious to the participant to reduce the feeling that I was making notes on 

them. I also talked with the nurses ahead of the observations and on the day of to explain my 

process for watching, listening, and taking notes to help ease the sense of being surveilled. To 

prepare each day, I reviewed a template created with the THCC team to structure notes for 

observations. The template (Appendix G – Observation Guide) outlined questions and ideas to 

focus on for the observations. 

On the first observation day, I focused on the setting to get acquainted with the space and 

people and the flow of the work. In the subsequent observation days, I focused on observing the 

work of nurses, noting texts used, the flow and organization of their work, and the interactions 

they were involved in. I followed each participant as they worked; if it was appropriate to ask 

questions, I would ask about a text or task to clarify or understand what was being done. I 

collected the texts nurses used while I was observing them, ensuring there were no client 

identifiers on them. As Balcom et al. (2021) identified, observations in IE differ in the focus and 

orientation from observations in traditional ethnographies; observation of data in IE is focused 

on learning how texts are activated to fill in steps in processes that may be identified but not fully 

described in interviews. Observations can confirm and fill in data from what was being collected 

(Balcom et al., 2021). I found this to be true, as the interview data collected was so rich in 

description the first few days of observing. I was able to see what the nurses described, confirm 

the information they had shared, see the use of the texts and documents they had described, and 

understand from the nurse’s view how these pieces were taken up and used. 
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After each observation day, I took notes to capture the day’s workflow. I then used these 

notes to summarize each observation day in chronological order, from the start of my 

observation to the time I left. Once the chronological write-up was complete, I saved this to a 

password-protected flash drive with pseudonyms for the participants. As I typed the notes and 

reflected on my time with the nurses, questions and thoughts came up for me, I added these to 

comments to the chronological summary document. I also highlighted questions that came to me 

in the review of the notes to ask the nurses on my next observation visit with them. Colleagues in 

the THCC research team completed three of the observations I included in this research. They 

also created free-form observation notes from their time with the nurses. These observations 

were also 2 to 3 days in length, focused in the office setting, and guided by the THCC 

observation guide. 

Texts. Participants referred to many documents, forms, and charts in both the interviews 

and observations, and these were used directly in their work and referenced as policy or guiding 

documents. I was able to collect copies of texts during my observation time. I also requested and 

received copies of texts from a health unit administrative support person identified as a contact 

for the THCC research team (see Table 6 – Texts Collected). The challenge was determining 

which texts to gather for analysis. Given that the analysis of texts is intended to focus on how the 

texts are used, the text-action sequence, and how they coordinate work, rather than an analysis 

separate from action or activation, as might be done in discourse analysis, I was able to limit the 

texts collected. With this understanding, I focused my collection on texts used in the work that fit 

within the problematic and referred to by the participants or observed in use. After preliminary 

review and initial analysis, I identified additional texts mentioned as being linked to the work or 

influencing the work by participants and procured copies of those. 
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Table 6 

Texts Collected 

Texts Used in Nurses’ Work Texts from Health Authority or Government 

Daily Employee Itinerary Check-in  Home and Community Care Minimum 
Reporting Requirements Visit Definition 
(Ministry of Health) 

Documenting a Staff Safety and Awareness 
Plan 

Health Authority Health Performance 
measures Home Care Professional Services 

Assigned and Delegated Task Grid – A 
general guide 

Health Authority – Health Service Plans 

Community Health Services Client Services 
Agreement 

Work Safe BC – Occupational Health and 
Safety Regulations and Guidelines Working 
Alone or in Isolation 

CHS Single Client Record Prototype Ministry of Health – Home and Community 
Care Policy Manual 

CHS Clinician Documentation at a Glance  

Quick reference guides for PowerChart  

Note. CHS = Community Health Services. 

An additional challenge of collecting texts in this setting was the increasing use of 

electronic texts. Collecting electronic documents poses unique challenges, as access to them is 

limited, and the ability to take screenshots or samples of the texts is not possible when client 

identifiers are visible on the screens. To address these issues, I asked nurses to describe their use 

of the electronic systems in their interviews, and, during observations, I was able to see the 

systems in use and make notes about how the electronic systems were used. I obtained copies of 

quick reference guides that included directions on how to use portions of the electronic record 

and screenshots of the pages used. These guides provide directions to providers on how to use 

the system for documentation. The collection of electronic texts is a challenging aspect of data 

collection in IE. However, given the focus on text-action sequence, I was able to develop an 
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understanding of the texts and their use when physical copies of the text were not available. In 

data collection, I was able to mitigate not having a copy by observing the use of the text, taking 

notes of the text as I saw it being used, and probing the nurses on how they were using the texts 

in the interviews. 

From the three approaches to data collection, I generated an observation notebook (from 

field observations), observation notes (electronic), interview recordings, and transcripts, texts, 

and reflective notes. I also created maps of work processes as I started to think about the data and 

analyze it; examples of the maps are shared in Chapter 4. I stored these materials securely with 

non-identifying participant labels either on paper records (i.e., notebooks) kept in a locked filing 

cabinet or on my password-protected flash drive (i.e., maps and transcripts). 

Reflexivity 

Reflexivity in qualitative research is a process of reflection on the part of the researcher 

identifying their role in the study and the potential to shape or influence the direction and 

interpretations of the study based on culture, experiences, and background (Creswell & Creswell, 

2018; Polit & Beck, 2016). This process went from recognizing my biases and values to 

considering how who I am and how I saw the work would influence the outcomes of the inquiry 

process (Allen, 2015; Creswell & Creswell, 2018). In seeking to carry this inquiry “from inside 

the social organization of not only our own world as researchers but, by extension, the social 

worlds we intend to investigate” (G. W. Smith et al., 2006, p. 173), I needed to reflect on the 

potential influence of who I am, as an outsider to home care, as an academic, on the data analysis 

process. I made notes of my questions and reactions to situations through the data collection and 

analysis processes to assist with this awareness and reflection. I reviewed these comments and 
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notes as I entered into analysis to see how I noticed rubs, tensions, language, and gaps, and how 

this changed as I progressed in my research process. 

One day, I noted how the health unit building itself was locked, with limited access to 

staff with keys; it was not part of my data on the nurses’ work, but rather a reaction and concern 

I felt as I entered into the building. It was important to note this and consider how it impacted my 

perception of the site. I wrote reflective notes and kept them as a part of the data collection 

analysis process in a small notebook for myself. These notes included reflections on my process 

(interviews and what to work on next time) as well as on the content of the interviews or 

observations. For example, after one of my first interviews, I noted, 

Interesting how safety came forward as a concern—she teared up while we were talking 

about her example. She had a nice way of describing the aesthetic way of being, parts of 

practice—what you can come to know/learn in the home. I have a question about 

workload and volume/assigning clients—how many. 

After a subsequent interview, I wrote a note for myself about the interview process: “She had a 

strong focus on her work and the client, it was a challenge to tease out what her work is, not the 

client focused work.” I also used my notes to track my thinking or initial reactions. For example, 

They wanted to tell me their stories—asked to share, it seems like this is one way for 

nurses to have a voice, to participate in research. “What is nursing work” stood out as a 

question when I reviewed my observation notes today—coordination, scheduling, 

communication, patient care, gathering supplies, updating care plans, referrals all stand 

out. 

This reflective journal was a place to note my thinking and questions, and reviewing these helped 

me to see how this developed throughout the inquiry. 
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As Walby (2007) explained, the researcher maintains significant authority over how data 

will be represented. He challenged IE researchers to consider the role they have in representing 

accounts, interpreting transcriptions, and creating rather than preserving the subject (Walby, 

2007). It was critical that I acknowledge and attend to the role I had in interpreting the 

transcripts, picking institutional accounts, and reassembling the data (Walby, 2013), as those 

actions shaped the account of the inquiry. I aimed to start from the experiences of the everyday 

work of home care nursing and return to these, centring my collection processes and analysis on 

the details and subjectivities of everyday work was a way of ensuring that the accounts 

represented the standpoint of participants. What becomes generalizable from the interpretation of 

the nurses’ experiences is the map of social relations from these work experiences, rather than 

the individual accounts (Walby, 2013). 

To help with my reflections on the data, I made notes on transcripts and the observation 

summaries. I added comments to the transcripts and the narrative summaries of the observations, 

identifying questions, pieces for follow up and clarification, and my wonderings that emerged 

through the data collection process. These notations helped me to see my reactions and question 

processes while assisting with my reflection on the data and what I was noticing. Additionally, 

the THCC research team met to discuss mapping, lines of inquiry, as well as threads that had 

emerged for the larger study questions; these discussions were part of my reflection on the data. I 

also met with my dissertation committee to share my thoughts and questions about the data, my 

experiences collecting it, and my analysis process as it unfolded. The committee provided 

feedback and direction as I progressed through data collection and analysis that was a part of my 

reflective practice. 
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Analysis 

Data analysis in IE is an iterative process (Rankin, 2017). In my inquiry, the analysis 

occurred over time as I read through transcripts, re-read transcripts, sought out and reviewed 

texts, and made observations notes and reviewed them. I continued to move into the data to read 

and question, and then back to collect further data for review and analysis again. To begin the 

analytic process, I initially mapped out the work processes of the nurses from the interviews and 

transcripts I had created or gathered. Through the process of listening, reading and re-reading, I 

created visual representations of the work processes and texts the nurses identified in their 

interviews. 

From these interview transcripts, I also noted places of tension, where what is known and 

talked about in the discourse was different from the everyday experience, in order to help 

identify the problematic for this inquiry. These first maps helped me understand the work the 

nurses were doing and identify language and texts that they commonly spoke of, and helped me 

identify potential problematics to explore further. Mapping is a visual depiction of the 

connections between text and action, creating links from one to another, illustrating the flow and 

connections of work to the institution’s influences (Turner, 2006). 
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Figure 2 

Map of Home Care Nurse Visit 
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Text analysis and mapping the worktext sequence are central analytic processes in IE 

(Turner, 2006). Mapping texts and work reveals the capacity of texts to produce and organize 

activities (Turner, 2006). When mapping, I created a sequence of the actions as the nurses 

described their work from the start to end and included icons to show electronic texts, charts, 

paper texts, documents, and where they were used in the work process. I also colour coded the 

activities to show how their work linked to other people within the organization and external to 

their organization. These visuals helped to show the flow of work and the texts used as well as 

policy influences and places of rub. The Map of Home Care Nurse Visit in Figure 2 is an 

example of the maps I created as a part of my initial reflection on the data. As the nurses talked 

about their work, I grouped their activities into three categories (preparing for the visit, client 

home visit, and after the client visit), as shown in Figure 2 as green circles. In the blue squares I 

identified the texts and etexts that nurses used to complete their activities. The nursing processes 

they completed in each activity are indicated on Figure 2 in green, including setting schedules, 

collecting supplies, contacting the client, assessing, providing care, and documentation. The 

mapping highlights the cycle of work that occurs over the day for each client, the information 

systems and tools used, the contact with clients, and the follow-up care that is provided. As I 

drew out the maps, the statements nurses made stood out as tensions, and I noted these on the 

maps in red boxes; questions or issues raised by nurses fit into their descriptions of their day. 

In addition to mapping, I used several other strategies to assist in making sense of the 

data collected; Rankin (2017) highlighted that multiple approaches are needed in the analysis 

process to become familiar with the language and begin to trace ruling relations. I reviewed each 

transcript multiple times, highlighting language, texts, and tensions in different colours, adding 

notes and questions on the side of the transcripts with comments (see Figure 3). 
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Figure 3 

Analysis of Transcripts 

 

Reviewing the transcripts and highlighting institutional language and terms, I identified 

and developed a “sensitivity” (Rankin, 2017, p. 4) to the institutional language. Identifying the 

language was an important first step, as it helped me see and hear traces of the social 

organization (Rankin, 2017). As well as reviewing transcripts, I read through observations notes, 

both my own and those from team members in the THCC study who contributed the observation 

data. From the review of the observation notes, I kept a Microsoft Word document and copied 

and pasted in accounts from the observation notes that identified texts and ruling institutional 

practices. In this document, I highlighted institutional language and added noted identifying 

questions that came up for me as I read and re-read the transcripts. 

From this orientation into the data, I indexed and began to draw out how the accounts 

linked together, traced the work and texts, and identified what people who are located differently 

do in the institution (Rankin, 2017). To do this, I reviewed the transcripts and observation notes, 
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pulled examples from nurses’ descriptions of their work, and copied those into a running 

Microsoft Word document of accounts. I started to see linkages and gaps in the accounts nurses 

shared of their work to subsequent processes, texts, and institutional rules. For example, nurses 

used similar words and phrases such as priority, rationing, and rules for time allotments when 

they talked about scheduling client visits, setting priorities, and informing clients about their visit 

times. Indexing, which is a process to identify linkages between the work and what is organizing 

it (Rankin, 2017), can help avoid theming data. I found indexing helped me focus on the material 

linkages of the coordination of work activities (Rankin, 2017). Following this, I began to note 

ideas about ruling relations and traces of how work is organized, noting questions and following 

up to find texts or accounts that materialized the links and steps to the broader coordinating 

features (see Figure 4). These accounts and my notes and questions began to show the links 

between the use of itinerary and the larger trans-local coordination of the work of nurses. 
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Figure 4 

Process of Moving from Work to Ruling Relations 

 

I also identified accounts in the data that explicated the ruling relations. Campbell and 

Gregor (2008) suggested researchers find an account from the data that illustrates relations and 

connections and then map and trace these to help with their entry into the analysis process. 

Written or analytic accounts, as Rankin (2017) identified, could help describe the work and 

institutional processes they are drafted from and link back to the work of the nurses and the 

challenges that emerged. I utilized the accounts to identify stories from the nurses that 

highlighted influences of ruling relations in their work; this approach in my analysis process 

helped me focus on the location of the nurses’ everyday experiences in home health nursing 

practice. 

The central unit of analysis in IE is the social (G. W. Smith et al., 2006), and the focus 

must remain focussed from the standpoint of the nurses. The analytic interest is in discovering 
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how the discourses are operating in the nurses’ work (McCoy, 2006). To maintain these foci, I 

used the problematic to guide my analysis. Additionally, centring my analysis in the rich 

descriptions that the nurses provided of their work and the observation data helped me to 

maintain the focus on the nursing standpoint with the curiosity to understand how those 

experiences were organized. IE influenced my analysis as it is a critical feminist approach, and 

the purpose is to explicate the social ruling relations of home care nurses’ work to understand the 

organization and objectification of the relations. 

Qualitative Research Conventions – Rigour and Generalization 

Generalizing finding in IE “relies on discovery and demonstration of how ruling relations 

exist in and across many local settings, organizing the experiences informants talked about” 

(Campbell & Gregor, 2008, p. 90). In IE, analysis employs what informants know and what they 

have been observed doing in order to identify and trace the social relations that extend beyond 

what they see in their experience—the trans-local and discursively organized relations (Campbell 

& Gregor, 2008). The goal of IE is not to generalize about the group involved in the inquiry, 

such as home care nurses, but rather to “find and describe social processes that have generalizing 

effects” (DeVault & McCoy, 2002, p. 753). IE does not aim to show that all settings are the same 

but rather to identify the ruling features that are operating and coordinating work in different 

settings (D.E. Smith, 2006b). Through my analysis process, I maintained the focus on the 

extraction and identification of the trans-local relations and discursive organization to support the 

generalization of this work.  

To ensure rigour in my inquiry, I utilized transcripts of interviews to support in-depth 

analysis, and I documented when and how texts were used to ensure they were not viewed 

separately from how they are taken up in work (D. E. Smith, 2006a). I used multiple analysis 
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processes including mapping, indexing, and reflexive notes.  These processes ensured I was 

maintaining a focus on the materiality of the data. I met with the THCC team and my dissertation 

committee to discuss my analysis processes which helped to ensure I was not slipping in my 

approach or making assumptions about the data. I also noted language and how it was taken up 

by the nurses and reflected in texts. This helped me focus on the tangible use and linkages of the 

work to text and coordination.  As Rankin (2017) highlighted, the analytic threats and the 

structure of findings took time and a process of writing and thinking to expose the institutional 

links, using data and reflective, iterative, “relentlessness empirical” (p. 10) processes. By 

mapping the text-work processes of the participants I traced the tangible coordination of nurses 

work through texts. The tracing and showing of these processes build rigor as it ensured that I 

maintained a focus on the data from the perspective of the nurses and their work, keeping my 

focus on the empirical tracing rather than abstraction (Rankin, 2017).  

Conclusion 

In this inquiry, I used IE as an approach to investigate the social organization of home 

care nurses’ work and learned about the work of nurses to explicate what ruling relations are 

organizing their work. I utilized interviews, observations, and texts to collect data about the 

work. Through an iterative process of data collection and analysis, I used mapping and accounts 

to identify, link, and explicate the ruling relations and social organization of home care nurses. 

Analysis of language and discourses present in the nurses’ work and texts was central in the 

analysis. In the next chapter, the work of nurses will be described as a first step in identifying 

how nurses’ work with the itinerary is influenced by the larger institutional complex. 
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Chapter Four: A “Jack of All Trades”: The Work of Home Care Nurses 

To identify the social organization of home care nurses’ work, the work itself must first 

be understood. Through data collection and initial analysis of interviews, texts, and observations 

with nurses, tensions around the morning work of organizing client care, scheduling, and 

information sharing became visible as issues for the nurses. Nurses participating in this study 

articulated some of their concerns as the “circus” and the need to “ration time.” In this chapter, I 

provide an ethnographic view of these work issues from the standpoint of home care nurses in 

their daily work. The accounts in this chapter highlight tensions that link to ruling relations 

embedded in the health authority and in government policy and regulation. I begin by 

introducing the settings of the inquiry and the roles that nurses have, identifying the implications 

of their roles on their work. Using accounts from nurses’ interviews and observations, I provide 

an overview of the complex work of home care nurses moving from the start of the day, before 

clients are seen, progressing to care on home visits as well as after care, and concluding with the 

return to the office for documentation, establishing supports, and referrals. To close this chapter, 

I highlight how nurses talk during and about their work and show institutional influences on their 

work. 

To describe and contextualize the work of home care nurses, I share specific accounts 

from the nurses who participated in this study and draw upon observations in their work sites. I 

have assigned the following pseudonyms to the nurses who explained and shared their everyday 

work: Anne, Bob, Bonnie, Ginger, Jen, Kim, Pat, Ray, and Ruth. 

Home Care Settings 

Home care nurses in this study worked in office settings, clinics, and in client homes. The 

nurses worked in two different communities: a mid-sized city in Western Canada and a smaller, 
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more rural community, both within the same health authority administrative area. Home care 

nursing programs are located in buildings called health units where community health programs 

are located. The health services offered from the spaces can vary but often include public health 

programs along with home care and other community-based services such as mental health and 

addiction services. As described previously, the nurses in this study worked in four health units: 

one in the small community and three in the mid-sized city. Although the buildings vary in size, 

all are standard, square built, constructed in the 1960–1970s, with parking and locked access for 

the public. Despite being public buildings, the buildings have significant signage restricting 

access to the general public and locked doors that require special security to enter them. The 

nurses explained that the restricted access was new, because of COVID-19; however, from an 

observer’s perspective, the entrance to the “public space” is not welcoming or inviting. Staff 

often bustled by people waiting at the front doors, using their key fobs to enter into the building. 

Multiple signs and notes provide direction on how to call the front desk to ask to be let in. When 

onsite, I often saw families waiting to enter for public health services as I lingered by the front 

doors waiting to be met and let in. 

The building configurations vary between the health units; however, there is a similar 

organization of the space. Home care nurses work in open office spaces with desks that have 

phones, computer monitors, and laptops. The spaces are often organized into work teams 

grouped by geographic area, as nursing teams are often assigned to specific neighbourhoods. 

Within the pods, the nursing desks are connected and separated from the other teams by a divider 

or hall space. There is a buzz of activity in the offices; without walls, conversations with clients 

and colleagues can be overheard. Laughter, disagreements, phone calls, and waiting-on-the-line 

music can be heard, contributing to the constant din in the space. The organization of space also 
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means that nurses are rarely sitting at their desks for long, as they have to pop up to collect 

charts, walk to fax and photocopy machines, pick-up mail, or speak with colleagues. There is a 

constant movement of staff around the space. Many of the divider walls have posters of 

processes or reminders about documentation and procedures, lists of phone numbers, and other 

health authority produced materials. There are sign-in sheets for staff to complete as they arrive 

in the morning and large white boards listing where each staff member is working posted in the 

large health unit in the mid-sized city. The home care nursing managers, leaders, as well as 

administrative support management and home support managers have designated offices with 

doors that close on the outside of the building space. In the centre of the building, the nurses and 

other home care staff work together in the open space. In addition to home care nursing, the 

home care offices have administrative supervisors and managers, and home care staff, including 

physiotherapists, occupational therapists, case managers, and clerical staff. 

Each health unit has a designated home care clinic space where clients come into the 

health unit to receive nursing care. Clients who are able to be out and about in the community are 

expected to come to the clinic to receive home care nursing services. As well, clients who live in 

high-risk home environments may be asked to come to the clinic to receive services. The 

identification of high risk will be discussed further below. The clinic spaces are located in a 

separate area from the nurses’ cubicles. There is a waiting space and the clinic rooms have a 

computer, an examination or treatment bed, cupboards for supplies, and a counter and sink for 

nurses to use. 

In all the health units there is a central supply room where staff can gather supplies and 

borrow equipment for their client care. The supply rooms are well organized, with rows of 

cupboards lining the walls with labels indicating which supplies are in the spaces. In the large 
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health unit space, there is an island table in the centre of the room where nurses can set their bags 

and move about the room to collect their supplies. Nurses were provided with standard bags to 

carry their supplies in; these are large plastic-type shopping bags with the health authority logo 

on them. Nurses move about the supply room with their lists, selecting the items they need. Most 

nurses organize their supplies as they collect them into small paper or plastic bags per client so 

that it is organized in their larger supply bag. As a result of COVID-19 restrictions, there are 

rules about what can and cannot be returned from the client’s home to the supply room, so there 

is a specific return area for some supplies and equipment. In the morning, while the nurses are 

collecting their supplies, there is often a buzz of activity and conversation as the nurses check in 

with each other both socially and about the clients they will be seeing. When I visited the supply 

room, I heard conversations about products to use, nurses asking each other for advice, sharing 

updates about clients they had seen, and updating each other on what supplies are in the home if 

a nurse had seen the client previously. One drawer was designated for Level-2 wound care 

supplies. If nurses were using products from this drawer, they needed to sign them out on a 

specific sheet, as those products cost more money and needed to be tracked. The room is kept 

stocked and organized by a clerk who is assigned to the supply area. The clerk assists with 

assembling some packages of supplies and labels them in brown paper bags for the nurses to 

take. The packages the nurses put together and the supplies needed varied amongst the health 

units. 

Clients’ paper charts and binders are located on various bookshelves and spaces around 

the health units. Some are close to the teams that are using them and others are farther away, 

resulting in nurses walking up and down the hallways to sign out charts and collect the paper 

version of documentation that they need. At the time of this inquiry, staff were being moved to 
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new offices or reassigned to new space. In addition, due to the COVID-19 pandemic, some staff 

were working remotely and gathering spaces such as meeting rooms were restricted for limited 

numbers of occupancy. Nurses shared that although they were permitted to work remotely during 

the COVID-19 restrictions, it did not work for them, as they needed to come into the health unit 

to collect supplies and gather the physical charts for many clients. Some nurses said they 

occasionally returned to their personal homes to complete their documentation as it was quieter 

than working at the health unit. 

In summary, while the majority of nurses worked a day shift, typically from 8 a.m. until 4 

p.m., some nurses in this study worked an afternoon or evening shift, providing care to their 

clients later in the day. A later shift often signalled that nurses were assigned to care for a client 

newly discharged home from the hospital. New admissions to the home care service might 

require a longer visit to enable orientation, assessment, and physical care or problem solving for 

clients who may be experiencing acute palliative care needs. The nurses organize their shifts into 

time to prepare to see clients, which occurs in the office, travelling to see clients, meeting and 

providing care to clients in their homes, and then travelling back to the office and completing 

post-visit work. Their days are full and they are often dashing out the door to drive to clients’ 

homes, determining how long it will take to get there and find parking, and thinking about how 

to gain access to the house if it is an apartment. During the day, while out on their visits, nurses 

continued to organize and shift their time and client visits, planning on when they can, or if they 

can, take a break while they are out accounting for the travel time and what needs to be done 

when they return to the office. Nurses working the evening shifts are often alone or working with 

limited staff, so the office is quieter, but they have less access to supports and peers for checking 

in. The times that nurses are working affect who they will see, when they are in the homes 
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providing care, and who they are able to reach for follow-up and referral discussions when they 

return to the office. Families who are working and also caregiving may be available and present 

in the evenings and at times may not be home during the day shifts. When nurses are working 

evening shifts, physician offices, nurse practitioners, clinical nurse specialists, and other health 

care practitioners may not be available, except for after-hours services. As such, the time that 

nurses are scheduled impacts the work that they are carrying out. 

Nursing Roles and Implications 

Home care nurses work with a team of care providers. This team can include nurses, 

nurse practitioners, home care providers, including physiotherapists, occupational therapists, 

case managers, and home support staff. Nurses are classified by union designations and have 

different titles and roles within home care. The job designations delineate if a nurse is full or part 

time, a permanent employee or a casual employee, guaranteed work or not guaranteed but 

offered shifts that are available within a specific area. These roles impact the work of the nurses, 

and I refer to their implications throughout this chapter. Within the home care nursing team, 

there are district, float, and casual nurses and providing leadership to the team are team leaders, 

clinical leads, coordinators, and managers. 

District nurses have assigned geographic areas and a caseload of clients who are 

identified within those boundaries. Having a caseload means that the nurses manage home 

supports and provide specific nursing care for their clients in their assigned areas. The clients in 

a nurse caseload can vary in their health care needs, from clients who have been recently 

discharged and require wound care changes, to those who have ongoing chronic wound care 

needs, chronic illness management, medication administration at home via a peripherally 

inserted central catheter (PICC) or an intravenous (IV) line, or have palliative care needs. District 
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nurses also coordinate and manage home supports for clients who have shorter term needs. 

Home supports are provided through the home care program by care aides, often called 

community health workers. The care aides can have a range of training from a short 12-week 

certificate to a 10-month program, and their roles and responsibilities can differ with this variety 

of training. The care provided by community health workers includes supports for clients such as 

medication administration, bathing, assistance with dressing and transferring from bed to 

wheelchair, and minor meal preparation. Nurses provide the care plan, delegate care to, and 

problem solve issues that come up for community health workers. Jen identified that as a district 

nurse she had a caseload of 86 clients with a variety of needs. The responsibility that comes with 

managing the clients in the district was stressful and had a “different element of responsibility,” 

as she was the main point of contact for all the clients on her caseload as a district nurse (Jen). 

Clients with longer term home support needs may be referred to case management. The 

Case Management program is a part of home care; case managers are either nurses or social 

workers who assess for supports, allocate home supports, and coordinate and evaluate ongoing 

home supports required by clients as well as other community supports such as respite services 

or community bathing programs. Case managers collaborate with home care nurses when their 

clients require nursing care and work independent of nurses if their clients are not requiring 

nursing services. 

Those identified as float nurses are assigned clients daily for follow through with the care 

and case coordination but do not have an ongoing caseload of clients. The client assignment is 

completed by the district nurse, and the clinical services coordinator may be involved with the 

assignment of work as well. Casual nurses are scheduled by the clinical services coordinators to 

work when additional staff members are needed. Casual nurses may be needed to cover vacation 
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time or when a nurse calls in sick; they may also be called into work if it is a busy time and the 

coordinator identifies an increased need for nursing services. Casual nurses may be assigned to 

cover a district nurse area if the nurse is away or may be assigned specific clients to work with, 

similar to a float. Casual nurses are not guaranteed work and may have a schedule ahead of time 

or be called in last minute. Ray identified herself as a casual nurse, but she stated that she does 

not worry about getting enough work as there are always shifts for her. Ray went on to explain 

that although she is in a casual position, in some offices she is the most consistent nurse there 

because there has been so much turnover in nursing staff. 

In the smaller office there is a team lead role, one of the nurses carries a cell phone each 

day to respond to urgent calls received and coordinates the schedule of client assignments for the 

next day. Across all sites there is a clinical lead, clinical service coordinator, and manager who 

may or may not be a nurse and provide leadership and managerial support to the nursing and 

home care staff. 

In summary, the work carried out by home care nurses within these defined contexts, 

times and spaces is implicated in a multitude of complex outcomes. For example, district nurses 

have designated work space, a desk, and supplies in the health unit. The float and casual nurses 

do not have designated workspaces, so part of their morning work is locating a place to work 

from that day and collecting the supplies they will need including a computer, cell phone, 

internet hotspot, and office supplies. There are differences for the nurses in where they work, 

how they find their clients, and the follow up that they provide, which I show in the next section 

with specific examples of nursing work from distinct phases of home care provision. 
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Before Direct Care Begins 

The Morning Circus 

To begin the day, nurses arrive at the health unit, gain entry with their key fobs, and make 

their way to their work stations. It is a busy time in the morning, with many staff arriving at the 

same time, often meeting the halls or stairway on their way in. Nurses sign in on the daily sheet 

to ensure they get paid and then find their work for the day. The process of identifying where 

they will sit to work, which clients they will see, when and how long they will see them, and why 

they are seeing them is a complex process. The home care nurses must gather information, 

prioritize, talk with other staff, and walk about the building to find the people and information 

needed to pull together their day. Bob identified this part of the morning as a chaotic circus. 

It can be a bit of a circus of just like you spend the first hour actually figuring out who 

you are going to go see that day, because there is a lot of back and forth, back and forth, 

“Oh, this person is going to be an hour and a half long visit; I don’t think I have time for 

that.” “Okay, I’ll take these 2 smaller visits and then I’ll give you this larger visit because 

I have to go all the way up in X area and Y area.” It’s just like, oh my gosh, the logistics 

of it all definitely plays a role in who gets what assignment. So it’s not as easy as, “Oh, 

I’ll just go up and see these five people.” There’s a few extra pieces to consider. (Bob) 

In summary, the work needed for home care nurses to organize their day is often unseen 

or uncounted in workload calculations for home care. There are no written procedures or policies 

for accomplishing this morning organization work; however, in observing nurses across sites, I 

found it was completed in remarkably similar ways. The organizing and prioritizing work 

completed by every nurse each day is required in order for the nurses to provide their nursing 

care, and none of it is recorded on their daily itinerary forms. 
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Finding Work – Who Will I Provide Care to Today? 

One of the nurses’ first steps in the morning circus is arriving, signing in, and finding 

their workspace. Once situated in their respective office spaces, nurses determine the clients they 

will be seeing and create their visit schedule for the day. As identified above, which clients each 

nurse sees is also influenced by the employment role the nurse has, whether they are a district 

nurse, float, or casual nurse. In the larger offices, once the nurses make their way into the 

building, sign in to verify they are working that day, they walk past a large white board that lists 

all of the district areas the staff assigned to each area and identified the team they are working 

with that day. District nurses will check the board to see who is assigned to work on their teams, 

if there is a casual or float nurse, and, if they have other team members they need to connect 

with, they can see who is working. The casual and float nurses check the board to see where they 

have been assigned to work (i.e., which district area they will be working in that day). The 

nursing coordinators write the assignments up on the board each afternoon based on their staffing 

reports, vacation planning documents, and workload in the areas (Jason). The whiteboard often 

becomes a gathering place in the morning as nurses look to see who else is working that day and 

identify which managers are in the office. 

A combination of electronic documentation systems and paper records are accessed by 

the nurses to identify the list of clients who need to be seen each day and the type of visit they 

are requiring, home visit or phone call. In the larger offices, nurses use Microsoft Excel 

spreadsheets, Microsoft Outlook calendars, binders, and paper notes to help identify their client 

lists. In the smaller office, a list of clients is organized by the nursing team lead each day. The 

lead creates a spreadsheet that is posted for nurses to access in the morning. The nurses access 
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these lists and identify who they will see, who they will pass on to someone else, and who they 

might be able to be seen another day. Jen shared, 

For example I can’t bump daily IV antibiotics, but I can bump a skin check to the bum, so 

you just kind of look at what you know what is the most important, maybe all of your 

things are important, maybe not, and so you move those things that can be moved. 

The number of clients that each nurse is caring for is considered in creating the list of 

clients who will be seen in a day. There is, however, no fixed minimum or maximum number of 

clients that a nurse must see documented anywhere. The district nurse reviews the nurses’ client 

lists and determines which clients they will see and when: 

Nurses who manage their patient load are really encouraged to take a look at their week 

and disperse the workload as evenly as they can.… We kind of triage that way.… There 

are certain days where you … look [and say,] “Okay, I know I am not going to get a 

lunch break,” or, you know, “I’ll work a bit later.” Sometimes with manager approval we 

can move some visits onto evenings, which we did today, actually, so we do definitely 

defer, and yeah then you just kind of look at what float nurses you have available and 

then sometimes also … the good nurse teams sometimes will say even if you are 

managing your own geography, if the other geographic nurse over there is way more full 

than you, you could take a couple from her. So you kind of do shift within the greater 

picture as well … to make sure that the workload is distributed evenly among the nurses. 

(Jen) 

In addition to finding the clients on either the computerized Microsoft Outlook calendar 

or the Microsoft Excel sheet, the nurses use a district nurse binder to confirm and organize their 

client lists for the day. This large binder is organized by date and month, and each section 
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contains a set of sheet protectors with client label sheets filed into the date they are to be seen 

next. The nurses review the client list on the online shared calendar and compare the names with 

the client sheets from the binder to ensure they have scheduled everyone who is supposed to be 

seen and no one is missed. 

For casual and float nurses the process of determining their daily work is different. If 

casual nurses are assigned to cover for a district nurse, they will see the clients that the district 

nurse was assigned to for that day. 

I come in and, for example, today, I was sitting in somebody’s district.… She is off, so 

I’m taking her workload. I am looking at her calendar, but maybe she would be there, so I 

would just be extra. So, I would show up in the morning and whether I am sitting in the 

district or I am taking some workload I will get a patient load. (Jen) 

For nurses who are not assigned to a district, part of their morning work is negotiating a list of 

clients to see that day. Jen, currently working as a float nurse, shared, “So they are kind of like 

work relief. So the regular district nurses offload their busy days to the float nurses.” 

District nurses often express gratitude for being able to pass clients along to a float or 

casual nurse; however, there is also hesitation and decision making around which clients they 

will give to the other nurses. 

Usually we do have, like, one float—one or two. It’s wonderful when we have that.… 

They usually help whoever is the busiest, has the busiest calendar for the day. They’ll go 

and help them out, or help everyone out a little bit. (Kim) 

Bob stated, as a district nurse, he thinks about who to hand off to the float: 

If I needed to delegate, sometimes we have a float nurse that I would … hand over to 

them, and, as a district nurse, you delegate to LPNs [licensed practical nurses] and 
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registered nurses if we ever have registered nurses floating, that’s a bit of a more rare 

thing. We usually have LPNs, and that can be kind of challenging because their scope of 

practice is different, and sometimes I’ll have six visits … or seven visits, but I can’t 

actually delegate any of them away, so I personally have to do all those visits and then 

that’s just a busy day. 

In summary, identifying who will see the clients and for what care is a complex process. 

Nurses must think about who saw the client last and try to maintain consistency in who is 

completing the visits, timing, location of the visits, scope of practice, and if care can be delegated 

to others, and other considerations as they plan their day. Nurses have regulated scopes of 

practice set by the British Columbia College of Nurses and Midwives (2020), and the process of 

delegating care is linked to scopes of practice and regulated by the college. As a result, the work 

of determining clients and visits appears chaotic as nurses gather supplies and information from 

multiple site and electronic documentation systems before going about their day, caring for 

clients. 

Scheduling the Work – Who is the Priority and When Will I See Them? 

With a list of clients in hand the nurses plan their schedule for the visits and calls that 

day. The nurses face multiple considerations and must draw on multiple sources of information 

to make decisions and plan client visits. When organizing the schedule for their work, the nurses 

determine who needs to be seen first based on their care needs, what time clients will be seen, 

and how long to schedule their visits. They consider geography, the expected length of time for 

the visit, client preference for visit times, and home support schedules; for example, if a client is 

receiving a bath with a home support worker at a specific time, nurses will set the visit at a 

different time. If there is a new admission, nurses receive information from the admission 
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paperwork that includes a priority code that states when a client should have contact (i.e., within 

1 day, within 2 days, or longer). This priority category information informs their decision about 

when a new client needs to be seen. 

[If] it’s a new admission, … it would have a certain priority that we’d need to visit them 

by. So … we got it yesterday and it’s a pink folder that comes and it’s a 1B admission.… 

There’s a different prioritization by different letters, 1A. (Ray) 

Jason explained that Level 1A indicates the client needs to be seen within 6 hours, Level 

1B is within 24 hours, Level 2 is within 48 hours, and Level 3 priority is within 1 week of the 

referral being received. Scheduling the time for client visits is impacted by external influences. 

While nurses try to be flexible and responsive to clients’ needs, there are also clear priorities for 

times for certain tasks, particularly IV medications, and if two nurses are needed for a visit, those 

are scheduled first. Ray identified that IV medications are a priority for scheduling, and that the 

timing of these is set by the hospital IV team, an external group that works with clients and 

directs the timing for home care visits: “If giving IV medications, you want to keep things 

consistent.… The documentation that comes from the IV team at the hospital also has said what 

time—they’ve determined the timing, so we’re just following the timing.” 

As a part of their scheduling work, nurses determine how long to see clients for, setting a 

block of time that they will be with the client for their care. The list of client names on the shared 

online calendar or spreadsheet does not specify how long to see them for, so the nurses 

determine this each day as they set their schedules. The decision is informed by the type of care 

the client is receiving and other details about the client’s needs that the nurse collates in their 

research on the client. Ray stated, “It’s a bit grey.… It’s [a] very clinician individual thing. In our 
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calendar, it’s not very specific for how much time things take. We usually only put them for like 

half an hour or an hour” (Ray). 

Scheduling client visits requires the nurses to identify the reason for the visit and then the 

length of time needed. In the larger offices there are unwritten rules about scheduling 15-minute 

blocks for phone visits, 30-minute blocks for home visits, and longer blocks ranging up to 1 hour 

for new admissions or palliative care visits. In the smaller office, the nurses continued to use the 

count system to determine the length of visits; the count system identifies how many minutes 

each client will be scheduled for based on a set of guidelines for type of visit per point or block 

of time. One of the nurses in the larger centre shared, 

They [home care managers] took out what was called a points or a count system, so 

nurses were expected to take a certain count, and a count of one was half an hour, so you 

kind of worked your workload out that way. But now it has kind of changed.… [We] 

don’t do that anymore, and I have heard some senior nurses talking about there is a 100% 

palliative visits or complex visits that are an hour, an hour and a half, three hour visits, 

and that is something very difficult to represent in our workload because the culture in 

our office,… people will never schedule a visit for longer than an hour.… We have had 

managers … shorten them [the visit times] down to an hour. (Jen) 

It is interesting to note that one office continues to use the count system for scheduling 

and the other offices are no longer using the counts. However, the standard blocks of time that 

nurses use to schedule client times follow the same count system format quite closely. Jen also 

identified that their scheduling practices are overseen by their clinical leaders and that the leaders 

will override the nurses’ decisions about scheduling and decrease visit times if they see larger 

blocks of time being set for client visits, as this occurred once on her schedule. There are also 
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unwritten rules about planning visit times, when to leave the office and return, and nurses were 

not able to say where they received this direction from, other than it was how they saw others 

setting up their day. 

We tend to see most people between 10 o’clock and 1 p.m., [that] is when most visits 

happen, [and] people tend to be home at that time, they tend to … learn the flow, and … 

it gets interesting when we go to assisted living facilities as well and people have lunches 

at certain times, and that gets really challenging to like avoid people’s lunches because 

their all at different times, and people have to eat, so you can’t just be like, “No, you 

can’t eat lunch.” Of course you’re going to eat lunch, so we’re going to [be] flexible 

[about] this, but it does, it makes all of our other visits a bit more of a challenge. 

One district nurse discussed how having relationships with clients can help when they are 

juggling multiple priorities: 

In a perfect world they would say wound care is half an hour and then palliative care is an 

hour. But, … it totally depends on your day. Like, if you have too many people to see, 

sometimes I even prompt my client, like, I phone them in the morning, I just say, … 

obviously without being insensitive, if I know the visit is pretty quick, I would premise it 

with, “I am really busy today, so I apologize that I can’t spend you know a half an hour 

like I normally do. Is there anything pressing? Because, if not, I’m going to be pretty 

quick.” You know, but the nice thing about district nursing is you get to develop a 

relationship with them, so sometimes they’ll just be on the phone and say, “You know, I 

don’t think I need a visit today. If you guys are super swamped, I can manage on my 

own.” You’re like, “Great. I know you. I can trust that this will be okay, so I don’t need 

to see you today then. Thank you.” (Bob). 
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There is also an opportunity in this scheduling review and decision making to evaluate if 

a client’s care needs to be rescheduled in case there has been a new priority admission or an 

urgent visit request takes precedence. Kim described the challenge of managing her schedule 

when emergent needs arise: 

Personally, I’ve had really bad days where I’d had two crashing palliatives at the same 

time.… So if I can only do one palliative, I like to switch it up and do something else just 

because I feel they take the most precedence in your day, and when you have two that are 

crashing it’s terrible. 

Participants also identified that their coordinator may assign new admissions to evening 

nurses or float nurses, 

because we have that time to be in the home for the hour, hour and a half it may take to 

get all the forms filled, and deal with issues with the clients and then come back to the 

office and do the barrage of paperwork that’s required. (Pat) 

This scheduling practice for time management has an impact on the continuity nurses can 

provide for their clients who may not see the same nurse again if their care is later assigned to 

the district nurses. 

While working on the schedule and determining the order and timing for their visits, 

nurses contact the clients to let them know when they will be visiting. Jen described the 

discussion of the timing of her visits in this way: 

So generally speaking, really good nurses will give them an hour window because that 

keeps everybody less stressed. Like, if you are running behind, you don’t need to worry, 

and then some cheeky nurses will be a bit more like, “You know, … they should be 

around for us,” so they will just say, “I am coming in the morning,” but then sometimes I 
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give them half an hour windows so … whatever your style is about when you are going 

to be by. (Jen) 

The terms “cheeky nurses” and “really good nurses” highlight areas where Jen reveals 

expectations for nurses’ practice, what is expected and acceptable and what is not. Several nurses 

noted in the process of setting their daily schedule that there is an expectation that clients will be 

available for home visits at any point during the day: “Most of our clients, we tell them, 

“Because you’re homebound, we can see you anytime between like 9:00 a.m. and technically 

8:00 p.m.” (Ray). 

In summary, there are unwritten expectations that nurses follow to set times for their 

visits and how they plan their time and there are judgments around how this is good practice and 

sets expectations of clients. In the next section, I discuss how nurses come to know their clients. 

Coming to Know the Clients – What Care Will I Be Providing? 

As the nurses work on organizing their daily schedules, their planning includes both 

learning about their client and the care they will be providing. To complete this work, nurses 

must access multiple electronic documentation systems, physical binders or charts, informal 

sticky notes on client files, as well as verbal reports shared by talking with other clinicians about 

previous care. 

For district nurses who know their clients, the process of reviewing their client needs may 

be a quick check if they had seen them the previous day. The nurses look at recent 

documentation to learn what is new with the client and to identify any changes in the plans for 

care. For the float and casual nurses, if they are not familiar with the clients, they begin a process 

of discovery, looking to find information on the client to help them plan their care. Unlike other 

care settings where a nurse may receive a verbal report sharing information for continuity, in this 
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setting the nurses rely on the electronic documentation systems and notes that may be left on the 

client sticker charts in the district binder. Ginger shared, 

If I am not familiar with the clients then I would … go into their PowerChart4 and I start 

reading all the, all of the several million places there is to kind of get updates on them to 

figure out why I am going there, where, how long this visit may or may not take, is there 

any special considerations for the visit I am about to do, their geographical location, 

reading up on their SSAP [Staff Safety Awareness Planning]. 

With new client referrals, nurses take time to learn about the client and their situation and 

needs prior to their visit. Bob explained that he looks on PowerChart to identify the reason for 

the visit, collects collateral information, does a bit of research, identifies what supplies will be 

needed for care, reads discharge notes and history as well as the medication list, and then pulls 

together the paperwork that he will need to complete. When nurses access PowerChart, they 

search each client by name or medical record number (MRN) and open their electronic file. 

There are several tabs, windows, forms, and documents that can be accessed on each client’s 

record. The first page of the PowerChart file has communication notes that nurses can review 

and add to. Then layers of pages and tabs provide access to pages for documentation and notes 

from other providers. This process of coming to know the client takes a considerable amount of 

time, which Jen described as “detective work.” Similarly, Kim stated, 

 
4 PowerChart is one of the electronic documentation systems that is used in home care. PowerChart is 

where nurses document their care plans, care provided, and can record notes to share with other health 
care providers. It is accessible to staff within home care and externally to Island Health staff in acute 
care. 
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I will get the referral and read it, some of them have a lot of information where you 

totally feel like you have a sense of what’s going on and some do not and you have to do 

your research and kind of dig, but usually reading it, seeing who sent it. It’s good to have 

a good sense of if it’s coming from the hospital, if it’s coming from a family member; 

that really tells you a lot usually as well. And then I usually look them up on PowerChart 

and see their history: if they’ve had any recent hospitalizations, if they have any like good 

progress notes or documentation from the doctors, just to get a sense of what’s going on 

with that person, and you can also kind of see who’s involved in the care as well with 

that, if they have any specialist or what have you that can document on there. And then a 

lot of the times other interdisciplinary teams need or are already involved, so we can go 

on another program called PARIS [Primary Access Regional Information System] and 

kind of see there as well who is involved. 

Many nurses also use sticky notes or notebooks to identify what to do on the visit, what 

to take with them on the visit, and to track additional contact information or details. 

I have my own personal method, which is yellow sticky notes that I write, especially if 

it’s somebody I don’t know, it’s my first time meeting them. I pull them up, I see what 

needs to be done, I write it out on the sticky note, and then I take that sticky note and I 

put it on the front page of their travel folder. (Anne) 

Nurses developed their own ways to record the information they need to provide care and keep 

track of the pertinent information for their work. These workarounds included writing up sticky 

notes, keeping notes on a lined sheet of paper, and writing information in a notebook. 

In addition to accessing information on the electronic systems, nurses also access 

physical charts and smaller travel charts contained in the physical chart for their clients. The 
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travel charts are required to take to the client’s home if the nurses are providing medications, as 

all medications are recorded on paper and not the electronic system. 

We have their BPMH in there, [which is] their Best Possible Medication History. [It] has 

the copy of the SSAP [Staff Safety and Awareness Planning] in there for any safety 

concerns, their allergies, and then usually we try to print off if there is a wound treatment 

plan … and if we need to be documenting any medications administered, those still have 

to go on a piece of paper with a wet signature in the paper chart. (Ginger) 

At some point in this work to organize their day, the nurses need to phone in to the 

morning huddle call. Huddles were held in person prior to the COVID-19 pandemic; however, 

since the restrictions, they shifted to and have remained a telephone meeting. The huddles are a 

virtual meeting held over the phone. They provide an opportunity for the nurses to let others on 

the team know who they are seeing that day and for clerical staff to share information about new 

admissions and discharges from the hospital. During the huddles, nurses continue their morning 

preparation for their client visits. 

Onsite with nurses, I observed them call in to the toll free number for huddles. They put 

their headsets on, or left the phone on speaker, and as the leaders introduced the day and called 

on each team to list who they were seeing, the nurses were listening and also accessing their 

computers. As they half listened to the call, nurses continued to plan their day and work on their 

preparation for visits. I observed nurses looking up addresses on Google maps, checking the 

latest lab results and notes, and making a list of supplies. 

We do a phone-based huddle, so … our leadership speaks, we go through all of our 

different programs, and they each speak to anything that’s come up in their day that may 

be relevant, and then we go around to each geographical team. Everybody reads their 
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client list, so it’s a good way for us to kind of all be in a loop of what’s going on that 

way, and it can kind of serve as a trigger for people to have those conversations. (Ginger) 

Jen shared that before COVID-19 the huddles were a nice way to connect in the morning 

and management would provide updates and sometimes there were quick in-services or updates 

about new equipment or procedures. She lamented that now they are online there is not the same 

engagement, and it seems like people just read off a list of their clients and nurses are not fully 

listening. Jen said she even uses the time to continue her work so that she can head out on her 

visits. In one instance, while observing with Jen, she identified a client that she was going to see 

on the call and a social work colleague on the huddle call asked to speak to her before she went 

on the visit. After the huddle call, the social work colleague walked over to Jen’s work area and 

they had a conversation about the client and the plan of care. Jen said this was really helpful as 

she had not seen the client before and it was good to know the history and plan. 

Before leaving for their client visits, the nurses collect their supplies and ensure they have 

what they need for the client care and their technology for charting and checking in. A part of 

collecting supplies is consulting their lists of what is needed based on their detective work in 

determining what care they will be providing to clients. The nurses must also determine what 

supplies may be already in the home, paid for by the health authority, or needed in the home and 

paid for by the client. Rules are in place that determine which supplies will be paid for and which 

supplies the clients are expected to purchase and have in their homes ready for the nurses to use. 

Ray shared, “People with IV stuff … a lot of their medications are provided to from the hospital 

IV team [and] all of their IV materials.” 

For clients receiving wound care there is a 2-week cut-off period for wound care supplies 

provided by the health authority after which clients must buy and provide their own wound care 
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supplies. Nurses’ work includes knowing which supplies to bring, coordinating this with clients 

and communicating to them about the expectation to purchase supplies. Kim identified that the 

2-week period for supplies is often “overlooked” by nurses. Funding can be accessed for clients 

who are not able to pay for their wound care supplies after 2 weeks and Kim referred to this as a 

supply request form that the nurses can complete and send to the physician so that the client 

receives funding for their supplies. However, funding is limited, and only certain clients can 

access it. Kim stated, with the “demographic we work with,” it is often not realistic to access 

these funds. Kim identified a client information handout they give to clients to help them with 

purchasing their supplies; it has the names of the pharmacies where clients can purchase wound 

care supplies, a list of what supplies they would need, and the costs. “They can … purchase it 

themselves but people are resistant to it a lot of the time” (Kim). The burden of explaining costs 

and identifying lower price items for client care falls to the nurse, and they must carry out these 

difficult conversations about payment for supplies in the home, while providing care to clients. 

Nurses, as part of their client care, are expected to have these transactional discussions 

highlighting the health authority’s focus on user pay systems. 

Once the nurses have created their schedules and have their supplies, they need to record 

their schedule for the day on an itinerary form, which nurses identified as a tool used to 

document their visit schedules both virtual and home visits and for tracking safety. 

I’ll take my itinerary sheet that I showed you and I take the stickers, and … I put who I 

am going to see and who I am going to phone—and I’ll put them on my sheet and then I 

normally write if I need to bring supplies. I kind of make a little note at the bottom of the 

supplies that I need to bring, and I’ll write just for, I usually know why I am seeing the 

person, but I could write like, “dressing, antibiotics,” whatever. And that information, 
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like the supplies to bring and what I’m going for, is for me … to look at and then 

admin.… So and then I photocopy it, once I am done filling it out, and I take the 

photocopied version and leave the hardcopy for admin. (Kim) 

The preparation and organizing work are completed within the first hour to hour and a 

half of the nurses’ morning. The intake of information, prioritizing, decision making, and 

hunting for information is all preparation to determine the schedule and the flow of work for 

their day. Once the nurses determine their schedules, they document their plan on the itinerary 

form and leave a copy with their administrative staff, they head out of the office for their visits. 

The sequence of how the nurses complete these morning tasks of organizing their day and 

collecting supplies can be different, but the work is the same; unwritten norms appear to be 

followed as nurses share the sense of this work needing to be done and get out of the office into 

the visits as soon as they can so they can complete the visits and return to the office to complete 

their follow-up work. This account from Bob is a longer narrative but his reflection on the 

morning highlights the work involved in preparing for the day. In this first statement, Bob 

identified the work he has as a district nurse to manage the communication and care coordination 

of clients: 

Just sorting people out can be quite a struggle to say the least. But, essentially, I do get to 

work half an hour early and I look through, because we get emails a lot, of course, with 

COVID and stuff, so I do try to like keep up to date with my emails, and we get emails 

from Home Supports to say, “Care plans need to be changed from the Home Supports 

side.” So we have our feet in a lot of different buckets and a lot of the responsibility does 

fall on to the district nurse, and so I could spend a whole day not seeing anybody, but 

physically working and physically using my nursing skills and assessments and stuff but 
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not actually seeing clients, so there’s a lot of extra work that’s to be done by a district 

nurse. 

In his description of the morning circus, Bob detailed the steps he systematically moves 

through; however, the process of completing these is back and forth and involves moving about 

to different areas and to different people in order to pull together his plan for the day. 

What does the morning look like? So, we all have …our green nursing district binders, 

and we flip to the day that it is.… I would see all the handover notes there, and I would 

take them out, and I would match them up with a calendar on the computer, and then I 

would start my day.… I would get their actual charts, because that’s got, you know, vital 

information about the visit.… If you need to make a phone call to their doctor, it has all 

the staff safety awareness stuff, so if you know they’re a violent person or if they have 

pets and stuff, just some of that because you really don’t know what you are walking into. 

You know, you kind of forget that people don’t live like you and me; people live in very 

dilapidated situations and that can be a safety concern for some of the nurses—well, all of 

the nurses, but not everyone’s going to see them. So, yeah, and then I would gather my 

equipment. If I needed to delegate, sometimes we have a float nurse that I would give my 

handover to them.… We do a morning huddle, so we spend, you know, 15 minutes with 

all of the group saying who they’re going to go see, because sometimes it overlaps with 

like a social worker, or a physio, or a case manager, and then you can have a bit of a brief 

with them, and then that helps for the visit, right? It gives you a bit more recent 

information. (Bob) 

Jen also identified the morning work as challenging. She stated she was glad to see me 

observing the morning organization because it is the most inefficient part of the day. She shared 
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this comment as we walked back and forth from their work area on the computer where she was 

accessing client information on the electronic system to the chart room where she needed to sign 

out the travel chart and review notes in the physical chart before returning to her computer 

station to complete the review of the client information. Rationing time and care for clients is a 

concern she identified in her account: 

I am always playing around with how I could be just a bit more just calm throughout my 

day because I definitely feel this pressure of myself racing the clock, and I don’t like 

that.… There has definitely been quite a few days where I just think to myself, I could 

have done this better if I wasn’t rationing. Like this is a really simple thing that I missed, 

that if I …just felt like … I had the time to read this full e-mail or do this research, I 

would have been a lot more efficient, or, you know, all of the tasks they wanted me to 

complete, I would have noticed.… I am trying to stay calm in the morning, but often the 

morning before I leave the office is … kind of racing the clock, because if you get out of 

the office early, … you normally feel like you have a bit more space in the day. (Jen) 

In summary, nurses’ access multiple sources of information to identify the clients they 

will be seeing. As nurses determine their clients for the day, they are learning about the client 

and their care needs, which helps them to establish their schedule and priority in the day. Nurses 

juggle their time to ensure they can see the clients and provide the care needed. 

During Care – Home Visits 

Visiting clients to provide care involves travel to their homes, gaining access to the 

building or house, having permission to enter, and delivering care. The care provided on visits 

has some features that the nurses identify as unique as they are entering into the client’s personal 
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space, expected to deliver care, while also providing mandated agreement forms and financial 

assessments, and are alone often in the environment with clients and their family. 

Just going out and seeing what a home visit is like, you know you are going for wound 

care but it’s not just wound care, right? So it’s the whole thing and the big picture, and 

just getting used to that, it’s … community nursing is out of a lot of people’s comfort 

zones, right? You are going into someone’s house, so you’re on their turf, and it’s a little 

different. (Anne) 

Providing care in the home is different than providing care in clinical settings. Ruth 

shares the broader picture of what she sees and how she engages with the clients: 

Because you can tell if they are diabetic, you can tell, are they drinking small little cans 

of diet pop, which he was, or do they have like a case of full on sugar soda at that front 

door? You can tell if they have a hard time letting go of things, and maybe their mobility 

is changed, and they have a lot of clutter in their home, but it’s simply because they can’t 

get out to remove it. Sometimes it’s because they can’t deal with parting with it. So it’s 

just those other pieces that you would never see in the hospital, or like how an actual 

person functions and where they keep their medicine—if it’s organized, if it’s just there’s 

medicine in every single room of the house, which sometimes you find, there’s medicine 

in the bedroom, the bathroom, the kitchen, the living room, and I’m like, “How do you 

manage this?” (Ruth) 

Pat shared there are important considerations in determining if clients are seen in the 

clinic setting for home care or in their own home: 

Colostomy-ileostomy teaching, although what we find with that is a lot of times it’s 

better to teach clients in their own home, because then they’re in the environment they’re 
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going to be in to learn how to do this. So the clinic setting is not always the best because 

we aren’t really set up, you know? Usually, a lot of times these people are going to be 

standing in their bathroom, at their bathroom counter, and have all their supplies ready, 

and they’re going to be using their own mirror to help see the stoma and kind of you 

know clean it, and put the new appliance on, and so it’s almost better in those cases, even 

though they may be well enough to come to our clinic, it doesn’t provide that setting that 

they kind of need to set their comfort level and just … do it in a way that they’re going to 

always do it. 

Gaining access and permission to provide care is work that is unique in the home care 

setting. The clients can determine if they let you into their home and space to carry out your 

nursing work. 

Like gaining that permission … for me, I can just see the like tension in their eyes defuse 

when they feel that they’re in control of their health care plan, really their health. Yeah, 

so when you come to them …as, “I’m helping you with your health goals.” … You come 

to them as like you’re helping them rather than telling them. (Bob) 

Ray identified that gaining consent to provide care is important and different in home 

care compared to other practice settings. 

If they welcome me in, … it’s that constant journey of remembering that they’re 

providing consent for us to come into their homes as well. In hospital life, I think people 

sometimes assume consent a little bit too much, where you’re kind of knocking on 

someone’s door, [but] you don’t even knock, you just go in.… People will often just go 

into clients rooms, whereas I think the consent piece in homecare is very big, where like 

if someone doesn’t want you to come, they won’t pick up the phone, or they just like 
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won’t buzz you up to their suite, or they just won’t open the door. It’s a pretty simple 

consent. 

Setting up and finding space to deliver care is part of the work nurses have when entering 

into a client’s home. Unlike more standardized care settings where the nurse may have control 

over space, in the client’s home, nurses enter and need to negotiate the use of that space, 

determine where to set up supplies and provide care that is safe for the client and themselves. 

He was seated on his bed and so he was kind of like moved over a little bit closer, so he’s 

got his legs off the bed and there was like some tables that had a lot of stuff on them, at 

the sides, and I was like, “Hey, do you mind if I just use this little section, right?” He 

said, “No problem.” He was really … welcoming and agreeable also cause he’s been 

having this daily IV done for a while, that’s one thing as well. A lot of clients that we see, 

not all of them, but a lot of people we see, they’re not new to the medical system, so 

they’re quite used to having people in their space and people, a lot of our homecare 

clients as well, we’ve been seeing them for years, so they’re used to the routine, if 

anything they tell us what’s happening. I really love working with people who can tell me 

what they like because it just keeps things easy. (Ray) 

Another aspect of being out in the community and in homes for visits is that the carefully 

prepared schedules for the day may need to be changed. 

Because sometimes they can be a bit complicating, and if you don’t [know] the client 

very well, it’s like their disclosing a lot of information to you while you’re also trying to 

do wound care within like a half an hour, so sometimes you’re kind of stretched for time. 

(Bob) 

This results in nurses needing to adapt their schedules while they are out on their visits. 
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Half an hour visit can turn into an hour visit really long, or really quick. And then 

everything bounces from that. I was going to go see someone from you know 12:00 and 

now it’s 1:30. I can’t see them ‘til [2:00], but then I have two more people after that, so 

then I am not getting back to the office until 4:30, so now I’m working overtime. It’s like 

you really have to be there for the person but also be aware of your time and not dilly-

dally, but not rush. (Bob) 

During home visits, nurses are required to inform clients about organizational policies 

and expectations in addition to providing the nursing care they are there to complete. Bob 

identified that on the first home visits they are required to have clients sign a Client Service 

Agreement Form, review expectations of the client, nurse, and service provision, complete a 

safety assessment, complete financial assessments if clients are going to receive palliative care, 

discuss home supports or ongoing wound care, and are required to get client signatures for 

renting equipment. All of this work occurs on visits when nurses are also establishing rapport 

and providing care for the client and their family. Nurses are expected to carry out the role of 

gatekeepers for service while informing clients about the expectations the system has of them 

and their need to participate appropriately in the care. 

Moving from home to home for the visits and being in the home environment poses some 

unique challenges to nurses’ work. 

You’re bouncing between all these different people and their different care needs, and 

like, I think there’s a lot of empathetic burnout in the community because we’re just kind 

of being yo-yo’d around with like each client. It would be like a float nurse in the hospital 

running around the floor each hour, kind of thing, like going from renal to cancer to like 

end of life every single hour, it’s like you get exhausted, but I think if you’re within the 
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same realm of clients, you find like a rhythm, and it’s not as like … I just know for 

myself like there’s some days I’m just, yeah. You’re just tossed around too much. (Bob) 

Kim shared that home care nursing work is autonomous, and she was surprised at the lack 

of an educator in home care given that nurses are “alone most of the time” and they “have so 

many, so many different skills.” She also noted that this autonomy is helpful, as they have the 

decision-making ability to schedule clients for their care based on their nursing judgment. Bob 

identified challenges with being on his own out on home visits: 

One of the hardest parts of this job is you go there and you don’t have buttons at your 

side. You don’t have staff to help out.… You are on your own, and you are so 

autonomous in your practice, and that’s great but it’s also… really scary, and like not 

having a computer, not having the ability to just like step outside, look something up, and 

then go back inside… You can feel really, it can just be really terrifying … like with 

some of the really vulnerable patients and not being able to just quickly work with them. 

(Bob) 

There is also an effect on nurses due to being in people’s homes. In addition to being 

alone and isolated as the nurses provide nursing care, there is a different connection to the clients 

and their lives that occurs for nurses when they are in people’s homes. Bob described the impact 

that this connection has had for him: 

Going to people’s homes and seeing their family photos on their walls, seeing how they 

decorate their homes, seeing the people they love and who support them, and just being 

privy to their life at such a vulnerable stage. It’s very rewarding, but it’s also very 

exhausting, and it’s so hard not to take some of that stuff home with you. Because you 

see some people in like a really, really challenging situations, and … you’re so immersed 
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in their life.… It is hard to kind of jump back out of it, so that’s … the struggle that I’m 

kind of working through as a community nurse. 

In summary, there is little conversation about the emotional work that occurs for nurses 

as they navigate in and out of people’s homes, lives, and care. This work includes the relational 

connections that Bob identified and includes the challenging work for nurses providing palliative 

care with clients and their families. These aspects of nursing work are not addressed in the data 

collection systems and electronic health records where nurses record the care they provide. 

After The Visit 

When nurses return to the office, they engage in a different kind of client work, the work 

of organization and follow-up care that needs to occur for the client. This is not direct client 

contact but essential in ensuring clients receive home supports, have continuity with their care 

plans; it is when referrals and communications are completed. This work of organizing client 

care upon return to the office is not captured on the daily itinerary form. The work includes 

documentation, referrals, and follow-up, starting and monitoring home supports, scheduling the 

next visit, moving the paperwork and communication along to the next team member, and team 

communication and support. 

Recording the Care Provided and Entering Data 

There is some variability on where and when the nurses complete their documentation for 

visits. Some nurses identified that they do their charting in their cars after they visit clients, while 

some return to their homes and complete the work there so that they have a quiet space and are 

not disturbed, and others return to the health unit to complete their documentation. Several 

participants noted that with the implementation of the electronic documentation system it was an 

expectation that they would chart in the client’s home with the laptops: “We’ve been pushed to 
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do more point of care documentation.… So pre-COVID they wanted us taking laptops into every 

home and documenting in the home—right there” (Ginger). However, nurses reported several 

challenges with this expectation, identifying a lack of space in clients’ homes, unreliable internet 

connections, and using the laptop can cause an interruption in the flow of the visit. Ginger 

shared, 

This isn’t a practice anyone has adopted or anyone is really comfortable doing. It’s 

uncomfortable sitting in people’s homes setting up a computer and, you know, trying to 

work out technical difficulties, and then just sitting there and charting, and it’s very in 

personable as well, especially during those palliative visits. You know, you are trying to 

connect with these people and be attentive while trying to fiddle with the screen at the 

same time, and then the kind of alternative to that was to chart in your car directly 

following the visit, it’s not ergonomic, laptop in your driver’s seat… Trying to position 

yourself in a way to properly type on a laptop in your car after you spend the 5 minutes 

hooking up your hotspot, connecting, pulling everything up, logging in to your hotspot. 

It’s not comfortable. 

Completing the work of documentation and referrals on the computer in the home or in 

the car is challenging. In clients’ homes, nurses encounter varying spaces with different degrees 

of appropriateness. As some nurses shared, opening a laptop and waiting 10 to 15 minutes while 

the internet connects is awkward. Simply finding space to set up supplies for care is a challenge 

in some homes, and then to perch a computer on a bed or crowded dresser in a room will not 

work. Once an internet connection is established nurses must then open the electronic 

documentation systems and navigate between multiple tabs and sections to complete their notes. 
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The work of documenting client care includes multiple components. Some nursing care is 

documented on paper; as noted earlier, if medications are given, nurses record this along with a 

“wet signature” on the travel chart, a paper chart that they then return to the office and sign back 

into the client’s full paper chart located in the health unit. The majority of nursing care is 

documented on PowerChart. Nurses update several screens on PowerChart to reflect the care 

they provided, update care plans, and leave notes for what is next needed for the client. If 

referrals or home supports are required, additional steps and documentation on different 

electronic documentation systems are needed. There are four different electronic systems that I 

observed nurses using to document or access client information on. In the following account, 

Bob outlined his process and the multiple steps in documenting one client’s care: 

You go through and put all your notes back into PowerChart, and then we have this 

option … on the home page of PowerChart. On their file, … there’s like an Actions and 

Awareness setting, so it’s just like instead of leaving like a sticky note, for example, on 

their chart, you would just type it in there. And then on the side you could put, like, for 

me … I learned in school about the Kardex, … little pieces of paper that’s got their 

diagnosis, doctor, medical procedures, like quick stuff, so I usually do that on the side 

with their past medication history. If there’s any like sensitive topics or, you know, if 

they’re open talking about their diagnosis or if they’re not.… Just trying to get that 

organized so that the next nurse has a bit to work off.… So I do a like a big progress note, 

and I do like ticky charting, so there’s like ticky documentation, and I go through that, 

and a lot of home care is like what we should be asking each time we go: … if the person 

has had a fall, and if they have a history of falls.… We’re supposed to be very attuned to 

that, and so for my practice it is something that I ask them, you know, at least once a 
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visit.… So I go through the ticky charting and then I write a progress note about it, and 

the calendar part, I … go to the calendar online that we use and share,… and put their 

name in and what the visit is about, and then on that calendar we have the ability to set 

recurrences. And then you would take that handover, you would bring it over to the 

districts that they belong to, you’d bring it to their desk, basically, and put it in on the 

date that they’ll be seen next. 

An influence on nurses’ work during the time of this study was the implementation of an 

electronic documentation system just prior to the start of this research. The nurses identified 

documentation as being a “hybrid state of computer and paper” (Ray). 

So like half of it’s paper, half of it’s online, and you kind of just learn what to look for 

what where. So usually the PICC information for the safety checks, it used to always be 

on paper, and I actually found this past week … now done online as well.… So a lot of it 

is kind of switching over to online, but I guess a rule of thumb is any medication that we 

give, we have to write on paper still—it is not to be done online, but everything else, we 

chart online. (Kim) 

The hybrid documentation system doubles the work and increases the time and 

complexity for nurses to enter their notes about client care. As identified in the morning 

preparation work, there is a sense that nurses need to be detectives to find all of the pieces of 

information and ensure they enter and file all of the information in the multiple places where it is 

kept both electronically and in physical hard copies. While nurses navigate where to document 

care information and communication notes, there is also a concern about the accuracy of 

information and creating other tools to compensate for the new system. 
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Since we moved to PowerChart the supply lists are never up to date.… If I choose to rely 

on them, I will invariably not have the right things, so I have to do a lot more digging and 

over preparedness as far as what I need to bring with me now. People also still put 

stickies on the label sheet of supplies, so people, I think, they are really 

overcompensating to make sure that things don’t get missed in that regard. (Jen) 

In one example, Ruth shared a story of a sticky note left on a client file indicating they 

were in hospital when actually the client had been discharged a week prior but the sticky note 

had never been removed from the paper chart. She stated, “I thought it was kind of funny, just a 

sticky note in the wrong can really bugger you up” (Ruth). The mixed documentation systems 

have created challenges for the nurses and the work they need to do resulting in double checks 

and extra work. The information nurses are recording is also used as data for the health authority 

and Ministry of Health, which are able to access some systems and extract data for reporting 

purposes. Nurses, as they record their care and enter their notes, are in turn creating data sets that 

can be mined for information by the health authority and government ministries. 

Establishing Home Supports 

If clients need home support services, nurses’ complete the paperwork for referrals to 

outline the required services. Nurses also update care plans and changes to home support 

services for their clients. This work process has multiple steps that can include accessing 

electronic systems including, PowerChart, Procura, Primary Access Regional Information 

System (PARIS) and email, as well as online templates to send information and request services. 

Nurses identify that this work is time consuming and important as they “carry the delegation” 

(Ray) for tasks that they are asking the unregulated home support workers to carry out. Ray 

noted, “We would then be the person to carry the medication management home support. … 
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We’ve delegated this task to the homecare nurse, so it’s technically under our … license.” The 

following lengthy account provides a step-by-step reflection of what is required by the nurses 

after an initial intake of a client to establish home supports. In this first part of Ray’s account, she 

identified the documentation she completes for a new client, the forms required by the health 

authority to “set-up” the new client. 

When I get back to the office, I’m going to document all those things in PowerChart, like 

I said, and which is the violence, the risk of violence, the infection disease thing, the 

SAF, Safety Awareness [Fundamentals], the medications are all going in PowerChart, I’ll 

hand in the CSA, the Client Service Agreement, over to our admin team, and they 

document that somewhere. And then I’ll make a note in PowerChart about my admission, 

what happened, who I called,… and then I’ll make sure that … [the daughter’s] number 

is on our ASA [Action and Situational Awareness] so that whoever is following up in the 

future can make sure they can connect. (Ray) 

Once Ray has completed her notes about the care and the multiple health authority 

required forms, she then needs to start the documentation required to begin home supports for the 

client. In this account, Ray discussed the templates, forms, delegation of task forms, and 

guideline sheets that need to be completed to start services: 

There’s an email template that I send to home support, that says … that I’m doing an 

intake for a client, and there’s a … special form that I got to fill out that’s the intake form 

for this person, which pretty much just says their name, what their ADLs [Activities of 

Daily Living] are, what home supports are needed, who the backup person would be, so 

I’ll send that to home support, and then in that email to home support [and] I’ll write 

what the client will need for home support. So I’ll say medication administration, support 
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in the morning and the evening, and then also, because this is a delegation of tasks, I need 

to hand in two forms that are delegation of tasks form. I need to send in a delegation of 

task form, along with this email, and also a delegation of task referral, so it’s two 

different forms, but pretty much what it says is that I delegate the task of administering 

medications to the home support team, and I need to give clear rules, because the whole 

point is that home support team members, they’re not there to critically think, they’re 

there to do the task. And so I need to do the critical thinking and say, “Okay, this client 

needs medications in the morning, in the evening.” It gives instructions,… so it’s a 

delegation of tasks and they’re also called – PAGs … it’s a procedure guideline,… so it’s 

already pre-written. But then there’s some weird tasks; we need to write these up 

ourselves, and … one, I would just fill in on this prefilled form, like how often per day, 

morning, and evening, and then I would say, “Okay, make sure,” and then anything to 

look out for, I would say if the client doesn’t have medications available or if the client 

refuses more than twice, some medications.… So that’s the delegation of tasks that I 

would also send in the email.… And now I go to another application [electronic health 

system] called PARIS,… and make a home support referral. [That] is one thing that I 

need to do,… another thing … is to go to the home support section, and I need to create 

… the number of hours that I’m referring to that person, … there’s again math equations 

like time.… I get the amount of hours that person is now entitled to that I’m entitling 

them to, and then I would update PARIS…. And then that’s it, and then I would wait, and 

then home support would probably email me back saying I forgot to do something, and 

then I would fill that out. 
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As Ray identified, there are multiple forms as well as systems applications that she uses 

to create a referral to request for a home support worker to assist this client with their 

medications. In order to start this task, because of the scope of practice of nurses and 

expectations of the role for home support, nurses are required to enter very detailed and specific 

information on the forms; as Ray says, they must complete the “critical thinking” for the task and 

write it out before it can be delegated. Flipping between email, online templates, inserting 

verified signatures, electronic systems, and printing, copying, and scanning pages the work of 

requesting medications to be administered to the client takes time and significant focus to ensure 

all of the papers, forms, check-boxes, and wording is correct and complete. 

Home support workers have distinct work that they carry out with clients; however, there 

is a similar circus of scheduling, negotiating which clients they will see, identifying and 

following up on the tasks to carry out, documentation, and communication of concerns and care. 

The forms nurses complete in the delegation and for establishing home supports are then taken 

up into the computer systems and the work is assigned to home support workers through 

supervisors and structures within the health authority. 

Referrals and Follow-Up 

Documentation of the care provided is only one part of the follow-up that nurses 

complete after their home visits. In addition to documenting on PowerChart, they may also 

communicate with family, complete referrals, and send communications to other care providers 

including physicians, nurse practitioners, other home care providers. Referrals may be paper 

forms or completed on electronic systems, some referrals, such as to physicians, may be 

completed on the electronic documentation system then printed off and faxed. 
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District nurses, those responsible for clients in a geographic area, also have work to 

complete for the management of home support for their assigned clients. If their clients are not 

assigned to case management, then the nurses are responsible for the referrals to home support, 

the documentation and follow-up with home support on any issues that the home support 

workers encounter in their visits with clients. A lot of this communication occurs through email. 

Jen discussed the challenges of the use of email with home support staff: 

What becomes kind of problematic is you just get these emails and sometimes it’s like, 

“Okay, well, what do you want me to do about this?” or “Okay,… I have three other 

questions to ask you before I know what I need to do with this.” And so I found … it is 

difficult because it is not a very engaging form of communication.… It is not very 

appropriate to be sending these things through email because there needs to be a 

dialogue, and I think that previously, when we would get phone calls, it would be a lot 

easier to be like, “Okay, what about this?” And then … you would be able to … you 

know that sometimes you need to ask these focused questions that other people wouldn’t 

have listed this information unless they were asked, but it is very important to understand 

the full situation. 

District nurses have additional tasks as they must manage clients assigned in their 

geographic areas. One district nurse identified challenges with the volume of emails from home 

support staff and shared a story about the type of communication received: 

It’s great that the CHWs [community health workers] are sending information, but a lot 

of them are [say], “That’s not our job you should contact the family” or … some of them 

are like, “This patient is ill.” They need to contact the doctor if … [they don’t] know or 

go to the hospital. Some of them … you’re like, “They need to go to the hospital,” so you 
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call them or talk to the supervisor, although the supervisors are usually pretty good about 

sending them to the hospital if it’s something that needs to be done. But … some of them 

I don’t need following up, but there’s definitely some that do, so if it’s any like pain 

issues, if it’s any wound care stuff, open wounds, that sort of thing, definitely a lot of 

what we do.… But I’ve had some where it was a client, she has mental health issues, and 

I guess she has a cat and her place was filthy, but she’d leave her door open, and I guess a 

raccoon came into her suite and I got an email from a CHW saying that there was a 

raccoon in the suite, and I’m like, “I don’t know what you want me to do about that.” 

That’s not like there’s things like that where you’re like, “Okay.” (Kim) 

The work of referring and communicating care needs involves documentation and 

different approaches for different providers, such as faxes for doctors, emails and forms for home 

support, and phone calls with families and other home care staff. The referrals, communication, 

and care coordination that nurses complete takes time and the ability to navigate multiple 

systems. 

Determining the Next Visit 

Once documentation of care and referrals are complete, the nurses schedule the clients for 

their next visit. Determining when the client is going to be seen next involves nursing judgment 

and decision making. For palliative care clients, some nurses identified that they use a decision 

support tool to assist in determining the next visit. For clients receiving wound care, the wound 

care plan that the nurses create may help to determine the next visit, and often they decide this 

based on their clinical judgment. In both the larger centre and smaller centre, the work for 

establishing the next appointment for the client is completed when the nurse returns to the office. 

The nurses then need to communicate the next visit time to their colleagues. They will put the 
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client names onto the electronic systems either using Microsoft Outlook and/or Excel 

spreadsheets, depending on the office, indicating what day the client needs to be seen next. 

Client label sheets and physical charts are also moved into the binders under the date that the 

clients are due to be seen. At this point, the nurses would also file the physical clients’ charts 

back and close their PowerChart files for the day. 

How Nurses Identify Their Work 

When discussing how she identifies her work, Kim stated, “We’re a jack of all trades, 

honestly. Like there’s so many different skills and scopes and things that you do.” Although 

many participants identified that their work is a little bit of everything, multiple participants 

noted common priorities within the home care program, including palliative care, wound care, 

and organizing home care supports. Common descriptions are used to explain the priorities and 

the purpose of home care, including keeping clients out of hospital and improving self-managed 

care. Ray stated, 

[The purpose is] to keep them healthy at home or manage them when they’ve been 

discharged. And …[to] support clients in different ways at home, so that we can…, in a 

perfect world, keep them out of the hospital system. 

Pat also described these priorities with similar language: “One of our goals is to support and 

teach clients to self-manage their care as much as possible.… One of the things was when you 

first admit is planning for discharge.” Nurses detailed these priorities in the descriptions of their 

work and, although the nurses could not identify where these purposes come from or are written, 

the participants shared the same priorities and purpose. 
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In summary, nurses view their work as varying with a distinct purpose to support people 

to be at home. Nurses emphasized the notion of keeping people from being admitted to hospital 

as an important part of their work. 

Conclusion 

The complexity observed in the day-to-day work of home care nurses is heavily 

influenced by institutional procedures and guidelines. The institutional coordination begins from 

the time that nurses arrive at the health units, use their swipe cards or key fobs to gain access to 

the locked public building, and sign in on time sheets to receive their pay and be marked present 

for safety and security requirements, and these relations that are ruling their work continue 

through the day until the moment they leave, signing out of their computer systems and returning 

files from the day’s work. When describing the coordinating work to establish his plan for the 

day, Bob explained determining which clients will be seen, in what order, and for how long, as 

well as collecting supplies and information to provide care are essential and chaotic parts of the 

morning and required accessing multiple information systems, documents, policies and 

procedures, and unwritten rules. Jen shared she is conscious of the need to ration her time and 

how to manage the morning work, balancing it with the need to get out and see client to provide 

care, knowing that when she returns to the office, the aftercare work is significant, as she must 

complete her notes, make referrals for follow up, and communicate and coordinate care for the 

clients. Kim discussed the corporate orientation of managing costs and working with clients to 

ensure they have the supplies they need to provide wound care. While Bob and Jen both spoke to 

the work nurses also complete for the health authority to ensure that clients have service 

agreements, calculating rates for payment and hours of service that clients can have to ensure 

they have supports they need to be safe in their homes. Kim described the nature of the work 
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travelling independently to clients’ homes as a benefit to her work as an autonomous 

practitioner, yet this also has impacts on the emotional work of connecting and developing 

relationships with clients, as Bob noted the implications for safety for the client and nurse. Ruth 

also spoke to this in her account of feeling unsafe in a client’s home. The hybrid documentation 

processes result in extra time and work for nurses, and, as Jen stated, there is a lack of trust that 

the information they need is where it is supposed to be, so sticky notes and hand-over 

conversations are used to make up for the gaps in the systems. 

The descriptions in this chapter identified the flow of home care nurses’ work from 

organizing, collecting, decision making, and prioritizing to go see clients, providing the care, and 

returning to document, communicate, and coordinate, as described by the nurses and observed in 

their work. Nurses’ work is a combination of the direct provision of care to clients as well as a 

significant amount of time and energy in the coordination of care. What is not represented in 

these accounts is the view of the ruling relations coordinating and influencing their work. Rankin 

(2017) cautioned IE should not remain at the level of the description of work, the analysis of IE 

must shift the gaze upward to uncover the ruling relations affecting the work of nurses. The 

analysis of the ruling relations and explication of the trans-local organization of work follows in 

Chapter 5. 
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Chapter Five: Findings – What Counts When Counting the Itinerary: Translating Nurses’ 

Work into Abstract Representations 

In this chapter, I present the analysis of processes and texts to identify the ruling relations 

and show how these influences are directing the day-to-day work of home care nurses. Building 

on participant nurses’ accounts of their practice from Chapter 4, I include the voices of the 

second-level participants,5 integrating accounts from home care nurse leaders Tara, Sandy, and 

Jason (all pseudonyms) to the discussion. I refer to the second-level participants as home care 

nurse leaders. To start this chapter, I identify the problematic as a focus for this inquiry and how 

I established this focus in relation to particular home care documentation practices. I explore the 

contradictory uses of the home care itinerary form by exploring the work-text action and 

explicating the social organization of the itinerary and coordinating policies. I describe how 

nurses use the home care itinerary form in their day and the work sequences and identify 

organizing influences in the work of nurses. I detail how the health authority uses the itinerary to 

abstract data to inform planning and create a simplified view of home care nursing. I show the 

discursive links to ruling relations and discuss the texts and policies, much of which is hidden or 

rendered invisible from the nurses’ view, that are coordinating nurses’ work. For instance, 

analysis of the texts and actions uncovers how nurses’ knowledge, decision making, and skills 

are subverted by the institutional focus on counting client visits and safety ratings. This chapter 

finishes with an exploration of these influences and the challenges that arise for nurses like Jen 

and Bob, whose work is organized by documents and electronic documentation systems used in 

 
5 Second-level participants in this inquiry are nurse leaders in the home care program. The leaders are all 

registered nurses who have roles that include managing staffing, reporting on and managing budgets, 
education, orientation of staff, addressing complaints from clients, and working with staff conflicts. 
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their practice. I show how the texts used in practice are derived from provincial policies and 

regulations and how these policies enter into the everyday work of home care nurses. 

The Itinerary Form – Contradictory Understandings of Purpose and Use 

The itinerary form, a text used every day by nurses, is an analytic focus for this inquiry. 

As described in Chapter 3, I listened to nurses as I observed their work, reviewed the interview 

transcripts, highlighting processes, texts, and phrases that stood out. As nurses spoke about their 

work, they repeated key phrases, including “in a perfect world ”(Bob & Ray), “the good nurses” 

(Jen), “I don’t know these things” (Ruth), and “for whatever purpose they need it for” (Bob). 

These phrases illuminated areas of concern, where nurses are completing work that is different 

than what they idealized as what “ought to be done.” The morning organizing, or “circus” as Bob 

described it, was an instance when tensions arose between what needed to be done, what is done, 

and how it is recorded or not recorded for the health authority in everyday nurses’ practice. 

Nurses commented on the morning work, stating that things could be better: “We’re worried 

things will be missed” (Jen), and “I’m glad you are here to see this” (Ray). According to Rankin 

(2017), identifying and articulating the problematic results in a scaffold through which analysis 

occurs. The statements by nurses identifying their concerns and observations of home care 

nursing practice and management focused my gaze onto the nurses’ work of morning 

organization, specifically the itinerary form as an analytic focus for this inquiry. 

Every nurse participant identified that they completed the itinerary form as a part of their 

morning work; however, participants shared different understandings of why they were 

completing this form and how it was used by the health authority. This difference in 

understanding and the consistent use of the form opened a line of inquiry into this authorized 

text, the itinerary form. The analysis of the sequence of actions led to the completion of the 
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itinerary, what happens with the text after nurses complete it, and the identification of the 

policies that influence the creation of the form that shows the coordination from local to extra 

local of the work of nurses. 

In summary, the itinerary form is a coordinating text that is used across locations in the 

health authority and influences home care nurses’ everyday work. I explore the form further in 

the next section. 

What is the Itinerary Form? 

The itinerary is an 8- by11-inch paper form entitled “Daily Employee Itinerary Check-In” 

(see Figure 5). The information on the itinerary form includes the employee name, date, contact 

information, client information, including risk level, and safety risk from the Staff Safety and 

Awareness Planning (SSAP) assessment. Information about each client visit is recorded on the 

document with the planned visit time, type of visit, and actual start time of each visit. Nurses 

complete multiple itinerary forms, depending on the number of clients they provide care to. 

Nurses may also have different itinerary forms as there is one page used for clients who have a 

safety risk level of low (1) or medium (2) and another page is used for clients who are identified 

as having a medium (3) or high (4) safety risk. The information recorded on the itinerary forms is 

identical except for the safety rankings. 
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Figure 5 

Daily Employee Itinerary Check-In 

 

In the following account Jen described the itinerary form, how she used it for organizing 

her clients’ care to make notes about client care needs, and what she needed for supplies during 

her visits. She identified that she records client safety scores on the form and how the safety 

scores are used to identify potential safety issues for monitoring. Jen hinted that she thought 

administrators of the home care program also use the itinerary for understanding the 

demographics of the services provided but she is not sure, and does not really know what 

happens with the information after she records it. 
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This is our itinerary sheet.… It has my name on it, my number, the date, the car I drive, 

my emergency contact. and then I write, or like take the stickers of all of the people I am 

going to see, and I photocopy that so I leave one copy at the Health Unit.… Also there is 

this risk level score that we assign, so if I am going to see someone who is … risky there 

is different coding. So if it is a high risk and I am going in on my own, it is not a two-

person visit, I can maybe call admin before I go in and say, “I’m going to be in here for 

half an hour, I’ll call you when I’m out.” Then they could know to call me, so it is kind of 

a safety thing. That is one of the reasons why you will leave it behind in the office. And 

then we also have this, I think for demographics, to log how many people we see in a 

day, and who we see.… And then I keep a copy.… For example, on the left side I have 

written what I am seeing them for, so right lower leg, coccyx, palliative,… I write things 

like that. And then I will … have written two doctors names down, children’s names, … 

any details, the buzzer, the buzzer number to get into someone’s building, so I keep little 

notes on here as well. (Jen) 

The client stickers Jen referred to are pre-printed labels that contain the client information 

required on the itinerary form; name, phone number, date of birth and MRN. Client label sheets 

are stored in each district nurse’s binder. Nurses pass the stickers on to the home care nurse who 

will be seeing the client that day as a way of assigning the clients. The list of clients the nurse is 

seeing that day is established through their morning work, when they determine which clients 

they will be visiting, establish the priority for visits, set the time for visits, and identify the type 

of visit, as described previously in Chapter 4. Once the nurses have their client list and priorities, 

they peel off the stickers for each client and place them on the itinerary form. 
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In addition to recording their list of clients and visits for the day, nurses explained that 

they use the itinerary form to take notes for their client care: 

I normally write if I need to bring supplies. I kind of make a little note at the bottom of 

the supplies that I need to bring, and I’ll write just for why. I usually know why I am 

seeing the person, but I could write like “dressing, antibiotics” or whatever, and that 

information like the supplies to bring and what I’m going for is for me. (Kim) 

There is no section on the form for nurses’ notes or supply lists, but nurses say they find it 

helpful to write that down and so they use the form to add extra notes. 

In summary, nurses use the itinerary form to help record their client list, the care needed, 

and the schedule for their day as well as notes for their planning. In the next section I discuss 

how nurses complete the itinerary process. 

Completing the Itinerary Process and Text 

In order to complete the itinerary process (see Figure 6), nurses must do substantial work, 

use documentation systems, and access and update information on paper charts. The home care 

nurse accesses information from documentation systems and paper charts, indicated as blue 

boxes in Figure 6. The information on the documentation systems is used to identify which 

clients will be seen and to determine the timing and duration of client visits. The itinerary form 

requires nurses to complete specific tasks such as recording client information, determining types 

of visits (home visit, phone visit) and safety assessments, the form is coordinating the work of 

nurses. Policies, as indicated in orange boxes in Figure 6, determine the information collected on 

the form. The results of the information collected include number of visits per day and time from 

referral to first visit (yellow boxes on Figure 6). 
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Figure 6 

Map of the Itinerary Process 

 

Note. HCN = Home Care Nurse; PARIS = Primary Access Regional Information System. 

As a part of their morning activities, every nurse completes the itinerary form; filling out 

checkboxes, affixing labels, transcribing safety scores (see Figure 7). The itinerary form 

becomes much more than a 8- by11-inch paper to record the visit information. It is a document 

that nurses use to plan, communicate, and record their notes. Nurses will add sticky notes to it 

and include their own notes about supplies and client contact information. As Jen shared, she 

writes down information on the form that she may need while she is out on her visits, like a 

client’s daughter’s name who is visiting or the front buzzer code to get into the building. The 

form also activates safety processes and is used to generate data for the health authority. 

However, in looking at what is recorded on the form, the work of decision making, prioritizing, 
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determining time allocation and visit needs is distilled into checkboxes on the itinerary and does 

not reflect the complex work nurses are completing. 

Figure 7 

Close-up Risk Level Checkbox Daily Employee Itinerary Check-In 

 

At the end of the day, when nurses return to the office, they submit the complete itinerary 

form to the clerical staff. The staff enter the visit details from the form into PARIS, an electronic 
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documentation system.6 That information is limited to the client’s demographic details, the type 

of visit they received, the date of the visit, and the nurse who completed the visit (Figure 8) and 

becomes the institutional record of the nurses’ work. 

Figure 8 

Close-up Information Added in PARIS Checkbox Daily Employee Itinerary Check-In 

 

Managers access the data entered into PARIS from the itinerary, including referral dates, 

the referral priority category, and the dates that each client was seen. The data in PARIS are used 

by the health authority for a variety of purposes that I discuss in the “The Itinerary as a Tool to 

 
6 PARIS stands for Primary Access Regional Information System. The PARIS information system is a 

documentation system and repository of client service data. 
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Objectify Nurses’ Work” section below. Nurses spend considerable time thinking and organizing 

information to establish their itinerary, yet the itinerary form does not reflect that work. The 

information recorded is a simplified, objectified view that assigns home care nursing practice 

into categories for measurement and reporting within the health authority. The end-of-day 

documentation, determining follow-up care, referrals, home supports, and case management are 

also not reflected on the itinerary form. Representing home care nurses’ work as the number of 

visits per day minimizes the breadth and complexity of home care nursing work as described in 

nurses’ accounts presented in Chapter 4. 

In summary, the information nurses are required to document on the itinerary form is 

informed by Home and Community Care minimum reporting requirements (BC Home Health 

Standing Committee, 2011) and WorkSafe BC (2008) policy. These policies set out requirements 

for what can be counted as visits, work, and what the employer must have in place to meet 

provincial work safety policies. Examining how the nurses and the health authority use the 

itinerary form reveals how nurses’ work is coordinated by policies outside their view and how 

the itinerary form is used to create a standardized set of data about their work. Creating a 

representation of nurses’ work that is standardized leads to concerns with workarounds and not 

representing invisible work of nurses—the work not captured by the standardized checkboxes. In 

the next section, I demonstrate the connection of policy to the itinerary form. 

The Influence of Safety Policies in the Itinerary 

As previously described, a central purpose of the itinerary form is to track, record, and 

ensure that home care nurses’ complete safety (risk) screening for all clients. The safety 

information recorded on the itinerary form is limited to the client risk score and is focused on 

mitigation of risk to promote worker safety. The discourse on safety is focused on protection of 
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the worker, workplace, and risk mitigation. This is a limited view that does not address safety of 

clients, safety of care, and elements of nurse safety such as psychological safety. Safety is 

objectified into a numeric risk value calculated through a process of assessment and 

categorization on the SSAP tool. Jen described how the itinerary form is used to record the safety 

risk category of clients and how it triggers different actions for the nurses and clerical staff for 

safety planning: 

On the bottom there is a legend, it says risk level reference, so low, start-of-shift check-in 

and end-of-shift check-out. So that is just standard, like I sign my name in when I start 

my shift and when I get back to the office I sign. Medium number two … is the same 

coding, so you check in at the start and check in at the end. Medium number three is … 

start of shift check in, end of visit check in, end of visit check out. And then high review 

with leader, staff safety risk reduction plan, start-of-shift check-in. 

Jen identified, for each client, the nurses complete the assessment and classification of 

safety risk based on the SSAP. As Bob shared, nurses do not know what type of situation they 

may be walking into, as people have varied living conditions and some of these can pose safety 

concerns. 

The client risk score comes from the SSAP tool that is completed on PowerChart. The 

SSAP tool was developed by the home care education and resource team to meet provincial work 

safe guidelines that employers must meet and provide to any workers working alone (WorkSafe 

BC, 2008). To adhere to these guidelines, the health authority requires that an SSAP assessment 

be completed for every client receiving a home visit. 

The SSAP tool consists of a series of questions that the person completing the form asks 

the client or their family member. These questions include topics such as access to the home, 
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pets, weapons in the home, access to emergency services, previous violence, and substance use. 

Nurses will also see a banner alert on the client’s PowerChart record that indicates if the client 

has had a previous violent incident in the health authority. If this violence alert comes up on the 

computer screen, the nurse records that on the SSAP form as well. When nurses receive a 

referral, part of the SSAP will have been completed by the intake department; this is a separate 

department of people who receive referrals and start the computer documentation on clients and 

then forward it to home care. When nurses receive the referral and partial SSAP, they complete 

the remaining SSAP questions in PowerChart. The safety risk score is calculated by the nurse 

and is recorded on the client’s PowerChart file. Each day that a client is seen, the nurse who will 

be seeing the client looks up the safety risk number on PowerChart and completes a checkbox on 

the itinerary form, confirming the risk score the client has been assigned by the SSAP 

assessment. As Sandy, a home care nurse leader, explained in this account, the process for 

completing the SSAP begins at the time a referral is made and is completed by the nurse: 

The initial assessment of the risk in the home and that screening first starts when the 

referral comes into our community access—phone line or they’re our hub, where all 

referrals come in through, and so they do that initial screening as well, and they’ll look in 

PowerChart see if there’s any violence alerts for client or other, … which is how it’s 

indicated. You know, you got “violence patient” or “violence other,” and so “other” 

would be family member or you know roommate.… That feeds the SSAP. The clinician 

does that assessment, [and] that assessment is shared with home supports as well.… And 

then it also informs how they do up their itinerary. 

As described, the safety risk score triggers safety protocols. If clients are lower risk, then 

no additional safety monitoring or mitigation plans are needed. However, if a client is identified 
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as higher risk on the SSAP, then safety mitigation plans must be completed by the nurses on the 

PowerChart system. For each safety risk that is identified through the SSAP, a risk mitigation 

plan must be developed. In addition, if the client has a higher safety risk, there is a monitoring 

process to ensure the nurse checks in before and after the visit. The monitoring process involves 

the nurse leaving their itinerary form with administration (clerical staff), identifying when they 

are seeing the client and when they are expected to complete the visit. At the larger office, the 

clerical staff set a timer for when the nurse is expected to be completing the visit. If the nurse 

calls to check in before the timer goes, then they mark the visit as complete and the nurse as 

having checked in. If the nurse has not called in, then the timer goes and the clerical staff phone 

the nurse to complete the check in. If the nurse does not reply, this triggers further safety check-

in follow-up with the clinical services coordinator and the staff to find the nurse and ensure they 

are safe, as Kim shared in the following account: 

This itinerary sheet is used by admin to make sure that … they know where we are, if we 

don’t end up coming back they can see around what time we were going to be 

somewhere, and then it shows the risk level, and if it’s a 3 or higher, we do have to call 

admin to let them know we are safe when we leave, so if it’s a 3, we just say our 

estimated time that we are going to be leaving, and we have to call them by then or they 

call us. And if it’s … a level 4, which is the highest, we have to call before we go in and 

call when we leave. 

Tara, a Home Care Nurse Leader, confirmed the itinerary has a safety monitoring 

purpose: “It’s a safety measure, so if a staff hasn’t returned back to the office we have a trail of 

the clients they were going to see and what time roughly they were going to see them so then we 

can back track.” 
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There is common understanding between the nurses and the nurse leaders about the 

safety functions of the itinerary form; however, nurses have different ways of addressing the 

safety risk score. These distinct uses of the itinerary form are discussed further in the next 

section. 

The Intended Use of Safety Assessment and Actual Use: The Workarounds 

While completing the SSAP and recording it on the itinerary form is required for nursing 

staff who travel out on home visits, several participants identified they have different 

workarounds for the safety process and shared how they may not follow the process as it is set 

up. 

It is a bit funny to me because … it says for medium- or high-risk visits to ensure the 

designated working alone clerk is advised,… so you kind of check in with them a bit 

more. I don’t know how much that function is used, because if it is really that [emphasis 

added for intonation] dangerous, you’d think that you would have a two-person visit. But 

I was just telling my partner the other day that I think, as home care nurses, we do 

experience a bit of sexualized violence maybe, like a lot of the time. It is … I don’t know, 

it is just more that I think it is. Like we mitigate those things [sexualized violence] more 

with behaviour care. (Jen) 

During observations with Jen, she explained that unless there is a specific safety flag on 

the client’s electronic file, she marks everyone as a low risk. Other nurses also spoke to this 

practice of recording clients as low risk to fill out the itinerary form. There is variation in how 

nurses are using the standardized safety process and also concern that the process is not 

accurately reflecting their sense of safety on visits. As the analysis will indicate, the element of 

safety represented on the itinerary form from the SSAP numbers is a limited view that meets 
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institutional requirements but misses nursing needs and client needs for safety and risk 

mitigation. 

Safety as a Requirement of Provincial Policy 

The safety component of the itinerary form is one part of the health authority’s 

requirements to ensure a safe workplace for employees. Sandy, a nurse leader, identified that the 

SSAP tool is part of the working alone guidelines and policies influenced by WorkSafe BC 

(2008). In fact, the itinerary and the SSAP are informed by the requirements of the provincial 

work safe policies for people who are working alone (Island Health, 2020a). There is a direct use 

of language and process from the WorkSafe BC policy on the itinerary form. For example, 

WorkSafe BC (2008) Occupational Health and Safety Regulations Part 4, General Conditions, 

state employers must identify hazards and take steps to eliminate the hazard or minimize the risk 

before a worker is assigned to work alone. The SSAP tool also uses the same language from the 

WorkSafe BC policy; as an example, when identifying hazards and mitigating risks, nurses are 

asked if there is a risk to create a “mitigation and safety awareness plan to reduce or eliminate 

the risk” (Island Health, 2020a, p. 3). The WorkSafe policy also required employers to develop 

and implement a check-in process for the workers assigned to working alone and establish a 

procedure for time interval for check ins and provisions for emergency rescue (WorkSafe BC, 

2008). The check-in process and procedure that is triggered by the safety ranking scores recorded 

on the itinerary form and discussed by the nurses occur as a result of this policy. The 

requirements outlined by WorkSafe BC are integrated throughout the safety assessment and 

documentation process for staff, including the need for a phone-in system, time checks, and 

violence prevention. The language of risk and mitigation is used by nurses. As Kim shared when 

discussing the check-in process, “You ask safety questions,” and then if there are risks, “you 
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look at how to mitigate the issue,” and then if “the risk level is 3 or higher we have to call 

admin.” Nurses spoke about risks, mitigation plans, and risk scores triggering safety monitoring 

processes, and the words and processes that they referred to came from the WorkSafe BC (2008) 

policy and SSAP tool. 

Safety is also identified in the provincial Home and Community Care Policy Manual 

(British Columbia Ministry of Health, 2019), which stated health authorities can approve home 

care services if the client meets specific criteria, including “the client’ behavior and/or home 

environment does not jeopardize the safety of the community nursing staff. Potential risks have 

been assessed and any necessary risk mitigation strategies can be successfully implemented” 

(p. 1). The language in these two policy documents are repeated on the SSAP and itinerary form 

that nurses complete. The policies reflect the value of risk management, whereby the worker is 

responsible to identify the risk and mitigate it. 

While the health authority is meeting the legislated obligations from WorkSafe BC 

(2008) and the Ministry of Health provincial policy (British Columbia Ministry of Health, 2019) 

through the use of the SSAP tool, the nurses’ experiences of safety when completing 

independent home visits is not accurately reflected in the itinerary tool and connected processes. 

Ruth identified a home visit in which the safety risk recorded on the SSAP and itinerary did not 

match the risks she experienced. Ruth was seeing a client for wound care; the client had 

dementia, and during the visit he exposed himself to her and made inappropriate sexual 

comments. She stated that she redirected and set limits for the behaviour, but this experience was 

impactful for Ruth, as she described the feeling of not being safe in the home: 

None of that was on his Staff Safety Assessment Risk form, so when I went back to the 

office I had to update it and then I, he gets home supports, so I sent it to the home 
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supports as well to update them. And then I came home, and I thought, “Ahhh, it’s been 

so long. I need to take martial arts again.” So I signed up for Martial Arts. (Ruth) 

Ruth goes on to identify that she is “safety oriented” and so she is “always thinking” 

about safety and an “exit plan.” She shared stories of coworkers who had been assaulted by 

clients or bitten by dogs and how she then documents clearly “no visits after dark” or makes 

notes about safety issues. In contrast, Jen stated, “I don’t always prioritize my own safety.” She 

discussed a situation with orientating a colleague to a higher risk setting where she was 

comfortable based on her past experience working with clients in low-barrier settings who 

actively were using street drugs. Jen shared, “There are definitely nurses and people who have 

like just a higher threshold for those things, and whether that is a good thing or not that’s a good 

question.” Jen identified that two-person visits are an option but it is “loosey goosey” on how to 

get a two-person visit established. Jen added that requests for two-person visits are taken 

seriously and supported when nurses ask for assistance, but she sees these risks differently than 

other nurses. While the SSAP tool and documentation on the itinerary form provide ways for the 

health authority to meet their legislated and policy requirements for safety, there are risks that 

nurses experience and client safety perspectives that are not captured in the SSAP process. 

Also missing from what the nurses check off on the itinerary form and the SSAP is a 

perspective on client safety. Clients may be asked to come into the clinic setting to receive care 

because of the assessed risk of safety in their homes. Bonnie shared, 

[If] we feel that they are more appropriate for the clinic, and we also have people come to 

the clinic … [because] their house isn’t safe. So, whether it’s substance use or whatever’s 

happening we know we can’t go in there so we ask that they come to us. 
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The need to protect nurses’ safety when working alone is forefront in the WorkSafe BC (2008) 

policy and, what the client needs, how they will feel safe and supported to receive care, also 

should be considered. These considerations in planning for client safety and care are not 

reflected in the risk safety checkboxes on the itinerary form. 

In summary, the safety focus of the itinerary form is coordinated by provincial policy. On 

a daily basis, nurses spend time completing the SSAP, transcribing risk scores for each client, 

developing and documenting risk mitigation plans, and establishing check-ins for high-risk sites. 

Yet, there are situations in which safety of nurses is not upheld by these processes and those in 

which nurses are completing the documentation differently than intended. Boss texts, as D. E. 

Smith and Griffith (2022) described, are policies and procedures that establish a frame that 

organizes the work and creates representations in institutional languages. The WorkSafe BC 

(2008) policy and Home and Community Care Policy Manual (British Columbia Ministry of 

Health, 2019) are boss texts from which language is used and work actions are coordinated. 

When nurses tick the checkbox for low or high risk on their itinerary form, this reveals how 

nurses’ work is coordinated by the WorkSafe BC policy to create a textual reality that safety is 

addressed; however, the textual reality, may not reflect the actual experiences of nurses or their 

clients’ needs. 

Workload Measurement and Data Generation From the Itinerary 

Nurses understand and use the information on the itinerary form in different ways than 

the nurse leaders. As described, nurses use the itinerary form to plan and record their client visits 

for the day. However, they do not see how the information they record on the form each day is 

used to create numerical counts of visits per day and to inform planning and budgeting for home 

care. Jen shared, 
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On the copy [of the itinerary] that is left in the office, I will input the time, the time of the 

visit, and admin keeps it, and I am pretty sure that they put the demographics into some 

kind of system … for … health statistics or something. 

Similarly, Kim shared that she knows the itineraries are kept but is not clear why: 

They input the visits and around what time we went into a computer, apparently.… They 

take the hard copy—and I believe they keep them for a year’s time … just in case any 

lawsuit comes up so you can look at what you did that day. 

Nurses are aware that the information from the itinerary form is transcribed by clerical staff into 

PARIS, but they are not clear why it is entered or how the data are used. 

In contrast to the accounts of nurses, the nurse leaders who are managing budgets and 

staffing, identified how they use the information on the itinerary form to inform their work. In 

interviews, the nurse leaders shared that the itinerary form is used as a tool for safety monitoring 

as well as to generate data. These data constitute a limited view of nursing work; however, 

leaders find the information useful when advocating for nursing positions and time as well as for 

program budgets. 

The Itinerary as a Tool to Objectify Nurses’ Work 

The itinerary form generates data about home care visits for the health authority and the 

Ministry of Health. The nurses check off and record the visits they are completing each day on 

the itinerary form and then clerical staff enter this into the PARIS electronic documentation, 

which creates a repository of data (Sandy, Home Care Nurse Leader). Another nurse leader 

described the itinerary form as “a way to collect this data [number and type of visit], and our 

admin entered it into the system so we know how many face-to-face or remote visits we’ve 

done” (Tara, Home Care Nurse Leader). 



141 

The data are used by managers for staff planning purposes and also used by the health 

authority in annual reports (i.e., Island Health, 2019) and to report to the Ministry of Health on 

their performance standards (Island Health, n.d.). Jason, a nurse leader, explained that visits are 

“logged” through the itinerary form where they are entered into PARIS, and then he can pull data 

to look at referrals, review client visits, and see which staff are seeing which clients when and for 

how long. Jason identified that he used the information on PARIS to confirm if a client was seen 

on a particular day or not and to see how many visits nurses are completing per day. Managers 

and coordinators use the data to demonstrate to senior management their need for more staff and 

are required to use this when completing request forms for new staff positions. Jason noted, as a 

leader, he reviews workload and advocates for more staff and reallocation to make sure “not one 

person is drowning,” but it is a challenge; “You know there’s also the subjective.… It’s hard to 

really understand fairness, … someone’s 100 percent may be someone’s 60 percent.… Fairness 

is so subjective and it’s so hard to measure.” 

Likewise, Sandy identified that she accesses the data to see “how often a client gets 

visited either by phone, remote or face-to-face.” The data can be used to count client visits and 

are used to assist with staffing decisions; however, mining the data for surveillance purposes, 

looking at who was seen when and by whom, is also possible. The nurse leaders all identified 

that the data can be accessed through reports, but the reports are limited in what they reveal 

about the nurses’ work. 

We can pull up those reports to just see and that’s a very small picture. We know clients 

are very complex, so that’s just a very small picture of what you know their caseload 

might be.… [You might have] someone with a caseload of only 20 but their clients are 
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extremely complex, whereas you might have someone with a caseload of 100 with more 

simple stable clients, so it’s very small picture. (Sandy) 

Tara, a home care nurse leader, added that there are challenges in the way that 

information about visits is recorded and reported: 

I actually don’t think it’s super accurate, the way we track data.… The remote visit, I 

think anytime you’re working on a client you should be tracking that data, not just if you 

had a 10-minute conversation with them, but now you need to do 2 hours of paperwork 

on them. That 2 hours of paperwork I feel should be documented as visit time. 

I just think we need to note that this data isn’t all the information you have to look at— 

drive time and geographical areas and gas mileage and all that sort of stuff. (Tara) 

The nominalization of nursing work into a simple count of visits per day hides the 

knowledge, decision making, and complexity of home care nurses’ work. The metrics generated 

from the itinerary form are limited and come from the information nurses record to plan their 

daily work without the nurses’ knowledge of how this information is used. The home care nurse 

leaders all spoke to the limitations of the data they could retrieve. The leaders identified that the 

need to contextualize the data as the work nurses do is more than a number count of visits per 

day. However, within the health authority, outside of home care, the visit counts are used to 

report on the achievements of the program area and are not contextualized. Counting the care 

that nurses provide objectifies the work of nurses, simplifies the care they provide into a number 

that is measurable and can be evaluated for efficiency. The visit counts are valued by the health 

authority to demonstrate how they are meeting organizational targets, business expectations of 

health care provision. Tara, a home care nurse leader, further explained how available data do 

not show the full picture: 
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Trying to get appropriate workloads for our staff, it’s difficult … because statistically 

when you look at our clinicians caseloads they might not have a higher caseload than, 

say, a clinician that works downtown, but the difference is we cover such a broad 

geographical area. So really trying to pull the correct data and make it known so that, you 

know, the work staff might not look like they have more on their caseloads.… You have 

to look at the difference, you know? They’re just looking at one number versus all of it. 

The numerical representation of home care visits and safety meets the needs of the health 

authority for reporting and recording. The institutional requirements for measurement and 

accountability coordinate and simplify home care nurse work. The itinerary form creates a 

textual reality of nursing practice that does not adequately represent the work nurses are 

completing. 

Quantifying Nurses’ Work Through the Itinerary – What Counts? 

The recording of visits, and what can be counted as a visit, is defined by provincial 

policy. The Home and Community Care Minimum Reporting Requirements Visit Definition 

policy (BC Home Health Standing Committee, 2011) outlines what a visit is and what can be 

counted as a visit. The policy serves as a tool that simplifies the complex work of nurses into a 

checkbox count, legitimizing for the health authority and province what counts as home care 

nursing work. D. E. Smith (1987, 2005) identified the practice of abstracting the actualities of 

work into generalized, objectified, and impersonal counts as ways of governing. The intentional 

subordination of individual knowledge coordinates the work of nurses across sites and represents 

the work in a textual reality (D. E. Smith 1987, 2005). The itinerary form is a text that directs, 

coordinates, and standardizes nurses’ work into a count. 
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What can be recorded on the itinerary form as a “visit” is defined by the BC Ministry of 

Health. A visit is “an occasion in which care or service is provided to a client or an occasion 

when clinical direction that influences the care of the client is given” (BC Home Health Standing 

Committee, 2011, p. 1). The definition of what a visit is “focuses on clinical services to the 

client” (BC Home Health Standing Committee, 211, p. 1). The Home and Community Care 

Minimum Reporting Requirements (BC Home Health Standing Committee, 2011) defined what 

nurses can count as a visit. Additional details are provided to clarify what a face-to-face visit is, 

including direct interaction with the client or caregiver or bereavement care (BC Home Health 

Standing Committee, 2011). Remote visits are not face to face but must influence care, and some 

remote interactions may not be counted as a visit if there is no direct interaction with the service 

provider and the client, meaning that consulting other health care providers, picking up 

equipment, or dropping off forms do not count as visits (BC Home Health Standing Committee, 

2011). Jason, a home care nurse leader, identified that the information from the itinerary form is 

input into PARIS because “it’s a Ministry of Health mandate and … so we log each one of our 

visits and then, and it helps us understand whether a visit was made.” The reporting requirements 

document identifies that “a clearer, standardized definition will result in increased accuracy of 

service utilization data” (BC Home Health Standing Committee, 2011, p. 1). The visit counts 

result in a “capture of volume” (BC Home Health Standing Committee, 2011, p. 1) for the 

specific service types in home care. The standing committee document clarifies that the visitation 

counts are not intended to measure workload, as that is captured through national management 

information system using Resident Assessment Instrument data reported to the CIHI (BC Home 

Health Standing Committee, 2011). However, Sandy and Jason, both nurse leaders, shared they 

use the data created from the volume counts on the itinerary form to inform planning for staffing 
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and workload. The type of visit and number of visits recorded on the itinerary form are defined 

and categorized by the BC Home Health Standing Committee (2011) definitions; therefore, the 

data recorded and then entered into PARIS result in the information managers use and report on 

home care nursing work. 

In addition to tracking the number and types of visits, nurse leaders also access the data 

that the itinerary form generates to identify which clinician has seen a client when there is a 

client complaint. For example, Jason, a nurse leader, shared that when there is a concern from a 

client about not receiving a phone call or care, he can access the documentation from clinicians 

on PARIS or PowerChart to confirm if they received a visit or not. Sandy, a nurse leader, 

identified she also used the data during COVID-19 restrictions, as she was able to look up and 

see which clinicians saw a particular client during their infectious period to notify them of their 

exposure. 

The minimum reporting requirements from the BC Home Health Standing Committee 

(2011) is a boss text that directly influences what information nurses are able to record on the 

itinerary form and influences what is counted as a “legitimate” visit. The counts of the number of 

visits that are recorded from the itinerary are used by leaders to inform planning for staffing and 

by the health authority to represent the work of home care. 

Examining the itinerary form and its uses highlights what is missing in the text and data 

that are generated from the use of the form. The coordination of care, morning circus, 

establishing home supports, referral, and follow-up processes that take hours of time and effort 

by nurses are not reflected on the itinerary form. Additionally, the length of visit, the complexity 

of care, decisions made, and the care provided by clinicians are not reflected on the form. The 

broader view of nursing work is not captured in the itinerary form and subsequent reports that are 
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created from the data on the itinerary are limited. This absence has concerning implications for 

nurses whose work is then not fully articulated, seen, or valued. In one example Tara, a nurse 

leader, identified how the itinerary and what can and cannot be counted does not match the time 

nurses are investing into their work: 

They rolled out the new itinerary.… It noted that dropping off paperwork wasn’t 

considered a visit, and I was like, but you’re driving out to the person’s house, you’re 

seeing the person, you’re dropping off the paperwork or getting them to sign the 

paperwork, having to drive back—that should be part of the statistics because that takes 

up part of your day, but it isn’t considered a visit technically. But that to me was really 

interesting cause I was like, well, how are we capturing all the data then? And that really 

is where funding all this stuff comes from is they want to see the numbers, right? The 

number of clients and, you know, that’s another piece, they’re not looking at the 

complexity of the client. Like … a clinicians got 50 clients on their caseloads, but… 

maybe three of them need to be seen every single day, so that’s three people on your 

caseload that you’re seeing every single day, where another clinician might a few more 

on their caseload and a ton of them.… You’re only doing a once-a-month phone call 

check in,… so that’s where it doesn’t take into account the complexity of the clients 

you’re seeing; it just takes into account the straight number that you have on your 

caseload. 

The narrowed view of recording what a visit is based on the BC Home Health Standing 

Committee (2011) definition and using this to provide a count of clients seen is an issue for the 

home care leaders. Nevertheless, the count of client visits resulting from the itinerary form is 

used by the health authority. For example, in the 2019 annual report, Island Health identified 
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1,092 client visits and 8,201 home care hours per day are delivered inclusive of all home care 

providers. This numerical count was used in the Island Health (2019) annual report to provide an 

overview of the types of services that are being offered in the health authority each day. In 

another example, the information available on the BC Ministry of Health (2021) website for the 

Home and Community Care Data Set is “information on transactions for individuals receiving 

services” (para. 2). The data available are the recorded counts of visits, locations of visits, and 

anonymized client demographic data. The home care nurse leaders spoke about the importance 

of contextualizing the information generated from the itinerary forms. When the data are 

extracted and used at a health authority level in reports, the intended meaning of what counting 

visits per day means and what is missing from these values is not presented. 

In addition to the limited view of visits per day, the health authority has a myopic 

perspective of service performance for home care. The time between a client referral and service 

initiation is the only metric provided on the Island Health Performance Measures Home Care 

Professional Services (Island Health, 2021). This one metric limits the view of home care 

“performance” to the measurement of time between referral to first contact. Although this value 

is important to have service provided in a timely manner, it again limits the understanding of the 

impacts and value of home health nursing. The emphasis on responsiveness to the referral is 

identified as a checkbox on the itinerary form, a “referral priority met”; however, the nurses in 

their interviews and during observations did not complete this checkbox or discuss it. It is not 

clear why nurses are not completing this checkbox, but the presence of it on the form links 

directly to the performance standard. There is an ability to determine the time between referral 

and visit from the data in PARIS. 
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In summary, reporting requirements for home health and the use of visit counts are a 

narrow view of the complexity of home care nursing work. The current Island Health (2020b) 

service plan includes home care services targeted for change, “increasing access to home and 

community care services for seniors to improve their outcomes and reduce avoidable emergency 

department visits and hospitalizations” (p. 10). The performance measure identified for this 

change goal is the number of people with a chronic condition being admitted to hospital with the 

aim that this will decrease because of increased access to home and community care. The focus 

on this strategic improvement from the health authority perspective is solely on prevention of 

admission to the hospital. This narrow view blocks out the impacts of home care nursing work 

on the care, health outcomes, and the lives of clients receiving their care. Much like a horse with 

blinders on, the view of counting admissions and visits and measuring the time between referral, 

intake, and first visit blinds the health authority to the impacts home care nursing has on the care 

of clients and the health of the population. 

What is Not Seen – Does it Have Value? 

Critically examining the itinerary form has identified what is reported to the health 

authority and shined the light on conflicting values. The health authority values concrete 

numerical figures to inform planning and evaluation of services and safety. The safety ranking 

numbers are used to meet policy requirements for risk management and mitigation. The 

emphasis of objective data is reflected as the itinerary form is activated daily to record and report 

data. What is not seen in the numeric data is the work nurses conduct to produce the distilled 

representation of their work on the itinerary. This work includes the navigation of multiple 

electronic systems that the health authority has implemented for electronic documentation and 

tracking. Each of these systems captures different data with unique purposes and uses. From the 
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nurses’ view, accessing these systems is necessary so they can retrieve information about their 

clients to be able to inform their care, determine supplies they will need, develop and update care 

plans, communicate with colleagues, manage care for clients, and document the care they 

provide. Once nurses have the information, they engage in decision making about priority, length 

of visits, and how to organize their visits for the best travel flow and timing. The safety 

assessment questions completed by nurses are driven by provincial mandates, and the value of 

these to the organization is embedded in the requirement of these assessments and recording of 

the safety mitigation plans and rankings on the itinerary form by care providers. D. E. Smith 

(2006b) identified the standpoint of participants and the interaction with the socially organized 

relations in a small hero diagram, in which the nurses, the small heroes at the bottom of the 

figure, interact with the overlapping influences identified in the boxes above them. Figure 9 

depicts the nurse at the bottom of the diagram, entering into the institutional influences through 

their work. As the nurse completes the itinerary form, the information being generated—the risk 

scores, counts of visit, and types (Figure 9)—are visible. However, the policies informing the 

work are invisible (Figure 9 – WorkSafe policy, visit definition guidelines). Additionally, the 

invisible influences are connected to larger policies and practice within the health authority and 

the province. 

The morning work of nurses organizing their plans for client care is complex and is 

directed by ruling relations of the organization. In analyzing how nurses use the itinerary form 

and how it is used by the health authority, I found direct linkages to provincial policy for 

workplace safety (WorkSafe BC, 2008) and the BC Ministry of Health (2019) requirements for 

reporting care provided that reflect the health systems requirements for measurement, evaluation 

of efficiency, and a managerial turn in systems that value corporatization of health systems as 
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businesses-generating impacts and outcomes. The values of the New Public Management era, 

such as efficiency, reducing spending, time constraint, and performance measurement (Strandås 

et al., 2019) are inserted within the itinerary form and enter into the everyday work of home care 

nurses, impacting how nurses establish and organize their work each day, determine priorities, 

and identify and speak about safety issues. 

Figure 9 

Small Nurse Hero 

 

Nurses identified how they adapt their itinerary plans based on the needs of the clients 

and how the day unfolds. When there is a traffic delay or a client in crisis, the nurse adapts on the 

spot to the needs and makes their schedule work. When a client wants to talk longer about their 

diagnosis or fears about pain while dying, nurses take the time and stay with clients to address 

these important questions. Bob identified that often visits can go “sideways and issues come up 
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that weren’t expected, and the 30-minute visit is no longer that timeframe, affecting all of your 

next visits.” This means the nurse may be late for their next visit or may miss a break, but this is 

the work they do to adapt their plans on the go. These changes are not recorded on the itinerary 

form submitted to the clerical staff for input. As Jen identified, there is a culture about time for 

visits, and 30 minutes is the standard block used to book visits unless it is a new client or a 

palliative care visit. These norms influence how nurses schedule their time on the itinerary and 

their planning for the day. Time is a limited resource for nurses, so their plan is adjusted, and 

skipping a lunch, bumping their next visit times, and working late are what nurses do to make it 

work so they can return to the office and do their end-of-day work. 

Bob noted the complexity of coordinating ongoing care for clients and talked about how 

client care is managed in his geographic area, including the volume of communication and 

emails, paperwork, referrals, and support for caregivers. Ensuring follow up on home support 

concerns, referrals to other care providers, and communicating with families is central to the 

work of home care nurses. This personalized accounting and planning can only arise from 

getting to know one’s clients, the families, their contexts, and the context of the nurses’ overall 

group of clients as well as the team of nurses working at any time, work that cannot be reflected 

on the count of visits each day generated from the itinerary form. As one nurse shared, the visit 

may be 30 minutes, but the paperwork back at the office can be 2 hours (Tara). As I was 

observing nurses, I saw them come to each other and ask about how their day was looking, if 

they needed help, or were managing okay. In the supply room in the morning, as nurses moved 

around the room collecting their dressing kits and assembling their bags of supplies, they would 

ask about the progress of clients and seek advice from each other. One morning, a nurse who was 

accepting additional visits to help a district nurse went to that district nurse and asked how the 
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client was when the district saw them yesterday and if there was anything extra she should take 

or do. I observed nurses helping each other when they had clients with difficult situations, 

offering to take other clients so the nurse could complete their paperwork, communication, and 

referrals with the complex client. After the morning huddle call one morning, a group of nurses 

who were working in the district that day came together to ask who was best to see which clients, 

who had been there the day before, who needed to not see a particular client that was having 

some difficulties that day; they planned together to determine the clients they would see and how 

they could help each other out. There was a sense of camaraderie in the health units I observed as 

nurses sought to manage and share the workload. This understanding among nurses and the 

desire to help out and balance the workload is not reflected in the measures of client visits on the 

itinerary form. 

In conclusion, this chapter included textual analysis of the itinerary form and the use of 

the form as a part of nurses’ work. There are distinct differences in how nurses use the itinerary 

form relative to how leaders in the health authority intend and use it. Examining how the 

itinerary is used from distinct locations, inside and outside of positions of power, also revealed 

what is not recorded on the itinerary form and reflected the ruling relations that are directing the 

information collected. Therefore, findings indicate that the complexity of nurses’ work is 

oversimplified as the health authority extracts these basic elements of data from the form. The 

language from the WorkSafe BC (2008) policies and BC Home Health Standing Committee 

(2011) definitions are explicitly and invisibly entering into the work of nurses. By standardizing 

the nuances of clients and the kinds of training and support for nurses to conduct individualized 

care, care is refocused on the items on the form. Nurses’ expertise, decision making, and 

knowledge are subverted by the institutional focus on safety ratings and objectifying visits into 
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counted values. The standardized and objectified counting of safety and clients that come from 

the itinerary form does not reflect the breadth of thinking, decision making, prioritization, and 

complexity of nurses’ practice, yet these figures are used to represent home care nursing in 

reports and for planning and funding purposes. The limitations of these processes, ruling 

relations, and the broader influences of capitalism and managerial practices in home care will be 

addressed in the next chapter. 
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Chapter Six: Discussion – Completing the Circle 

Home care programs are identified as a critical part of the Canadian health care system 

(CNA, 2013), enabling those who want to receive care at home to have this option (CIHI, 2017; 

CNA, 2014). While Canadians desire to have effective home care programs, there are gaps in 

understanding what home care nursing work is and how it is being socially organized. The 

majority of professional care provided in home care is completed by nurses (CNA, 2013; Ganann 

et al., 2019), and nursing work supports people to remain at home through illness, disability, and 

end-of-life experiences. The purpose of this inquiry was to identify the work of home care nurses 

and to trace how home care nursing work is institutionally mediated and coordinated. In this 

chapter, I complete the analytic process of my institutional ethnographic inquiry, reflecting back 

to my initial research questions in light of my discoveries and in relation to the literature. I 

specifically discuss how the safety discourse enters into nurses’ work and produces 

accountability for nurses through the home care itinerary documentation. The itinerary form and 

how nurses use it for planning and accountability will also be discussed as the language and form 

is used to create measurement and objectified counts of nursing work. The influences of 

accountability, efficiency, and measurement coming from neoliberal ideologies enter into this 

discursive practice in nursing, similarly coordinating nursing work. Finally, I present what is 

missing from the itinerary form and discuss the work of nurses in balancing the needs of the 

client and the health authority, the organizing work and critically important coordination of care, 

and the cost of home care. 

The Study Questions and Problematic 

I began this inquiry with a curiosity about the apparent absence of awareness of home 

care nursing in the public realm, including media, public information, practice information, and 
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scholarly literature. The paradoxes of the expanding need for home care with an aging 

population, greater complexity set against the lack of presence of nurses, and the increasing 

development of new programs without nursing staff fuelled my curiosity. This led me to question 

what is happening in current home care nursing practice and to identify what is organizing—and 

disorganizing—the work of nurses in home care through an IE approach (D. E. Smith, 2003, 

2004, 2005, 2006b). I explored the following research questions in this inquiry: 

1. How do home care nurses describe their work providing care to clients every day? 

2. How do the work policies, processes, and institutional structures, as ruling relations 

affect nursing work? 

From my initial analysis of the data, I focused on nurses’ itineraries as a way to explore 

the problematic.7 From the standpoint of nurses, I engaged in an iterative analysis to trace and 

show the coordinating features within the itinerary that was central to how home care nurses 

structured and spoke about their daily work practice, and the influences of these largely invisible 

features on everyday home care nurses’ work. Nurses’ work is not adequately represented on the 

itinerary form, and this stands in contradiction to the BC Home Health Standing Committee 

(2011) reporting requirements set out to capture and account for nurses’ work. The assessment 

and planning work of nurses, the decisions and knowledge guiding them as they established their 

daily itineraries, and the plans for client care are not represented in the itinerary form. What is 

recorded on the document includes standardized rankings of safety risk, types of visits 

completed, and planned time for visits. As established in Chapter 5, these standardized 

 
7 Problematic is a methodological term used in IE that identifies the puzzle, the areas of tension between 

lived experience and social organization, in which the researcher can engage to identify and analyze 
how social organization is influencing the work (Allen, 2015; Bisaillon & Rankin, 2013; D. E. Smith, 
1987). 
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documentary representations create an incomplete view of home care nursing, informed by 

policies that, in turn, shape decision making for and understandings of home care. Nurses use the 

itinerary form to plan their care and record their daily plan. This use of the form differs from 

how the nurse managers and decision makers in the health authority intend the form to be 

employed as a safety tracking tool and for other uses of the information recorded on the form. 

This difference intended in the use of the itinerary is fundamental to the problematic and this 

textual analysis of how the itinerary and policies are employed in home care nurses’ work. The 

subordination of nursing work into nominalization through the itinerary checkboxes engages 

home care nursing into a managerial focus on measurement, efficiency, and accountability. The 

data from these checkboxes establishes the allocation of resources in home care and, therefore, 

how this text represents home care nursing work is important. 

Nurses engage in complex work from the morning circus of meetings, assignments, 

distribution of supplies and schedules, through to the unseen work of providing direct care to 

clients in their homes, to the end of day coordination and documentation of care. Home care 

nurses’ work is embedded in systems of care where nurses regularly navigate between health and 

social systems, meeting care needs for clients and caregivers. Nurses provide direct client care 

such as wound care, medication administration, teaching, assessment, and referrals and critical 

work of coordination, communication, and advocacy. From the moment nurses arrive at their 

places of work until they leave their work is socially organized. Nursing practice is ruled by 

processes, policies, and multiple electronic documentation systems (Campbell & Rankin, 2017). 

In the analysis of the itinerary form in Chapter 5, I identified specific connections to policies for 

safety and measurement of work. The policies and process traced in Chapter 5 to the WorkSafe 

BC (2008) policy and BC Home Health Standing Committee (2011) minimum reporting 
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requirements as boss texts show the connection to the New Public Management era of 

managerialism, efficiency and measurement and safety discourses (see Figure 9 in Chapter 5). 

Terms such as risk mitigation and low-risk or high-risk visit are used regularly in nurses’ 

planning and discussions with each other and their managers. These terms are also present on the 

itinerary and originate from the WorkSafe BC policy. It is important to identify these ruling 

relations and the dominant institutional activities that are shaping and present in nurses’ 

everyday work practices, subordinating their knowledge and experiences, and to make visible the 

sites where change is possible (D. E. Smith, 2005; D. E. Smith & Griffith, 2022). Safety is also a 

ruling relation in home care nursing work, which I discuss in the next section. 

Safety as a Ruling Relation in Practice 

Nurses identified safety as a purpose of the home care itinerary form. Employee safety is 

highly valued by the organization (Island Health, n.d.). As an example, Sandy, a home care nurse 

leader, identified how she framed issues in the context of safety as an effective strategy to get 

action and attention on particular needs for clients and her home care work. However, the broad 

term “safety” is narrowly defined in the SSAP assessment and how it is represented on the 

itinerary form. The routine standardization of the assessment of safety and risk, and transcription 

of information creates problems for the legitimacy of the assessment process and misses 

addressing safety issues that nurses identify in their work. This limited view of safety also 

restricts what can be known about safety for nurses and health authorities and shapes how nurses 

navigate ethical and practical safety issues in their work. 

The aspects of psychological safety for nurses in their practice are missing on the 

itinerary and SSAP assessments because the policy focuses on safety for workers who are 

working alone. Psychological safety is not addressed in the narrow view of what a safe 
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workplace is. As Bob identified, nurses often experience challenging situations, and it can be a 

struggle to jump in and out of the immersion in people’s lives. The unique role that nurses have 

in home care includes isolation on home visits and providing care on the “home turf” of clients, 

resulting in additional safety considerations as nurses work to provide ethical care that is guided 

or aligned with client values. This presents unique challenges in navigating client autonomy and 

provision of safe care with clients and families (Demiris et al., 2019; Lang et al., 2006). 

In my observations, I saw nurses debriefing with each other after visits with clients and 

their families who were challenging. They shared that they try to connect with each other, but it 

is hard to do as they often have limited time when they are back in the office to finish their work. 

One day, I observed Jen and a social worker discussing a plan to meet with a client and provide 

care moving forward, as they had both worked with this client for a long period of time, given 

that the client’s health was declining rapidly and they needed more palliative services. In this 

exchange, both Jen and the social worker identified the challenges and joys of having longer 

term relationships and knowing that the client would be dying soon. Jen went to see the client 

that day and also had five other home visits for clients with other varying needs that they 

managed. These aspects of psychological safety and ethical work are missing from the SSAP 

tool and itinerary form. 

Client safety issues are addressed through separate reporting processes within the health 

authority. These processes are used to identify systematic issues and opportunities to prevent 

errors and reduce the risk of serious harm to clients. The standardized assessment process 

(i.e., the SSAP) and reporting on the itinerary form create a textual reality for the health authority 

that safety is being addressed. The safety assessment is recorded and reported and, therefore, 

WorkSafe BC (2008) requirements have been met. Standardized checklists that are replicable 
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across sites and utilized by all staff create a representation of safety that minimizes the actual 

work that nurses are doing to assess and plan for the client’s as well as their own safety (D. E. 

Smith, 2005). The guise of safety created by these standardized processes misses the breadth of 

work that nurses do to ensure safe practice and, as heard from Jen and Ruth, this oversight 

creates the potential for unsafe practices and workarounds. 

Assessing safety before going alone on home visits to deliver care is important to ensure 

that nurses are entering into an environment that is safe for them to meet the client and provide 

care. As Bob identified, nurses never really know what they are walking into on a visit. The 

safety assessment process in the SSAP is directed by the provincial WorkSafe BC (2008), the BC 

Ministry of Health (2019) and BC Home Health Standing Committee (2011) policies, which 

carry power in ensuring that the health authority has processes in place to protect workers’ 

safety. The health authority is required to ensure there is a process for identification and 

mitigation of risk because nurses are alone when providing care to clients. The language of risk 

mitigation is the same on the WorkSafe BC safety regulations and the health authority SSAP 

form. For example, “risk mitigation” is a term in the WorkSafe BC policy; the same term is used 

on the SSAP and was used by nurses when describing their morning work as well as when they 

spoke about their safety assessment and need to develop risk mitigation. The consistency of 

language from policy to the tools that nurses use demonstrate how the boss text is integrated into 

and directing nurses’ work. As Sandy stated, the SSAP and check-in processes are in place to 

ensure that the health authority is following WorkSafe BC policy and for nurse’s protection 

while they are out on visits. Nurses are aware of the requirement and complete the SSAP 

assessments on clients; however, as some shared, they may not check the SSAP each time, 

particularly when there is a client they have known, and will mark “low risk” on the itinerary 
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form unless there is a safety flag that pops up on the client record. Nurses shared that they do this 

because it saves time, and it is frustrating to continually copy information over to the form when 

they know the clients. Working around or avoiding the routine transcription of data does not 

meet the needs of the organization and creates a vulnerability for the nurses if information is 

missed. 

Workarounds, as discussed in Chapter 5, are ways that nurses complete the work that 

needs to be done, in this case completing the safety checkboxes on the itinerary, in a way that 

may differ from how the documentation system or procedure has been established by the 

organization. As Jen shared, she often checks the safety risk score off knowing that the client is 

low risk, without checking the SSAP on PowerChart as outlined in their process. When people 

using the tools, in this case nurses, are not involved in the development of electronic health 

systems and documentation, they are more likely to utilize workarounds, as the system does not 

support their practice and needs (Ibrahim et al., 2020). Ibrahim et al. (2020) identified that up to 

40% of nurses who are using electronic documentation systems in home care develop and/or use 

workarounds; some literature indicated this is as high as 67% (Ibrahim et al., 2020). 

Workarounds can negatively affect care delivery, as information may be lacking (Ibrahim et al., 

2020), which may result in information not being communicated in a timely manner about 

potential safety risks. Standardization of the nurses’ safety assessments and mitigation plans built 

into the electronic documentation system meets the health authority requirements set out by 

provincial policy (BC Health Standing Committee, 2011) while forcing workarounds for actual 

safety needs. As Kim and Bob shared, nurses ask the same questions to everyone about their 

home safety, pets, weapons, and such. These questions become standard, as they are asked to 

each client, and nurses then record these answers, which results in a low-risk rating that is 
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checked off on the itinerary each day. Standardization within nursing practices for the safety 

forms, including copying the risk scores from the electronic record to a form, has the potential to 

create errors while underestimating the complexity of risk in nurses’ work and client experience. 

There are real consequences for the subordination of actual safety assessment and planning, and 

the transcription of values determined and used outside of their everyday setting also takes away 

time that nurses have to provide care. The itinerary form and SSAP represent a particularly 

narrow view of safety in nursing practice, one that renders invisible actual safety work of home 

care nurses. 

Home care nurses are providing care in peoples’ homes—sites that are not designed for 

ergonomic safety or the delivery of health care (Doran & Blais, 2013; Lang et al., 2008). On 

each visit, nurses assess and determine where to provide care, how to set up the supplies they 

need, and identify ways to maintain their safety and safety of the client (Demiris et al., 2019; 

Martinsen et al., 2018). While in the home, nurses are addressing emotional and social aspects of 

care while also ensuring they are physically safe to provide care (Lang et al., 2008). This entails 

addressing the physical safety features of the home environment as well as the stress and trauma 

that may be present in the family and caregiving dynamics and the networks of support (Lang et 

al., 2008). Nurses are also considering the needs for privacy as they provide client care (Al-

Mazrooa, 2011). Sandberg et al. (2021) also noted the complex work of nurses and home support 

workers in identifying and mitigating risks when working with clients living with dementia, 

highlighting the dilemmas that emerge from changing situations and risks that change over time. 

Assessing, adapting, and addressing dynamics in a home environment are a part of the safety 

work and planning nurses do. This highly nuanced and complex safety work of home care 

nursing practice is not accounted for on the itinerary form, in the SSAP, WorkSafe BC (2008) 
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policy, or reporting requirements. Reporting only on safety from the worker policy lens misses 

critical work nurses do to routinely address safety in home care practice. 

In addition to the home as a space to provide care, nurses also work out of their personal 

vehicles. With the implementation of the electronic documentation systems, nurses are asked to 

complete documentation of care on their visits. Several nurses reported this is not possible in 

many homes because they do not have time, but also it may not be safe. Nurses explained they 

most often complete their computer documentation in their vehicles, even though it is not 

ergonomically safe. They may have undergone physically demanding care with clients, in unique 

home environments, for instance changing a urinary catheter, attending to wound care or external 

stoma care for intestinal waste, or perhaps assessed the client for home rehabilitation and 

adjustments to adaptive equipment, which requires crouching to review beds, toilets, showers, or 

wheelchairs. It is following this assessment and care work that home care nurses sit squished in 

their vehicles, hot spotting the internet to complete their documentation; they may be parked in 

areas where it is not safe, and they may be compromising their physical health and safety. 

The focus on worker safety provides for assistance to mitigate some safety concerns for 

nurses. As Jen and Ruth identified, nurses can ask for help from their managers if there are 

situations where they feel unsafe, and they have a formal check-in process to manage risk. 

Assessment and mitigation of risks is needed to support nurses to have a safer work environment, 

particularly because most of the nurses are providing care alone in homes and at locations 

throughout the community. Ensuring that assessment processes and documentation is meaningful 

and engaging for nurses is needed to assure that safety for nurses and home care staff is 

prioritized. However, recognition of the broad considerations of safety is also needed to ensure 

planning and dialogue is occurring for nurses on planning for safety in their work and for their 
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clients in their care. Nurses know and can inform leaders of changes that are essential in their 

daily practice to assist with enhancing the relevance of safety assessment and planning. 

The SSAP and mitigation of risks for working alone safely are a narrow view into safety 

that needs to be broadened, recognizing the unique and dynamic environments and clients that 

nurses engage with in their home care work. Nurses balance their own safety client safety when 

they are providing care in their client’s homes (Sandberg et al., 2021). The knowledge about 

safety that is privileged in home care practice is the focus on worker safety because of the 

legislated requirements for employers. This, however, misses the actual safety work in home care 

nursing practice and client safety in receiving care. Ruth shared that at each home visit she looks 

around and identifies where it is best to set up her equipment and how to make it comfortable for 

the client. The needs of clients and their families to ensure they are receiving safe care and are 

feeling safe in the care they are receiving in their homes is essential and needs to be included in 

safety planning. This work of assessing and individualizing care to ensure safety for the client 

and the nurse is not represented on the itinerary form. The form does capture that nurses have 

completed a visit and the risk safety level assigned by the SSAP assessment. These 

representations of work meet the health authority requirements to count visits and record that 

safety assessments were complete. 

The Itinerary Form as Tool for Planning and Efficiency 

In addition to the purpose of recording safety, the itinerary form is also used by nurses to 

plan their days, and, for the health authority, they are asked to record the number and type of 

visits they complete each day. The form requires nurses to complete standardized information 

each day about which clients will be seen, the types of visits completed, and their safety risk 

scores. The documented reality this creates stands in contrast to the highly individualized care 
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and complex decision making that nurses complete to determine and carry out their work each 

day. Bob and Kim spoke about what they take into consideration when they enter each client’s 

home, ensuring they have consent, and confirming that it is okay for them to be there. Jen shared 

how she thinks about and approaches each client differently; for example, she stated, when 

clients are palliative, her “approach is really more mindful”—the task is not the focus. However, 

as nurses completed the itinerary form each day to plan their day, the end result is a list of clients 

seen. Nurses voiced the pressure they experience around efficiency, using their time and 

resources as best as they can. Inherent in this is the sense of restriction and shortage. Jen stated 

she feels a need to ration her time and is continually thinking about this in the organization of her 

day. While the itinerary form is completed through the chaotic process of morning work, nurses 

are influenced by the discourse of time restriction, task completion, and efficiency. 

In the process of selecting, prioritizing, and setting times for client visits, nurses are 

taking into consideration what care is required, what resources are available, and which home 

care staff are available that day to provide care. In their prioritization and organization of their 

planning, they consider the priority rankings that were assigned to new clients, the tasks that 

need to be completed with clients, the length of the visits, and the type of visit that clients need. 

In this planning of their days and writing on the itinerary which clients will be seen, nurses are 

considering the best use of their time in order to be “efficient” and make the most of their day. 

As I observed nurses’ planning the order of the visits, timing, and routes; they used 

Google maps to plan the best route for efficiency of travel and time, and worked with each other 

to determine what clients need and how to juggle the day to fit the most in. Jen shared, “I 

definitely feel this pressure of myself racing the clock”; she spoke to “rationing” the need to plan 

her day and get out early so that she could be “a lot more efficient.” The term “efficiency” that 
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nurses used in their description of organizing care for clients is reflected in the Island Health 

(2020b) Service Plan and the Ministry of Health mandate letter (British Columbia Ministry of 

Health, Office of the Minister, 2020). The Island Health Service Plan identified the health 

authority’s commitment to provide “sustainable services through the effective use of human 

resources, digital and information technology, effective budgets … to improve organizational 

capacity and performance that enables service delivery” (Island Health, 2020b, p. 19). Consistent 

with this language, the mandate letter to the health authority from the BC Ministry of Health 

asserted the health authority needs to “improve productivity and efficiency while maintaining a 

strong focus on quality service” (British Columbia Ministry of Health, Office of the Minister, 

2020, p. 13). The focus on increasing efficiency along with the constraints on time and resources 

reflect the values of the New Public Management ideology (Strandås et al., 2019). The notion of 

efficiency of time and resources comes from the larger influences of New Public Management 

regimes in health care, and home care is increasingly influenced by this regime to save costs and 

manage home care like a private business (Björnsdóttir, 2018; Jakobsen & Lind, 2022; Strandås 

et al., 2019). A challenge for nurses, as identified in this inquiry, is the misalignment with a 

focus on economy and efficiencies and nursing values (Strandås et al., 2019). 

The focus on task completion has also been shown to break down care into discrete tasks 

that undermine the ability to engage in a holistic approach to working with people (Björnsdóttir, 

2018; Jakobsen & Lind, 2022; Strandås et al., 2019). Several nurses in this inquiry identified the 

importance of taking time to build relationships, spending time with clients when questions about 

their palliative care emerged, rather than popping in and out to merely complete IV medication 

administration or other tasks. The focus on time and task reinforced by the itinerary form 

undermines the core relational, caring, family- and client-centred approaches in home care that 
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are necessary for quality of nursing care (Fjørtoft et al., 2021; Jakobsen & Lind, 2022; Strandås 

et al., 2019). 

Scholars identified task focus and task shifting as concerns in home care programs 

(Denton et al., 2015; Kelly et al., 2021; Strandås et al, 2018). Task shifting is the identification of 

pieces of care, tasks, that can be transferred to an unregulated care provider to complete (Denton 

et al., 2015). In Ontario, task shifting was implemented to decrease costs and increase the 

number of people who can receive service (Denton et al., 2015). While researchers noted some 

potential benefits in the evaluation of task shifting, including reducing the number of people in 

and out of the home and the continuity of the care provided, they also expressed concerns about 

the quality of care, training, and supervision of the unregulated care providers (Denton et al., 

2015). The process of delegation and task shifting requires serious consideration around the 

purpose, value, and impact for clients and the system (Ganann et al., 2019; Strandås et al., 2018). 

As Garland Baird (2018) established in her research on home care case management, the use of 

business process and integration model designed processes and texts that created redundant, 

time-consuming activities, moved case managers away from providing integrated care. The work 

of home care case managers was ruled by system-wide texts and procedures that reflected cost 

containment, efficiency, and a business process model that subordinated nurse knowledge in 

integrated care (Garland Baird, 2018). 

When planning, nurses are balancing clients’ preferences with the needs of the health 

authority in order to complete and meet their client allocation each day. As shown in Chapter 4, 

nurses give consideration to client’s preferences for time of the visits, taking into account when 

clients have existing appointments or lunch schedules at assisted living facilities. However, Ray 

stated, if clients are scheduled for home visits, it is because they are homebound, and they should 
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be there when the nurse plans to come. Several nurses, in their observations and interviews, also 

alluded to this understanding of the expectation that clients will be available when the nurses are 

able to see them (Bob, Jen, Ray, Ruth, Sam).This approach prioritizes the requirements of the 

nurses to see their clients with the least amount of wasted time and lessens the consideration of 

the client’s preference. To summarize, there is a tension between meeting the needs of the health 

authority, seeing the number of clients expected, and client’s needs for timing and priority 

(Fjørtoft et al., 2021; Strandås et al., 2019). 

Moving away from the set blocks of 30-minute visit times has allowed nurses in some 

offices the opportunity to have flexibility scheduling their client visits. However, nurses 

identified that if they scheduled too much time with a client, the nurse leader may ask them to 

decrease the visit time or may change the scheduled time in their calendar. While there appears 

to be flexibility and autonomy in setting schedules, leaders and managers do provide oversight 

on time allocated to client visits. The unwritten norms of how long visits should take influence 

the scheduling and planning work of nurses. 

Nurses have the ability to schedule and prioritize their work, which is important as they 

have the knowledge about client needs. However, with the pressure of needing to see a greater 

number of clients as well as clients with more complex needs, nurses experience a shift to 

focusing on time with an intention to maximize the tasks being completed in the day, which 

impacts the holistic care provided to clients (Chan et al., 2013; Strandås et al., 2019). Relational 

work, which is critical to home care practice (Funk, 2013), is affected when time is restricted 

(Chan et al., 2013). Focusing on the time allotted results in nurses feeling like they are being 

timed by a stopwatch and the need to organize care for better use of their time (Jakobsen & Lind, 

2022). The process of prioritizing can also lead to nurses experiencing moral distress, feeling 
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frustration, powerlessness, and guilt as they identify ethical challenges in which they are not 

fulfilling professional ethical roles while trying to balance the needs of the organization and their 

patients (Suhonen et al., 2018). Suhonen et al. (2018) also reported nurses’ tendency to attend to 

the biomedical, clinical needs of clients, and then later the emotional, social, and relational needs 

that occur with prioritizing and rationing. Home care nurses navigate binary and contradictory 

requirements between meeting individual needs versus organizing work, following rules versus 

profession discretion, everyday life care versus medical follow-up trying to balance the reality 

that there is an increase in medical care and organizational work that means less time for 

relational and everyday care (Fjørtoft et al., 2020). The process of identifying who is seen and 

when is significant nursing work and has consequences for the clients and nurses. 

While there are no documented expectations outlined for home care nurses’ daily 

schedule, I found an observable pattern to the time nurses spend in the office planning in the 

morning and when they leave to go out on visits. As I observed, nurses arrive at the office at 8 

a.m., the huddle is scheduled at 9 a.m., then the organization and collection of supplies occurs, 

followed by nurses leaving the office to travel to their clients’ homes. As Jen stated, she feels 

pressure to leave the office and get started or the day will not go well, as she will feel behind. 

Nurses expressed concerns that they were spending too much time in the office and not enough 

time with clients (Jen, Bob, Ruth). While some of the tasks completed in the office are important 

nursing work, including coordination of care and communication, nurses also lose time to 

chasing down documentation and supplies and completing convoluted processes to delegate care, 

as highlighted in Chapter 4. Béland and Bergman (2000) and Chan et al. (2013) identified the 

burden of administrative work, such as documentation with duplication and fragmentation, could 
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lead to nurses having less time for patient care. On a typical day, half of home care nurses’ time 

is spent organizing in preparation for client care and in the office for post-care work. 

A trouble with the itinerary form is that the plan set in the morning may not reflect the 

work and time nurses spend on their visits in a changeable, complex world of home care needs, 

contexts, and people. Although managers and administrators may desire for the form to collect 

information about the visits and nurses’ work, it is not accurately reflecting the decision making 

and adjustments nurses make throughout the day. Nurses are constantly managing their time and 

adapting their schedules as their day unfolds based on the client needs that emerge during their 

visits, needs that can never be disaggregated from highly individuated needs and contexts. As 

Bob identified, things “can go sideways” and the nurse may need to stay with a client longer than 

planned and recorded on the itinerary form in the morning. The ability for nurses to adapt and be 

responsive is important, as flexibility and the relational engagement contributes to client-centred 

care and well-being (Funk et al., 2022). 

Home care leaders and managers must address the time that is available, support 

processes for planning and prioritizing the day, create spaces for nurses to engage in quality care, 

and reduce duplication of documentation and paperwork required. Nurse managers in home care 

face complex responsibility to meet organizational budget needs, economic constraints while 

also supporting relational and professional practice and support to staff (Jordal et al., 2022). 

Time for client care connects to the larger discussion on the number of clients nurses are working 

with and the allocation of clients to district nurses for their ongoing care and support. Sandy, a 

nurse leader, shared that it is challenging to determine what a caseload should be for nurses 

because client needs are so different. Identifying how many clients a nurse “should have” on 

their caseload is not clear within the health authority and is not an established norm. Nurses 
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reported that the work of district nurses in managing their caseloads is significant and too much 

to handle (Jen, Ruth, Bob) The Queen’s Nursing Institute (n.d.) for community health nursing in 

the United Kingdom noted the challenge of establishing, evaluating, and ensuring safe caseloads 

for nurses and clients because, for home care nurses, “act like a ‘sponge’, absorbing additional 

workload in an environment without the physical limits of a defined number of beds” (para. 3). 

Establishing caseloads needs to include examining current demand for service as well as 

population health, demographics and a future orientation for planning (Queen’s Nursing 

Institute, n.d.). 

Nursing time is dependent on nurses being available as a human resource. In an era of 

nursing shortages there are constraints on the availability of nurses to the system and impacts on 

the time available for client care (CNA, 2021). Recent media reports have identified the shortage 

of home care nurses is dire and has resulted in more clients remaining in hospital because there 

are not enough nurses available to provide care in the community (Thompson, 2022). This nurse 

staffing crisis will create further limitations to how much home care can be provided. 

The Itinerary as a Process to Objectify, Count, and Measure 

One of the functions of the itinerary form is to record the number of visits completed 

each day by each nurse, which the health authority “sees” and reports as the work of nurses. The 

counts are anonymous numbers that strip the complexity from the work that nurses are doing and 

are intentionally created through the itinerary form to meet accountability and fiscal 

measurement requirements. The simplification of nurses’ work into number of visits completed 

per day subverts nursing work into units of time that are not reflective of the knowledge and that 

go into the decisions and care nurses provide: “The actual caring for the patient has disappeared 

into drop-down boxes that send the message that the tasks that need to be documented are the 
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essence of nursing care and creates a checklist mentality” (de Ruiter & Demma, 2011, p. 27). 

Nursing work entered into electronic documentation systems becomes a database that does not 

reflect care and is for financial and risk management purposes (de Ruiter & Demma, 2011). It is 

a significant concern if decisions made about budgeting, workforce planning, structures of care 

systems are made using the limited data and view of nurses’ work. The influence of the 

measurement and reporting needs of the health authority and Ministry of Health are clearly 

linked and present in the everyday work of nurses (see Figure 9 in Chapter 5). Researchers have 

noted the move to measure and ration home care nursing and the impact on shifting to a task-

based approach with a narrow view of the practice of nursing in other countries around the world 

as well (Björnsdóttir, 2018; Martinsen et al., 2018; Strandås et al., 2019). 

The time nurses spend coming to know the client, ensuring there is continuity in who is 

seeing the client, is not identified on the itinerary form. Continuity is highly valued by clients, 

and having continuity of relationship with care providers is an element of effective home care 

systems (Contandriopoulos et al., 2021). Hoe et al. (2022) further found providing continuity of 

care to be a key role for home care nurses in their work with clients living at home with 

dementia. Nurses consider continuity and what is helpful for clients when planning their client 

lists each day. As Figure 5 (found in Chapter 5) shows, the itinerary form records safety scores, 

the number of visits, and the type of visits; considerations of continuity in nursing care are not 

documented or reported to the nurse managers and health authority leaders who access the data 

for reports. 

Electronic health systems in home care are coordinating the work of nurses. As shown in 

Chapter 5, the itinerary form is completed and entered in an electronic documentation system. 

Reports and data can be pulled from the system and have been used to inform planning for 
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staffing and budgets. Electronic health records (EHRs) are central in the daily work and use of 

the itinerary form. In addition to reporting the number of visits and the safety scores, nurses 

utilize multiple different EHRs to access information and document their care. Nurses spoke 

about the duplication of documentation, workarounds, and use of sticky notes or other paper 

notes to share information. While there are systems in place, this research highlights the 

opportunity to review the integration of systems and their use by nurses and other health care 

providers in home care (Dykes & Chu, 2021). Poor design of information technology impacts 

client care and results in workarounds; it is critical that there is a change to the culture that has 

previously excluded nurses from the design and decision-making processes regarding technology 

(Dykes & Chu, 2021). It is curious that nurses are transcribing the safety scores from one EHR 

onto the paper itinerary form for tracking safety purposes, and then clerical staff enter the 

number of visits per day on a different EHR system. Nurses spoke about the frustration of 

duplication and the time they waste searching out information. As shared earlier, Ruth identified 

the use of sticky notes can be problematic, however, it is what nurses are using to flag important 

information for colleagues. In addition to the challenges for nurses’ work, the data created by the 

itinerary form and its subsequent entry into PARIS creates a limited set of data. Sandy shared 

how important it is for her, as a home care nursing leader, to contextualize the data from the visit 

count reports when she is speaking about nurses’ work: 

It’s so hard,… and people are not pigeon holes, they’re not ticky boxes, you know? You 

go see a client and you could end up there for 3 hours because they’re crashing palliative 

or their caregiver is crying and you can’t leave them alone, you know, and that kind of 

thing. How do you measure something like that? It’s impossible. 
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The work of explaining the data is crucial to developing an understanding of nurses’ work; 

however, if managers who are pulling reports do not have the ability or experience in home care 

to contextualize the data, it creates a vulnerability that the work is simply reflected as the number 

of visits per day and the safety of care simplified into a risk score. Creating systems to accurately 

reflect the work and not adding more complexity to nurses’ documentation could help with the 

gaps in what is currently being captured (Ibrahim et al., 2020). As Sandy noted, “Tangible data 

and measurement [capturing is] very hard in community services.” 

An additional challenge of accurately reflecting the work of nurses in home care is that it 

is often unseen work, completed in private homes, behind closed doors (Purkis, 2001). 

Caregiving work, often identified with women and body work, is undervalued (Purkis et al., 

2008). Identifying and articulating home care nursing work is an important step in valuing the 

work. If the work is unseen and unknown, there is a limit to the ability to talk about and value it. 

Explaining what nurses do has been difficult; however, it is critical for nurses to be able to 

explain their work, as it informs workforce policy, including planning for adequate staffing and 

processes for ensuring their safety (Jackson et al., 2022). Extending the understanding of what 

nurses are doing beyond a count of visits is needed. Oldman (2022) proposed home care nurses 

need to articulate what they do and the impacts of it; they know what works and what does not, 

and they need to advocate for systemic change, as often nurses stay focused on client advocacy, 

moving nurses into the political realm. As nurse leaders Sandy and Jason identified, new 

programs are being developed by the health authority to provide care in the community, and 

these programs are duplicating existing home care programs. Part of their role, as nurse leaders 

in home care, is keeping on top of these developments so they can speak up for home care, 

advocate for existing programs, and determine how to best connect nurses with new initiatives. 
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There is an opportunity for home care, as an established program, to grow and meet the gaps and 

needs being identified by the health authority, rather than creating new, short-term funded 

programs that duplicate services. 

What is Missed on the Itinerary 

While the itinerary form captures some data about safety risk scores and home visits, 

much of the work nurses complete is not recorded. Nurses work to prepare the form, organize the 

care that will be provided, and attend to the needs of clients, but none of this is recorded on the 

simple itinerary form. 

Balancing the Needs of the Organization and Clients 

Nurses navigate multiple electronic and paper systems and layers of documentation to 

gather information, communicate with other care providers, and coordinate care. There is a 

juxtaposition of nurses needing to do this work to provide care, yet it pulls their time away from 

being with clients to provide care. In many examples, the documentation systems serve 

organizational objectives, not clients’ needs. The reliance on multiple systems and expectations 

that nurses will navigate these also created a safety risk. As Sandy, a nurse leader, identified, the 

multiple documentation systems create vulnerabilities as the expectations of nurses to navigate 

and pull information as well as document in multiple places leaves room for omission and error. 

Nurses navigate systems to provide care to clients; this highly skilled and critical work is needed 

to ensure client care is coordinated, communicated, and provided. 

Delegation of care to non-regulated health care providers requires additional layers of 

communication and care planning (British Columbia College of Nurses and Midwives, 2020). 

Nursing regulatory bodies have set many controls on practice that inform these processes, and 

the health authority has established processes and systems to facilitate these. Nurses need to 
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delegate care to ensure that clients have home supports that meet their needs. This process of 

delegation and establishing home support services can take hours, as it requires nurses to access 

multiple systems to complete delegation paperwork and set up a care plan for clients to receive 

home support systems. 

Nurses also navigate between health and social systems for clients and are the ones to 

discuss payment for services. As Sandy, a nurse leader, noted, this is one of the only places in 

health care where nurses talk to clients about the costs for their supplies, services, and are 

required to complete financial assessments on clients as part of providing care. As home care is 

not fully funded by the provincial health system, clients are required to pay for certain supplies 

and services. Home care nurses and case managers are responsible for explaining, assessing, 

determining what supplies and services will be funded for clients and what they will need to pay 

for directly. These conversations impact the process of establishing relationships with clients. If 

nurses’ work becomes focused on economic considerations rather than client needs, it can 

impede nurse–client relationships, trust, and a decrease the focus on wholeness and healing 

(Strandås et al., 2019). Sam shared she had avoided the financial assessment training because she 

does not feel comfortable with it and would rather a case manager complete the financial 

assessments if needed. She does not want to have conservations about the client’s financial 

situation or fill out the forms required to establish financial needs and cut-offs. 

Jason, a home care nurse leader, also identified funding issues and their impacts on the 

work he does. He shared that the wound care program is a significant budget item, and he is 

reviewing wound care products and care plans, evaluating care and costs, with the goal to reduce 

the expenditures. The managerial influences of budget constraints are influencing care. Nurses 

navigate this influence when determining which wound care supplies to use. They use their 
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nursing knowledge to identify products but also use the health authority product picker 

guidelines that direct nurses to good products and factors in least cost. 

Managerial practices informing the development of assessments and allocation of 

services and supplies directly impact nurses’ work. The cut-offs and categorizations of what is 

covered by the health authority reflects a value on short-term acute client needs. Funding is 

provided for wound care supplies for up to 2 weeks of care, and clients with longer term wound 

care needs are required to purchase their own supplies (BC Ministry of Health, 2019). There is 

provision for clients who receive income through the disability pension and there is funding for 

their products on an ongoing basis if nurses complete the required forms and requisitions. 

Additionally, supplies for home IV therapy are paid for and provided through the hospital IV 

program. Short-term, acute, biomedical services receive funding. Palliative care services for 

home support and all supply needs for clients are also paid for through provincial funding to the 

health authorities (BC Ministry of Health, 2019). These funding priorities reflect values and 

identify gaps for client needs, particularly for clients with ongoing chronic health conditions. 

Purkis (2001) and Duncan and Reutter (2006) identified the trend of treatment-oriented, short-

term home care priorities over 20 years ago, yet these influences continue to shape the policies 

and practices of funding and care provision in home care today. Nurses navigate these influences 

and requirements every day in their work with clients as they determine eligibility for supplies 

and home support services that are set by provincial policies. The focus on cost containment 

coming from the economic discourse in health care has influenced home care through the use of 

rationing of services and standardization (Björnsdóttir, 2009; Ceci & Purkis, 2011). 
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Organizing Work 

Home care nurses spend a significant amount of time organizing their work and client 

care. Between the intense morning work of organizing their day and the end of day work 

documents and coordinating care, nurses are left with a decreasing number of hours in the middle 

of the day to provide direct client care. The time to see clients and provide direct care is being 

squeezed out of the day. Bob shared that he could spend an entire day addressing emails, 

communicating with home support, sending and receiving communication from client care 

providers, and not actually seeing a client. 

Organizing work is often invisible and taken for granted, but it is also the “glue in the 

health care system” (Allen, 2015, p. 3). In her research on nurses’ organizing work in acute care 

settings, Allen (2015) identified, “Nurses have a central role in coordinating the ongoing 

organization of healthcare delivery and in order to undertake the function they must generate and 

keep in play a working knowledge of the evolving status of patient trajectories” (p. 33). Nurses 

have a role in leading multidisciplinary teams and building networks to provide care for patients. 

Organizing work calls on nurses to create a working knowledge of what is happening for clients, 

identify and articulate trajectories of care, pass the baton of care to others, and parse patients’ 

needs (Allen, 2015). This practice is often discounted as not real work with clients; however, it is 

essential and needs to be included in understanding and allocating workloads (Allen, 2015). The 

organizing work and coordination of care should be factored in when considering how many 

clients nurses can work with in their geographic areas. Counting the client visits completed and 

recording these each day on the itinerary form does not reflect the work nurses are doing to 

coordinate care. Although the home care context differs from the acute care context, Allen’s 
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(2015) reference to the work of nurses being invisible and often undervalued is relevant to this 

research. 

Documentation systems, which influence the organizing work and care provided in home 

care, have become more complex as the requirement for transparency and accountability in 

healthcare has increased (Allen, 2015). In addition, information about patient care has become 

more detailed, fragmented, and increasingly difficult to find (Allen, 2015). In home care, nurses 

must navigate multiple documentation systems to locate and piece together information about 

clients and their care. Allen (2015) affirmed this, stating the work of pulling the client 

information together, parsing out what is needed by different care providers to ensure quality 

client care is the work of nurses. Allen (2015) further asserted that nurses oversee the client’s 

trajectory and work to prevent fragmentation in their care. The work and time that nurses put into 

locating information and organizing and coordinating care needs to be recognized, as it is 

essential work for client care. 

Coordination of client care is highly complex and an essential part of home care nursing 

practice (Björnsdóttir, 2018; Fjørtoft et al., 2021; Melby, 2018; Riekert, 2021). Care coordination 

is not identified or counted on the itinerary and is undervalued. The complex work of care 

coordination requires registered nursing competencies and skills (Nilsson et al., 2009). In 

Canada, discipline-specific competencies for home care nursing identify that care coordination is 

a key element of home care nursing practice (CHNC, 2010). In Chapter 4, nurses identified the 

time spent each day when they were in the office coordinating and communicating about clients 

and their care. Despite being essential, this work is not yet reflected on the itinerary count of 

daily work. 
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A more complete understanding about home care nursing work and how to best use the 

skills, knowledge, and time of nurses is needed. An understanding of home care nursing practice 

obscured by extra-local and highly standardized knowledge is lacking, and the various nursing 

workarounds only serve to further disorganize what can be known of nursing work, safety, and 

time management. Björnsdóttir (2018) identified home care nursing work as relational, ethical, 

and collective, whereby nurses create a net of support around clients to ensure they have the 

services they need. This work is complex and involves knowledge, creativity, attentiveness, and 

flexibility by nurses (Björnsdóttir, 2018; Fjørtoft et al., 2021; Riekert, 2021). Ensuring that 

nurses are engaged in the communication, documentation, coordination work, and not the work 

of duplication and layers of reporting for the system is essential. Sandy, a nurse leader, noted 

some nurses have left home care because there was too much paperwork and not enough time 

with clients. This example highlights concerns with the balance of paperwork and client time and 

also highlights an issue of understanding what nurses’ work in home care is. The itinerary itself 

is an example of nurses creating a record to be keyed into a computer system of information that 

already exists in another computer systems. In a time when there is a nursing shortage and a 

growing need for home care nursing, health care administrators must develop a better 

understanding of the work of nurses and examine how best engage nurses in client care. 

The Cost of Home Care 

Home care is not a part of the Canada Health Act (1985), which results in a mix of what 

care is covered by the health authority and what is paid for by the client (Health Canada, 2016; 

Johnson et al., 2018). As previously noted, Sam has not taken the training to complete financial 

assessments with clients because she finds it uncomfortable. Sandy, a home care nurse leader, 

highlighted that home care is one of the only programs in which nurses must talk to clients about 
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how much care will cost and the expenses of staying at home. BC Ministry of Health (2019) 

policy identifies which supplies will be covered and for how long; for example wound care 

supplies are paid for 2 weeks post-discharge, after which time the client must purchase the 

supplies themselves (BC Ministry of Health, 2019). On their visits with clients, nurses discuss 

the costs of equipment, hiring additional home support help, medications, and supplies. The 

discussion with some clients leads nurses to ask if they can afford to remain at home; as 

additional expenses grow, clients may need care in an institutional setting, where supplies and 

care are paid for through the health authority. The “economics of caring is a growing issue” 

(Macdonald et al., 2013, p. 139), whereby the responsibilities for care and the personal costs are 

shifting to client homes. A recent policy analysis in England similarity identified the challenges 

of payment schemes in home care that have created a commodification of care leading to 

services that are lacking budget, and the shift to community care has not been incentivized 

(Bramwell et al., 2023). Bramwell et al. (2023) noted an additional challenge in how services are 

funded is the need to show outcomes are met given the lack of good data about home care 

activities. 

Conclusion 

In this chapter, I have drawn on the data, analyzed textually, to address the problematic 

and the conundrum of knowing how and what home care nurses are doing and how that work is 

organized. Home care nurses are increasingly providing advanced care to clients in the home, 

coordinating, delegating, and prioritizing client care (Björnsdóttir, 2018; Melby, 2018; Nilsson et 

al., 2009; Strandås et al., 2019). Home care nursing, as described by the nurses in this inquiry, is 

complex and coordinated by ruling relations connected to safety, standardization, measurement, 

and efficiency. Globally, the shift to an economic discourse in health care focused on efficiency 
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and cost containment have led to rationing of home care services, rationing of care, 

standardization of processes, a focus on task, measurement and a loss of holistic relational-based 

care (Björnsdóttir, 2009, 2018; Strandås et al., 2019). This work is informed by a market-based 

system influenced by capitalism. Examining nurses’ use of their daily itinerary form revealed 

direct links to information systems, provincial policies for safety, and reporting influencing the 

daily work of nurses. These local and provincial policies have informed the development of the 

itinerary tool, are used in assessments, safety planning, and the language used in the policies, and 

are present in documents and day-to-day communication with nurses (see Figure 9 in Chapter 5). 

Nurses are at the interface with their clients and the health care system, attempting to provide 

care that is ethical and safe while navigating and being impacted by these larger global 

influences. While nurses have the knowledge, skills, and the capacity to inform change and 

address issues, their work and knowledge is being distilled and subverted by standardized 

reporting requirements. Home care nurses impact the health of clients they work with at the 

individual and family levels and have the potential to impact care systems when they are 

involved in directing and designing care delivery (Ganann et al., 2019). 
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Chapter Seven: Recommendations – Opportunities for Change 

Home care nursing is complex socially organized work. Through this inquiry I described 

the day-to-day work of nurses and explicated how the home care nursing itinerary form is a text 

that coordinates the work nurses accomplish across sites. The ethnographic descriptions of the 

setting and activities of home care nurses highlighted the text and talk of home care nurses’ 

work. Analysis of the coordinating texts, WorkSafe BC (2008) policy, and BC Home Health 

Standing Committee (2011) minimum reporting requirements and the codified language 

identified how New Public Management discourse (Strandås et al., 2019) is imported across 

settings. This thesis made visible the ruling relations of safety, measurement, efficiency, 

accountability, and standardization and aspects of New Public Management regimes and 

neoliberalism. The language used in the texts and by nurses in their work identify how the 

discourse is influencing and organizing nurses’ work. Language is culture and the culture of 

home care nursing is troublesome. Changes are needed to address that troublesome culture. 

Learning about the ruling relations of home care nursing practices alone does not change 

those practices and power relations. As an approach to inquiry, IE makes visible the complex 

relations that are coordinating work (D. E. Smith, 1990, 2005). Identifying these influences 

allows for critique of the power in ruling relations, which is a key outcome of the inquiry (D. E/ 

Smith, 1990, 2005). Additionally, IE intends to create change from below (D. E. Smith & 

Griffith, 2022), whereby the coordination and influences of power opportunities to create change 

are exposed. In this inquiry, identifying the work and ruling relations of home care nursing work 

is one important step in articulating the practices of power and coordination in home care. As 

such, I put forward recommendations bearing in mind the power relations and the desire of those 

in places of power to address the challenges of home care nursing. These challenges have never 
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been more present than during the COVID-19 pandemic; issues in long-term care were raised, 

but despite this home care solutions minimally entered the political discourse (CNA, 2020; 

Palmer et al., 2022). Disparities in access to home care and the dichotomous gap between user 

pay and publicly funded services grew during the COVID-19 pandemic (Palmer et al., 2022). In 

this chapter, I discuss recommendations for change in nursing practice, information systems, 

policy, research, and nursing education as well as the limitations of this research. 

Opportunities for Change in Nursing Practice 

Learning about the objectification of nurses’ work and the subordination of knowledge 

does not result in a change to these conditions. However, uncovering and making visible the 

social organization of home care highlights places in which actions can potentially influence 

change and contribute to moving forward an environment for home care nursing that supports 

something different. 

The original question that led to this inquiry focused on the visibility of home care nurses 

in the media and literature. Reading about new paramedicine initiatives to support community 

palliative care programs and seeing that there was no mention of home care nursing led me to 

question the overlap and support that the programs offered. The work of home care not being 

seen in literature and the media has resulted in a vulnerability that the work is not recognized and 

valued. Increasing presence can happen with nurses, within the data collection systems, formal 

reporting, and through research. Home care nurses need to talk about their work and the effects it 

has on the health of their clients and community. As Oldman (2022) and Purkis (2001) 

identified, home care nursing work is political and nurses must engage in processes to make their 

work visible. This is not about party politics necessarily, but about the political processes of 

identifying and articulating nursing practice (Oldman, 2022). Talking about their day-to-day 
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work, home care nurses can describe the essential roles they have in assessments, decision 

making, communicating and managing care, making contact and building relationships with 

clients. Talking about the results of their work nurses can advocate for change to increase the 

understanding of home care and their impacts. 

Advocacy has been a long standing part of nursing practice (Chiu, 2021). Advocacy for 

social justice issues such as access to adequate care in home care and resources to meet the needs 

of clients is nursing work (Abbasinia et al., 2020; Chiu, 2021; Scott & Scott, 2021). However, it 

is challenging for nurses to take on advocacy roles. These challenges include time, a lack of 

education in advocacy and policy cycles, concern about retaliation if issues are raised, workplace 

cultures in which nurses feel their input is not values or acted on, and a sense of powerlessness 

(Bartmess et al., 2022; Chiu, 2021; Scott & Scott, 2021). In order for nurses to speak up and 

contribute to changes in home care, there needs to be improved communication and culture 

change for nurses to feel their input matters and is acted on (Bartmess et al., 2022). Staff 

meetings are a concrete opportunity for nurses to learn about changes within the health authority 

and practice and to contribute their ideas to change and address issues in their practice settings. 

During this inquiry, several nurses identified that they were no longer having regular staff 

meetings with their nursing team. They also spoke about how morning huddles were less 

meaningful now that they were being held via phone rather than in person. Professional practice 

models that include shared governance, for example nursing practice councils, have shown 

beneficial outcomes for nurses and client outcomes (Hamilton et al., 2023). Creating 

opportunities for nurses to meet and talk is an essential first step for home care teams to create 

spaces and time for nurses’ voices to be heard. 
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Nursing education on policy and advocacy moving beyond individual client advocacy 

and the role of nurses as advocates contributing to policy change needs to be seen as nursing 

work (Chiu, 2021). Nurses sharing their stories about practice and the unique roles they have in 

home care presents an opportunity to build understanding and spread knowledge about home 

care nursing practice. Nurses can also raise issues through professional associations such as the 

CHNC, using methods such as policy briefs and campaigns (Chiu, 2021). With changes to 

nursing colleges and professional associations (Duncan et al., 2015), nurses who are keen to take 

on a voice and role to influence change have to find associations who have capacity and a 

mandate to support policy and advocacy work. National organizations such as the CHNC and the 

Canadian Home Care Association could be places for nurses to find support to speak up about 

opportunities for change and improvement. However, increasing the presence and understanding 

of home care work cannot rest solely with the nurses who are engaging in direct client care day 

to day. 

At a health authority level, decision makers who set budgets and annual priorities need to 

learn about home care and the contributions to health that nurses make. At provincial and 

national levels, home care nurses’ work must be represented to ensure that there is adequate 

funding and policy support for home care programs. Ensuring that home care nurse leaders are 

included in decision-making meetings and at policy tables could help to increase the 

understanding and presence of home care. Nursing representation is needed to address the 

broader conceptualizations of safety, to contribute to the development and implementation of 

technology, and to ensure the understanding of home care nursing work is comprehensive. With 

increasing demands for home care in Canada (Canadian Healthcare Association, 2009; Canadian 

Home Care Association et al., 2016; CNA, 2013; Chappell, 2011; Garland Baird & Fraser, 2018; 
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C. Johnson et al., 2017; S. Johnson et al., 2018) there are growing requirements for funding and 

supports for home care nursing. 

Through the analysis of the itinerary form and its use in nursing work ruling relations 

connected to efficiency and measurement were identified. Nurses spoke about the need to ration 

time to complete their visits and the visit per day numbers were counted and reflected on the 

itinerary. A part of the conversation about efficiency highlighted by a nurse leader was the move 

to increase clinic-based care and decrease the number of home visits that nurses do. Tara, a nurse 

leader, shared that it is a better use of time to have the clients come into clinics rather than travel 

out to all of them. The assumption that clinics are a more efficient use of time and a better model 

requires further investigation. Several nurses spoke to the value of home visits, seeing clients 

where they live and understanding their health differently because of what they see in the home. 

The definition of what counts as a visit for home care needs to be revisited to reflect the work 

and time of home care nurses. Ruth shared an example of a client who said they were managing 

their medications well; however, when she went out to their home, medications were piled on the 

bathroom counter, revealing a number of issues the client was having in managing their 

medications. Although the number of clients seen in a day may increase with clinic visits, 

because travel time for nurses is eliminated, this may not result in better care outcomes for 

clients. The burden of time and travel is shifted to the client and their family and nurses lose 

contextual information gained when working in a home. Fjørtoft et al. (2021) found in their 

research with home care nurses that working in clients’ homes led to more holistic care, as it 

enabled nurses to assess the client as a whole person rather than just a diagnosis. As Pat shared, 

teaching a client with a new colostomy in the bathroom at the clinic is not as beneficial as being 

in their own home, in their bathroom, where they will be setting up their supplies to take care of 
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their appliance every day. If efficiency, a focus on increasing the number of clients per day, 

drives decision making about location of visits, the potential loss of home visits could have 

significant impacts that need to be further understood. The importance of visiting clients in their 

homes need to be articulated and shared. 

Home care nursing work is represented by data collected from a checkbox on the 

itinerary form. There are limitations in the representation of what home care is with the current 

use of data from information systems. A count of visits per day does not provide a full view of 

the care and work that home care nurses do. As Ginger stated, this type of documentation does 

not reflect home care nursing work: 

It [is] frustrating that we were getting pushed to document in IView [a computer form in 

EHR], but in community a lot of our documentation is contextual in nature there needs to 

be context around it, we are in people’s homes there’s so many other influencing factors 

other than just a ticky box, or something you pick off a menu. 

The itinerary form and the information generated from it should not be used to explain home care 

nursing work or to justify new positions. The complex work of case coordination and the time 

needed to organize and document work needs to be represented in home care nursing data 

collection tools. Creating a way to represent nurses’ work more accurately could benefit nurses 

in being able to show their time and work, the leaders in being able to more clearly articulate the 

need for nurses, and the organization to be more accurate in their description of nurses’ work and 

access more rigorous data for their decision making. Given that there are already multiple EHRs 

and systems for reporting, the best way forward would be to align reporting with one of the 

existing systems. As Ibrahim et al. (2020) identified, involving nurses (i.e., the users) in the 

design of a system is necessary to create a usable system that fits with the complexity of their 
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practice and prevents workarounds. While there is a need to develop better, streamlined ways to 

represent nurses’ work, resisting the pressure to be counting and measuring all work is also 

needed, why and how work is represented needs to be asked. However, given the current 

requirements by the BC Home Health Standing Committee (2011) and federal reporting systems, 

such as the Resident Assessment Instrument, there needs to be better ways to represent home 

care nursing work within the system requirements for reporting. Making the unseen work of 

nurses seen and recognized in reporting systems is critical to ensure that decisions about 

programs, funding, and services for clients are based on accurate information. Information 

Technology systems staff could work with nurse leaders to identify reports that would be more 

representative of nursing work; reports could be generated from the existing EHR data sets. 

While larger system changes could be made to access already existing information, the itinerary 

form as a tool could be updated to include a column about coordination of care and time spent 

with clients and on coordination. Additionally, home care nurses and their managers could 

inform changes to the itinerary form that would be meaningful for representing their work and 

reduce duplication. 

Within the home care team there is a dedicated Community Resource Team (CRT) that is 

in place to provide education and support to home care staff. Nurses identified that they were not 

sure who the team members are and it was unclear how to access support as the team was 

working remotely. However, nurses and nurse managers identified that the CRT developed the 

itinerary tool and is responsible for providing education support to home care nurses. In contrast 

to the CRT, nurses identified that the End-of-Life Team education and support teams are 

accessible, supportive, and present. The model of support used by the End-of-Life Team should 

be available for the home care nurses in their daily work with clients who are not on the 
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palliative care program. Home care nurses are working with clients who are increasingly ill, 

unstable, requiring more specialized medical procedures, independently assessing and 

determining care (Fjørtoft et al., 2021); in order to continue this work, home care nurses need 

increased access to education and clinical supports. 

Engaging nurses’ voices and experiences in decision making at multiple levels is crucial 

to creating positive changes. When nurses are involved in governance and decision making, 

organizations produce better outcomes for nurses and clients (Bartmess et al., 2022; Hamilton et 

al., 2023). At local levels, nurses can contribute to discussions about workload and geographic 

boundaries to provide the context and knowledge of the day-to-day work to inform good 

decisions. This can happen through staff meetings and regular opportunities for nurses to meet 

and problem solve and provide input into changes in practice. At a macro level, nursing input is 

needed in decision making about information systems, resource allocation, systems flow, and 

structures. The knowledge nurses have about their work and clients is required to address the 

complex issues they face. Nurses in this inquiry shared that they wanted to make things better 

and to learn from the research what was impacting their work. Jen shared that she feels the 

pressures and knows there are ways to make it better. 

Nurse-led models of home care are effective (Ganann et al., 2019). Following up on 

previous recommendations (CNA, 2012) to implement these types of model in Canada could 

offer an innovative, effective model for home care. Policy commitment to this change is 

required. 

This IE research was oriented from the standpoint of home care nurses. The work of 

home care nurses is coordinated by extra-local discourses. Nurses who are engaged in day-to-day 

home care nursing practice may not have the view to see the ruling relations that are coordinating 
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their work. As shown in the Small Nurse Hero diagram (see Figure 9 in Chapter 5), the 

coordinating policies based on values of measurement, efficiency, and risk management that are 

influenced by neoliberal ideologies are critical to identify, speak about, and challenge. Further IE 

research will help to show the extra-local coordination, identify knowledge that is being 

authorized, and surface opportunities for systemic change. A previous IE in home care identified 

the work of nurses in wound care, translating what is happening with clients wounds into 

predefined forms and measures to create categories and scores that abstracts people’s 

circumstances from wound care and results in practices focused on saving money and time 

(Waters, 2016). Using IE, Øydgard (2017) identified three discourses contributing to informal 

caring in home care that impact caregivers, moral and family obligation, shared care, and tasks 

specificity. Identifying the extra-local coordinating influences and authoritative knowledges used 

reveals the tensions and places where change is needed. 

Information Systems 

Threaded throughout the conversations with nurses to the analysis and results is the 

impacts of electronic documentation systems on nurses’ work. Nurses forage through multiple 

information systems and paper documentation to synthesize information about their clients and 

share communications with other care providers. The home care nurses’ morning circus and their 

afternoon documentation and communication detracts time from direct client care. All electronic 

documentation systems, including PowerChart, PARIS, and Procura, take time for nurses to 

navigate through and may not assist them with the work they are trying to accomplish. As noted 

earlier, nurses are using sticky notes and paper charts to meet their needs to communicate with 

each other even though there are multiple EHRs in use. Electronic documentation systems are 

also influencing and guiding the work of nurses, as was found previously in studies about 
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electronic documentation systems in acute care settings (Campbell & Rankin, 2017). At a local 

level, nurses have suggestions for changing the documentation processes to strengthen the 

effectiveness of management, the organization, and service to people. Holding meetings with the 

Information Technology Team and the CRT (education support) for nurses to share their 

experiences, the benefits and challenges, and solutions for their use of the EHR systems could 

help to include nurses’ voices and produce better products and processes. Ongoing opportunities 

for collaboration on systems change and input could be helpful. At a macro level, a review of the 

EHRs with a look to improve integration is needed. How can the systems connect so that nurses 

no longer need to open three different applications to find information about a client. 

The itinerary is an example of paper documentation that nurses complete daily, which is a 

composite of information available on the electronic systems. Nurses use the document to plan 

their day; however, what is required for reporting is information recorded on existing electronic 

systems. Why are nurses being asked to collate and copy this information daily and use clerical 

time to enter information already in systems? Nurses could be involved in designing a process 

and systems to address the need for safety monitoring and check-ins. Ruth shared that she has 

insights about the safety processes and how to improve them. When the people who use the 

electronic documentation systems are involved in the development, updates, or enhancements of 

the systems, fewer workarounds are needed, resulting in a better use of the systems and more 

comprehensive data (Ibrahim et al., 2020). Currently, nurses are asked to report issues with the 

documentation systems; however, this is not a proactive approach that allows for suggestions on 

improvements and usability for those using the systems daily. Within the health authority, the 

information management teams should include nurses who are using the systems and providing 

care to help inform the use and changes to the system. At provincial and national levels, nurses 
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must be included in discussions about electronic documentation systems to represent their 

perspective and to make the systems more functional. 

The Praxis Safety and Accountability Audit process developed by Ellen Pence offers an 

approach to examining safety (Sadusky et al., 2010) that could be helpful for home care use. 

Developed and used with women experiencing violence, the tool could be used to examine how 

home care is standardized and is coordinating nurses and staff actions to produce outcomes and 

interventions that impact safety—it is a tool to create change (Sadusky et al., 2010). The audit 

process uses interviews, observations, and text analysis to ask how safety is being addressed 

from a specific standpoint to discover gaps and build on strengths (Sadusky et al., 2010). The 

safety audit process would offer important learnings and opportunities for change to improve 

safety in home care. 

This inquiry identified the use of the itinerary tool as having a different purpose for the 

nurses than for leaders. This is due to the use of information for documentation and 

communication versus the use of information for data collection and reporting. Clarity about how 

information will be used is needed to build a collective understanding about information 

gathering processes and purposes. Integration of electronic systems to alleviate duplication and 

time needed to search could decrease the complicated layers of information collection and 

sharing. 

Policy 

The policies of WorkSafe BC (2008) guide home care nurses’ work in assessing safety 

and mitigating risks in their practice. The focus on working alone and worker safety limits the 

assessments and actions taken on safety. Creating an opportunity for home care nurses and their 

managers to discuss what safety is in their practice and how to ensure safe practice for 
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themselves, their clients, and their care is imperative. Safety policy needs to be better defined, 

moving beyond the focus on risk mitigation to understand the diverse challenges in safety, 

including the navigation of working in clients’ personal homes, in spaces and places that present 

safety issues, and the psychological safety of nurses engaging in client care that is relational and 

offers a different connection because of the immersion in clients’ homes and personal settings. 

Nurses require opportunities to debrief with colleagues and managers to respond to the 

variability and autonomy that they face in providing care in home settings. Training and 

education for nurses about the variability in settings and needs of clients as well as supporting 

client autonomy (Heggestad et al., 2021) and care would help prepare nurses for the diversity of 

decision making and ethical challenges they may face. Caregiver and client safety also need 

attention, as Macdonald et al. (2013) noted safety for caregivers and clients receiving home care 

has broad considerations, including the sense of being left on their own to manage their health, 

communication difficulties, having strangers come into their homes—often many different 

people coming and going, meeting increasing and changing care needs and responsibilities, out-

of-pocket expenses, and declining health of caregivers. Further research on safety in the home 

care context is required to identify safety issues, develop strategies to address safety concerns, 

find ways to enhance safety for clients and caregivers, and provide education (Lang et al., 2006). 

Home care programs in Canada are not included in the Canada Health Act (1985), which 

has resulted in a variation in programs and services across the country (Canadian Healthcare 

Association, 2009; Johnson et al., 2017). Given the increasing need for (CIHI, 2017) and the 

desire of Canadians to have home care services available (CNA, 2014), adequate funding and 

standards for home care across Canada are needed. Based on the focus on safety, time and 

resource management, and work that nurses do in preparing their itineraries from a place of 
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knowing clients, relational practice, and ethical requirements, home care nurses need a greater 

emphasis placed on funding for nurses’ education, support, and training. With the increasing 

focus on budgets and fiscal responsibility following business practices (Björnsdóttir, 2009), 

adequate budgets for home care are needed. Palliative care programs and short-term acute needs 

are supported (BC Ministry of Health, 2019); however, the longer term needs of people living 

with chronic illness continue to be limited in policy and funding priorities. Recognition of the 

work of nurses that includes the relational and ethical components of practice could help to 

inform better policy and decisions about how to fund and evaluate nursing practice. There needs 

to be an identification of the outcomes of home care nursing work rather than narrowly focussing 

on the volume of clients seen. 

The COVID-19 pandemic raised the profile of the needs of people living in long-term 

care; alongside this conversation, a dialogue about home care is needed (CNA, 2020) to support 

and provide care to people who require medical care and supports and want to continue to live at 

home. Researchers have identified policy recommendations addressing systemic changes that are 

needed in Canadian home care systems; however, over the decades there has been no action by 

the federal government on these changes (Johnson et al., 2017). Recommendations including the 

need for better funding of home care (Canadian Health Coalition, 2018), the development of a 

national home care policy (Sharkey et al., 2003), and identifying a national suite of home care 

services (Romanow, 2002) and national home care standards (Canadian Home Care Association 

et al., 2016) continue to be relevant today. New investments in home care, akin to the 

investments in palliative care programs, are required to ensure that nurses can provide the care 

clients need in community settings. Actions on the recommendations are needed to ensure the 

sustainability of home care and to address issues faced by nurses and clients with a system 
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influenced by an economic discourse of restraint, saving acute care dollars, and efficiency to 

provide more client care with less time and money. Policy work to ensure home care remains 

publicly funded and accessible is critical as the commercial enterprises of private services 

infiltrate into home care systems. There is an opportunity currently to address the needs of home 

care in Canada as Canada’s premiers and the prime minister come together to address health care 

reform and planning and discuss a new health agreement (Hunter et al., 2023). This is a critical 

time to address the long-standing policy recommendations for home care as well as the need for 

funding and home care policy. 

Research 

Research to build knowledge about home care and home care nursing is needed. Funding 

to support research in home care is required to support knowledge development. Nurses in this 

study shared that they were keen to be heard and to have their knowledge be a part of a research 

process. Nurse leaders identified they need evidence on caseloads in home care nursing, what is 

safe, and how to plan for the number of clients nurses can safely provide care to. Research that 

increases the understanding of the work of home care nurses and the impacts of their work is 

essential. Contandriopoulos et al. (2021) found mismatches between what is being evaluated in 

home care research and what the intervention was. Home care is far more than a way to save 

costs from acute services (Ceci & Purkis, 2011); therefore, research on home care needs to 

evaluate more than cost savings. Evaluating and identifying the impacts of home care needs to 

continue with better measures and questions that align with the care being provided, highlighting 

how home care impacts quality of life for clients, their families, and caregivers. 

Continued research on caregivers’ and clients’ outcomes is critical, as the continued 

reliance on caregivers to provide home care work is increasing amounts of caregiver distress 
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(CIHI, 2020). Home care has existed for hundreds of years in Canada (Gibbon, 1947; Grypma et 

al., 2012), yet there is limited presence in the literature and media about this work and its 

significant contributions to the health of people and communities. Knowledge about systems and 

what helps to make home care systems work well is also needed. The Tackling the Home Care 

Challenge research project funded by Canadian Institute for Health Research is an example of 

systems-level research aimed to improve home care in Canada (Stajduhar & Contandriopoulos, 

2018) and shows promise in influencing change. There are many opportunities for ongoing 

research and sharing of knowledge back to practice. 

This inquiry has impacted my understanding and approach to research and home care. As 

a nurse educator, I have integrated these lessons learned about home care nursing practice into 

my teaching with students. I teach community health nursing courses and have been able to 

speak to the complexity of home care nursing work, the role of electronic documentation, and 

safety with students. I have a new understanding about the coordination and influences of work 

that contributes to my perspectives about health care systems and nursing work. On account of 

this learning, I have been more intentional when encouraging students to examine ways to raise 

their voices and influence systemic change. Additionally, this work has provided me with 

increased evidence and passion to lead curriculum change, emphasizing the roles nurses have in 

community health settings and the need for this to be embedded in undergraduate theory and 

practice learning. I intend to publish the findings of this dissertation with my committee to 

contribute to the body of knowledge in the literature about home care nursing, focusing on the 

work of home care nurses, the discourses organizing their work, and the need for changes in 

policy, practice, and research. I will also present these findings at upcoming conferences with the 

intent to inform, based on this work, and dialogue about opportunities for change in home care. 
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Limitations of this Inquiry 

This inquiry provided me an opportunity to talk about the work of home care nurses and 

show the coordinating influences on their everyday work. Nurses participating in this work were 

keen to talk about their work and welcomed me to observe their practice. This research offered 

nurses the opportunity to reflect upon, discuss, and investigate their work—and to be heard. 

Given the increasing demands and complexity in home care nursing, continued research and 

learning is needed. Using IE provided a view into the social organization of nurses’ work and 

identified opportunities for change. While there is much to be learned from this work, I also 

found limitations to the data. Due to COVID-19 restrictions during data collection, I was unable 

to observe nurses’ work in client homes and as they made their way around the community. The 

nurses described their home visits in rich detail; however, I was not able to observe the settings 

and nursing work myself. Engagement with clients could offer additional information about 

nurses’ work and insight into the power of clients and caregivers to speak about their experiences 

and influence change. Diverse participants took part in this study; however, few were district 

nurses with more than 5 years of experience that contributed to the data collection. More district 

nursing voices would add a perspective to this work that could offer greater insights. With my 

analytic focus on the itinerary, I identified ruling relations in home care nursing work; however, 

there were many other tensions and rubs present in the nurses’ work that were not explored in 

this study. There is much to learn about workload, support, and education for home care nurses, 

mentorship for new graduate nurses entering home care, the influences of electronic 

documentation, and understanding the care being provided by nurses and the impacts on client 

health and health outcomes. Finally, this research focused on the standpoint of home care nurses; 
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several other perspectives could be explored to further learn about home care, including 

caregivers, clients, and nurse leaders. 

Conclusion 

Home care nursing is a critical component of health care systems in Canada, yet little is 

known about the work of home care nurses and the factors influencing their work. Home care 

nursing has become invisible and the complexity of the work of nurses unclear and 

underrepresented in health systems; the erosion of publicly funded home care services has 

created troubles. The particular managerial emphasis on accountability, efficiency, and 

measurement has reshaped how home care happens and is disorganized. Change is needed and 

can happen to improve home care. 

In this study, I used IE in one health authority in BC to learn about the social organization 

of home care nursing. Through the process of institutional ethnographic analysis, I identified 

discursive influences such as efficiency, safety, and accountability that are organizing nurses’ 

work. Systems created to count, standardize, simplify, and subvert complex nursing decisions 

and knowledge are used daily in home care practice. The itinerary is a tool and a process that 

introduces these systems and efficiency values, and paradoxically creates more work for nurses 

to pull and enter data that are not about client care but rather institutional needs. Relational and 

ethical work of nurses in coordinating and providing direct care to clients is increasingly 

squeezed out of the working day while documentation, duplication to communicate through 

multiple records and methods, including phone, fax, and computers, are increasing. There are 

opportunities to change the troubles described in detail in Chapters 4 and 5, through building 

better understanding of what is going on, making the invisible aspects of the itinerary and safety 

measures visible, talking about the work of actual home care and outcomes, researching 



199 

alternatives, and educating nurses about home care and home care nursing work. Changes to 

funding to ensure the home care system is adequately supported, national standards for home 

care service, and policies to ensure nursing education, support and training are in place are 

needed to make significant changes in home care nursing work. With the increasing calls for 

expanded home care in Canada, it is imperative to turn the gaze of policy and research attention 

to home care nursing. Nurses’ knowledge and their voices are needed to create impactful 

changes in home care. 
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Appendix B: Observation Consent Form 

 

Tackling the Home Care Challenge: A Multi-Site Mixed Methods  
Study of Publicly Funded Home Care Services in 3 Canadian Cities 

 

 

Observation Consent – Home Care Service Provider 

 

 
Funding for this research was provided by: 

Canadian Institutes  
for Health Research 

Principal Investigators from the University of Victoria: 
Dr. Kelli Stajduhar, RN, PhD 

Dr. Damien Contandriopoulos, PhD 
 

 
Background and Purpose of the Study 

We are looking at the relationship between best practices in home care and the Canadian 
experience. In particular, we are looking to observe and interview 15-30 home care service 
providers, such as yourself, in each of three provinces, B.C., Manitoba, and Québec. Through 
these observations and interviews, we will document and compare the home care experience 
taking into account “on the ground” concerns. At the same time, we will collect information on 
the best working home care models around the world. These two streams of research will be used 
to provide a recommendation document to help develop home care that promotes consistent and 
fair access to meet the needs of an ever-increasing number of home care clients in Canada. 

You have been invited to participate because of your current professional role (home care 
manager, home care nurse) in providing publicly funded home care within one of the three 
selected sites included in this study, you have been practicing for more than 6 months, and you 
work more than 10 shifts a month. Your participation is completely voluntary and you may 
withdraw at any time. 

What is involved? 

Upon agreement to participate, you will be asked to: 

• Fill out a short demographics questionnaire to allow us to collect such information as 
your education, experience, and cultural background (this will be collected via phone or 
using a University Zoom account); 
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• Allow a researcher to job shadow you in your home care office (they will not be 
observing you while traveling or while you are at clients homes) for 3-5 consecutive 
days. They will be taking detailed field notes on any care discussions, actions, and/or 
tasks that you perform as you carry out your work duties. They may ask simple questions 
to clarify a statement or instruction, for example, should you be following up on your last 
medication discussion, they might ask when and/or how that discussion occurred. 

• Receive instruction (~10 minutes) on how to inform a virtual client of your participation 
in this study as ask for permission that the researcher might observe the visit (this will be 
done via phone or University Zoom account); 

• Be contacted after the observation period is complete to participate in a 60-minute 
interview (this will be done remotely using phone or a University Zoom account) around 
your experiences regarding changes in home care service delivery, particularly the 
barriers and facilitators to this service. You will be re-consented at that time. 

The researcher will not criticize or judge your work, observations will not be shared with the 
health authority or the client. Taking part in this study will not affect your employment with the 
health authority in any way. 

Risks and Benefits: 

If at any time you find the observation intrusive, upsetting, or interfering with care, you may 
request the researcher to leave temporarily, or withdraw altogether, without consequence. If you 
identify gaps in care or knowledge, we invite you to share this with us as we may have resources 
available to assist in your practice. 

There may or may not be direct benefits to you from taking part in the study. However, findings 
and recommendations will be shared with government and health authorities to improve the 
planning and coordination around home care services. 

COVID-19 Risks and Specific Safety Measures: 

While there are no risks associated with the collection of demographics, there are inherent risks 
if you should choose to participate in the observation (job shadowing) portion of this study. To 
help mitigate risks of COVID-19 exposure all research staff will be following a detailed COVID-
19 Safety Plan along with any required COVID-19 protocols that are already in place within 
your home health office. In general, only one researcher will be paired with each home care 
office, this researcher will be wearing the appropriate and required PPE at all times, will carry 
disinfectant wipes on their person, will be maintaining proper distancing whenever possible, and 
has agreed to reduce their community engagement over the observation period. Should yourself, 
or the researcher, develop any symptoms of COVID-19 observations will be paused until such a 
time as the recommended isolation or testing is complete. The research coordinator will be in 
close communication with the leadership at your home care office to monitor the COVID-19 
situation throughout this study. If at any time the health authority should ask that the 
observations be halted or postponed you will be notified immediately. 
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Do I have to take part? 

You are free to participate or not. There are no consequences to not participating. Joining this 
study does not waive any of your legal rights to research-related harm. If you decide to 
participate and then change your mind later, you can withdraw without any consequences or 
explanation. If you choose to withdraw from the study, we will ask for your permission to use 
the data (observation notes, demographic form) already collected up to that point in our analysis 

Will I receive payment for taking part? 

You will not receive any monetary benefits for your participation. All time spent on this project 
will be during work hours and thus is compensated for by your health authority. 

Confidentiality and data storage 

You will be given a unique number; your name will not be included in any field notes or other 
study data documents. A key code document, which links your name to your data, will be kept 
by the study coordinator in a separate digital space to that of the study data. Your unique number 
will be used on all information collected during the course of this study, so that your identity 
[your name or any other information that could identify you] will be kept confidential. If you are 
taking part in other parts of this study (i.e. the subsequent interview), this number will link your 
data. Only the project staff will be able to see the raw information gathered (researcher observing 
your work, the project coordinator, Ami Bitschy, and the project leads - Kelli Stajduhar and 
Damien Contandriopoulos). Other members of the research team may review the notes, but only 
after all identifying information has been removed. None of the data collected will be shared 
with anyone in Island Health or any other health care agency. One year after the study is 
complete the key code (which links your identity to your participant data) will be deleted. 

Participant anonymity and confidentiality for COVID-19 exposure and contact tracing: 

To ensure proper contact tracing protocols and allow for a quick response to any suspected or 
tested COVID-19 cases among research staff and participating Island Health staff, the research 
team at the University of Victoria will maintain a contact tracing file which will contain your 
name and contact information as well as any dates and times you have been in contact with your 
paired research team member. This file will be stored separately from any data collected and 
will be kept on the UVic encrypted server that is only accessed by specific UVIC employees with 
password access. In the same way it is anticipated that you, as a research participant, will 
ensure that your research pair is contacted by yourself or someone else from your office should 
you believe yourself to be exposed or test positive for COVID-19. 

All files are stored in a locked office, on encrypted computers at the University of Victoria and 
only a few people on the research team have access. Any reports or presentations made from the 
findings of this study will not use your name or other details that could reveal your identity. 
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Future use of data 

Following CIHR-funding guidelines, researchers will retain digital de-identified data sets 
indefinitely. The retained electronic data from this study will be kept for future graduate students 
and/or further secondary analyses by Drs. Stajduhar or Contandriopoulos. Research ethics 
approval will be sought before any secondary analysis is done. Data will be stored securely at the 
University of Victoria and in compliance with the highest standard of data management 
practices. 

Disposal of study documents and recordings 

One year after the study is complete the key code (which links your identity to your participant 
data) will be deleted. We will scan all paper copies of field notes and save them electronically. 5 
years after the completion of the study we will shred all paper notes and delete any electronic 
files with identifying information. All de-identified electronic documents will be kept 
indefinitely on the secured and password protected servers at the University of Victoria. 

Sharing the Findings: 

We plan to share what we have learned from our study in many ways. We will write a final 
report that will be shared with all participants, give presentations and workshops in the 
community or over video-conferencing platforms (such as Zoom, Skype), and provide the 
provincial and federal governments with a recommendations document based on our findings. 
We will present our findings at national and international meetings and conferences. Our results 
may be published in academic journals and/or public newspapers, which may be available 
online. 

Who should I contact if I need more information or help? 

For more information about the research, please contact Ami Bitschy, project coordinator at 
[telephone number] or [email address]. You may also contact the University of Victoria principal 
investigators directly – Kelli Stajduhar, [telephone number] or [email address] or Damien 
Contandriopoulos, [telephone number] or [email address]. 

For questions or concerns about your rights as a research participant, please contact the Human 
Research Ethics Office at the University of Victoria at [telephone number] or [email address]. 
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CONSENT 
 

Your emailed consent indicates that: 

1. All sections of this Consent form have been explained to your satisfaction, 

2. You understand the requirements, risks, potential, and responsibilities of participating in 
this research project, 

3. You understand your responsibility to the research team to communicate with your 
researcher pair if you believe yourself to be exposed or test positive for COVID-19; 

4. You understand how your information will be accessed, collected and used, and 

5. Your questions have been answered by the researcher or project coordinator. 

 

Please retain a copy of this consent form for your records – an emailed confirmation of 
consent will be accepted by the researcher. 
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Appendix C: Interview Consent Form 

Tackling the Home Care Challenge: A Multi-Site Mixed Methods  
Study of Publicly Funded Home Care Services in 3 Canadian Cities 

 

 

Interview Consent – Leadership & Practitioner 

 
 

Funding for this research was provided by: 

Canadian Institutes  
for Health Research 

Principal Investigators from the University of Victoria: 

Dr. Kelli Stajduhar, RN, PhD 

Dr. Damien Contandriopoulos, PhD 

 

 

Background and purpose 

We are looking at the relationship between best practices in home care and the Canadian 
experience. In particular, we are looking to interview service providers, and key informants with 
knowledge and expertise around the current state of home care in each of three provinces, B.C., 
Manitoba, and Québec. Through these interviews, we will document and compare the home care 
experience taking into account “on the ground” and other administrative and funding concerns. 
At the same time, we will collect information on the best working home care models around the 
world. These two streams of research will be used to provide a recommendation document to 
help develop home care that promotes consistent and fair access to meet the needs of an ever-
increasing number of aging and chronically ill home care clients in Canada. 

You have been invited to participate because: 
1. Your current professional role is to provide and/or direct publicly funded home care 

within one of the three selected sites included in our study and you have previously 
participated in this study through observations in your workplace and/or site visits; or 

2. You have been identified by your colleagues as: 
a. Someone who provides and/or directs publicly funded home care within one of the 

three selected research sites; and 
b. Someone who has integral insight that should be captured and included in our study. 

Your participation is completely voluntary and you may withdraw at any time. 
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What is involved? 

Upon agreement to participate, you will be asked to: 

• Fill out a short demographics questionnaire to allow us to collect such information as 
your education, experience, and cultural background (this will be collected via phone or 
using a University Zoom account); 

• Participate in a 60-minute interview around your experiences regarding changes in home 
care service delivery, insights into where the barriers are in home care, and what 
facilitates the delivery of home care services – especially to those who are aging and/or 
chronically ill. The interview will be held on a day/time that works for you. This will be 
audio recorded. Some types of questions we might ask include, “what is your position, 
what are you responsible for in home care?”, “what are some system impacts you see as a 
result of people ‘aging in place’?” (this will be done via phone or using a University 
Zoom account); 

• Remain in contact for a short time after the interview, should we require any clarification 
around the information that you provided. 

Risks and benefits 

There are no anticipated risks related to your participation in this study. Some people may find 
themselves embarrassed, uncomfortable, or anxious when sharing their experiences. However, 
people who have participated in our past studies have often found it helpful to share and relate 
their point of view. You do not have to answer any question and there are no right or wrong 
answers; we are seeking your opinion and insights. If at any time you find the interview 
intrusive, or upsetting you can request a short break or end the interview altogether without 
consequence. There may or may not be direct benefits to you from taking part in the study. We 
expect to share findings with government and health authorities to impact planning and 
coordination around home care. 

Do I have to take part? 

You are free to participate or not. There are no consequences to not participating. Joining this 
study does not waive any of your legal rights to research-related harm. If you decide to 
participate and then change your mind later, you can withdraw without any consequences or 
explanation. If you choose to withdraw, we will ask for your permission to use the answers you 
have already provided up until that point in our analysis. 

Will I receive payment for taking part? 

You will not receive any monetary benefits from participating in this observation. 

Confidentiality and data storage 

You will be given a unique number; your name will not be included in any field notes or other 
study data documents. A key code document, which links your name to your data, will be kept 
by the study coordinator in a separate digital space to that of the study data. Your unique number 
will be used on all information collected during the course of this study, so that your identity 
[your name or any other information that could identify you] will be kept confidential. If you are 
taking part in other parts of this study (i.e. the subsequent interview), this number will link your 



230 

data. Only the project staff will be able to see the raw information gathered (researcher observing 
your work, the project coordinator, Ami Bitschy, and the project leads - Kelli Stajduhar and 
Damien Contandriopoulos). Other members of the research team may review the notes, but only 
after all identifying information has been removed. 

All files are stored in a locked office, on encrypted computers at the University of Victoria and 
only a few people on the research team have access. Any reports or presentations made from the 
findings of this study will not use your name or other details that could reveal your identity. 

Future use of data 

Following CIHR-funding guidelines, researchers will retain digital de-identified data sets 
indefinitely. The retained electronic data from this study will be kept by future graduate students 
and/or for further secondary analyses by Drs. Stajduhar or Contandriopoulos. Research ethics 
approval will be sought before any secondary analysis is done. Data will be stored securely at the 
University of Victoria and in compliance with the highest standard of data management 
practices. 

Disposal of study documents and recordings 

One year after the study is complete the key code (which links your identity to your participant 
data) will be deleted. All audio recordings will be transcribed and the original audio recordings 
will be deleted once data collection is complete. 5 years after the completion of the study we will 
shred all paper notes and delete any electronic files with identifying information. All de-
identified electronic documents will be kept indefinitely on the secured and password protected 
servers at the University of Victoria. 

Sharing the findings 

We plan to share what we have learned from our study in many ways. We will write a final 
report that will be shared with all participants, give presentations and workshops in the 
community or over video-conferencing platforms (such as Zoom, Skype), and provide the 
provincial and federal governments with a recommendations document based on our findings. 
We will present our findings at national and international meetings and conferences. Our results 
may be published in academic journals and/or public newspapers, which may be available 
online. 

Who should I contact if I need more information or help? 

For more information about the research, please contact Ami Bitschy, project coordinator at 
[telephone number] or [email address]. You are also welcome to contact the University of 
Victoria principal investigators directly – Dr. Kelli Stajduhar: [telephone number]; [email 
address] and/or Dr. Damien Contandriopoulos: [telephone number]; [email address]. 

For questions or concerns about your rights as a research participant, please contact the Human 
Research Ethics Office at the University of Victoria at [telephone number] or [email address]. 
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CONSENT 
 
Your emailed consent indicates that: 

1. All sections of this Consent form have been explained to your satisfaction, 

2. You understand the requirements, risks, potential and responsibilities of participating in 
this research project, 

3. You understand how your information will be accessed, collected and used, and 

4. Your questions have been answered by the researchers. 

Please retain a copy of this consent form for your records – an emailed confirmation of 
consent will be accepted by the researcher. 
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Appendix D: Study Infographic and Recruitment Information Posters 
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Appendix E: Level 1 Participant Interview Guide 

Tackling the Home Care Challenge: A Multi-Site Mixed Methods  
Study of Publicly Funded Home Care Services in 3 Canadian Cities 

 

Interview Guide – Home Care Service Provider 

 
  

 

Funding for this research was provided by: 

Canadian Institutes  
for Health Research 

Principal Investigators from the University of Victoria: 

Kelli Stajduhar, RN, PhD 

Damien Contandriopoulos, PhD 

 

 

Preamble 

The overall goal of our project is to better understand the current and historical influences on 
home care services, especially as they relate to aging people with or without chronic life-limiting 
illness. We have invited you to be interviewed because of your position and expertise in the 
management and/or provision of home care services. We remind you that your participation must 
be free and voluntary. You are welcome to skip any questions you do not wish to answer, and we 
remind you that we will be recording this interview. Upon transcription your name will be 
replaced with a unique identification number. Our final report will not include any identifying 
information and although we might use quotes, any data we present will be de-identified and 
reported in aggregate, or combined, form. 

• Was there anything you wanted to go over in the consent form, do you have any 
questions? 

• Would you mind taking a few minutes to go through the Demographics form with me 
before we start the interview? 

Okay now that the demographics are out of the way, we can begin the interview. Once I hit the 
record button the first thing I will ask is that you provide me with verbal consent. Ready? 

[Hit record and ask for verbal consent on the audio recording – then begin] 
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Questions 

1. To begin, can you tell me a little bit about your position and how it relates to the 
services and care provided in the home (home care)? 

 Prompts 
 a. Can you describe your role? 

a) In relation to clients/families 
b) In relation to Home care Nurses/ Case Managers – staff at the home care 

office 
b. If you were to write a job description – list the 4 or 5 main items you would 

include (work wise) 
c. What are the services offered by your position, written/unwritten? 

2. Walk us through a day at work, try to describe your thoughts and actions in as much 
detail as possible.  

 Prompts 
 a. You arrive at the office, what is the first thing you do, is there anything you do 

before you arrive at the office for your work? 
b. Imagine you are just about to sit down and begin this task (process, item, etc…) 

how do you begin? 
c. What steps did you take, what was your thinking/planning (things we might not 

see) along the way? 
d. What decisions or actions might you complete, how did you know to do this, 

how was this documented? 
e. What documents/texts/procedures influenced this work? 
f. Was anybody else involved in the work you are describing? 

a) Who was involved and why? 
b) How was this work communicated with others?  

3. We would like to unpack your work with the home care team as it relates to 
this particular [encounter/task/item] that you mentioned. Think back on this 
[encounter/task/action]. Walk me through the steps/actions that were taken, describe 
your work. 

 Prompts 
 a. What type of encounter was this (meeting, visit, phone call)? 

a) How/why was this encounter initiated in the first place (what is the reason 
behind the call/visit/meeting, were there any particular client and/or family 
circumstances that precipitated this) 

b. Who was involved in assigning this work to you? 
a) How do you know that you need to meet with this client on this day, at this 

time? 
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b) What procedures, processes or documents (paper, electronic) were 
accessed or required to get this in place? 

c. Think about how you prepare for the encounter… 
a) How do you plan (do you have a mental/physical list of steps you use when 

doing this particular encounter with a client – have you altered this in some 
way to fit the situation and if so why – based on what)? 

b) What is in place to help you prepare for this work (forms, documents, 
guidance, advice) 

c) If you are planning a home visit – are there any extra steps or processes 
that must be considered / done (i.e. do you do anything to prepare directly 
before you enter the home and immediately….). 

d. Describe the encounter … 
a) You are with the client – let’s paint the room. 

i. Who’s with you? 
ii. Why is each person there? 

iii. What are you doing (physically, mentally) as you meet and work with 
this client? Do you have anything with you to help you work – in your 
hands, pockets (tools, forms, documents, binders, experience – 
knowledge)? 

b) Walk me/us through the encounter… be sure to note what you were doing, 
how you were doing it, and why you were doing it that way. 

i. As you walk through this work – try to mention any items 
(forms/texts-policy-guides/tools/knowledge) that you are using in your 
work, are you using anything physically in your hands or mentally. 

ii. What actions did you take? 
1. What documentation, forms, resources were you using, 

completing or needing to fill out/submit because of this work? 
2. Where do these forms go next – who are they shared with? 

c) Were there any particular client and/or family circumstances that you 
encountered during your visit that influenced how you went about your 
work? 

i. If so, please describe these circumstances? 
1. What were the factors that influenced/ guided/directed your 

action(s) ? 
2. What forms, documents, policies, procedures were followed to 

guide this work? 
e. You have just finished with this meeting/call/visit… now what do you do? 

a) What is the first thing you do and why? 
b) Are there any follow up actions required? 

i. Where is this work done (office, car, head)? 
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ii. What documentation, forms, resources will you need, are there any 
forms/documents that now require completion/submission as a result 
of the work done with the client? 
1. Where do the forms go once completed/submitted? 

iii. Are any other staff clients involved in this follow up work?  
4. You had mentioned [larger system issue] when describing our work. Can you 

elaborate a bit more on this…  
 a. Can you think of any historical or local reasons why this might be the case? 

b. Where do you think accountability might lie for this piece? 
 

Permission for observations 

Possible themes to be covered in questions: 

Priority and demand – describe the referral process 
Assessment and intervention  
Home support, security, and autonomy 
Professional mandates 
Effectiveness / Efficiency / Productivity 
Ethical elements 
Quality improvement processes 
Health records: priorities, waiting lists, ownership, and closure. 

 
Thank you for taking time to meet with us. It is possible that I might reach out for a bit more 
clarification around something we discussed here today? Are you okay for me to send an email 
or give you a call? Is there anything else you would like to add? If you think of anything later 
please don’t hesitate to connect with me via email or phone – my information [the project 
coordinators] is provided on the consent form. 
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Appendix F: Level 2 Participant Interview Guide 

Level 2 Questions 

Guiding Questions: 

Please tell me about your work – the role you have and what you do in Community Health 
Services. Clarify and prompt further responses on their work. 

 

Itinerary Sheets – threads 

• What is the purpose of these? 
• Where did these come from? How were they created/come to be? 
• What is recorded what isn’t? 
• What happens to these after they are filed in the binder? 
• Prompts re: safety – scheduling visits – how are they “supposed” to be used 

 

• What is your work with scheduling client care? 
• Staffing –what influences your decisions around allocation of nurses in staffing? 
• How is staffing determined – float/casual assignments (workload) 
• How are caseloads determined for nurses? 
• Time allocation to types of clients/needs – are their guidelines around this for nurses? 

Typical times and how are these shared? 
• How has PowerChart, the move to electronic documentation, impacted scheduling for 

nurses? 
 

Possible follow-ups 

What led to the name change Home and Community Care to Community Health Services? 

Why/Influences/Implications 

 

What clinical supports are there for nurses working with clients who are living with chronic 
illness (vs. supports for palliative) 

 

How is it determined what clients receive home visits/services at home from nursing versus what 
clients will be asked to come into the clinic to receive nursing services? What happens if people 
aren’t able to come into the clinic who are deemed clinic clients? 
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Appendix G: Tackling the Home Care Challenge Observation Guide 
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