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           ABSTRACT

Health care and nursing sometimes seem at odds when determining what is best for 

patient care. This study examined registered nurse (RN) perceptions of the inability to 

apply expert specialized knowledge of falls prevention for older adults while maintaining 

professional nursing standards of care and safety and complying with health care and 

facility policies, procedures, and bureaucratic directives. Following methods of 

Institutional Ethnography (IE), the study considered how institutions influenced and 

organized RNs’ work and social organization. The social life and organization of RNs 

arises in what they do and translate into their specialized knowledge. Within their 

particular settings and times focus remains on what is happening while coordinating 

social activities. The IE lens clearly illustrated the social practices that organized RNs’ 

everyday experiences, explicated the textual influence of priorities, transference of 

knowledge, organizational culture, and the environment. The study facilitated the 

recognition of how present day health care culture and practices influenced RNs’ work 

and shaped their practice reality. Participant answers to the central question and research 

questions identified similar recurring thematic and sub-thematic topics. The central theme 

was: My patients come first. The four subsequent research question themes were (a) 

personal expectations versus expectations of others, (b), it is all about the money, (c) lack 

of textual nursing knowledge, and (d) everyday anxiety, no support, and no respect. The 

subthemes at times indicated variations dependent on whether answered by a bedside, 

management or administrative RN. Those variations became the bifurcations or 

disjunctures unveiled by using IE. 
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Chapter One  

Introduction 

 

Chapter one includes information related to the background of the problem of 

older adult falls in acute care. Issues that relate to patient, family, society, and facilities 

are presented in support of the problem, purpose, and significance of the study. This 

chapter introduces a qualitative study of perceptions and standpoints of three groups of 

nurse expert participants. Bedside RNs, nurse managers, and administrative RNs 

provided insight into what RNs know and what RNs actually do. 

Background of the Problem 

As the patient population ages, nurse shortages and inefficient work environments 

necessitate the leadership through practice and research (Jennings, 2008). Nurses report 

hospital inpatients are sicker than in past decades, and their care is more complicated 

(Fiala & Jouriles, 2013; Jennings, 2008). The 2000 report titled To Err is Human 

transformed the issue of adverse health care events into a national priority (Kohn, 

Corrigan, & Donaldson, 1999). An age-specific culture of safety requires 

interdisciplinary communication, application of research-based interventions, and 

environmental improvements (Kohn et al.). Professional RNs in all roles and settings 

should recognize the American Nurses Association (ANA) ethical scope of practice and 

exercise their autonomy to the fullest extent (ANA, 2010). A few examples of non-

proprietary professional nursing-related textual materials used in the research included, 

but were not limited to: (a) the ANA (2010) Model of Professional Nursing Practice 

Regulation, (b) the ANA (2001) Code of Ethics for Nurses, and (c) the Florida State 

Nurse Practice Act (2011).  
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The Office of the Inspector General (OIG, 2012) declared a quarter of Medicare 

beneficiaries admitted to a hospital in 2012 became victims of medical error indicating 

the problem of older adult falls continued 12 years after To Err is Human. Approximately 

5,000 of those older adult victims suffered an adverse event, and 180,000 die each year 

from medical errors that include falls (Andel, Davidow, Hollander, & Moreno, 2012).  

Older adult falls in acute care continue to occur despite falls prevention protocols, 

programs, competencies, and regulations issued by and through facilities and government 

agencies (Centers for Disease Control [CDC], 2010, 2011, 2012; Hempel et al., 2012; 

National Conference of State Legislatures [NCSL], 2013, 2014; National Center for 

Injury Prevention and Control [NCIPC], 2007; The Joint Commission [TJC], 2010). The 

scope of the problem in this study included epidemiology, statistics, costs, concerns, and 

guidelines from select federal, state, and local sources. Three particular aspects of the 

problem that related to the research questions included patient injuries, family and 

caregiver issues, facility, and societal interests as indicated below.  

Patient Injuries  

Serious injury outcomes resulting from falls adversely affect patients, families, 

facilities, and society (Gray-Micelli & Quigley, 2012). Patients older than 65 are the 

largest health care consumers in the United States and often are not capable of self-

advocating. The frail and vulnerable older adult population requires precise and 

comprehensive evaluations of health care that include physical, social, and ethical aspects 

of care in order to ensure safety (Wegner, 2013).  

The NCSL (2013) reported falls caused more than 95% of hip fractures. Long-

term and devastating physical injuries such as traumatic brain injuries and hip fractures 
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are two examples of significant injuries in terms of consequences and costs of older adult 

falls. The average cost of hospitalization from a fall is $17,500. In 2010, the direct 

medical costs for falls were $30 billion (NCSL, 2013). By 2020 the annual direct and 

indirect cost of fall injuries is expected to reach $54.9 billion (National Council on Aging 

[NCOA], 2013). Equal in importance to the financial cost of care and recovery are the 

costs of losses in terms of independence, autonomy, function, and confidence for the 

older adult (CDC, 2010, 2011, 2012). The harsh realities of falling devastate individuals 

who may be functioning marginally. Life changes in an instant, and an abrupt cascade of 

events instigated by a fall may forever rob them of their freedom of choice, 

independence, and ultimately, their existence (Gray-Micelli & Quigley, 2012). Healthy 

independent older adults drive vehicles, provide care for themselves and spouses or 

significant others, and make self-governing life decisions. Suffering an acute illness or 

experiencing exacerbation of a chronic condition may require hospitalization. If an older 

adult experiences a fall while hospitalized the resulting loss of independence, mobility, 

and long-term care can be devastating to the patient, dependent spouse, family members 

and caregivers E. Czelusta, (personal communication), August, 2012.  

Injuries sustained from falls range from moderate, such as bruises and lacerations 

to bone fractures, spinal injuries, and traumatic brain injuries (TBI). Falls are the most 

common cause of TBI (CDC, 2012). Hip fractures alone are almost never listed as a 

cause of death; however, 25% of individuals die within a year, and another 25% never 

return home. Older adult females have a greater risk of hip fracture than a risk of 

contracting breast cancer, and the survival rate is better for breast cancer (Proverbs-Singh 

et al., 2007). Additional adverse patient effects of injury from falls include: (a) nursing 
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home placement, (b) fear of falling again, (c) loss of function and independence, (d) 

decreased quality of life, and (e) increased mortality (Bentler, et al, (2009). 

Family and Caregiver Issues 

Families and individual caregivers for older adults who require supervision suffer 

from financial obligations of: (a) care and recovery, (b) work-life challenges, (c) 

emotional stress, and (d) declining health (The National Alliance for Caregiving [NAC], 

(2012). Almost 66 million caregivers (defined as unpaid) in the US provide care for 

relatives who are most often parents (The American Association of Retired Persons 

[AARP], 2009). Ten million Americans caring for aging parents in 2011 spent $3 trillion 

from wages, private pensions, and government benefits such as Social Security to provide 

necessary assistance for their loved ones (Nance-Nash, 2011). An AARP (2012) survey 

found one in five caregivers was a spouse and were particularly vulnerable because of 

age, lower educational levels, and lower income than non-spousal caregivers. Spousal 

caregivers receive less support from family, friends, or home care aides than non-spousal 

caregivers (Reinhard, Levine, and Samis, 2012). Because of the lack of support spousal 

caregivers become the primary care coordinators for reasons that are unknown and need 

exploration (Reinhard et al., 2012). Non-spousal and spousal caregivers face similar 

stressors and challenges with care, support, education, financial issues, and depression. 

New models of care for the older adult should assist caregivers who assume the complex 

responsibilities of caring and who need care themselves (Reinhard et al.). 

Facility interests  

Most institutions endorse patient safety as the primary concern for care delivery 

(Graham, 2012). Initiating health care safety reform that incorporates person-centered 
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care has the potential to save more than $300 billion in ten years and more than $1 trillion 

spanning 20 years (Bird, 2013). Many organizational influences were designed to control 

behavior, coordinate activities, and ensure accountability by influencing and leveraging 

the social organization of nursing (Cooren, 2004; Ross-Walker, Rogers-Clark, & Pearce, 

2012). This research specifically addressed textual organizational processes that 

contained ideological, political, and social modes of operation. (De Vault & McCoy, 

2011; Ross-Walker et al.). Communication that makes up day-to-day organizational life 

provides a wealth of understanding about how processes and outcomes may be improved. 

Barbour (2010) examines some of the influences managed care has on health care 

communication such as change efforts within health care organizations, and efforts to 

reduce medical errors. Complex processes, rules, staffing, facility priorities, and 

regulations shifted the focus from person-centered care to paperwork; Issues that affected 

direct patient care time frustrated RNs, shortchanged patients and increased patient risk 

(American Hospital Association [AHA], 2008).  

Hospitals and care providers are challenged to set higher standards for quality. 

When a patient falls, the facility experiences a financial predicament. Hospital charges 

are much higher for patients who fall, and length of stay may be increased by more than a 

week (Graham, 2012; NCSL, 2013, 2014). The National Council on Aging (NCOA) 

partnered to design a policy toolkit as a resource of potential opportunities and examples 

of advocacy for advancing fall prevention for older adults (Beattie, & Schneider, 2012).  

A sustainable falls prevention and safety model for senior patients promoted two 

objectives. The first was decreased falls including falls-related injuries and deaths and the 

second was increased life expectancy, enhanced independence, and maintenance of 
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patient quality of life. There were five targets the model used that benefit health care 

organizations and specifically relate to the Beattie and Schneider (2012) study: 

 A policy established and enforced institutional practices using leadership 

collaboration that promoted older adult falls prevention and created and fostered 

an environment conducive to safety 

 A systems change procedure established procedures and protocols to prevent falls, 

educated patients and caregivers, and fostered healthy behaviors 

 The physical environment was enhanced socially and physically to promote 

healthy choices 

 Communication between organizational levels of management and care was 

improved to raise awareness and strengthen cultural and social norms between 

stakeholders 

 Ongoing improvement of the falls prevention protocol through continued 

education, awareness of scientific evidence embraced by all stakeholders, and 

promotion of successful results 

Acute care facilities assume their roles in falls prevention for older adults by 

evaluation and management of falls. Upon admission a risk assessment that includes (a) 

medication, (b) gait, (c) acute and chronic medical condition(s), (d) neurological 

impairments, and (e) cognitive ability provide a basis for the nurse to initiate a plan of 

care. In addition continuation of the individualized assessment is maintained by a trans-

disciplinary team throughout hospitalization. Effective interventions such as staff 

education, osteoporosis treatment, and the non-medication management of confusion can 

reduce the number of older adult falls (Van Voast Moncada, 2011).  
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Societal interests 

 The frequency of falls increases with age and level of frailties indicated by reports 

that one out of three adults older than 65 suffer a fall and sustain severe injury or death 

each year (CDC, 2010, 2011, 2012; NCSL, 2013, 2014). Fractures of long bones, hip 

fractures, spinal cord injury and traumatic brain injuries increased the risk for death in the 

geriatric population (CDC, 2012). Falls in hospitals are a leading cause of death in older 

adult patients (CDC, 2010). Older adult falls are the sixth leading cause of sentinel events 

TJC (2012), and only 50% of older adults who suffer a serious fall live for a year after the 

fall (WHO, 2007). The state of aging and health in America CDC (2013) addressed 

societal interests in older adult issues from the standpoint of accounting for 66% of the 

country’s health care budget. The report indicated the key to improving older adult health 

and safety lies in collaborative efforts between involved stakeholders at national, state, 

local, and institutional levels (CDC). Society may consider an interest in older adult falls 

by virtue of the 89 million adults older than 65 anticipated by 2050 (CDC). That number 

is more than double the 2010 older adult population (CDC 2010) and sharply focuses the 

impending need for care, caregivers, long-term care services and care support for the 

aging population (CDC, 2013). 

Statement of the Problem 

The problematic examined in this study was the acute care nurse’s inability to apply 

expert specialized knowledge of falls prevention for older adults while maintaining 

professional nursing standards of care and complying with health care and facility 

policies, procedures, and bureaucratic directives. Conceptual perceptions of power in 

everyday nursing life consist of all forms of governance or ruling relations that organize 
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knowledge associated with discursive and managerial practices (Walby, 2007). In this 

study, the focus was to listen for and ask about the institutional texts with which RNs 

worked and were familiar that linked falls prevention for older adults within a particular 

acute care facility. 

Purpose of the Study 

The purpose of this emic institutional ethnographic study was to research nurse 

perceptions of (a) the influence of rules and regulations, (b) health care priorities, (c) 

institutional and nursing culture, (d) environment, (e) equipment, and (f) 

multidisciplinary communication on falls prevention in acute care. The emic perspective 

is fully discussed in Chapter three. It represented the attempt to determine cultural 

meanings of each participant’s day-to-day work. Residing in the culture for many years 

as a bedside nurse assisted in fully capturing and appreciating the complete meanings of 

the cultural scope. Inescapable subjectivity through past experiences and perspectives 

negated a totally (emphasis intended) emic perspective. The interviews assisted in 

capturing hidden meanings and concepts that might be overlooked when using an etic 

approach (Merriam, 2009). Exploration of the perceptions of RNs concerning falls 

prevention in everyday practice may offer the possibility of discovering new knowledge 

and insights while building on prior falls research. The inquiry into determining expert 

nurse perceptions of health care knowledge may contribute to discovery of how the 

problem of older adult falls in acute care can be remedied (Hamilton & Campbell, 2011). 

This study did not focus narrowly on individuals; instead, it explored the links between 

their relationships with other individuals. Although deeply entrenched in the culture of 

nursing, there was no attempt to explain emic-level phenomenon via etic-level 
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preconceived theoretical categories dependent on knowledge and setting. As the 

interviews continued, determination was made of the areas remaining for exploration and 

what additional questions were necessary to ask. The nurse participants were viewed as 

experts on the sites of their experiences and work conditions (Walby, 2007). 

Significance of the Study 

 Two-fold significance of this research demonstrates a study built on the previous 

work of falls prevention for older adults. The method of inquiry involves consideration of 

the perceptions of RNs. The issue of falls prevention considered an historical focus on (a) 

expert nurse perceptions of work, (b) knowledge translation, (c) organizational culture, 

(d) influences of health care expectations, (e) conflicts, and (f) barriers in RNs’ everyday 

work. Research adherence to Smith’s method of discourse did not place the focus on any 

particular intervention (Smith, 2006). 

Nearly 84% of hospital inpatient incidents are reported as falls-related, and 

approximately 10% of patients older than 65 suffer a fatal fall in hospitals (Pearson & 

Coburn, 2011). Creating an effective falls prevention safety culture framed by TJC 

encourages hospitals to assess communication issues, environmental modifications, 

intrinsic, and extrinsic fall risk factors (Pearson & Coburn). Hospital acute care falls total 

the largest single group of reported patient falls according to the National Association of 

Orthopedic Nurses (NAON, 2012). Thirty-eight percent of those falls result in injury, and 

eight percent incur serious problems such as fractures, traumatic brain injury, and death 

(CDC, 2010, 2011, 2012). Older adults who fall may experience loss of independence 

and reduced mobility because they fear another fall. Falls with serious injury prolong 

hospital stays and lead to substantial expenses in terms of resources (NAON, 2012). 
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Nurses and their practice were at the center of this study. The results of nurse 

expert interviews were used to present an understanding and analysis of the textually-

mediated organizational issues that related to older adult falls. According to Conway, 

Stewart, and Campbell (2012), frontline RNs should be part of the teams that investigate 

and contribute to decreasing the incidence of adverse events. Analysis of answers to the 

research questions in this study revealed nurse participants’ current knowledge of 

proactive approaches to falls prevention and involvement in safety-related organizational 

decision-making.  

Significance of the Study to the Field of Leadership 

Investigating and building on prior falls prevention research assists nursing 

leadership to identify and participate in changes in policies that lead to improvement in 

care delivery. Health care leaders are expected to produce innovative and effective 

strategies to integrate evidence into practice (IOM, 2011). Participating in dialog and 

reflection as the expert subjects of nursing knowledge placed the study participants in a 

position of transformational leadership (Malinsky, DuBois, & Jacquest, 2010; Smith, 

1987, 2005).  

 Speaking up for patient safety, and unhealthy work environments is a desirable  

 quality in nurse leaders because it displays a willingness to go the extra mile and sets a  

positive example for others (Wong, Laschinger, and Cummings, 2010). Results found  

speaking up behaviors may be essential for patient safety promotion in identifying the 

quality of care improvements and may optimize patient outcomes. Developing a trusting  

relationship with management begins with reviewing such characteristics of the work 

 environment as staffing, assessing patient outcomes with adverse events, patient 
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 mortality, trust in management, and perceptions of RNs’ care quality (Wong et al.). 

Expertise is critical as a leadership-in-practice role for RNs (Needleman & 

Hassmiller, 2009). However, expertise does not often translate into either creation of, or 

participation in, development of facility nursing policies because the value of nursing 

continues to be assessed as a cost center rather than being considered a critical service 

that improves patient care delivery (Needleman & Hassmiller). Whereas some 

organizational cultures may value metrics as primary indicators of healthy operating 

systems, nursing uses metrics primarily as providing patterns of processes and 

relationships within the system (Clarke, Cody, & Cowling, 2014). Examples of nursing 

influence or input regarding health care policy include (a) development and 

implementation of teaching plans, staffing and acuity systems, (b) purchase of resources, 

and (c) human resource policies (Dickson & Flynn, 2008). 

This research contributed to the field of leadership by emphasizing the 

importance of the unique position RNs hold with regard to trust, clinical judgment, 

communication, and understanding of patients and their health care needs. Clarke, 

Swider, and Bigley (2013) discussed the passing of the Affordable Care Act and 

stated “Nursing is at the cusp of becoming very influential in the health care 

system—if we capitalize on our current opportunities, particularly for vulnerable 

and underserved communities” (p. 140). A significant asset to nurse leadership is 

the translation of nursing knowledge and experience. The next section discusses 

knowledge translation as it pertained to the issue of evidence-based practice versus 

RNs’ lived realities of practice. 
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Knowledge Translation 

Translating evidence-based research into practice varies according to the target 

audience, and the focus of systematic reviews is generally placed on the validity of 

evidence rather than applicability (Straus, Tetroe, & Graham, 2009). Nursing knowledge 

is “institutionally altered, undermined and overlooked” according to Hamilton and 

Campbell (2011, p. 281). The goals and priorities of health care facilities and RNs aim 

for excellence in care and safety of patients; however, the different forms of knowledge 

between the two entities may compromise care (Hamilton & Campbell, 2011).  

Frequently, adequate information concerning interventions or risk of adverse 

events is missing in research studies because nursing standards of care, RNs and 

administrators, physicians, patients, and the public differ vastly on interpretations of 

research outcomes (Straus et al., 2009). Investigating expert nurse perceptions of their 

work experience opened a dialog with the individual. The nurse experts’ knowledge and 

experience optimally situated them to provide individual and collective perceptions of (a) 

professional and organizational policy-making input, (b) patient care processes, and (c) 

decision-making (or lack thereof) concerning older adult falls safety within their every 

day or every night practices.  

The attempt to define evidence-based falls prevention was a bit like the (Glasziou, 

2005) story of the blind men feeling the leg, tail, and trunk of the elephant and each 

describing it differently. Facility administrators and RNs interviewed in this research 

described it differently as well. Nurse participants in the study were given the opportunity 

to provide their perceptions of the missing bits of the “elephant” and other potential 
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figurative “creatures in the evidence jungle” of older adult falls prevention (Glasziou, 

2005, para.1) 

Nature of the Study 

The word “institutional”, as it relates to institutional ethnography (IE), does not 

refer to a particular building or facility. Smith (1997) gives the following definition: “the 

terms Institutional and institution identify a complex of relations forming part of the 

ruling relations; “The word institution defines the intersection and coordination of more 

than one relational mode of ruling” (p. 160). This study revealed the experience of 

individuals whose daily work was directly affected by health care influences to disclose 

particular circumstances and indicate the next steps in an ongoing inquiry (Grahame, 

1998). Using the IE design demanded special attention to all of the participants and all of 

the activities of the social setting while understanding that in IE “all of the activities of 

any social setting are linked together” (DeVault, 2013). This research demonstrated the 

process by focusing on coordination and performance of health care priorities in acute 

care as they related to falls prevention by those who did the work (RNs). A deliberate 

attempt was made to facilitate the understanding of (a) how priorities coordinate RNs 

work, (b) what RNs did as a direct result of priorities or texts, (c) how RNs knew what to 

do based on priorities and texts, (d) where the priority or text originated, and (e) what 

outcomes resulted from following the priority or text (Campbell, 2010; Smith, 2001).  

This IE considered perceptions of the nurse and the research revealed the 

localized world and everyday practice of nursing as shaped by daily practice influences. 

The analysis of the connection between what RNs did in their everyday work, and how 

external issues affected that work assisted in defining the trans-local process (Grahame, 



 

     

 

14 

 

1998). The external issues indicated the analytic aim of IE, and they contained a factual 

and traceable connection between nursing’s immediate environment and what happened 

elsewhere, thus the term trans-local (Bisaillon, 2012). The participants provided 

examples of the ways nursing experts, educators, researchers, and administrators used 

their individual knowledge, experience, and skills to change and advocate excellence in 

patient care and safety (Leavitt, 2009). The study maintained focus on ways the nurse and 

facility interfaced in everyday encounters with older adult patients and on the ways in 

which that interface and health care influence affected falls prevention. Furthermore, the 

study results clarified larger issues as perceived by the participants (DeVault, 2013).  

Discourse and interviews provided  information about how and why things 

worked the way they did. The acquired data added new knowledge about falls prevention 

thus complementing what was already known in determination of RNs’ experience and 

reflexive thinking. (Smith, 2006). The questions included for individual expert RNs 

concerned their practice, their knowledge of intra-organizational perspectives, and their 

understanding of stakeholder relationships.  

The examination of the social organization of RNs included handwritten, 

electronic, and spoken communications with patients, families, and other health care 

providers (Devault, 2013). Outcomes pointed to person-centered interventions in nursing 

practice that allowed positive change(s) to occur (DeVault, Luken, & Rankin, 2013). 

Available research about older adult falls prevention placed the focus on multifactorial 

risk factors such as (a) individual medical condition, (b) cognitive status, (c) medication 

use, and (d) environment (American Geriatrics Society, 2008). Many quantitative and 

qualitative methods existed that investigated the problem of older adult falls. The nature 
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of this study represented the most appropriate qualitative method of inquiry. The study of 

older adult falls in acute care facilities was unique to Institutional Ethnography because 

the concept of social relationships and social relations in nursing were significantly 

placed centrally on the data analysis. Data obtained from participants who did the actual 

work of nursing was a primary motivation for the choice of inquiry. 

Research Method 

Denzin and Lincoln (2005) generically define qualitative research as observation 

or interview that situates an observer in the culture or world under investigation. 

Interpretations of that world make issues and problems visible. Field notes, interviews, 

conversations, and texts become part of data that provides enlightenment for the subject. 

The qualitative method for this study is concerned with composing an institutional 

ethnography design from a postpositive interpretive approach to the social problem of 

older adult falls in acute care. Key standpoints, texts, and ruling relations connected to 

the problematic are investigated through discourse. Qualitative inquiry requires securing 

an in-depth understanding of the problem investigated by adding rigor and depth to the 

inquiry. Qualitative cultural studies such as this IE use textual inquiry to bring 

standpoints from feminism and postmodernism into view. Tensions and contradictions 

may appear between qualitative researchers because of its multiparadigmatic focus. 

Denzin and Lincoln (2005) indicated broad, interpretive, postmodern, and feminist 

tensions may coexist with more narrowly defined positivist, humanistic, and naturalistic 

experiences and analysis within a single qualitative inquiry.  
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Research Design 

Unlike qualitative methods such as case study research and phenomenology, the 

qualitative method and IE design are inseparable (Smith, 1987). Slade (2010) reported IE 

design as an empirical approach that does not generalize or compare local phenomena. 

The initial point of IE does examine local phenomena;  however, the end goal of the 

design exposes how power relations shape that local experience (Slade, 2010).   

Rather than maintaining a focus on nurse’s interpretations of text, as in 

hermeneutic tradition, IE investigates how a text organizes and co-ordinates RNs’ work 

and practices across locations (DeVault, 2008a; Smith, 2005). The IE design shifts the 

research focus away from questions generated by administrative concerns, and directs 

them toward the puzzles of nurse’s everyday lives. The standpoint of RNs was adopted to 

understand the perceptions of health care ruling relations. Throughout the study, nursing 

knowledge and application of the American Nurses Association [ANA] (2001) Standards 

of Ethics, and the ANA (2010) Professional Scope and Standards of Practice combined 

with health care and facility priorities were perceived as influential on nurse’s work. The 

ANA texts were recognized and investigated as a means to assist in building on current 

falls prevention research. The IE design required the determination of nurse expert 

perception as a beginning, and as the anchor for data collection and analysis from which 

to explicate the social organization of RNs with regard to acute care older adult falls 

prevention (Rankin, 2013).  

IE facilitates understanding the operations of ruling relations such as facility and 

corporate directives (DeVault, 2011). Objectified knowledge and realities of RNs 

everyday work produce and may perpetuate events that foster social problems. A social 
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justice agenda in the IE design demystifies ruling relations. Possible interventions may 

appear as resulting from the specialized knowledge collected from perceptions and 

standpoints of RNs who do the everyday work of falls prevention. 

The IE design supported the purpose of this qualitative falls study by researching 

through textual inquiry and discourse: (a) the RNs’ perceptions of the influence(s) of 

rules and regulations, (b) health care priorities, (c) institutional and nursing culture, (d) 

environment, (e) equipment, and (f) multidisciplinary communication on falls prevention 

in acute care. The IE design facilitated inquiry into the mechanics of institutional power 

by (a) making visible the socially organized character of RNs’ experience, (b) preserving 

the perceptions of RNs, (c) exposing how power relations shaped local nursing 

experience, and (d) revealing nursing knowledge of health care priorities and initiatives 

that may affect older adult falls prevention (Mykhalovskiy & McCoy, 2002; Smith, 1987, 

2003). A significant transfer occurs when knowing moves from inceptive knowledge to 

text-mediated knowledge. Knowing in qualitative research is dependent on 

representations; Objective reality cannot be captured (Gibb, 2012). Chapters Four and 

Five illustrate the exploration of ruling practices and associated text-mediated knowing. 

Theoretical Framework of the Study 

Smith (1981) examined how social reality is organized and how knowledge is 

constructed. Her experiences as a single mother and scholar guided her to develop a 

framework for understanding how institutions affect people who perform the actual work 

(Rankin, 2013). Smith was influenced by the philosophy of Marx (1845) and interpreted 

Marx’s ideology as presupposing a determinate relationship between the language of 

politics and the language of everyday life (Walby, 2005). Marx (1845, para.1) provided 
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his opinion about German ideology that recognized all individuals as authentic and 

capable of producing individual conditions of existence (Smith, 1987, 2006). Smith 

(2004) subsequently developed a plan for a research design in sociology from the 

perspective of individuals. Institutional ethnography as her method of inquiry resulted in 

incorporating ideology, science, and social relations (Smith, 2004).  

Based on Smith’s (2002) forty years of previous theoretical work this research 

hoped to establish through discourse and interview the foundation for dealing with (a) 

controversy between structure and agency, (b) relationships between objective structures 

and patterns of subjectivity, (c) interpretations of textuality or the written word, and (d) 

issues of representation (Smith, 2002). The epistemology of Smith’s method of inquiry 

narrowly defined is the study of the nature of knowledge, knowing, and justified belief 

(Crotty 1998). A sustained focus attempted to be placed on (a) investigating gaps in 

knowing between RNs, facilities, administrative, or governmental rules, regulations and 

official forms of knowledge, and (b) expert, although unofficial realities of everyday life 

in the contemporary work of RNs (Smith 2006). The ontology in the proposed study 

concerns what is, what exists and what is included the structure of RNs’ reality (Crotty, 

1998). The study provided a process of distinguishing contradictory ways of knowing 

between the above-mentioned entities and was determined to be an appropriate 

framework for this investigation of RNs’ perceptions of older adult falls prevention as 

influenced by health care priorities (Smith, 2002; Campbell & Gregor, 2002).  

Many contemporary nursing concepts were investigated. Autonomy, knowing, 

power, and intuition seemed to become stifled by health care priorities in the form of 

textual materials constructed by health care priorities and used to rule RNs (Currie & 
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White, 2012; Smith, 1990, 2001). The perceptions and relationships between (a) 

organizational culture and nurse’s performance, (b) influences of organizational culture 

on safety,  and (c) results of organizational culture on person-centered care were 

examined (Hopkins, 2006; Jacobs, Mannion, Davies, Harrison, Konteh, & Walshe, 2013; 

Saleem, Alharbi, Ekman, Olsson, Dudas, & Carlstrom, 2012). An exploration was 

undertaken during the interview process of each expert nurse’s perceptions of the texts 

that wielded influence in present-day nursing society when activated by managers and 

administrators (Deveau, 2008).  

Nurses work in management, administration, education, and other areas within 

acute care settings demonstrating the diverse areas of practice that demand explicit levels 

of training and responsibility (Risjord, 2011). Differences between nursing professional 

requirements such as regulations, licensing, and adherence to nursing standards of patient 

care versus facility policy, procedure, guidelines, and hierarchal organizational directives 

provide a nursing theoretical perspective that transposes the dynamics of both areas 

(Barbour, 2010; Christiansen & Polit, 2010; Risjord, 2011). Nurses attempt to use theory 

and evidence combined with knowledge and experience to measure patient care outcomes 

that comply with administrative and organizational imperatives to conserve resources that 

have no basis in specialized knowledge or experience (Beglinger, 2014; Jeffs et al., 

2013).  

Definitions of IE Terms 

Some common IE terms required definitions and explanations to assist the reader 

in understanding the rationale for using the IE approach. Presented alphabetically, the 

vocabulary is included that contains challenging configurations of terms that will assist 
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people to think in terms of (a) governmental, (b) legislative, (c) managerial, (d) 

organizational, (e) jurisdictional, and (f) official means (Smith, 2006). Definitions of 

terms begins with a basic definition of IE (within the context of the proposed study), as 

the unique method of inquiry used to investigate the social organization of everyday 

nursing life (Smith, 1987).  

Actuality referred to what was explored by the nurse who was doing the work. 

Smith (2005) opined actualities are larger than the description, names, or categories. 

Actualities are things known, lived, and experienced; they are methodology terms that 

indicate activities and experiences that do not necessarily interconnect with texts and 

language (McCoy, 2008). Bifurcation referred to the view of separation of nursing work 

that was actually experienced and the health care or dominant view to which RNs must 

adapt. Smith (1987) refers to this phenomenon as bifurcation of consciousness. 

Boss or ruling texts contained the health care priorities that provide context for 

what RNs see, hear, and know (DeVault, 2013). They were derived from a hierarchy of 

texts, and they were sanctioned by and through health care processes, agendas, and 

procedures that RNs were expected and instructed to implement (Smith, in Bisaillon, 

2010). Boss texts or Ruling relations were defined as a web of textually mediated 

organizing and regulating rules (Smith, 1981). They originated from the state and federal 

government, professional bodies, professional organizations, and other sources. They 

were contained in print, video, television, and the Internet (Bisaillon, 2010). These ruling 

relations achieved specific combinations and structures of concepts, theories, categories, 

specialized languages that shaped what is known and said about the world (Smith, 1996). 
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Discourse was a term used in the research meaning conversation, or information. 

Michel Foucault, the French philosopher, indicated the power of discourse created truth 

and meaning perpetuated through power and means of communication (Rabinow, 1991). 

Discourse reflected the presence of the subject who activated the texts and 

communications that provided suggestions of inter-textual relationships in any local 

moment (DeVault & McCoy, 2006). Frequently and recurrently used was the term 

everyday. It called attention to analytic focus on the meaningful, ongoing disciplines of 

engagement RNs employed to perform their jobs. Generating the same emphasis were the 

terms daily, day-to-day every day, and every night (Smith, 2002).  

Expert or expert practitioner was clearly defined by nurse theorist Patricia Benner 

(2001). She described the expert nurse as one who uses intuition, evidence-based 

practice, and his or her enormous background of experience and impeccable assessment 

skills to earn the label of nurse expert. Expert knowledge possessed by RNs was 

generated from within the social experience of nursing. As a legitimate and useful 

resource, ruling relations owe an epistemological commitment to RNs’ experiential 

knowledge with regard to falls prevention (Smith, 2006).  

Knowledge translation (KT) is the concept of knowledge obtained from evidence-

based nursing literature versus knowledge obtained from nursing experience. Frequently 

adequate information concerning nursing interventions or risk of adverse events was 

missing in research studies because nursing standards of care, RNs and administrators, 

physicians, patients, and the public differ vastly on interpretations of research outcomes 

(Straus et al., 2009). The value of KT in this study was determined by RNs’ experience 
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and reflexive thinking within their additions to what was already known from prior 

research, and the fostering of new knowledge about older adult falls prevention. 

The local in IE represented the actuality of the particular setting. In this case, the 

setting was acute care facilities where older adults were admitted for treatment and on 

units where RNs provided that treatment. Extra-local or trans-local relations were those 

that were generalized across settings other than local (Bisaillon, 2010). The connections 

between the local and the extra or trans-local places were not obvious; therefore, they 

became the analytic aim (DeVault, Luken, & Rankin, 2013). 

Mediating texts are abstract and contain common and valued elements of the 

group (Smith, 1999). In the study mediating texts such as charting, report sheets, and 

assignment forms, etc. were identified during data collection as described in detail by the 

participants and obtained through public domain. Actively listening to participants for 

clues demonstrated how the expert nurse’s experience was textually reconciled 

[mediated] with his or her everyday practice (DeVault, 2013).  

Problematic was the technical term that focused attention on potential questions 

that did not yet exist; however, they were concealed and lurked in the actualities of RNs’ 

social world (Smith, 1987). The problematic resulted from an experience of disjuncture 

which was defined as RNs actual experiences in day to day practice and what they 

recognized in texts or institutional influence as a health care identity (Smith, 1999, 2001). 

Between RNs’ everyday knowing and their perceptions of the social relations that 

coordinated ruling facility regimens, illustrations of the enormous power of the ruling 

relations became clear throughout this study (Smith, 1999). Reflexivity in the study 

referred to the circular relationship between expert nurse perceptions of everyday nursing 



 

     

 

23 

 

reality and the perceptions of health care priorities on nursing practice through textual 

mediation (Campbell & Gregor, 2002).  

When referencing the social, it was defined as work actions such as shift reports 

that occur in coordination with others in discussions and conversations (Smith, 1996). 

Social location referred to local circumstances of the economy, history, and politics of a 

specific place (the facility) within the context of the research (Smith, 2006; Rankin & 

Campbell, 2009). The social location contained the clues about social and ruling relations 

surrounding nursing’s actual and perceived social experience (Bisaillon, 2010). Social 

organization referred to the interaction between social relations while building on the 

assumption that observable and reproducible actions contained an organization of nurse’s 

experience. Patient assessments, treatments, vital signs, and medication administration 

were part of nursing’s social organization (Rankin & Campbell, 2009; Rankin, 2001). 

Social relations represented connections through reflexive activities that clearly revealed 

nursing practice to others (Rankin, 2001). We engage in social relations without 

conscious thought (Smith, 2006). Social relations for nursing consisted of driving to 

work, parking, walking to the unit, clocking in, checking assignments, and getting ready 

to receive a report from the previous shift. This IE examined RNs’ social roles and lived 

experience in nursing work. Emphasizing what RNs know in their subjective position did 

not preclude looking at the world in any other way but rather, compelled them to think 

reflexively as well as problematize their everyday nursing experience (Appelrouth & 

Edles, 2008). The RNs’ perceptions provided a point of entry for the research.  

Texts and textuality represented voices of authority that contained standardizing 

messages intended to order and manage people (Smith, 1990, 1999, 2001, 2003). In the 
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study once specific texts were identified by the participant focus was maintained on how 

the nurse expert indicated the ways the specific texts: (a) coordinated the local 

environment with the extra-local, (b) how they were created, and (c) how they were used 

(Ross & Saunders, 2012). DeVault and McCoy (2006) indicate in nursing texts are fixed 

and regulated documents that can be reproduced across time and place. The concept is 

similar to the human central nervous system that coordinates many functions in the body 

(DeVault & McCoy). For example, when a nurse reviews physician orders he or she is 

expected to respond and take appropriate action to carry out the order as written 

(American Nurses Association (ANA), 2010).  

Texts in nursing facilitate organizational regulation of daily nursing practice. An 

examination of the ways texts mediated social relations of nursing as well as what RNs 

said and did in the clinical setting followed the example of DeVault and McCoy, 2011). 

A few everyday texts in nursing included items such as patient charts, report sheets, 

physician orders, and unit policies and protocols (American Hospital Association (AHA), 

2008). The meaning of work, as defined by Smith (1987), was described as meaningful 

activity that required acquired competence and effort (Smith, 1987). 

Assumptions 

The following assumptions apply to the study: (a) participants involved in the 

study provided honest responses to interview questions, (b) the expert nurse informants 

understood the definition of the term ‘patient fall’, and (c) participants understood the 

implications of falls as adverse events. In addition, an assumption existed that 

participants were unaware of the ways ruling regulations affect nursing care and patient 

safety with regard to falls in acute care. According to Polit & Beck (2008), some basic 
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assumptions that all qualitative researchers make are (a) ontologic, (b) epistemologic, (c) 

axiologic, and (d) methodologic. The ontologic assumption inquires about the nature of 

reality. In this IE, the assumption was that reality was subjective and formulated by 

individual RNs. Acute care bedside RNs’ everyday and everynight practices were driven 

in accord with a natural reality for them. Nursing managers and administrators reality was 

different from the bedside RNs at times because of their differences in situatedness. 

Qualitative researchers assumed the truth could be expressed only by the participants who 

experienced the situation (Polit & Beck, 2008).  

Interactions were accomplished through interviews with the participants. Findings 

were the result of the interactive process. Values and ethical assumptions in the research 

necessitated subjectivity from both the interviewer and the participants. Methodological 

assumption determined the best way to gather in-depth understanding and emerging 

insight from the RNs’ experiences and perceptions (Polit & Beck, 2008).  

Scope and Limitations 

The social relations that shape everyday experiences and perceptions of a sample 

of RNs, RN managers and administrators who currently work and care for older adults in 

acute care were examined in this study. One study limitation was determined by the 

nature of qualitative research. Participant experiences and perceptions cannot be 

generalized. The attempt was to capture participant experiences and perceptions through 

diligence in paying attention to detail, examining, and analyzing collected data, notes, 

and reflective research memos. The process was meant to ensure meaningful, 

enlightening revelations obtained from a rich, deep, and thorough investigation (DeVault, 

2013).  
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A second limitation was the potential challenge of obtaining specific proprietary 

health care texts. As a result, information was inaccessible that is specific to any 

particular health care entity. Any texts deemed pertinent to the study were directly 

accessed via searching public domain websites and databases. No proprietary information 

was collected from any entity. Participants provided detailed descriptions of textual 

processes and their perceptions of the ways those processes affected older adult falls 

prevention. The research interest was located in how the relations influenced governance 

of the RNs involved, and how the relations affected older adult falls prevention (Walby, 

2007). 

Delimitations 

This was not a generic falls prevention study. The IE study of a specific provider 

group (RNs), explored the perceptions of RNs who cared for a specific patient group 

(older adults), located within a specific group organizational culture (acute care unit), and 

how organizational influences contributed to geriatric falls. No other method was deemed 

appropriate to study the relationships among the three groups. As noted by Smith (1987), 

IE uncovers the ways invisible health care relations affect participants’ everyday nursing, 

and untangles relationships. In other words, this IE falls study was not a standard 

representation of ruling textually-mediated relations; rather, it “seeks to redesign 

knowledge of the social, recognizing that it is in and of the same world as the one we live 

in” (Smith, 2012, p. 93). 

Chapter One Summary 

Addressed from past and current literature falls prevention problems exist in 

providing care and avoiding liability for injury (Kohn, Corrigan, & Donaldson, 1999).  
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Facilities enact policies, guidelines, procedures, and educational programs that, as 

indicated by statistical evidence, do not work (CDC, 2010, 2011, 2012). This 

investigation of the health care structure of falls prevention from the expert RNs’ 

perspective documents information from RNs obtained via the IE method of inquiry 

(Smith, 2006). Existing nursing care barriers investigated in the study included (a) the 

increasing gap between clinical expertise and patient care needs because of skill and 

experiential deficiencies in new nursing graduates, (b) increased patient acuity, and (c) 

mediating costs by substituting inexperienced RNs for care delivery (Buritt, & Steckel, 

2009). The research illuminated expert RNs’ current perceptions of older adult falls 

prevention. RN administrators or supervisors in acute care contributed perceptions from a 

different vantage point as well to benefit this investigation. Situated in the discourse and 

investigation of the activities of expert RNs, the use of engaged listening to explore and 

expose additional pieces of the puzzle assisted in finding entry points to explore nursing 

social worlds, practices, and health care priorities concerning falls prevention (DeVault, 

2013). 

The next chapter includes a comprehensive literature review of the problem of 

RNs’ perceptions of the barriers placed on the provision of patient care and safety by 

institutional constraints. The literature proved inspirational for the contribution to this 

research. A thorough review revealed the importance of digging deep for the most current 

and relevant information. Several perspectives rendered foundational importance to the 

subject. A historical overview, the political perspective, the social perspective, and 

current findings assisted in understanding the development of the theoretical and 

methodological framework in the chapters that follow. Nursing education falls guidelines, 
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standards for nursing practice, organizational culture, and standards of nursing care 

provided the culmination of the literature review. The complete review contributed 

support for clear identification of the gaps in the literature.  
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Chapter Two  

Review of the Literature 

 

This chapter contains title searches, articles, research documents and journals. It is 

organized thematically and begins with peer-reviewed germinal, empirical, historical, and 

current literature. Evidence-based literature provides the source for investigation of 

organizational culture, barriers to care, safety, practice, and recent findings in falls 

prevention research. 

A review of the literature synthesized the focus for this study. Scholarly references 

aided in the exploration of the study purpose that included investigating RNs’ perceptions 

of facility influences that interfere with their ability to apply expert specialized 

knowledge of falls prevention for older adults. Furthermore, the literature review assisted 

in bringing attention to RNs’attempts to comply with health care and facility policies, 

procedures, and bureaucratic directives. The literature supported the nurse informants, 

and enhanced the possibility of additional pertinent issues in need of exploration.  

This literature review assisted in (a) determination of the known links to the older 

adult falls problem, (b) the knowledge deficit that exists in the care and safety of older 

adults, and (c) the socio-political external forces that hinder nursing’s mission as a moral 

practice dedicated to justice for all (Ballou, 2000). The present study was built on past 

and current research by examining expert RNs’ perceptions of issues such as the social 

relations of RNs’ work and governance. The data included RNs’ perceptions of the 

interconnections between falls prevention, organizational demands, and organizational 

culture. According to Lach (2012), there is no significant progress in changing either 
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management or prevention of falls spanning decades despite significant concerns and 

research.  

Literature in the review also supported the decision to use and fully describe and 

explain qualitative method and IE as the appropriate design for this study. Relevant 

theoretical, historical, political, and social perspectives linked and supported the 

problems of perceived knowledge translation between bedside, management, and 

administrative RNs, and corporate entities. The relationships and understanding of the 

textual influences of health care priorities, as perceived by RNs, were investigated as 

ways to contribute to a reduction of older adult falls (Smith, 1987).  

The literature combined with the rhetorical narrative throughout the study 

synthesized the review with regard to (a) patient care and safety barriers, (b) nursing 

education, and (c) nursing geriatric education. Current tensions and contraindications 

concerning (a) conflict between the nursing process, (b) standards of care and facility 

priorities, (c) hierarchal facility directives, and (d) organizational culture were 

investigated throughout the literature review. The literature review presented (a) the job 

demands of nursing and patient care, (b) influences of knowledge translation, (c) 

education, (d) staffing, (e) workload, and (f) current evidence regarding best care for 

geriatric patients in the acute care setting. 

Title Searches, Articles, Research Documents, Journals Researched 

An extensive literature search used general and specific resources in an academic 

university library.  Abundant information and studies that generally validated concerns 

about fall prevention in older adults. Literature reviewed indicated knowing the older 
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adult integrates cognitive, intuitive, experiential, and personal knowledge while 

incorporating empiric, esthetic, and personal elements.  

 Electronic database searches using search terms such as older adult falls, geriatric 

care, inpatient falls, acute care patient falls, geriatric care, and older adult safety provided 

relevant studies for the literature review. Other search terms referred to textual inquiry, 

discourse, institutional ethnography, and nursing autonomy. The results from these terms 

provided a foundation for enhanced understanding of IE. Search terms such as (a) 

knowledge translation, (b) barriers to evidence-based nursing practice, (c) nursing 

process, and (d) organizational culture led to the previously uncovered literature. 

Dissertation areas of coverage, synthesis, method, significance, and rhetoric may benefit 

from a wide selection of diverse methods, frameworks, and philosophies (May, 2002). 

The rationale for the choice of qualitative method and ethnographic design gained 

strength from scholarly peer-reviewed references. Evaluation and assessment of the 

literature were demonstrated through the complementary nature of the research questions, 

phenomena, population, and setting for the study. The review of 245 sources of literature 

included 225 peer-reviewed journal articles.  

Literature Related to the Method 

Germinal Studies 

Smith presented a paper in May 1997, to the Department of Sociology at the 

University of California at Santa Barbara as a prelude to her first book titled The 

Everyday World as Problematic. The presentation addressed social and technical 

processes that interfered with actual happenings and factual accounts surrounding the 

social organization of news in a newspaper (Smith, 1981). Initially using an ethnographic 
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approach for a modest project, Smith quickly discovered a problem with describing an 

organizational accomplishment in a simple relationship to representative events. Smith 

described the main problems with traditional ethnomethodology for her study in the 

following manner:  

 Social phenomena arise only in an interpretive act; there is no such thing as non-

participant observation. An observer stands in a decisive relation that structures 

his or her interpretive work. 

 Background understandings, expectancies, and knowledge make sense of what is 

observed.  

 The descriptive work is done in specific settings, governed by particular 

relevance, methods, and rationality of the work; therefore, participant description 

is representational of work. 

 Relationships between descriptive language is part of the observational or 

interview process, or the conditions of the observational setting (Smith, 1981). 

Ultimately assuming an alternative strategy from Marx (1845), who believed in a 

distinct relation between the language of political economy and the language of everyday 

life, Smith (1981) began from a different position that was oriented toward a different 

action and made use of different tactics. She contended the world could be described and 

had determinate socially constituted features. Smith considered language and meaning 

essential aspects to interpretive inquiry as practice and activity. Smith’s process 

presupposed not whether an issue could be investigated, but how. She believed even if a 

subject was modest and lacked interest, the aim should not be construction of a domain to 

ground social science. The concern should lie with an explanation of how everyday 
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experience and practice was articulated to social relations. According to Smith, an 

analysis of social relations at the micro-level should not be avoided. She viewed the 

object of inquiry as an activity rather than an entity. Smith made no attempt to discard the 

ethno-methodological critique; it was grounded in careful observation and analysis. Her 

critique of the alternative strategy was not at war with how descriptive work was done, it 

explicitly relied upon actual practices (Smith, 1981). 

Language and textual material in this research were incorporated into the discourse. 

It was organized and used to conceptualize relations either observed or reported. Three 

kinds of talk or writing occurred in the alternative approach as used by Smith (1981). 

 First-level talk was heard in the course of observations done by interview or 

phone.  

 Second-level talk was performed when talking to an informant providing a 

description, and provided a different usage of terms heard or overheard in level-

one talk. 

 Third-level talk was part of the discourse and involved categorization and making 

sense of the discourse. Both informant and researcher entered as active and 

knowledgeable practitioners in doing and hearing descriptive talk. 

The method Smith (1981) used became the foundation for institutional 

ethnography. The tenets of the method were controlled by personal knowledge of the 

social processes, how they could be explored, and relations which they articulated and 

were articulated to. Smith (1981) stated a description of a particular setting could not be 

written or spoken without being determined by the social organization of the setting. 

Within the context of the present study, the describer, or nurse participant who was a 
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member of the setting was controlled by knowledge of the social organization. The 

inquiry relied on what was said by the describer and was dependent on prior knowledge, 

contained valuable inter-relational material, and was what was accurately described 

(Smith, 1981). Support for Smith’s approach to qualitative research was found in her own 

words below with regard to her method of inquiry involving peoples’ regularly 

reproduced activities.  

Central to this sociology…proceeding according to established methods of 

inquiry in sociology, beginning in discourse with its concepts, and relying on 

standard good social scientific methodologies…This is an effect of its methods of 

thinking and inquiry. It is not an effect of sociologists’ intentions…this is not an 

issue of quantitative versus qualitative method. In making an alternative 

sociology, its method of inquiry is central. Writing the social is always from 

where people are. Discovery is of the relations that generate multiple sites of 

diverging experience. It is from those multiple and diverse sites that their 

dimensions, organization, and organizing powers can be brought into view 

(Smith, 1999, p. 5-8). 

 Mykhalovskiy et al. (2008) described a similar approach to qualitative health 

research. Drawing on Smith’s (2005) IE, the authors studied health care ruling relations 

and contemporary forms of power that transformed people’s experiences from the unique 

to the objectified. Their qualitative investigation of health care politics and specialized 

knowledge addressed political management practices that excluded frontline workers’ 

involvement in decision-making.  
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Empirical Studies 

The empirical studies included in this research supported use of Smith’s IE 

method and revealed the social relations of work and governance as indicated by DeVault 

(2013). Describing a particular incident observed as a researcher covertly posing as a 

RNs’ aid in a nursing home Diamond (1992) explained his IE research by telling stories 

of his experience. One narrative concerned weighing patients. Each resident of the 

nursing home needed to be weighed twice a week. During Diamond’s initial week with 

patients, he asked one small and very thin female resident to step up on the scale, and she 

readily complied. Her weight was taken several times, and 115 pounds was obviously 

wrong according to her size and previously recorded weights. Diamond asked a long-time 

employee how the weight could possibly be right. Without turning around the employee 

stated “Oh, there’s nothing wrong with the scale it’s the building that’s tipped” 

(Diamond, 1992, p. 171). Indeed, when Diamond examined the floor he noted it tilted 

toward the middle. The building was 60 years old and had begun to sag in the center. As 

the older population in need of care facilities grew from 1930-1992, nursing home 

corporations bought many old hotels that would serve as institutional housing for the 

elderly. The condition of the buildings was not always optimal, and facilities were not 

always inclined to do more than necessary repairs to meet local requirements. The 

employee’s explanation of the ‘tipped building’ answered Diamond’s immediate question 

about the scale weight. It provided him with an understanding of how nursing homes are 

organized as places of caregiving, but it also reminded him of the bureaucratic nature of 

health care. Regardless of accuracy the scale measurement required documentation on a 

form (Diamond, 1992). 
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The common thread in Diamond’s research exposed specific desires encased 

within a system of control that prevented people from satisfying their own specific needs. 

For instance, a resident could not have a tiny refrigerator in her room because of health 

department regulations. Aspirins for headaches, inhalers for colds, and ice bags for 

aching joints could not be obtained by resident request unless prescribed by order from a 

physician who was unavailable at the time when the resident needed the specific item. 

Rules and regulations abounded regarding what could be eaten and what time it could be 

eaten resulting in residents hoarding and sneaking food. Diamond emphasized the 

reduction of aging bodies to complexities of experience using IE. He demonstrated how 

nursing care is structured by documented tasks and care performed by skilled nurses’ 

aides and revealed the documentary reality of institutional forms (Diamond, 1992). 

Using IE research methods from RNs ’perceptions, Rankin and Campbell (2006) 

studied nursing recognition of the need to adapt to the undermining of current health care 

reform agendas. Rankin and Campbell investigated not only how RNs do their routine 

jobs but how they know to do them. The branching off, intersection, or bifurcation of 

differing kinds of knowledge was recognized as oftentimes externally obtained, explicitly 

organized and systematic. The issue of RNs’ perception reinforced the concept that RNs 

understood quite differently from managers, doctors, and administrators what was 

beneficial or successful resulting from provided services. When evidence-based medicine 

and measurement of nurse performance indicators were applied, some empirical matters 

required more analysis. Nurses sometimes breached their beliefs about good nursing in 

order to comply with rules and regulations. Rankin and Campbell (2006) investigated 

new technologies of management and governance in nursing that predetermined desirable 
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and successful outcomes that included quality of care. Conclusions indicated RNs who 

were active and involved in activities that seemed to be autonomous were actually 

displaced properties of the organization. Nurses’ actions were regulated, measured, and 

ultimately superseded. IE in the Rankin and Campbell study analyzed textually mediated 

processes from nursing perceptions to discover how RNs learned to practice restructuring 

and how health care priorities altered nursing by means that sometimes matched neither 

nursing or patient interests (Rankin & Campbell, 2006).  

Canada’s RNs comprise the largest health care group in the country. Similar to the 

US, the Canadian population is aging and the health care system is becoming overtaxed. 

Healthy RNs are essential to a functional system (Clune, 2011). The identified 

problematic of the study was the return to work (RTW) phase. The disjuncture arose 

between the injured nurse’s experiences and organizational accounts of RTW.  

Describing the process and what actually happens when an injured nurse returns 

to work was the purpose of Clune’s (2011) IE. She investigated the Canadian Early RTW 

program from the perspective of injured RNs who were required to go back to work prior 

to full recovery from workplace injury. Six injured RNs provided interviews that began to 

describe the social processes and governing structures of the RTW. IE approaches the 

social relations of institutions that form the reality of people’s experience, not individual 

people. An additional 22 key participants in the RTW process provided interviews, and 

numerous pertinent publicly accessible documents were thoroughly examined. 

Six expert RNs were used as informants in the RTW study. They were recruited 

through social networks and email. Each nurse possessed expertise as either the injured 

participant or the nurse with organizational knowledge, management, and familiarity with 
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the RTW process. Data collection for the study focused on in-depth interviews, 

exploration of pertinent texts, and mapping activities. Field note recordings made 

immediately following each interview provided identification of potential secondary 

informants and led to additional relevant interview questions and texts. Questions were 

based on emerging understanding of the RTW process. Data collection in IE was not a 

linear process; significant data was sometimes not apparent upon initial review. 

Subsequent interviews and texts provided emerging significance. The central importance 

of textual inquiry was the accomplishment of social coordination across time and site 

(Clune, 2011).  

 The discoveries and conclusions in Clune’s study included all of the injured RNs 

returned to some form of work. They wanted to engage in nursing work and determined 

creative new roles that could benefit the hospital and enhance their functional abilities. 

The human resources department would not consider the proposed new roles for the 

injured RNs (Clune, 2011). The study provided a comprehensive understanding of the 

RTW process as a result of the discoveries made throughout the IE. 

The legal system contained deeply seated textually mediated routines at every 

point of action. Suggesting a change in approach to advocacy in the US battered women’s 

movement, Pence (2001) produced an account of women’s’ experience and the ways 

texts operated as instruments of power within the legal system. As a result of her study 

Pence founded a program in Duluth, Minnesota that is used as a model in all 50 states and 

17 countries (Gondolf, 2010).  

The legal process included in the study indicated characteristics of legal work 

such as (a) hierarchical, (b) incident-focused, (c) bureaucratically splintered, and (d) 
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laboring through adversarial processes to resolve issues (Pence, 2001). The purposes of 

the research were to change the approach of legal advocacy in the battered women’s 

movement, and to use IE to explicate how practices and procedures used in the daily 

work of criminal justice professionals limited the chances of keeping victims safe through 

court involvement. The ways texts revealed themselves as instruments of power were 

exposed step-by-step in the study. Historical profiles of domestic violence research 

produced profiles of women who were battered, and of men who battered. Literature that 

included controlled experiments determined the system’s failure to protect women also 

fell short in providing understanding of the necessity to change advocacy strategy to 

produce significant changes (Pence, 2001). 

The sample was recruited through interviews with victims, batterers, and 

practitioners. The observations and activities in work settings were mapped using charts 

to determine safety points for victims in the case management process. Data sources were 

obtained by interviewing practitioners and advocates, meeting with workers in the 

criminal justice system, reviewing case files and court records, and reviewing published 

literature. The interviews were not recorded; notes and observations over a two and a half 

year period were used in concert with the textual analysis of many pertinent documents 

(Pence, 2001). Administrators and practitioners re-evaluated conceptual and 

organizational practices to close the gap between what people needed, and what 

institutions were structured through textual imperatives to provide (Dasgupta, 2010). 

The above studies illustrate the use of the process of IE that is transferable beyond 

the particular settings described. The process includes indicating power over knowledge 

by using documents controlled only by professionals and managers. Everyday life was 
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defined by each study and everyday situations transcribed in formal regulations were 

transformed into abstract, non-concrete measures (Diamond, 1992). 

Historical Overview 

The discipline of nursing slowly evolved as it emerged from the traditional role of 

women, apprenticeship, religious ideals, and feminism. Beginning with Florence 

Nightingale nurse scholars continued to explore concepts central to the domain of nursing 

including (a) person, (b) health, (c) environment, and (d) nursing (Fawcett, 2005; Shaw, 

1993). This historical overview provides a reminder that nursing research recognizes 

healthy differences of opinion have existed for decades regarding ontological and 

epistemological aims. The assumptions and mission of nursing as described by Meleis 

(1992) include a vision of RNs becoming their own advocates. Experiences that include 

politics, gender, and organizational culture concerns assist RNs to experience 

empowerment for themselves and the discipline. Meleis (1992) emphasized involvement 

of RNs should contribute to strategies and approaches to knowledge development that 

facilitate RNs’ acceptance as experts in care needs and problem-solving via collaboration 

with all stakeholders. Reframing perspectives and practicing research methods such as IE 

seem appropriate when seeking solutions for current problems by using nursing’s 

assumptions of expert knowledge and missions of patient care and safety. 

An important fundamental premise for this study included Carper’s (1978) 

germinal paper describing patterns of knowing. Porter (2010), Bonis, (2009), and 

Mantzorou and Mastrogiannis (2011), provided current nursing literature that supported 

integrating the process of knowing the older adult as a person, and anticipating patterns 

of responses as a result of the process of knowing. When using IE as a method of inquiry, 
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experiential knowledge was generated from within RNs’ social experience (Smith, 2002, 

2006). Nurses are authorities and expert knowers with regard to nursing practice because 

only RNs experience the daily work of RNs (Smith, 2006). Nurses personify the 

epistemological commitment of skilled practitioners by virtue of the unique and 

specialized knowledge of their work (Burritt & Steckel, 2009).  

Carper (1978) identified four patterns of knowing in nursing that indicated what it 

means to know and what knowledge holds the most value to the discipline: (a) empirics, 

(b) aesthetics, (c) personal knowledge, and (d) ethics, or moral knowledge. Bu and 

Jezewski in Hinkley (2011) indicated rationalism dictates knowledge results from reason, 

not experience. Porter (2010) related the dominance of empirics over esthetics in nursing 

practice and research. Porter further indicated limitations of Carper’s patterns of knowing 

by asking "what does this mean?" as the key question in qualitative inquiry, and indicated 

difficulty lies in a succinct description of aesthetics in nursing care (Porter, 2010).  

An investigation of RNs’ decisional involvement within acute health care facilities 

uncovered few articles from the past 25 years. Using terms such as decision-making, 

decisional involvement, and nursing autonomy Kowalik and Yoder (2010) described 

finding three out of 51 articles pertinent to bedside nursing. The authors related the 

defining attributes associated with decisional involvement include (a) distribution of 

authority, (b) autonomy, (c) empowerment, (d) collaboration, (e) responsibility, and (f) 

accountability. Most articles discussed processes that affect bedside care that result from 

decisions made by managers and administrators, not high-level decision-making by staff 

RNs doing bedside patient care (Kowalik &Yoder, 2010). Communication, text, inter-

textuality, and stakeholder dialog all play a significant part in understanding the social 
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side of nursing. Kuhn (2008) presents conceptions of communication that apply to the 

study of a crucial influence on RNs’ work. Facilities are sustained in the communicative 

processes involved in RNs’ daily work. Nurses engage with one another and other health 

care providers as they engage in independent, interdependent, and dependent activities of 

patient care. The shaping of coordination of nursing care is highly dependent on textual 

influence (Smith, 1981). Examples of concrete texts are policy/technical documents, 

rules, emails, or memoranda (Kuhn, 2008). IE defines concrete texts as ruling or boss 

texts. Figurative or mediating texts are abstract and contain common and valued elements 

of the group (Smith, 1999). Examples of mediating texts in nursing practice are charting 

report sheets and assignment forms. Texts mediate collaborative conversations at the 

same time as they coordinate, discipline, and facilitate nursing practice. Authoritative or 

boss texts emphasize the power of the facility and depict the facility structure in a way 

that specifies outcomes, knowledge, roles, duties, and authority (Kuhn, 2008).  

Providing nursing perceptions of the influence of health care texts on nursing 

practice does not place the focus on specific nursing interventions, but examines the 

perspectives of nurse experts who can address the problems of textual constraint. Nurse 

experts in this study provided dialog related to the ways texts influenced their care and 

provided potential new evidence regarding falls prevention. In addition, the nurse experts 

reported varying perspectives depending on their work status as bedside, management, or 

administrative nurse. 

As reported in an article from Inouye, Brown, and Tinetti (2009) Congress 

authorized the Centers for Medicare and Medicaid Services (CMS) in 2005 to provide a 

remedy for disturbing findings of preventable life-threatening conditions acquired by 
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patients in U.S. hospitals. The Social Security Act of 2007 identified falls as one of two 

high-cost and high-volume preventable conditions that should neither occur nor receive 

reimbursement from Medicare when they occur during a hospital admission. Inouye et al. 

(2009) indicated CMS rules acknowledge no evidence exists that hospital fall protocols 

consistently prevent falls even when instituted through evidence-based guidelines 

application. Even so, those authors believed falls should not occur in the acute care 

setting. Furthermore, CMS helps hospitals with research assistance to implement 

strategies to prevent and reduce fall risk. Inouye et al. (2009) expressed concern that in 

the effort to reduce falls adverse effects of reduced mobility and increased use of 

restraints may result. The article reinforced this study opinion that the goal is not merely 

preventing falls but in using multi-faceted patient-specific efforts to increase caregiver’s 

awareness of the unique needs of the geriatric population. 

Dahlke (2011) provided a historic picture of health care with regard to older 

adults. In the late 1940s, the care of older adults took place at home. The women of the 

household used remedies communicated via word of mouth and physicians would visit 

patients in their homes to provide assessment and treatment. As hospitals emerged, 

medicine advanced to observations of illnesses as they relate to the problem of aging. 

Early health care system designs indicated efficient and rapid recovery. Those designs 

remain unchanged according to Dahlke even though geriatric admissions account for 

almost half of all hospital stays. The focus of moving patients rapidly through the system 

without regard for age and specific health care needs indicates indifference to older adults 

and reflects ageism. Gerontology and geriatrics emerged as practice specialties after 

1950. Dahlke explained the absence of historic literature about nursing practice with 
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older adults as the unrecognized differences between older and younger adult patients 

prior to that date. Advocacy for older adults since the 1960s recognizes the need for a 

specialized body of knowledge and a nursing research focus on RNs’ views, practices, 

and interventions when caring for geriatric patients (Dahlke). The next section provides 

discussions of the political implications for falls prevention with regard to nursing, state 

and local governments, institutions, patients, and public policy. 

Social Perspective 

 The stresses RNs experience in practice were investigated in an institutional 

ethnography by McGibbon, Peter, and Gallop (2010). The authors indicated prior 

research has been mostly quantitatively reported as individual issues of anger, 

uncertainty, frustration, anxiety and a host of other indications of RNs’ inability to cope. 

McGibbon et al. discuss moral distress as breaching personal values, and violating 

individual beliefs concerning right and wrong. As a consequence of their low status in the 

organizational hierarchy, RNs perceived a lack of resources including adequate staffing 

contributed to staff turnover, intra-professional conflicts, and a decline in moral agency 

(McGibbon et al.).  

Smith’s (2005) IE design was used to link nurse’s everyday work with the 

organizational practices and the structures that shaped nursing work. The aim was to 

expose the power relations exerted by the institution on nursing’s social world. The sheer 

numbers of institutional texts RNs were exposed to each day were brought to light by the 

research. Multiple daily textual materials used daily by RNs included patient charting 

forms, the electronic health record (EHR), doctor orders, memos, medication lists, and 

test results. Nurses then were responsible for acting in coordinating and supporting the 
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order or directive; the process illustrates the ruling powers (the physician and 

management) that influence RNs’ actions and everyday work. 

Theoretical sampling was used by McGibbon et al. (2010) for their study. The 

nurse's practice experience ranged from two to 24 years. Twenty-three RNs participated 

in taped and in-depth interviews. Journals were kept to add to the understanding of social 

organization of the RNs’ work. Altheide and Johnson’s (1998) criteria was used for 

assessing validity which consisted of the use of (a) appropriate method for the research 

question, (b) adequate sampling and rich information, (c) iterative research process, (d)  

clearly described interpretive process, (e) acknowledgement of tacit nursing knowledge, 

and (f) addressing reflexivity with a description of the researcher’s role in the process 

(Mc Gibbon et al., 2010). Grahame (1998) indicated IE explicates interconnected social 

organization to direct reader’s attention to important and key points in the problematic. IE 

was not described as a model that provided levels of analysis.  

Thematic findings in McGibbon et al.’s (2010) IE research followed Byatzis’ 

(1998) method of thematic coding. The themes included RNs’ emotional distress, 

feelings of overwhelming responsibility, organizational patriarchy, and caring for 

patients. The findings of the research according to the goal of IE resulted in reporting the 

everyday world of the RNs along with influences of the ruling relations. Cost-

containment measures within the institution placed an added burden of stress for the RNs. 

The extra demands of the nurse to “take care of everything” included organizing, 

cleaning, and adjusting as directed by organizational goals. Those demands and types of 

required nursing work are examples of what activities are rendered invisible, and what IE 

brings to light within the unique method of inquiry (Smith, 1987). 
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The major disjuncture in the McGibbon et al. (2010) study was reported as the way 

nurse caring was represented textually, technologically, and environmentally within the 

facility, and the way emotional caring was generally defined by others outside of nursing. 

Images of nurse are generally caring, and show activities portraying gendered (female) 

RNs performing gentle, nurturing, empathetic care.  

 An IE inquiry of health care work in special education by Ng et al. (2013) 

described everyday local-level activities in relation to the socio-political point of view. 

Ng. et al. described the “unofficial” work of families and others, including RNs. 

Unofficial work included paid, or unpaid work accomplished by those who may not own 

an official role in policy or protocol. Both micro and macro-level work processes were 

identified and analyzed to bring to light opportunities for change. Ng et al. chose the IE 

method of inquiry to effect change in health care special education. The IE design was 

successful in changing policy and local practice in several instances reported in this 

literature review (Clune, 2011; Diamond, 1992; Pence, 2001).  

The creation and enactment of an individual education plan in special education in 

Canada expects parents, educators, and health care professionals to discuss 

recommendations that meet and accommodate children’s needs (Ng. et al., 2013). A 

problem existed because of barriers to communication and representation between 

interdisciplinary entities such as psychologists and speech-language pathologists. There 

were differences between disability and educational exceptionality and assessment 

standards that required resolution despite policies that existed to provide support.  

Investigations using the IE method of inquiry adopt a standpoint; Ng et al. (2013) 

chose “family” from the standpoint and entry point for research. The problematic was the 
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disjuncture between actual experience versus the intent of protocol and policies. In  

accord with IE, the frustrations surrounding work processes that were driven by ruling 

relations were investigated by reporting what workers were actually doing, not their 

subjective viewpoints. 

Eight schools and one family from each school were used as the sample for the 

Ng et al. (2013) study. Data collection occurred over two years. Observations at school 

meetings, collection and analysis of key documents, and interviews were conducted. The 

interviews were for the purpose of investigating organizational practices, not of 

understanding personal experiences. Forces were discerned that shaped participants’ 

everyday work within data collection and analysis. NVivo® software was used to 

facilitate analysis. An iterative process was used to code interviews and field notes. Work 

processes were investigated first at the local level; then they were related back to the 

ruling relations in order to identify the social, organizational, and political influences of 

the local action. In the Ng et al. (2013) study, texts served as clues that linked micro and 

macro levels. The texts were filled with influences that had a strong arbitrative role in 

determining people’s actions. The research offered elevated awareness, support, and 

opportunities for workers to see the ruling relations that influenced their everyday work.  

A Cochrane systematic review of fall prevention interventions for older people in 

hospitals and nursing care facilities emphasized the importance of promoting 

independence and quality of life among the geriatric population. Considerable mortality 

and morbidity result from a lack of understanding of the etiology of falls. Whether caused 

by visual impairment or complex combinations of factors at work at the time of a fall, 
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interventions that inform best practice contribute to eliminating fall risk for older adults 

(Cameron et al., 2010).  

This systematic review gathered evidence from 41 randomized controlled studies 

of falls with 25,422 participants to evaluate the current evidence and identify important 

issues for future research. Limitations of the review included (a) a small number of 

hospital studies, (b) difficulty individualizing treatments with multiple components, and 

(c) interventional variabilities. The aim of the study intended to test six hypotheses: 

 Interventions to reduce the incidence of falls in hospitals are effective. 

 Interventions in hospitals that target multiple risk factors are more effective than 

those that target single risk factors. 

 Longer duration or higher intensity interventions in hospitals are more effective 

than those of short duration or low intensity. 

 Targeted and individually tailored hospital interventions are more effective than 

those applied as a standard package. 

 Hospital targeted environmental risk interventions are effective. 

 The participant criteria fit older people of either sex older than 65.  

The Prevention of Falls Network Europe (ProFaNE) fall prevention process  

(Lamb 2011) was used when possible to classify interventions. Primary outcomes 

included fall rates or number of falls and the number of people who fell. Secondary 

outcomes included fall severity, fractures and deaths, and complications of the 

intervention(s). Electronic and other sources such as CINAHL, EMBASE, MEDLINE, 

and the Cochrane Library provided an exhaustive literature search to identify studies. 

Pairs of review authors used a form to extract data from which to select studies for the 
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review. The studies varied widely with regard to quality. No data available determined 

duration of effect of fall prevention programs in hospitals and no trials included cost 

effectiveness. Cameron et al. (2010) provided implications for practice that included (a) 

more confidence in recommendations for multifactorial programs delivered by 

multidisciplinary teams, (b) clinical medication reviews performed by pharmacists, (c) 

falls prevention programs that included exercises and a careful assessment of individual 

suitability, and (d) rate and number of fallers should be monitored before and after 

adopting an intervention to determine risk of increasing falls. 

Further research on the rate of falls and numbers of fallers not derived from using 

the ProFaNE taxonomy may fail with producing consistency between trials that allow 

effective pooling of data (Cameron et al., 2010). Economic data and exploration of 

current approaches to prevention must continue. The positive effects of increased 

supervision of at-risk patients and the use of monitoring and alarm systems investigated 

in future randomized controlled trials should follow the standards of the CONSORT 

statement (Cameron et al.).  

Promoting a better understanding of older adult falls that result in serious injury 

has significant health policy implications. Clinical fall prevention guidelines recommend 

yearly questioning of all older adults about whether they have had a fall (NCIPC, 2007). 

Health care professionals such as physical therapists, occupational therapists, RNs, and 

physicians may use assessment and practical experiences to justify new program 

development designed to target the older adults at risk for falls (Shumway-Cook, et al, 

2009). In 1992, CMS instituted an ongoing survey of Medicare beneficiaries. The 

Medicare Current Beneficiary Survey (MCBS) used a multistage stratified sampling 
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design for a longitudinal survey of the Medicare population. Shumway-Cook et al. (2009) 

explained Medicare beneficiaries within divided clusters of ZIP codes selected by age 

and oversampling of adults 85 and older estimated means and proportions at national and 

regional levels with follow-ups every four years. In 2002 MCBS added a six-question 

supplement to the health and functioning questionnaire to address fall-related issues. A 

national estimate of falls incidence in the Medicare population identified factors 

associated with falling examined provider response to reports of falls and compared 

health care costs related to fall status (Shumway-Cook et al., 2009).  

The Shumway-Cook et al. (2009) study used the MCBS study to examine (a) 

incidence of falls, (b) associated factors, (c) health care costs, and (d) provider response 

to falls among Medicare beneficiaries (p. 324). Findings included falls more likely occur 

with: (a) increased age, (b) female gender, (c) non-white race, (d) fair-to-poor health 

status, (e) co-morbidities, and (f) limitations in activities of daily living. Twenty-two 

percent of study participants indicated one or more falls in the previous year, and ten 

percent of the Medicare population indicated a fall in the previous year. A consistent 

study finding showed health care providers poorly detected and under-managed falls in 

the Medicare population. Limitations in the study related to (a) bias regarding the 12- 

month recall period, (b) falls needed a specific definition, (c) health care provider 

response was not directly measured, (d) older adults may not have perceived some 

interventions as fall reduction strategies, (e) inability to analyze yearly cost by category, 

(f) logistic models assess only association—not fall risk, and (g) correlation between 

variables used in the model may influence statistics associated with recurrent falls or 

injuries (Shumway-Cook et al., 2009).  
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Despite the study’s limitations, it provided the first yearly national estimate of 

falls among older adults who receive Medicare benefits. Furthermore, the study 

confirmed previous reports that suggest common frequent falls among elderly people lead 

to injury and increase medical cost. Effective interventions for older adult falls 

prevention may result from continued research of this type; future studies should examine 

health care provider responses to the problems of falls in acute care (Shumway-Cook et 

al., 2009). 

Most research on older adult falls occurs in the community and long-term care 

populations, not in acute care facilities. Fischer et al. (2005) presented a retrospective 

observational study of an urban academic hospital attempting to characterize 1,082 

patients who fell and to determine the predictability of the potential for serious fall-

related injuries. Considerable variation in rates and injury occurred related to points of 

service. More detailed studies could identify specific predictors to facilitate targeted 

interventions for prevention. The Fischer et al. (2005) study identified: (a) forty percent 

of falls related to elimination needs, (b) patients 65 years and older had more elimination-

related falls, (c) elimination-related falls occurred more frequently at night, (d) advanced 

age 75 years or older was a significant predictor of serious injury, and (e) residence on a 

geriatric psychiatry floor was an important predictor of serious harm and had the highest 

fall rate (Fischer et al.). 

Fischer et al. (2005) reported only one past study evaluation of serious fall-related 

injuries among inpatients in an acute care hospital. That study only involved inpatients 

from three services: medicine, surgery, and obstetrics and gynecology. Necessary future 

prospective studies to validate risk factors for injuries sustained from falls should include 
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patients who do not fall as an alternative comparison group. Interventions to minimize 

fall injuries among high-risk patients in acute care depend on research to facilitate a 

better understanding of how and why falls occur (Fischer et al.). 

In an attempt to determine differences in reported fall circumstances among 

hospitals and to identify pertinent predictors of falls Krauss et al. (2007) investigated nine 

Midwestern US hospitals. A retrospective cohort study collected adverse event data on 

falls and compared it to facility characteristics. The Krauss et al. (2007) study 

investigated 7,082 patient falls from 2001-2003 to determine whether reported 

differences provided a true reflection or resulted from differences in reporting practices. 

Because the nine hospitals belonged to the same health care system, an identical adverse 

event and incident tracking system reported the falls. Those event reports indicated 

recurring risk factors such as increased age, bathroom falls, and unassisted falls that 

mostly involved older female patients (Krauss et al.).  

Krauss et al. (2007) addressed their study limitations to include exclusive reliance 

on limited and unrequired fall indicators as variables contained within facility adverse 

event reporting systems. Absence of information regarding medications and demographic 

data as well as long-term follow-up on patient injuries after falls leads to missing some 

important potential for influence on fall prevention. Despite the study limitations, no 

previous multicenter study compares risk factors and outcomes regarding fall risk factors 

and outcomes (Krauss et al.). Further investigation necessary to determine circumstances 

of falls with regard to reporting practices should encourage interpretations of definitions, 

identification of trends, and sharing successful methods to decrease facility falls (Krauss 

et al.). 
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As the population ages globally, the incidence of falls and fall-related injuries 

increases. Policies and practice guidelines cannot close the gap between best practice and 

health care delivery. Peel et al. (2010) described an Australian health service delivery 

intervention to span the continuum of care. Audits of clinical practice indicated poor 

compliance with evidence-based fall prevention strategies and fall-related injury 

prevention. The crucial task of translating research evidence into practice may fall short 

because of a limited amount of research evidence indicating the most effective 

approaches to change and to the evaluation of change (Peel et al.). 

The Australian study included an appointed Falls Safety Officer (FSO) whose role 

supported and coordinated evidence-based practice, particularly the National Falls 

Prevention Guidelines for Australian Hospitals and other resources and toolkits. Key 

strategies identified and invited key community stakeholders to review practice 

guidelines, examine current fall protocols and identify gaps in service provision. FSOs 

contacted close to 1000 stakeholders from a range of hospitals, residential care facilities, 

community and population health departments, and local government and non-

government health care entities. More than 900 participants attended one of the 39 

planning days that provided training, workshops, and strategic direction, including 

resources and support. The project successfully raised the fall and fall prevention profile 

for older adults as important issues, and demonstrated the value of the FSO’s role in 

distributing a large volume of information and resources to the right people in the right 

places (Peel et al., 2010). Recommendations concerning development of the model 

followed the study. The elements of the design included: 

 settings and context of the intervention 
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 target group 

 stages of progression or levels of care 

 the interventions 

 workforce roles and responsibilities 

 required and available resources (Peel et al. p. 1260). 

Adequate funding allowed for sustainability of a model of care. The study 

demonstrated a valid rationale for the requirement of a permanent staff member to 

coordinate and promote fall prevention. A simple and flexible model readily adapts to 

meet needs and requirements of any facility. Based on needs analysis and integrated with 

other services for older people the FSO model demonstrated a consistent, coordinated, 

evidence-based approach to fall prevention (Peel et al., 2010). 

Dahlke (2011) indicated nursing practice in social contexts and institutions is 

often influenced by social ideas about aging. Older adults who independently function 

may receive care often influenced by social ideas about aging, and often in an 

unconscious manner. The stigma of age marginalizes institutional care of older people in 

the United States (Dahlke). When considering categories of race, gender, and age, the 

latter represents the only item that eventually affects the majority of human beings. When 

a hospitalized older adult does not receive respect and protection his or her care may 

reflect unsoundly and unsafe care, treatment, and intervention choices that result in acute 

care falls. Furthermore, by virtue of the RN license the review illustrated RNs maintain 

legal accountability. Professional RNs have the ethical and moral obligation to 

understand their scope of practice and to develop nursing knowledge and positive 

practice outcomes (Dahlke).  
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In a comparison of attitudes toward the well elderly person, physically ill elderly 

person, and elderly persons with Alzheimer’s disease, Kahana et al. (1996), described 

self-efficacy as a significant predictor of positive evaluations from health care providers. 

The authors indicated scant documentation of health care providers’ attitudes about older 

adults with regard to frailties and vulnerability. Bandura’s (1986) self-efficacy theory and 

Bem’s (1981) social learning and gender theory framed the understanding of the 

evaluations received from respondents. In accordance with the previous study, older 

adults with Alzheimer’s disease received fewer positive evaluations than physically ill or 

well older adults and the mentally ill or retarded individuals received the most negative 

evaluations. The most positive evaluations came from older staff members who may 

identify more with the older adult and attach fewer stigmas to a physical or mental 

affliction. Kahana et al. (1996) determined patient satisfaction, health promotion, and 

psychosocial well-being enhanced the inpatient experience when positive attitudes 

prevailed. 

A 14-week video observation study explored the meaning of falling for older 

people who participated in a fall prevention program by Walker (2011).  Emphasis was 

placed on the importance of individualizing interventions. Personal data and collective 

identity of aging considered the patient’s opinion about falls prevention. Investigating the 

meaning of falling for older people involved a qualitative approach because meaning, 

identity, and experience lend themselves to qualitative inquiry. The phenomena are 

important to understand in the context. Nurses should know person identity is 

distinguished on three levels: (a) the social identity, (b) the outer identity shown to others, 

and (c) the inner identity known only to self. Placing older adults into specified 
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categories to identify a fall risk potential stereotypes older people (Walker). According to 

Walker, the patient placed at the center of the discussion assists in making decisions 

about his or her fall prevention program or protocol. Person-centered assessments and 

intervention plans recognize what is meaningful and enhance patient engagement with 

the interventions that respect and recognize the individual (Walker).  

The randomized controlled trial studies using evidence-based methods discussed 

above are each attempting to gather data and evidence to support a resolution to the 

problem of inpatient older adult falls. Nothing new or enlightening was offered, further 

studies were recommended, and patients continued to fall. Questions arise as to whether 

nursing is becoming controlled by a facility-based perspective of evidence-based practice 

in order to maximize perceived efficiency and organizational control (Mitchell, 2013). 

The IE research demonstrates a novel, fresh approach to reporting the perceptions of RNs 

in practice who shared some of the challenges they face, and provided potential solutions 

to the problems they encounter in their daily patient care and falls prevention practice. 

The issue of staffing and falls prevention in acute care was studied by Dunton, 

Gajewski, Taunton, and Moore (2004). Established in 1997, the National Database of 

Nursing Quality Indicators (NDNQI) Dunton et al. researched effects of structure of 

patient care and eventual outcomes within acute care settings. The effect of staffing was 

particularly examined in medical-surgical units and progressive care units (PCUs). Using 

an ecological measurement model with cross-sectional data from NDNQI, Dunton et al. 

based their study on a nested model. This meant using particular units that operated 

within certain hospitals that included size of the facility and similar relationships between 

nurse staffing and patient falls. Independent variables included (a) unit type, (b) nursing 
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hours per patient day, (c) number of hospital beds, (d) percent of RNs, and (e) percent of 

contract RNs. The following three hypotheses for the study were based on prior research, 

and apply to the current IE research on preventing older adult falls in acute care: 

 More nursing hours per patient day will be associated with fewer patient falls (and 

fewer injury falls) per 1,000 patient days in acute care hospitals. 

 A higher percentage of RN staff will be associated with fewer patient falls (and 

injury falls) per 1,000 patient days. 

 Relationships between nurse staffing and patient falls will be stronger for medical 

units than for step-down or surgical units (Dunton et al.). 

Data for falls in the study was acquired from incident reports. Reliability was 

established through ANA selection of indicators. The participating hospitals verified and 

validated all information including unit types. The statistical model was a generalized 

linear mixed model that allowed for more flexibility to show the relationship between the 

independent variables and falls. Findings showed falls on all acute unit types, but the 

percentage was most common on medical units with 30% of falls causing injury to a 

patient. Nursing hours overall on 17.4% of units studied was equal to or greater than 15. 

Lower fall rates were linked to nursing hours up to 15. Findings indicated adding more 

staff than 15 hours did not lower fall rates on medical units. For surgical units, the fall 

rate decreased with nursing hours per patient day greater than 15. There were a 

significant number of falls with injury for medical units. Smaller facilities had higher 

rates for falls with injury, and increased RN nursing hours in step-down units had a 

compelling negative influence on the occurrence of falls. Using a higher level of staffing 

to include higher skill mix was also indicated as a positive finding (Dunton et al., 2004) 
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The hypotheses in the Dunton et al. (2004) study were proven with regard to 

higher staffing equaling lower fall rates. No evidence showed that a higher skilled 

reduced falls.  More studies were needed to investigate staffing patterns for acutely ill 

patients on medical surgical units, as well as other units of different types.The Dunton et 

al. study attempted to respond to the relationship between staffing and patient care in 

acute care settings. NDNQI was established by the ANA for the purposes of developing a 

database and providing a tool for quality improvement that could compare staffing and 

patient outcomes in similar hospitals, units, and settings (2004). The study lends 

credibility to the IE on falls prevention by recognizing the dangers and relationships of 

reduced staffing and falls safety in acute care. NDNQI was reported as a voluntary 

alternative to mandatory nurse to patient staffing ratios. Welton (2007) suggested 

improving nurse staffing while improving reimbursement to hospitals could be achieved 

by linking nursing care costs to billing procedures. The IE study showed nurse 

dissatisfaction with facility responses to staffing and working conditions as pertain to 

falls safety. Nurse’s reported loss of autonomy, independent practice, and ability to use 

nursing knowledge restricted their ability to protect patients by preventing falls events 

with injury. 

Anderson, Ellerbe, Haas, Kerfoot, Kirby, and Anderson (2014) investigated 

staffing excellence reporting a data-driven model as a framework for best practice. Five 

concepts indicated for integration included (a) recipients of health care, (b) health care 

providers, (c) environment, (d) care delivery, and (d) quality, safety, and patient 

outcomes. The patient was the recipient of care that included a cultural or personal belief 

system, family support, and level of education. The model care needs were based on 
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specific factors. Age, diagnosis, co-morbidities, and self-care ability were pertinent to the 

falls study. Model needs included barriers to engaging older adults that were unable to 

participate in self-care, necessitating changes in caregiver beliefs, actions, and facilitation 

of patient engagement (Anderson et al., 2014). 

Current and past staffing models did not provide the time, staffing, or 

organizational support that drive a plan of care based on person-centered care delivery.   

Some states legislate staffing.  In the future, RNs will need to have a full understanding 

of the application of domains to the most appropriate patient health resources including 

updating professional association staffing standards. The following specialty 

organizations published position statements with regard to staffing: 

 American Nurses Association (ANA) 

 Emergency Nurses Association (ENA) 

 Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) 

 Association of perioperative Registered Nurses (AORN) 

 American Public Health Association (APHA) 

 Academy of Medical-Surgical Nurses (AMSN) 

 National Association of School Nurses [NASN], (Anderson et al., 2014). 

The second concept concerned health care providers consisting of the professional 

nurse and the transdisciplinary team. The Institutes of Medicine (2003) suggested care 

providers must change in accordance with changes in health care. Patients relied on 

person-centered care and teamwork among health care workers by making the patient and 

family the focus in planning and execution of care processes. Shared goals across settings 

achieved quality in care delivery (Mensik, 2013; Naylor & Sochalski, 2010). Ample time 
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was reported as necessary for nursing staff to use the nursing process to understand and 

delineate team member roles. Managerial and administrative RNs should recognize every 

nurse as a leader and as a vital role in care delivery. The IOM (2011) established the 

importance of nursing leadership thus indicating both nurse manager and nurse 

administrator responsibility to shift organizational priorities from administrative tasks to 

the achievement of high-quality care (Anderson et al., 2014). Clinical RNs had the 

important job of shifting their thinking from task-oriented practice to a leadership 

oriented practice. Working together, administration, management, and bedside RNs 

should share accountability to meet quality and financial goals of the institution. The 

nurse executives focus on advocacy at all levels could improve the quality of care 

delivery and work satisfaction of the nursing staff (Mensik, 2013). 

Education was the third concept provided by the model. Anderson et al. (2014) 

opined nursing competencies should encompass care across the continuum in all health 

care settings. That data should determine the appropriate nurse to provide care for a 

particular patient, dependent on patient needs and resource availability. Nurses need 

specialized education when caring for the older adult because of the fast growth of that 

population. Nurses must also be educationally prepared to care for increasingly complex 

and high-acuity patients (Anderson et al.). Staffing patterns could then ensure appropriate 

and competent resources for person-centered care delivery (O’Rourke & White, 2011). 

The effects of poor and inadequate nurse staffing were reported by Aiken et al. (2014). 

When RNs’ workload was increased by one patient, a 7% increase in death within 30 

days of admission was likely. For every 10% increase in bachelor’s prepared RNs, there 

was a decrease in the likelihood by 7%. The implication in this study was clear. A lower 
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staffing rates and appropriate staff education levels decrease mortality in hospitalized 

patients (Aiken et al.) 

The environment of care is the third core concept of the Anderson et al. (2014) 

study. Historically, the hospital was the focus for staffing and maintenance of nursing’s 

work environment. Since the Patient Protection and Affordable Care Act (PPACA 2010), 

the scope of the health care environment has moved beyond the hospital. Organizational 

culture in hospitals largely influenced the environment of care and continues to do so. 

Unwritten rules, shared attitudes developed historically are still accepted as valid 

(Anderson et al., 2014). The guidelines, policies, and procedures produced by 

organizational culture can negatively affect nursing productivity and performance in 

addition to contributing to nurse turnover and burnout (The Joint Commission [TJC], 

2011). The organizational culture that supports governance in nursing by involving staff 

in identification and solution of problems, meets their needs, and matches competence 

with patient need engages the staff and promotes high-quality care (Lugo & Peck, 2008). 

Safety is tied to the nurse’s workweek and workload.  Aiken et al. (2011) 

indicated twelve-hour shifts and no limits to the hour's RNs worked within a seven-day 

period were shown to increase patient dissatisfaction, increase burnout among RNs, and 

increased certain mortality rates significantly. Technology and financing within the 

environment of care are difficult to navigate for nurse leaders. The facility expects the 

demonstration of both profits on investments plus positive patient outcomes and 

satisfaction scores (Anderson et al., 2014). 

The fourth core concept of care delivery was based on the continuum of nursing 

services that contains a shift from inpatient to outpatient services. The Anderson et al. 
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study indicated acute care was formerly profitable but has become a cost center. The 

newer models of care will provide seamless transitions to maximum wellness, 

functioning, or a tranquil death. Care delivery models will maintain regulations that 

govern practice. They will include staff qualifications, scheduling, and staffing. Shape 

and layout of units also affect staff function and can affect care delivery (Mensik, 2013).  

Because of PPACA (2010), the focus for health care facilities is quality 

improvement and cost reduction. A focus on maintaining health and preventing disease 

makes a change from volume to value-based delivery very important. Resource 

management is under total control of health care financing. Each nurse should practice 

with the understanding that even one nurse could directly influence and demonstrate the 

value of nursing. Fewer resources will be provided for nursing and patient care while 

more patient services will be needed (Anderson et al., 2014).  

The fifth and final core concept in the model was quality, safety, and patient 

outcomes. Consumers have ways to access quality indicators prior to seeking care. The 

national organizations listed below maintain focus on health care and nursing quality:  

 The National Database for Nursing Quality Indicators (NDNQI) 

 The Patient-Centered Outcomes Research Institute (PCORI) 

 Collaborative Alliance for Nursing Outcomes (CALNOC) 

 National health care Safety Network surveillance reports 

 Joint Commission (ORYX Core Measures) 

 North American Nursing Diagnosis Association (NANDA) 

 National Quality Forum [NQF], (Anderson et al., 2014). 
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Evidence and research indicated nurse staffing affects patient outcomes regardless 

of practice setting. The majority of research on staffing and outcomes has originated from 

hospitals. In spite of recommendations, appropriate staffing levels were not put into 

place. The Agency for Health care Research and Quality (2004) indicated (a) 2% to 25% 

reduction in adverse outcomes with higher staffing of all nursing levels, (b) 3% to 12% 

reduction in adverse outcomes with higher rates of RN staffing, (c) lower rates of urinary 

tract infections and failure to rescue outcomes with high RN staffing, and (d) lower rates 

of pneumonia, shock, urinary tract infections, upper gastric bleeding, and longer patient 

stays than in facilities with low RN staffing (Anderson et al., 2014).  

A retrospective observational study method by Aiken et al. (2014) reported an 

assessment of the patient to nurse ratios and RNs’ educational qualifications with regard 

to hospital mortality. Nine European countries participated in the RN4CAST study. The 

countries were listed as (a) Belgium, (b) England, (c) Finland, (d) Ireland, (e) The 

Netherlands, (f) Norway, (g) Spain, (h) Sweden, and (i) Switzerland. Ethical, 

institutional, and country-level approvals were obtained to perform the study and analyze 

outcome data using SAS version 9.2. Only hospitals with more than 100 surgical patient 

discharges were analyzed. Hospital characteristics such as those that performed open 

heart surgery and organ donation were defined as high technology. The hospital nurse 

work environment was a control variable. A generalized estimating approach and random 

intercept models used hierarchical linear modeling to account for patients being nested 

within hospitals. The dummy variables allowed for unmeasured differences between 

countries. Because the results were almost identical to hospital and patient characteristics 

and nursing work environments, only generalized estimating results were shown. 
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 Discharge data for 422,730 post common surgery patients ages 50 or older in 300 

hospitals estimated 30-day mortality according to age, sex, and types of admissions. 

Forty-three dummy variables suggested type of surgery, and 17 dummy variables 

suggested admission comorbidities. The effects of nursing implications were assessed 

from 26,516 nurse surveys in the study hospitals. The surveys were used to measure 

nurse staffing and education.  

Findings from the study determined an increase of one patient to a RNs’ workload 

enhanced the probability of death within 30 days of admission by 7%. In addition, the 

10% increase of bachelor’s prepared RNs decreased the probability of death by 7%. The 

implications suggested if 60% of RNs with bachelor’s degrees averaged a six-patient care 

load there would be almost 30% lower patient mortality than 30% of RNs with bachelor’s 

degrees who had an average patient care load of eight. The interpretation was staffing 

cuts to save revenue potentially adversely affects patient outcomes and increased priority 

on bachelor’s education for RNs could possibly reduce avoidable inpatient deaths (Aiken 

et al., 2014). 

Study limitations included assessment of one outcome (mortality) in patients only 

having common general surgeries. The definition of bachelor’s education relied on each 

country’s definition, and the global measure of nurse staffing might be biased by the 

differences between staffing day or night shifts.  Unmeasured confounding factors could 

have affected the results. In addition, the data were cross-sectional and therefore provided 

reduced information about causation. Additional studies were recommended beyond 

simple mortality outcomes (Aiken et al., 2015). 
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The Aiken et al. (2015) study was reported by the authors as the largest and most 

meticulous investigation of nursing and hospital outcomes in Europe. The robust results 

reinforce smaller studies and international published studies. The data in this study 

suggests hospital nurse staffing directly correlates with helping to lower surgical 

mortality. In addition, Aiken et al. opined economic benefits in the US could make good 

business sense. More professional nurse hours save lives and money, lower readmission 

rates, and provide better value for the facility investment (Aiken et al.). The research 

concluded patient to nurse staffing ratios may have a role in hospital patient outcomes in 

Europe.  Previous research indicated patients expressed satisfaction with care when RNs 

have fewer patients each. The data in this study suggested that a reduction in hospital 

deaths correlated with evidence-based investments in nursing. The Aiken et al. study 

correlated with the falls research by validating poor staffing adversely affected patient 

outcomes including older adult falls. Placing geriatric prepared RNs at the bachelor’s 

level of education and higher in acute care areas could be a positive step for RNs, older 

adult patients, and facilities. 

The focus of a qualitative study by Balbale, Turcios, and LaVela (2015) was 

health care worker perceptions of patient-centered care in two U.S. Veterans Affairs 

(VA) facilities. Twelve employees participated in taking photographs of environmental 

examples related to patient-centered care. The pictures facilitated dialogs during later 

interviews that identified areas for improvement.  

Participants attended an orientation session and received a digital camera, 

memory card, training, and instructions. Ethical training was provided to ensure no 

identifiable information was captured in the form of people and faces. The instructions 
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included (a) taking a picture of an activity that contributes to patient-centered care 

delivery, (b) photograph something that demonstrates positive or negative effects on your 

work experience, and (c) photograph an activity that shows no incorporation of VA 

patient-centered care.  

Data were analyzed using NVivo® (QSR International, 2008), and inductive 

coding. The ages of participants ranged from 29 to 65. Ten men and two women took 337 

photographs. Each person took an average of 27 pictures. The participant clinicians were 

physicians, RNs and registered nurse practitioners; other positions included therapists, 

management, and other departments. The results indicated most participants were 

satisfied with employment at the VA. The environmentally negative issues were parking 

difficulties, crowded waiting rooms, and the inability to bridge the gaps between 

departments. The positives were described as employee resources promoting job 

satisfaction, educational opportunities, and leadership support. An extremely important 

part of patient-centered care was reported as the support of organizational leaders. 

Feeling as though they were a vital part of the organization was additionally important to 

the employees. 

Limitations in the study were the findings based on a small sample size and 

limited numbers of employee occupations. In addition, changes in participant views over 

time could not occur. Results showed commitment to patient-centered care was 

dependent on (a) employee support, (b) engagement, and (c) involvement in the 

assessment, planning, interventions, and outcomes of the patient-centered care process. 
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Nursing Education 

 Health care facilities were encouraged by TJC (2006, 2010, 2012) to educate RNs 

about specific policies, protocols, and tools designed to prevent falls during a facility 

orientation and ongoing educational processes. The whole of nursing seemed governed 

by documents with a focus to maintain high standards and protect both patients and 

facilities from risk (ANA, 2012). Overshadowing ruling regulations and textual materials 

derived from governing professional, registration, and individual health care institutions 

and organizations inhibited RNs’ professional autonomy (Bail, Cook, Gardner, & 

Grealish 2009). The RN learned the requirement early in nursing school to think critically 

and to practice with autonomy (National League for Nursing [NLN], 2013). 

Consideration of the reasons for interventions that required skill and experience 

enhanced the benefit of clinical expertise. Experience provided the opportunity to 

recognize the connection between theory and practice. Knowledge obtained in classroom 

settings was foundational to students’ clinical experience (NLN, 2013). Nurses, 

particularly student RNs should be taught to articulate the links between personal 

understandings of situations, the care he or she provides in response to those situations, 

and his or her observed outcomes (Wright & Brajtman, 2011). Bail et al. (2009) stated a 

gap existed between theory and practice as well as between procedural policy and clinical 

policy concerning the issues of the older patient falls in acute care. A theory-practice 

contradiction occurred when policy did not explicitly value autonomy in RNs (Bail et 

al.). 

The IOM (2011) recommended 80% of RNs hold a baccalaureate degree in 

nursing (BSN) by 2020. The students who entered RN to BSN programs may already 
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have some sense of clinical competence, however many of them had very little 

understanding of their professional identity or what defined the professional discipline of 

nursing (Lee & Fawcett, 2013). One way to facilitate bridging the knowledge gap 

between practice and theory might succeed by teaching the Metaparadigm of Nursing 

early in nursing school. Published by nurse theorist Jacqueline Fawcett in 1985, the 

concepts of (a) human beings, (b) environment, (c) health, and (d) nursing maintain 

relevance in 2011 and beyond because as Fawcett stated “they are a way to identify the 

boundaries and scope of the knowledge of nursing” (Lee & Fawcett, 3013, p. 97) 

The theory-practice contradiction exists because most RNs readily admit they 

neither understand nor like nursing theory. They also admit to having no idea about what 

theory has to do with nursing practice (Bail et al., 2009). For decades, many RNs 

advanced nursing by creating and disseminating the specialized and unique body of 

nursing theoretical knowledge that underpins our practice. Many of today’s nursing 

students are not exposed to nursing theory (Jeffs et.al, 2013). Their focus is on tasks, and 

they are being removed from the foundational premises of nursing. This study shows the 

solution to the problem of older adult falls in acute care will not be found in a list of tasks 

or on a regulatory form. The solution will be found within the perceptions of RNs and the 

Metaparadigm of Nursing (Karnick, 2013). 

Political Perspective 

The contribution of IE to qualitative health research was highlighted by Rankin 

and Campbell (2009). Canada’s health care system was undergoing reorganization for 

several decades when this sociological exploration of nurse’s work identified problems in 

patient care. Rankin and Campbell used IE empirically to link everyday life and 
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specialized nursing knowledge to management pressures that standardized care in the 

name of efficiency. The study took the RNs’ standpoint; the problematic was “the study 

of RNs working in restructured hospitals” (Rankin & Campbell 2009, para 7). The IE 

gave RNs in the study the liberty to “talk back” to the myriad of systems within ruling 

regulations and organizations that substituted other types of knowing, evidence-based 

practice, and managed organizational efficiency. Those issues reportedly subordinated 

RNs’ knowledge and professional judgment. The authors investigated situations 

involving patient discharge work and bed utilization to explain disjunctures regarding 

RNs’ discretion in practice, patient care, and institutional constraints that caused 

frustration and feelings of powerlessness.  

The IE method of inquiry scrutinized the everyday of RNs at work, how they 

organized their social world, and how they connected with others involved in their social 

world. IE did not develop a theory from study data. Convincing evidence was mined from 

the nursing knowledge contained in interviews, texts, research, and an ultimate analysis 

of how things worked. Participant observation, interviews, and textual analysis were 

methods used in the study. The analysis directed how further data was collected from 

personnel other than RNs, (such as administrators) in an attempt to understand the linking 

of social connections. The study paid particular attention to textual influence. As a result 

of hospital restructuring, standardized forms such as RNs’ notes were redesigned to 

checklist form; computer generated documentation was focused on supporting efficiency 

and pre-designed responses (Rankin & Campbell, 2009). 

Emerging data from the study contained issues such as time constraints, 

interruptions in patient care, and frustrations of always feeling rushed. The ultimate goal 



 

     

 

70 

 

was to take what was stated in interviews, and form it into an awareness of work 

activities. That awareness resulted in understanding the RNs’ frustrations at having scarce 

control over their practice and their patient care. Current accountability practices aligned 

RNs’ work with managerial imperatives. Using IE methods, Rankin and Campbell (2009) 

investigated how the institutional relations of ruling were synthesized. Care pathways, 

called Individual Plans of Care (IPOCs) in the U.S. are text-based computer programs 

that monitor and direct patient care. The care pathway monitors individual patient 

interventions to occur at timed intervals, demanding the nurse dismiss reliance on his or 

her unique and specialized knowledge arising from and embedded in nursing’s 

professional domain. The authors emphasized IE was not attempting to understand 

nursing work. The use of IE assisted in uncovering what was happening as RNs carried 

out their everyday work. The framework allowed for a thorough examination of 

knowledge practices provided by clues existing within interview data (Rankin & 

Campbell, 2009). 

The American Occupational Therapy Association, Inc. [AOTA] (2010) presented 

an analysis of Federal policy issues about preventing and treating falls. AOTA used the 

American Geriatrics Society [AGS] (2010) Guideline for Prevention of Falls Among 

Older Persons to define evidence-based fall prevention activities. Public policy, notably 

Medicare policy contributed to fall prevention through influence on practitioners. As both 

payer and regulator Medicare influences how facilities address falls and what provider 

actions should occur as quality initiatives. The report identified how policy issues 

contribute to falls prevention and identified potential areas for policy change or 

enhancement (AOTA, 2010).  
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The PPACA (2010) created an annual preventive care visit and required a 

personal prevention plan. This significant positive step toward a coordinated and 

effective fall prevention effort is dependent on provider education. AOTA (2010) 

indicated little coordination among health care providers. An emergency department 

prescription and a referral to another health care provider may require a primary care 

physician to provide ongoing coordination and oversight of care. Beneficiaries who 

sustain a serious fall may not receive the appropriate support, education, or follow-up to 

reduce the risk of another fall. AOTA (2010) expressed the opinion of fall prevention as a 

process-a marathon versus a sprint. More provider education promotes widespread and 

consistently coordinated prevention efforts (AOTA, 2010). 

New regulatory paperwork and compliance issues frequently arise for health care 

providers (The American Hospital Association [AHA], 2008). Nurses and other 

professionals attempt to decipher and comply with bureaucratic mandates that divert 

attention from the patient to paper or computer forms. The AHA (2008) indicated 30 to 

60 minutes of required paperwork for each hour of direct patient care instituted a heavy 

burden at the expense of patient safety.  

Wasting health care workers’ time equals wasting health care resources (AHA, 

2008). When more time becomes devoted to paperwork, recruitment and retention of 

RNs, pharmacists, and other experienced professionals becomes difficult (AHA). A long 

list of regulations adds paperwork and documentation for rules that do not consider the 

problem of increased paperwork for the bedside caregiver. Hospital staff completes a 30-

item Medicare Secondary Payer Questionnaire for each hospital visit to ensure the 

beneficiary does not have other primary coverage (AHA, 2008). Four people must ensure 
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Medicare compliance because of the complexity and frequent continuous changes in the 

Medicare program requirements (AHA, 2008). The National Conference of State 

Legislatures [NCSL] (2012) reported 2.2 million nonfatal injuries from falls sustained by 

older adults treated in emergency departments. State legislatures in eight states provided 

funding and establishment of programs to address community fall prevention.  

Falls prevention interventions in acute care presented via a systematic review and 

meta-analysis by Coussement et al. (2008) included a Cochrane review as well as 

MEDLINE and CINAHL electronic searches for relevant studies. The objective of the 

study proposed to determine characteristics and effectiveness of hospital fall prevention 

programs. Eight studies met inclusion criteria and took place in the long-stay 

rehabilitation units. The meta-analysis did not find conclusive evidence that fall 

prevention programs in hospitals reduce the number of falls or fallers. The study 

indicated fall prevention programs exist for older adults living at home or in long-term 

care but not for those admitted to hospitals. The few randomized controlled trials 

reviewed demonstrated no significant benefit. Further research on fall prevention in acute 

care should focus on analysis of individual risk factors for falls to determine if those 

interventions could help in reducing falls and preventing injuries in acute care facilities 

(Coussement et al., 2008). Bunn and Sworn (2011) reported the influence of systematic 

reviews on health care policy literature. Evidence-based decision-making emphasized the 

importance of and recognition by practitioners of the need to incorporate evidence into 

practice. Systematic reviews enhance the effects of research on both practice and policy-

making decisions by enforcing the consideration of proof during the decision-making 
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process. Influence in research directly accommodates decision-making, and indirectly 

supports the determination of values, knowledge, or debate (Bunn & Sworn, 2011).  

Negative factors that reduce the influence of systematic reviews include 

representing evidence as the only determinant in shaping policy. Barriers exist such as 

financial pressures, legal and ideological imperatives from stakeholders, and ignorance of 

what a systematic review is and what it can offer (Bunn & Sworn, 2011). Changing 

minds requires a demonstration of effective strategies when the standard of research 

considers randomized controlled studies as the best method. Bunn and Sworn searched 

the literature on research effect, dissemination, and knowledge transfer. An electronic 

search returned 768 records with 13 meeting inclusion criteria. The pertinent research 

question asked about existing potential barriers to the use of systematic reviews in the 

development of health care policy. Active strategies were indicated to facilitate the 

assimilation of research. In addition, they showed diversity in study types may benefit 

decision makers who review the research (Bunn & Sworn).  

The evidence-based practice (EBP) movement ensures RNs have practice-guided 

research related to older adults, but EBP provides a narrow and politically constituted 

knowledge base. Betts (2009) indicated when implementing a strict medical viewpoint of 

human health founded on modernist assumptions, theory-based nursing care becomes 

problematic and counterproductive. Betts’ philosophical study determined the theory-

practice gap widens as nursing embraces quantifiable efficiency and effectiveness while 

forsaking knowledge and knowing to construct reality. Betts’ thoughts promoted the 

spirit of inquiry within this proposed study that indicates advocacy as the philosophy of 

care rather than the use of scientific evidence alone. Betts referred to democratic 
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advocacy that he defined as the political advocacy that is responsive to suffering results 

from identity or cultural differences including age. Identity and difference related to 

accommodating diversity of the older adult in acute care facilities while avoiding the 

science and theory paradigm conflict (Betts). 

Malone (2005) addressed the framework of health care political perspective in 

nursing practice and asserted bedside RNs do not become involved in the policy 

environment. Malone reported the bedside nurse, astute at identifying and assessing 

factors that affect the health and appraising patient physiological, pharmacological and 

psychosocial situations does not participate in making and remaking policy decisions. 

Malone determined the policy environment may contribute to patient problems through 

the intent to address more than one person and more than one set of circumstances. That 

thought supports the premise that generic falls prevention protocols do not provide 

person-centered care for the older adult. Furthermore, policy decisions made without 

consulting bedside RNs reflect the absence of credible information from caregivers 

(Malone). Nurses may offer substantial contributions that provide information, advocacy, 

and economic resources to solve the problem of older adults who fall in acute care 

facilities (Malone). 

Falls continue to threaten the health and quality of life of older people (CDC, 

2010, 2011, 2012). Mackenzie (2009) used an exploratory qualitative approach and 

grounded theory to investigate perceptions of a range of health care professionals from 

Australia, Canada, and the United Kingdom (UK) about effective practice in falls 

prevention. Fifty participants included RNs, physical therapists, paramedics, one 
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geriatrician, and one social worker. Work settings ranged from public health, hospital, 

clinic, and rehabilitation centers. 

Three falls prevention themes emerged from the perceptions of the participants: 

(a) client experiences, (b) professional skills and clinical reasoning, and (c) service issues 

(Mackenzie, 2009). The study participants acknowledged the importance of knowing a 

patient’s history and perception of prior falls. Observational skills, the ability to think 

critically, and excellence in communication establish essential rapport that aids in 

managing care. Emphasis placed on the importance of a client-centered approach were 

consistent across the data collected from three countries with specific national and local 

fall policies concerning fall prevention. The participants agreed fall prevention requires 

specific expertise common to professional groups. Identified barriers exist in the 

application of the evidence in practice. Education and universal guidelines necessitate 

research about translation into practice, and a limit of generalizability exists concerning 

the above-average level of expertise of the participants. A group of less experienced 

health care participants, as well as the inclusion of general practitioners, may provide 

different findings (Mackenzie). 

Ballou (2000) took a socio-political and ethical look at the role of professional 

nursing while indicating the moral obligation and the clear understanding of nursing 

values. The factors represented in the study retain the predominant nursing ideology 

closely linked with advocacy and caring. Ballou and Landreneau (2010) discussed 

concepts representing historical nursing sociopolitical activism, including (a) reform, (b) 

ethics, (c) justice and equality, (d) empowerment, (e) advocacy, and (f) safeguarding and 

protection. This research explored concept analysis of those, and other terms deemed 
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necessary and relevant to the perceptions, engagement, and courage of bedside RNs who 

care for older adults in acute care facilities. The contemporary nursing theoretical 

paradigm reflected the total human health experience, and the bedside RNs participating 

in the study who admit older adults accepted the obligation for those patients’ safety 

while in his or her care. Kurtzman (2010) investigated high-value inpatient care in terms 

of rising expenditures and poor outcomes that lead payers to institute policies for 

improvement while indicating the exclusion of nursing from the decision-making 

processes. The failure of the Federal government to include the largest health care 

profession in the U.S. negates the premise that understanding the relationships between 

RNs, health care quality, and costs could assist in formulating policies that drive value 

(Kurtzman).  

The conceptual framework and model for Kurtzman’s (2010) study indicated 

improvements in nursing care and quality (a) enhance improved outcomes, (b) reduce 

adverse events, (c) control costs and improve efficiency, (d) improve work environments, 

(e) increase the supply of RNs, and (f) increase retention. Based on a structured search of 

peer-reviewed literature published between 1998 and 2008, Kurtzman opined incentives 

for RNs’ result in significant increases in value achievement. However, 1,500 of those 

published titles independently reviewed for relevance generally concluded scant research 

conducted in inpatient settings, and no link to nursing variables such as outcomes, safety, 

or quality (Kurzman). 

This literature review assists in determination of the known links to the older 

adult falls problem, the theory-practice gap that exists in care of older adults, and the 

socio-political external forces that hinder nursing’s mission as a moral practice dedicated 
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to justice for all (Ballou, 2000). There has been no significant progress in changing either 

management or prevention of falls for decades despite significant concern and research; 

however, more nurse researchers are now becoming involved (Lach, 2012). This study 

explored the perceptions of RNs regarding the necessity of nurse involvement in policy, 

practice, and politics of older adult falls prevention. 

Guidelines 

As defined by National Guideline Clearinghouse (2014), clinical practice 

guidelines are recommendations intended to improve patient care based on inclusion 

criteria resulting from a systematic review of evidence subject to review of benefit, 

harms, and alternative care options. For this research, three published applicable 

guidelines that are most current and comprehensive for older adult falls in acute care 

were found in the Agency for Health care Quality and Research (AHRQ, 2010) National 

Guideline Clearinghouse website. The first was developed by Gray-Micelli and Quigley 

(2012) titled Evidence-Based Geriatric Nursing Protocols for Best Practice.              

Considerations included the following items: 

 The target population was hospitalized older adults. 

 The interventions focused on assessment/evaluation and risk assessment of the 

older adult. 

 Management concerns included safety precautions, fall prevention measures, 

plans of care to prevent falls, staff education, and follow-up monitoring. 

 Outcomes considered were incidence and etiology of acute care falls, associated 

morbidity and mortality, and level of mobility at discharge (Gray-Miceli & 

Quigley). 
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The population, intervention, comparison, and outcome (PICO) format was used 

to locate best evidence in published research to collect the evidence for each topic. The 

editors used the help of the New York University Health Sciences librarian to collect 

evidence on the clinical topics. Each literature citation was given a classification of (a) 

risk, (b) assessment, (c) prevention, (c) management, (d) evaluation/follow-up, or (e) 

comprehensive. A searchable database allowed for later information retrieval, and authors 

of each chapter topic were able to review the evidence on their topic. The Cochrane 

Database of Systematic Reviews, CINAHL, Medline, and PubMed, as well as Up-To-

Date and nursing abstract journals supplemented the searches. The methods used to 

analyze the evidence were reviews of published meta-analyses and systematic reviews. 

Methods used to formulate the recommendations were not stated. The guideline 

validation was both internal and external peer review by unstated method.  

The second falls prevention guideline on the AHRQ website was the Registered 

Nurses’ Association of Ontario (RNAO, 2011). The guideline included (a) Prevention of 

Falls and Fall Injuries in the Older Adult; and (b) Prevention of Falls and Fall Injuries in 

the Older Adult 2011 Supplement. The guideline is based on scientific levels of evidence 

assigned a grade adopted from the Canadian Task Force on Preventive Health Care 

(CTFPHC 1997) to support it. The Canadian RNs revised this guideline to include acute 

care and to specifically promote prevention of falls and fall injuries in the older adult by 

(a) identifying fall risk factors, (b) decreasing the incidence of falls, and (c) decreasing 

injury from falls. A focus is maintained on patient autonomy as well as on organization 

and policy recommendations to assist RNs to provide high-quality care. Effective patient 

care is recognized as dependent on a coordinated and multidisciplinary approach by 
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acknowledging individual nursing competency based on skill, experience, and levels of 

education (RNAO, 2011). 

The RNAO (2011) revision process began with the RNs’ commitment to base the 

practice guideline on the best available evidence. Members of the original panel, as well 

as others, with particular expertise, were recruited to assist with the revision process. A 

review of the existing 2005 guideline, and a search for existing recent relevant research 

was conducted with a librarian, a research assistant, and the panel leader. The panel 

reviewed the most recent literature and agreed to refinements and stronger evidence 

without dramatic changes to the original recommendations from 2005 guidelines. The 

RNAO guidelines revisions support the premise that falls prevention protocols are not 

one-size-fits-all; rather, they are tools for development of individualized patient care that 

ensure adequate support for provision of that care (RNAO, 2011).  

The third guideline on the AHRQ website is the AGS (2010) clinical practice 

guideline: prevention of falls in older persons. This version updates a 2001 AGS falls 

recommendation. The update review panel researched the literature to identify meta-

analyses, randomized controlled trials, cohort studies, and other articles published 

between May 2001 and April 2008. Databases including Medline and Cochrane were 

searched. Of particular note and relevance to this IE, the panel for the AGS 

recommendations excluded guideline discussion of topics such as syncope, restraints, hip 

protectors, and inpatient hospital-based falls protection. In addition, there are no 

references to nursing knowledge, or specific nursing care and falls prevention for older 

adults in these guidelines as part of multidisciplinary, interdisciplinary, and 
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interprofessional teams that implement multi-factorial safety interventions thus 

contributing to the knowledge gap this study attempts to fill (AGS). 

After the three published falls guidelines were analyzed, the two with nursing 

context were found to have the most (if any) influence on the proposed study. The AGS 

guideline does not consider nursing practice. It is unknown whether any of the 

participants’ facilities use any one of these or a different guideline. Barriers to using any 

clinical practice guideline are discussed elsewhere in the proposed study. The rationale 

for guideline inclusion in this literature review is to attempt to illustrate both through 

literature and nurse perception, the relationship between organizational culture and 

nursing implementation of evidence-based practice and clinical guidelines for preventing 

older adult falls (Dodek, Cahill, & Heyland, 2010). 

Tools and Instruments for Assessing Risk of Falls in Acute Care 

Each of the above guidelines recommended facilities choose an instrument to 

assess the patient’s risk for falls while hospitalized. Gallardo et al. (2013) reported an 

estimate of more than 84% of all adverse events for hospitalized patients were falls-

related. There were many studies, reviews, meta-analyses, and randomized controlled 

trials surrounding three specific tools: (a) the Morse Fall Scale (MFS), (b) the St. Thomas 

Risk Assessment Tool in Falling Elderly Inpatients (STRATIFY), and (c) the Hendrich II 

Fall Risk Model (HFRM II). Gallardo et al. (2010) reported the result of their meta-

analysis of the three above tools with the opinion that the STRATIFY was the better 

diagnostically valid tool for acutely ill older adults. However, the value of each of the 

instruments was deemed variable and dependent on population and environment, and 

should be tested prior to use with regard to falls safety, in particular. This study was not 
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concerned with the efficacy of falls tools or the benefit of one over the other. The 

participants were questioned about which tool was in use at his or her facility, how it was 

used, how he or she perceived effectiveness, and what he or she perceived could be done 

to improve it. As determined by Gallardo et al., further studies are necessary to 

investigate risk factors specific to the hospital environment that are not taken into account 

by assessment tools, guidelines, policies, or procedures. Nurses with their specialized 

knowledge and experience may prevent falls, and RNs should definitely take the lead in 

falls prevention research (Lach, 2012). This study questioned the perceptions of RNs 

regarding the association between tools, guidelines, protocols, and falls versus nursing 

judgment regarding older adult falls prevention. 

Standards of Nursing Care  

The ANA (2010) Scope and Standards of Nursing Practice is the framework that 

contains authoritative statements of nursing duties necessary for all RNs to perform with 

competence (ANA). Developed in collaboration and acknowledgment by more than 39 

specialty nursing organizations, the standards associated with the process include 

standards of care and professional performance (ANA). Competent professional nursing 

behavior includes eight standards, and all criteria must be met to meet the nursing 

standard of care: 

 Quality of care delivery 

 Performance appraisal 

 Maintenance of education 

 Collegiality 

 Ethics 
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 Collaboration 

 Research 

 Resource utilization (ANA). 

The Nursing Process 

The nursing process itself is (emphasis intended) the standard of nursing care.  

Comprised of (a) assessment, (b) diagnosis, (c) planning, (d) intervention, and (e) 

evaluation/outcome, the nursing process encompasses all pertinent actions RNs take in 

the provision of care to all patients and forms the infrastructure of clinical decision-

making (ANA, 2010). The falls study particularly emphasized the assessment portion of 

the nursing process as it related to the older adult. Nurses that perform comprehensive 

geriatric assessments and engage themselves in facility falls prevention protocols in 

addition to evidence-based national falls prevention measures, demonstrate strong 

leadership necessary to reduce older adult falls (Spetz, Brown, & Aydin, 2015). 

The standards that reflect nursing’s philosophical standpoint remain stable; 

however, the ANA recognizes consistency is crucial in revising criteria in current nursing 

practice considering advancements in scientific knowledge and clinical practice. Using 

the nursing process, the nurse needs to exercise judgment based on education and 

experience, guidelines, standards, policies, procedures, and protocols (ANA, 2010). 

This research determined the nurse’s perception of his or her ability to apply 

expert specialized knowledge of falls prevention for older adults while simultaneously (a) 

maintaining professional nursing standards of care, and (b) complying with health care 

and facility policies, procedures, and bureaucratic directives. 
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Knowledge Translation in the Care of Older Adults  

The research team of Bostrom, Slaughter, Chojecki, and Estabrooks (2011) 

searched Medline, CINAHL, The Cochrane Library, and EMBASE for systematic 

reviews, and then searched those reviews to identify the articles that related to older 

adults. They then used quantitative content analysis, to summarize, the information. Only 

two of the 53 reviews about knowledge translation focused on the care of older adults and 

the first one of that maintained focus on processes and outcomes of long-term care. A 

review of that study indicated the authors’ interest in evaluating the effectiveness of 

quality systems in nursing homes. Twenty-one peer-reviewed empirical studies identified 

concerns and provided feedback on outcomes. The frequently published authors from the 

Netherlands concluded the methods used to measure quality should be improved to 

include both qualitative and quantitative approaches (Wagner, Van der Wal, 

Groenewegen, & De Bakker, 2001). The second of the 53 reviews focusing on the care of 

older adults concerned effectiveness of learning programs on physician behavior. Upon 

review, the authors (who publish abundant research) investigated the use of knowledge 

translation to improve physician care of older adults. A systematic review of peer-

reviewed empirical literature was supplemented with interviews of geriatric program 

leaders. The authors determined limitations in their study may have included missed 

articles, a convenience sample of interviewees, and an infrequent lack of the ability to 

collect detailed information during interviews. Despite the limitations, more funding was 

urged for knowledge translation in geriatric care (Thomas et al., 2007). 

Only two of 1,079 primary research articles pertained to the care of older adults, 

and only two were conducted in hospitals. There were few organizational interventions 
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and rare financial and regulatory interventions. A definite gap in knowledge translation 

was identified pertaining to the care of older adults and determined further interventions-

research focusing on organizational, financial, and regulatory areas was warranted. 

Supportive leadership was found to be beneficial by employing managers who valued and 

supported health care workers by fostering a more positive uptake of evidence. Those 

managers were more likely to succeed in implementing evidence than less supportive 

managers (Bostrom, Slaughter, Chojecki, & Estabrooks, 2011). Certainly this IE research 

study of older adult falls as influenced by organizational texts assists in filling the 

knowledge translation gap in the care of older adults. 

History, cultural changes, science, politics, and economic conditions affect 

current nursing education and practice (Sprayberry, 2014). Bedside RNs currently 

experience the effects of the PPCA (2010) in the form of attempts to standardize their 

practice (Buerhaus, Donelan, DesRoches, and Hess, 2009). Surely health care reform will 

not require RNs to adopt the medical model of science, technology, and cure in place of 

nurturing, care, compassion, justice, and beneficence. As the largest group of frontline 

health care providers, RNs can achieve a balance between both roles to maintain respect 

(Sprayberry). 

Staffing is an area where knowledge translation is crucial to positively impacting 

outcomes (Weston, Brewer, & Peterson, 2012). Based on the evidence, the ANA 

recognizes clearly the fundamental purpose of advocacy for appropriate nurse staffing. 

Nurse administrators generally have the responsibility for staffing decisions, and should 

advocate using evidence and knowledge transfer to senior executives for a safe staffing 

plan to deliver safe, quality patient care (Weston et al.). 
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Organizational Culture 

The organizational culture issue of nursing workload directly affects recruitment 

and retention of RNs as well as patient safety (Ross-Walker, Clark, & Pearce, 2012). A 

systematic review of high-quality studies between January 1990 and June 2011 focused 

on hands-on care supporting the acute care facility and reflecting organizational needs. 

Of note was clinical factors relative to patient care were not included in the review (Ross-

Walker et al.)  

Only qualitative and opinion-based studies were considered for review by the 

authors. Two independent reviewers assessed 15 articles retrieved from major databases 

including CINAHL, Medline, Medline-In Process, PsychINFO, Emerald, Current 

Contents, TRIP, JSTOR, Nursing Consult, Psychology & Behavioral Sciences 

collections, Emerald, Embase, ERIC, Proquest, EBSCOhost, Science Direct, and Wiley 

Interscience. Standardized appraisal tools developed by the Joanna Briggs Institute (JBI) 

were used for appraisal purposes.  

Data was pooled and grouped according to similarity of meaning, then placed into 

synthesized categories. Fourteen papers met inclusion criteria with 81 findings identified 

from 10 qualitative research papers and 39 conclusions from 4 opinion papers. Although 

analyzed separately, both sets of data gave the same synthesized findings.  

The study indicated organizational culture affected nurse workload in the 

following ways: (a) inter-professional relationships: interruptions, communication, 

consultations, disruptions in care, loss of autonomy, abdication of nursing role, (b) 

clinical governance: task-oriented approach to nursing assignments, inconsistencies in 

care communication, lack of staff, difficulty access resources to complete care, (c) 
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workplace support: hidden work of RNs is undervalued, irrelevant, unrecognized; nursing 

hours do not include research time, (d) non-nursing duties: extra demands placed on RNs 

for other than patient care, (e) organizational structure and organization: delegation of 

care increases RN workload, and downsizing increases RNs (inherited) work, (f) work 

redesign: old nursing work patterns are not sustainable, (g) workflow: inefficiencies in 

infrastructure and walking long distances for long shifts affect safety and nurse workload, 

and (h) diversity within nursing roles: lack of support for RNs in management roles, and 

lack of inter-department independence and collaboration (Ross-Walker et al., 2012). 

The Ross-Walker et al. (2012) study found nursing workloads were significantly 

influenced by intangible and immeasurable factors ingrained in health care environments. 

Additionally, it demonstrated (a) the significance of the influence of bureaucratic 

contexts such as staffing based on tradition, unit rituals and routines, (b) insufficient 

consideration of the time it took to supervise and mentor students and new employees, (c) 

clinical leaders were expected to care for a patient load as well as manage a team of RNs, 

and (d) organizational goals and priorities superseded patient care. In certain 

environmentally complex practice environments, acute care RNs were expected to meet 

multiple demands that include organizational and patient care demands within a 

condensed timeframe. As a result of the conflicting responsibilities, increasing demands, 

diminished support, and competing priorities, RNs may begin to take shortcuts in nursing 

care that create a potential for adverse patient outcomes (Ross-Walker et al., 2012). 

Organizational culture in acute care facilities contributed significantly to the gap 

in the literature regarding falls prevention for older adults. Ross-Walker et al (2012) 

addressed at least two major qualitative opinions concerning the issues investigated in the 



 

     

 

87 

 

falls IE research. The first issue involved investigating perceptions of the acute care 

nurse’s inability to apply expert specialized knowledge of falls prevention for older adults 

while attempting to adhere to professional standards of care for person-centered care. The 

second issue included the necessity of using standardized organizational guidelines and 

directives. The falls IE research study offered new information that filled a gap in the 

existing literature.  

Barriers to care 

Haigh and Ormandy (2011) evaluated the organizational culture and the barriers 

to care on an acute care floor in a large general hospital in the U. K. The authors reported 

results from a multi-phase survey focusing on perceptions and experiences of hospital 

staff regarding staffing levels, organization, and delivery of patient-centered acute 

nursing care. A majority of the staff, 85% perceived staffing levels always or often 

influenced care. Working with inexperienced staff was reported by 69.5% of staff. A 

shortage of staff and inappropriate skill mix was reported by 74.7% of respondents. 

Dependent patients, interruptions to care delivery, telephone calls, paperwork, charting, 

medications, physician rounds, and visitors all contributed to creating RNs’ complaints of 

a lack of sufficient time for patient care, but staffing was the major perceived 

organizational barrier to patient care (Haigh & Ormandy).  

Beginning in the 1980s staffing levels were typically mandated by organizational 

forces that considered financial interests. Quality of nursing care was closely tied to 

knowledge, experience, fatigue, and support. The institutional influences of staff 

availability as well as organizational cultures that continue to prioritize financial interests 

largely affect patient quality of care (Clarke & Donaldson, 2008).  
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Functional loss is a severe consequence that may contribute to older adult falls as 

a result of barriers to care. According to Inouye et al., (2000), 34%-50% of older adults 

experienced loss in functional status between hospital admission and discharge. The 

results of functional decline were costly even if no fall occurred while the patient was 

hospitalized. A fall added increased length of stay, malpractice lawsuits, and cost of 

injuries. These items did not consider the loss of independence, quality of life and other 

related expenses (Lee, Staffleno, & Fog, 2013). The authors reported RNs in acute 

settings indicated institutional barriers to care included a lack of staff, time, and support 

from administration; patients also often resisted the care. Therefore, RNs partnered with 

non-licensed staff such as certified nursing assistants (CNA’s), to provide basic nursing 

care. There were just too many distractions that kept RNs from providing basic nursing 

care daily at the bedside (Lee et al.). 

The expert nurse participants in this study had the opportunity to provide their 

perceptions of barriers to care derived from organizational culture, texts, and 

administrative demands. The participants shared some information that responded to 

nursing frustrations of increasing complexities of care within a system that seemed to 

demand standardization. This topic also provided an opportunity to explore the RNs’ 

perceptions of health care standardization, policies, and guidelines versus professional 

nursing standards and nursing standards of care. 

Barriers to safety 

Both safety and organizational cultures in acute care health care facilities 

influence medication errors and falls (Mark, Hughes, Belie, Bacon, Chang, & Jones, 

2007). Health care has been slow to realize the identification of patient characteristics 
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associated with increased risk of falling and implementation of fall prevention protocols 

is insufficient (Mark et al., 2007). Falls prevention depends on theoretically sound 

understandings of necessary support for expert nursing knowledge in the implementation 

of evidence-based practice, and an optimal working environment that contributes to 

improved safety outcomes (Mark et al.). 

Using a structural contingency theory (SCT), Mark et al., (2007) analyzed the 

relationships and characteristics of the hospital safety environment using data from 278 

medical-surgical units at 143 hospitals in a longitudinal multisite study. Patient 

characteristics, organizational structure and patient safety outcomes, unit capacity, work 

engagement, work conditions, and safety climate were measured. The employees defined 

safety climate in three ways: (a) dependent on management behaviors reflecting 

commitment to safety, (b) maintenance of open communication of safety-related 

information in a bidirectional manner, and (c) the way in which management responded 

to unsafe behaviors (Mark et al.). Outcomes of the study indicated more falls on units 

with older populations with poor health. The organizational context was positively 

influenced by hospitals in urban areas with magnet status and a higher number of RNs 

prepared at the baccalaureate level. Southern hospitals reported a persistent shortage of 

RNs which is linked to lower work engagement. Of note was the finding that there were a 

significant number of falls at high levels of safety climate facilities staffed with a high 

proportion of RNs. Work demands and unavailable support personnel forced RNs on 

those units to prioritize multiple demands and found themselves without the time to 

maintain the surveillance necessary to maintain the necessary level of safety (Mark et al.)  
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Barriers to practice and outcomes 

The relationships between patient safety climate, health care quality, and patient 

outcomes have not been well-investigated according to Ausserhofer, Schubert, Desmedt, 

Blegen, De Geest, and Schwendimann, (2013). Their study of 1,633 RNs working in 

acute care units within 35 Swiss hospitals measured the patient safety climate and relative 

organizational variables. The organizational variables included (a) quality of the nurse 

practice environment, (b) implicit rationing of nursing care, (c) nurse staffing, and (d) 

skill mix. Using multilevel multivariate logistic regression, relationships were explored 

between seven patient outcomes:  

 Medication errors reported by nurse 

 Pressure ulcers 

 Patient falls 

 Urinary tract infection 

 Bloodstream infection 

 Pneumonia 

 Patient satisfaction (Ausserhofer et al.) 

Thirty-four of the study hospitals were public, and data was obtained from 132 acute  

care units. Data were obtained from 1,633 RNs for a response rate of 72%. The majority 

of RNs (91.7%) were female, 41.7% were between 20-30 years, and 51.5% worked part-

time. University hospitals had a greater number of male RNs (12.7%), as well as a greater 

number of full-time RNs (55.4%). The study results showed patient safety climate was 

not found to significantly predict outcomes nor were higher patient-to-RN ratios tied to 

patient outcomes (Ausserhofer et al. 2013). The most striking predictor in all of the 
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models was implicit rationing of nursing care. Forcing RNs to minimize or omit 

necessary nursing tasks because of rationing their attention across patients increased the 

risk of negative patient outcomes. The higher study levels were significantly related to a 

higher rate of adverse events and lower patient satisfaction. A significant relationship was 

noted between skill mix levels, pneumonia, and patient satisfaction levels (Ausserhofer et 

al.).  

A specific barrier to nursing practice and outcomes has been the inability until 

recently for administrators and management to understand that from a business point of 

view, the health care product is patient care. Beglinger, (2014) opined lessons from 

nursing clinical practice should influence executive decision-making. Standards of 

evidence have been emerging, and standards of practices have been followed by RNs for 

decades. Unacceptable staffing sometimes reaches the point where the nurse has too 

many distractions to observe the small details and changes in patient conditions. This 

disables his or her ability to effectively care for, and adequately educate the patient in his 

or her care (Beglinger).  

Unlike the automobile manufacturer who can decide to add amenities and features 

to the product and charge more or less considering finances, specific patient care needs 

are ethically mandated to be addressed (Beglinger, 2014). Some health care financial 

executives use the bottom quartile as the staffing target number, having no understanding 

or knowledge of the outcomes being distributed by nursing (Beglinger). Choosing who 

gets care based on pricing violates the nursing ethical standard of care (ANA, 2010). The 

participants in this research provided the RNs’ perceptions that rationing nursing care has 
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a negative impact on nursing, patients, and quality outcomes. Barriers to care, safety, and 

outcomes are affected by organizational culture (Ausserhofer et al., 2013). 

Nurses’ loss of control over practice was an additional barrier considered by the 

IE study of older adult falls prevention in acute care. Teamwork and control were the 

subjects of a secondary analysis of a study by Castner (2012).  Five dimensions were 

perceived as beneficial to those RNs who maintained control over their practices as 

opposed to non-beneficial perceptions of RNs, who did not maintain control. This 

secondary statistical analysis of the 2012 study focused on that control issue. Castner, 

Ceravolo, Foltz-Ramos, and Wu (2013) measured five dimensions of teamwork derived 

from 456 RN surveys compiled from five different hospitals. The first dimension of 

teamwork was structure. Size of the team, team members, goals, and purposes were 

included. The second dimension was leadership. Team expectations and coordination 

achieved by setting expectations and modeling were studied. The third dimension of 

situation awareness provided an evaluation of RNs’ ability to be aware of and to 

conceptualize the combined purpose and daily function of the team efforts. Mutual 

support of team members and individual’s work composed the fourth dimension The fifth 

dimension declared communication was necessary for sharing united perceptions and 

exchanges of important information between team members (Castner, 2012).  

The two research questions asked about years of experience and the ways RNs’ 

current roles increased or decreased the five dimensions of teamwork. A convenience 

sample of 456 RNs participated in the study; eligible RNs numbered 2,056, and a target 

number of 20 percent from each facility was reached. Training was given for AHRQ 

(2006) standardized teamwork training and professional development for each 
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participant. Demographic information included years of experience, history of teamwork 

training, and results of a teamwork perceptions questionnaire. A two-way multivariate 

analysis of covariance was conducted on the five dependent variables; the independent 

variables included practice control and training attendance. Years’ experience was 

included as a covariate variable of interest (Castner et al., 2013). 

The results indicated statistical significance of the relationship of high control 

over practice and teamwork skill and behaviors. The study enhanced understanding of 

RNs’ control over practice as positively reinforcing relationships, teamwork, and 

behaviors. No causation was shown, only correlation was indicated. The authors declared 

further study would be necessary to determine cause and effect of practice control on 

teamwork (Castner et al., 2013).  

Organizations that promoted empowerment and decision-making by nursing staff 

offered nursing opportunities at all levels of the organization. Those organizations 

fostered belief in self-determination, teamwork, and professional relationships (Castner et 

al., 2013). Linking the Castner et al. study to the present study exposed the continued 

problems RNs perceived as related to the loss of control over their practice, inability to 

use their specialized knowledge, and the increased institutional focus on financial issues 

of reimbursement instead of quality in providing direct patient care. The falls study 

indicated RNs’ dissatisfaction with the ability to perform their jobs, and the frustrations 

of knowing patient falls safety was compromised every shift of the day. 

Recent Findings 

The Department of Health and Human Services Office of Inspector General 

(OIG) reported an executive summary of hospital incident reporting with regard to 
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assessment of adverse events in hospitals. The study objectives were a) to describe 

facility use of incident reporting systems, b) to determine efficacy of capture regarding 

patient harm, and c) to determine accreditor interest in assessing compliance with Federal 

tracking requirements of harm to inpatients (Levinson, 2012). 

One hundred eighty-nine hospitals responded to interviews concerning their 

incident reporting systems. Administrators indicated reliance on those systems to capture 

the necessary information to improve patient safety. Administration admittedly continued 

to rely on sub-optimal information derived only from staff accounts of events (Levinson, 

2012). Pertinent findings indicated staff did not report 86% of adverse events because of 

misperceptions of what caused patient harm. Nurses reported most of the adverse events. 

Out of 40 reports, 28 led to investigation and five led to changes in policy. The events 

most likely to provide information leading to quality and safety improvement were 

investigated; few policy changes resulted from reported events (Levinson). Hospital 

accreditors focus on how information is used, not how it is collected. Incident reporting 

systems do not bear investigation unless a problem shows up during the survey process 

(Levinson).  

Study recommendations from Levinson (2012) included collaborative efforts 

between the AHRQ and CMS to provide guidance and incentives to hospitals for 

expanded use of incident reporting systems. Such efforts as lists of potentially reportable 

events, and guidance to accreditors regarding surveyor assessments should assist in 

hospital incident reporting system compliance assessments (Levinson, 2012). 

A RAND working paper prepared for AHRQ in February 2012 systematically 

reviewed existing evidence for falls prevention interventions in hospitals. Hempel et al. 



 

     

 

95 

 

(2012) presented an overview of existing performance tools and available online 

resources that identified wide variations in assessment tools, complexity of interventions, 

and approaches to hospital falls prevention. Inclusion criteria aimed to identify 

evaluations of falls prevention regardless of patient age or risk status. Quantitative studies 

only were considered for review. Results of 102 studies published over a 30-year period 

identified 77 studies evaluating successful interventions by comparing numbers of falls to 

a period prior to implementation of interventions. All but 11 studies concerned 

international settings. Therefore, careful evaluation is necessary to determine 

applicability to the U.S. hospital setting. Most interventions targeted health care provider 

behavior with regard to a risk assessment approach with equipment, provider, and multi-

disciplinary approaches maintaining secondary consideration.  

Outcomes varied across the Hempel et al. (2012) studies thereby impeding 

comparative effectiveness and evaluation of interventions. Success was reported in falls 

reduction only. No success was reported in complete elimination of falls. Questions 

remain about the ability to prevent all falls in acute care facilities (Hempel et al.). As a 

result of the study, AHRQ identified interventions, tools, and resources for integration 

into the AHRQ falls toolkit as a resource to falls prevention approaches for acute care 

hospitals (Hempel et al.).  

The Institute for Clinical Systems Improvement (ICSI) facilitates and coordinates 

health care guidelines development and revision. Not-for-profit member groups based in 

Minnesota and Wisconsin provide feedback and review but do not have editorial 

authority over the work group. Quality improvement work is funded by annual dues and 

five health plan sponsors. Degelau et al. (2012) drafted the Third Edition of ICSI 
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Prevention of Falls (Acute Care) Protocol in October 2007. The first and second editions 

reviewed in January 2008, and May 2010 respectively preceded the April 2012 edition. 

Target population focused on adult patients in acute care settings with the aim of 

elimination through falls prevention protocols of all falls with injury. A second aim 

aspired to reduce falls through appropriate assessment and prevention interventions 

(Degelau et al.). Outcomes and recommendations from ICSI included (a) consideration of 

organizational infrastructure, (b) training and education for caregivers, and (c) cultural 

and the need to shift values, beliefs, and behaviors of the organization. Recommended 

system changes included organizational leaders to identify a team to (a) oversee a falls 

prevention program, (b) put a reliable process in place for comprehensive clinical 

assessment, communication, and risk factor intervention plan from an interdisciplinary 

perspective; (c) place support systems that promote learning, ongoing evaluation, and 

improvement of the falls prevention program; and (d) ensure investigation of fall 

incidents, confront problem issues, and become accountable for missed opportunities to 

prevent falls (Degelau et al.). 

National Patient Safety Goal number nine from TJC (2012) indicated state law 

may define falls because no falls definition exists within Joint Commission Standards. 

Online and published resources for falls reduction programs include The National 

Guideline Clearinghouse and the Department of Veterans Affairs. The falls reduction 

program in acute care hospitals is expected to include all settings and populations. The 

effects of polypharmacy and medications frequently associated with increased fall risk 

should be identified (TJC, 2012). These medications include classifications such as (a) 
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sedatives, (b) hypnotics, (c) analgesics, (d) psychotropics, (e) anti-hypertensives, (f) 

laxatives, and (g) diuretics. 

Since 2004 efforts were promoted to establish a consensus of standards for 

nursing-sensitive care. The use of fifteen National Quality Forum [NQF] (2004) nursing-

sensitive care measures quantified RNs’ benefit to quality patient care (Robert Wood 

Johnson Foundation [RWJF], 2011). The 15 voluntary NQF (2004) standards report 

performance in three domains consisting of (a) patient-centered measures such as patient 

falls with injuries, (b) nursing-centered measures such as smoking cessation counseling, 

and (c) system-centered measures such as the ratio of RNs to licensed practical nurses 

(LPNs), and unlicensed assistive personnel (RWJF, 2011).  

Almost 10 years later, a renewed focus on performance measurement, 

transparency in reporting and quality improvement elicits new measures and approaches 

that relate more to patient experience than care delivery (RWJF, 2011). Nursing work in 

patient care is often unseen and undervalued because information from RNs is neither 

well-understood nor disseminated. Older experienced RNs are leaving the profession 

because the patient care environment is deteriorating. Issues such as (a) twelve-hour 

shifts, (b) high patient census without regard to acuity, (c) increased physical demands, 

(d) lack of administrative support, and (e) fewer opportunities for professional 

development drive older RNs away from the bedside (RWJF, 2011).  

Using Rodgers’ (1988) method of concept analysis that postulated the 

phenomenon central to nursing concern was in knowing human beings and their 

environments. Bonis (2009) searched the literature published from 1978 to 2007 that 

assisted in understanding the use of the concept of knowing in nursing and other related 
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disciplines. Results of the study revealed a focus on the individual experience in health 

care. Unique personal knowledge combined with objective knowledge and individual 

experience, awareness, and reflection produced understanding, meaning, and 

transformation (Bonis).  

Mantzorou and Mastrogianis (2011) reported Carper’s patterns of knowing 

provided a necessary perspective in nursing practice that indicated interdependence on all 

four elements to create the entire concept of knowing. The IE design allowed exploration 

of knowing through observation, textual review, and interview to investigate the patterns 

of knowing and related concepts of advocacy, empowerment, and ethics (Smith, 2003, 

2006). The IE design further invited understanding of the patterns and concepts as they 

related to everyday bedside nursing and to the potential prevention of acute care falls in 

older adults (Rankin & Campbell, 2009; Smith, 2003).  

This IE study of older adult falls prevention used DeVault’s (2013) study to build 

on an investigation of the participant’s perceptions of the hierarchal approach encoded in 

work-related textual materials and social relations. Several experienced IE authors 

contributed insight to the study of how textual issues affected organizational control over 

RNs’ everyday practice and thus demonstrated the value of approaching the problem of 

older adult falls in acute care using the IE method of inquiry (Rankin & Campbell, 2009; 

Smith, 2005, 2006).  

 As a result of value-driven care, health care reform, and reported suboptimal care, 

facility policies were put in place, and government regulations were instituted that were 

intended to improve outcomes and lower costs (Kurtzman, 2010). Nurses, however, are 

usually excluded from policy decisions (Needleman & Hassmiller, 2009). Conclusions 
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drawn from a systematic review by Kurtzman indicated adverse events and patient 

outcomes have been rigorously investigated. The problem, as Kurtzmans’ study pointed 

out, was the limitations in data and methodology of existing studies. Many studies have 

been conducted outside the US, small samples have been used, and data from 

administrative sources rather than nursing sources has been used. For instance, the effects 

of staffing, nursing care hours per patient, and staffing mix were not specifically linked to 

specific nursing standards. Facility policy dictates staffing, and administrative research 

linking nursing work environment and patient outcomes lacks evidence. Examination of 

nursing contributions should include expert nursing input and take into consideration 

political, business, scientific, and social acceptability (Kurtzman).  

A current systematic review from Hempel et al. (2013) contained 59 studies from 

January 2005 to August 2011 searching for adherence to, and effectiveness of falls 

prevention methods in U.S. acute care hospitals. Randomized controlled trials, cohort 

studies, before-after studies, and clinical trials were eligible; descriptive studies without 

data or comparators, and case studies were excluded. The search of topic experts, 

reference lists, and multiple databases included (a) CINAHL, (b) Cochrane Database of 

Systematic Reviews, (c) Database of Abstracts and Reviews (DARE), (d) PubMed, and 

(e) Web of Science (Hempel et al.). 

The electronic search identified 3,180 publications, and the updated fall prevention 

interventions search retrieved 2,473 publications. Full text of 766 publications provided 

details of 59 studies that met inclusion criteria were required to report outcomes of 

inpatient falls. Numerical data on interventions, and comparison group data or fall rate 

comparison data had to be presented for inclusion from U.S. hospital settings exclusively. 
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The reviewed studies were published over a 28 year period. Hempel et al. (2013) study 

results indicated considering 59 hospitals reporting evaluations; only a fraction of those 

reported enough data to compare fall rates, and combined estimates did not show a 

statistically impressive intervention effect. Strategies to intervene were documented 

infrequently, important information was often absent, and data was often unreported or 

undescribed. The authors concluded by recommending facilities develop better reporting 

of successful studies that were compatible with their particular culture, and 

implementation of care processes that would help reduce patient falls (Hempel et al.). 

Between July 2006 and September 2008, Bouldin et al. (2013), collected data to 

determine trends in facility falls prior to CMS non-reimbursement policy for inpatient 

falls-related injuries. Data from the NDNQI included greater than 88 million patient days 

of observation from 6,100 medical and surgical units in 1,263 U.S. facilities. At least one 

month of data contribution from hospitals was a requirement for participation in the 

study. Site coordinators from NDNQI completed training for the research, and collected 

the data reported in detailed manuals. 

Hospital falls were defined as unplanned descent to the floor or other lower surface 

with or without patient injury. If the fall was interrupted by staff, it was flagged as an 

assisted fall. Injuries sustained from falling were assessed for at least 24 hours and then 

classified. Minor falls required a dressing or ice and possible wound care moderate falls 

required sutures or splints. Major falls required surgery, casting, or neurological care. The 

final classification was deaths from falls with injuries (Bouldin et al., 2013). Fall risk 

assessments were reported for 76.6% of participants; 73.9% were at risk for fall, 19.7% 

were not at risk, and no information was reported for 6.4%. Staffing included total hours 
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of nursing care combining RN and LPN hours. Falls were assessed by unit type. The 

analysis was conducted using SAS 9.1.3 with approval from The University of Florida 

Institutional Review Board (IRB). 

Results of the study were obtained from a wide distribution of geographical area 

and facility size. Half of participating facilities were non-teaching hospitals, and one out 

of five had Magnet status. Falls totaled 345,800 during the study. Injuries from falls were 

recorded in 82,332 instances. One in ten falls incurred moderate injury, less than one in 

twenty were major injuries, and two out of 1,000 falls resulted in death (Bouldin et al., 

2013). The pattern of rate and injury for falls over the 27-month study period was not 

significantly different. Patients in medical units sustained the most falls with injury.  

Evidence was found that injuries from falls that were not immediately recognized 

were not classified as falls with injury, and some misclassification may have been 

reported. Some patients may have fallen multiple times; the authors indicated future 

investigations using multi-level analysis of facility, unit, and patient data might be useful. 

Nursing practice was not assessed in this study. Fall prevention strategies should be 

assessed in future studies to address effectiveness. The conclusions reached determined a 

small but statistically significant decrease in falls over 27 months prior to the CMS 

institution of non-payment to facilities for patient falls with injury (Bouldin et al., 2013). 

Close Observation Units (COUs) were studied using a retrospective descriptive 

design in a quality improvement (QI) initiative by Skowronsky, Bena, and Albert (2015). 

Although the increased need for sitters in hospitals was demonstrated by high fall rates on 

medical, medical-surgical, and psychiatric units, sitters were costly and minimal evidence 

supported their effectiveness. Interventions such as volunteer observers, bed alarms, 
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diversional activities, and placement of at risk patients close to nursing stations were not 

easily implemented on busy acute care units.  

A four-bed COU was created using two semi-private patient rooms. Glass partitions 

allowed for increased visibility and quick access to patients. One RN and one unlicensed 

non-certified technician have workstations designed to maintain safety for patients and 

staff.  Grouping patients who have high fall risks with a higher ratio of health care 

providers was not found in the peer-reviewed literature. The QI initiative created an ideal 

environment for at-risk older adults using the input from a multidisciplinary team 

Skowronsky et al., (2015). Unit RNs, case managers, social workers, and a psychiatrist 

provided input on the physical layout and necessary equipment. The aim of the study was 

to compare a traditional 32-bed acute-care unit versus a four-bed COU to determine: (a) 

fall rate differences, (b) patient characteristics by placement, and (c) differences between 

sitter use from 61 days prior to and 61 days after COU opening. 

Analyses performed using SAS 9.2 assumed a significance level of .05 for all 

comparisons. The initiative took place over a one-year period when 1859 adult patients 

were admitted to the facility. Admissions to the internal medicine unit totaled 1878, and 

145 admissions went to the COU. Age range was similar between the units. The COU 

had higher neurologic admissions, psychiatric conditions, and longer lengths of stay. 

They were less likely to be discharged home. No differences were found in patient fall 

rates between units. The study authors opined fall rates might have been because of the 

very low fall rate in COU patients. Only three falls occurred among 145 patients in COU.  

Part of the success of the COU study was attributed to information technology (IT) 

systems, staff education concerning beliefs about falls, and background planning that 
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included health care workers’ input. The research determined COUs save money, provide 

patient safety, and may provide the perfect environment for patients at risk for falls. More 

research was deemed necessary to substantiate the results and the evidence of benefits of 

the COU (Skowronsky et al., (2015). 

Conclusions 

The literature revealed valid reasons for concern about older adult falls prevention, 

and reasons RNs’ perceptions regarding barriers to falls prevention are an important clue 

to solving the problem. Healthy People 2020 (2013) objectives data on older adult falls 

reported one out of three older adult falls causes severe disability among those who 

survive the fall. The CDC (2012) reported 43 nonfatal falls per 1,000 populations. 

Persons 75 or older had a rate of 115 falls per 1,000 populations. The CDC additionally 

reported 2010 hospitalizations accounted for two-thirds of costs of injuries, and total 

hospitalization cost was $34,294 in 2012 dollars (CDC). By 2020, CDC projects the total 

older adult falls medical costs for fall injuries will reach $67.7 billion in 2012 dollars. 

Falls with related injuries are frequently linked to quality of nursing care and 

included as a quality indicator monitored by the TJC, ANA, NDNQI, and by the NQF. 

Nursing perceptions of falls prevention in the elderly population bring to light 

information that has not been sought from them in the past (Rankin & Campbell, 2009). 

The health care priorities that surround everyday RNs work, along with discovery of the 

effect on RNs’ ability to use their expertise, autonomy, and judgment will become 

foundational for further research in this area (Robert Wood Johnson Foundation [RJW], 

2011). The RJW (2011) report endorsed nursing sensitive measures to describe and 

document what RNs do in a quantitative manner. This qualitative IE study highlighted the 
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value of reflecting the nurse-quality relationship, patient-related processes and outcomes, 

and unique aspects of RNs’ contributions to quality of care as influenced by ruling 

regulations (Rankin, 2001; Rankin & Campbell,2009; Smith, 1981, 1990). 

Gonzalez and Abood (2015) discussed identification of policy issues related to 

patient care and the nursing work environment. The authors described a patient fall as an 

adverse event. If a patient falls and is assisted back to bed without further action, nothing 

will happen to prevent future falls. If data collection begins after a patient falls, and 

patterns are identified, a closer analysis might show specific issues such as time of day 

when falls occur. That data might lead to a root cause analysis to determine an expanded 

search for national and international data to help prevent falls. Health care policy exists at 

every level throughout the health care system (Gonzlez & Abood).  Navigating the 

nursing hierarchy while trying to provide patient care caused significant stress in the 

participants of the IE falls research. The nurse at the bedside stands on the line between 

administration, organizational work process, and the patients they feel are being 

shortchanged (McGibbon, Peter, & Gallop, 2010). 

Of the studies reviewed in this research considering (a) germinal, (b) empirical, 

(c) historic, and (d) recent, qualitative methods were most commonly employed. 

Qualitative institutional ethnographic studies contributed to both the research and to the 

body of methodological and organizational knowledge. Smith (1997) added to the general 

introductory body of IE knowledge with an analysis of the ways everyday experience and 

practice can be articulated to social relations. The study provided a foundation on which 

to build the falls research. 



 

     

 

105 

 

The empirical IE study by Diamond (1992) added to the centrality of the IE 

method of taking a standpoint, and by exploring what could be done to attempt correction 

of unethical practices in senior residences. Diamond’s study provided a lesson on the 

language and style of IE. It also provided some pointers on focusing thoughts and making 

them visible to the reader. Rankin and Campbell (2006) contributed an empirical IE study 

of the assessment and differences between health care organizational strategies and the 

standpoint, knowledge, and situated interests of nursing and the public interest (Rankin & 

Campbell).  

Clune’s (2011) IE concerning return-to-work policies in Canada focused on in-

depth interviews, exploration of pertinent texts, and mapping activities. The central 

importance of textual inquiry in this IE was the accomplishment of social coordination 

across time and site. The importance to the research lies in the example of the disjuncture 

between an injured nurse’s injury experiences and the textual organizational account of 

her return to work. Pence (2001) produced an account of battered women’s’ experiences 

and the ways texts operated as instruments of power within the legal system. As a result 

of her study, Pence founded a program in Duluth, Minnesota presently used as a model in 

all 50 states and 17 countries (Gondolf, 2010). Administrators and practitioners re-

evaluated conceptual and organizational practices to close the gap between what people 

needed, and what institutions were structured through textual imperatives to provide 

(Dasgupta, 2010). 

The remaining general nursing and falls research was based on qualitative studies 

that contributed to the body of falls knowledge. They included Walker’s (2011) fourteen-

week video observation study that explored the meaning of falling for older people with 
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the added consideration of the patient opinion about falls prevention. Person-centeredness 

in falls prevention recognized meaningful patient engagement with interventions that 

respected the individual and adds to the body of the research.  

Krichbaum et al. (2007) used an inductive methodology to present data on the 

research discovery of a phenomenon known as complexity compression (CC). The study, 

performed in Minnesota investigated the effects of the everyday unexpected, unplanned, 

and increasing responsibilities along with unrealistic time limits that were placed on 

bedside RNs. The authors studied a focus group of 58 RNs who indicated six themes that 

contributed to complexity compression. The themes included “personal, environmental, 

practice, systems and technology, administration and management, and autonomy and 

control” (Krichbaum et al., p.86).  

The reason for the study was reported as an investigation to understand factors 

affecting the impending nationwide nursing shortage. The authors hypothesized the work 

environment and organizational demands in acute care facilities contributed to the 

shortage of RNs. The reported demands included (a) learning new computer 

documentation systems, (b) requirements of documentation, (c) orientation of new staff, 

(d) organizational change, and (e) the personal toll on RNs’ energy in response to never-

ending changes within the institution and health care system.  

Krichbaum et al. (2007) reported 40% of everyday and everynight work done by 

RNs was not related to patient care. In addition to demands, RNs experienced frustration 

when asked for input on decision-making, and when input was given, it was ignored. 

Another major frustration for RNs was not being asked for input. Abuse and violence 

together with administrators that were inexperienced, lacked knowledge about nursing 
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work, or both combined to create feelings of frustration and feelings of lack of support 

among staff (Krichbaum et al.).         

The previous qualitative studies illustrated use of the process of IE that is 

transferrable beyond the particular settings described. Everyday life was defined within 

each study, and everyday situations transcribed in formal regulations were transformed 

into abstract, non-concrete measures (Diamond, 1992). The Krichbaum et al. (2007) 

study was particularly pertinent to the IE research. It detailed complaints and frustrations 

not encountered in the research of prior studies.  

Quantitative literature abounds in falls prevention methods, tools, risk 

management, and practice. Quantitative studies reviewed in this research, and their 

contributions to the body of knowledge include Cameron et al. (2010) who assessed the 

effectiveness of falls interventions in a study designed to reduce older adult falls in 

hospitals and other nursing care facilities. Using randomized controlled trials (RCTs), the 

primary outcomes were rates of falls and risk of falling. There were no outcomes reported 

based on nursing interventions or knowledge. Two reviewers assessed the quality of the 

trial, and extracted data. Forty-one trials involved 25,422 participants; many had 

cognitive problems. Interventions were evidence-based. With regard to outcomes, there 

were no contributions to the proposal. The RCT did not provide any pertinent data for the 

proposal because quantitative research does not allow the subject to express reality in 

their own words which is the basis for IE.  

Shumway-Cook et al (2009) studied falls incidence, associated factors, and effect 

on health care using a longitudinal survey of the Medicare population sponsored by CMS. 

The participants included 12,669 survey respondents in 2002. The survey questioned (a) 
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reporting falls in previous year, (b) informing health care provider about a fall, (c) health 

care provider tried to understand why the person fell, and (d) health care provider talked 

about falls prevention. The outcome indicated significant numbers of older adults did not 

report falls, and almost half of providers under managed falls (Shumway-Cook et al.). 

The results of the survey importantly conveyed that health care providers may have 

missed opportunities to counsel older adults about falls prevention. The IE research study 

reinforced the body of knowledge with regard to the issues of person-centered care.  

Fischer et al. (2005) focused research on predictors of serious fall-related injury. 

A retrospective analysis was performed of 1,235 patient falls reported by RNs and other 

employees from January 2001 to June 2002 based on adverse event reports. A 

multivariate model was assessed using SPSS software. Important demographic 

information obtained from the proposed study included (a) older adults were more likely 

to have elimination-related falls which were more likely to occur at night, (b) sedation 

issues were borderline significant, and (c) being older than 75 was a significant predictor 

of serious injury. Because information was entered after adverse event reports, it had the 

potential for bias. This was considered a limitation of the study inherent to the 

retrospective design (Fischer et al.). The quantitative study substantially added to the 

body of the current IE falls research. Quantitative methods are strong on the use of 

standardized tools. The identified issues were well-reported and supported in the 

literature, and may be discussed frequently by the participants in the IE study (Fischer et 

al.). 

Coussement et al. (2008) designed a quantitative systematic literature search of 

multiple databases including the reference lists of each identified publication. These 
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prospective controlled-design studies were investigated by two reviewers. The study 

attempted to determine the effectiveness of hospital fall prevention programs. No 

evidence was found that a fall prevention program reduced the number of falls in 

hospitals (Coussement et al.). The study added to the body of knowledge, and to the 

proposal by suggesting acute hospital settings might benefit from trying other approaches 

to falls prevention, such as having people sit with high-risk fallers, allowing RNs to play 

a central role, and including study analyses of different types than those of complex 

intervention (Coussement et al.). Another quantitative study by Schubert et al. (2013) 

contributed both to the body of knowledge and to the IE. Several relevant topics 

including patient falls were indicated as barriers to practice and outcomes in their 

multilevel multivariate logistic regression study (Schubert et al.). 

Quantitative studies only were allowed in the Hempel et al. (2012) systematic 

review of existing performance tools, interventions, and approaches to hospital falls 

prevention. All but 11 of 102 studies reviewed concerned international settings. 

Nevertheless, success was reported in falls reduction only, and as a result of the study, 

AHRQ identified interventions, tools, and resources for integration into the AHRQ falls 

toolkit as a resource for acute care hospitals based on the outcome (Hempel et al.). 

No consideration was given to using a quantitative method for a study of older 

adult falls in acute care. The study demanded focus on the gaps between official forms of 

knowledge and the unofficial realities of everyday life in contemporary nursing and acute 

care facilities. This older adult falls IE research may have been the first to investigate 

RNs’ perceptions of a problem over which they should (emphasis intended) have the 

most control. 
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Chapter Two Summary 

The literature review indicated inpatient falls prevention has persisted as a health 

care concern for more than 25 years (Kowalik & Yoder, 2010). Conclusions in a 

systematic review of 100 submitted papers concerning falls in acute hospitals found 

contradictions in the use of multiple fall prevention interventions. In addition, the study 

determined no effective interventions were proven in acute care settings (Evans, 

Hodgkinson, Lambert, Wood, & Kowanko, 2007). With the onset of person-centered 

care, bedside RNs as the patient care experts, had opportunities to specifically address 

older adult falls. Merging research and practice inquiry through IE discourse crossed 

traditional boundaries to show textual power as important as an analytic focus that 

provided a window from which to view never before investigation of perceptions of 

marginalization (Wright, 2003).  

The content of this literature review presented an integrated and critical array of 

relevant current and germinal published knowledge that supported the method, topic, 

problem, and purpose of the study. The problem examined in the study was the acute care 

nurse’s inability to apply expert specialized knowledge of falls prevention for older adults 

while maintaining professional nursing standards of care and complying with health care 

and facility policies, procedures, and bureaucratic directives.  

The results of the literature review reinforced the IE method of inquiry by 

demonstrating the potential of discovering unique responses to fall prevention through 

clinical knowledge, and knowing the older adult. This was achieved by obtaining RNs 

perceptions of the influence of organizational culture and barriers to implementation of 

EBP and person-centered care through understanding the influence of health care and 
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nursing texts and language (Smith, 2006). Chapter three defines IE research as a 

qualitative ethnographic method of inquiry, and provides the rationale for using the 

method and framework. 
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Chapter Three  

Research Method and Design 

 

Chapter three initially explains and discusses the choice, philosophy, and rationale 

for using this qualitative method and Institutional Ethnographic design. Next, the 

research questions, aim, and population are presented, including ethical implications for 

the study including potential for researcher bias. Finally, the chapter presents the 

participant interviews with analysis and interpretation, and summarizes research 

discoveries concerning the problem. 

Qualitative inductive knowledge is gained through broad generalizations from 

specific interview observations. It is the opposite of quantitative/deductive reasoning. 

Scientists use inductive reasoning in the scientific method to form hypotheses and 

theories. Deductive reasoning allows theoretical application to specific situations 

(Holstein & Gubrium, 2012). Creating flexibility and allowing participant control gives 

voice to perceptions and circumstances. Trust in qualitative research occurs when data 

guides the findings (Smith, 2005).   

No consideration was given to using a quantitative method for a study of older 

adult falls in acute care. The study demanded focus on the gaps between official forms of 

knowledge and the unofficial realities of everyday life in contemporary nursing and acute 

care facilities. This older adult falls IE research may be the first to investigate RNs’ 

perceptions of a problem over which they should (emphasis intended) have the most 

control. In addition, quantitative research does not allow the subject to express reality in 

their own words which is the basis for a qualitative method and IE study design. 
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Method  

The history of qualitative research was described by Denzin and Lincoln (2008, 

2011) as attempting fit by default. Encouraging the use of statistical measures, methods, 

and documentation in a post-positivist tradition corrupts qualitative research that consists 

of inductive methods producing truths of the social world through theoretical and care-

based positions (Denzin & Lincoln). Post positivism illustrates the idea that knowledge is 

relative rather than absolute, and uses empirical evidence to distinguish plausibility 

(Merriam, 2009). The postpositive philosophy indicates reality can never be captured, 

only approximated. 

The importance of philosophical and scientific terms associated with research 

wields more importance than the method (Denzin & Lincoln, 2008, 2011). Any particular 

quantitative research method imposed on the qualitative research community with an 

expectation of compliance inhibits the opportunity to specify philosophical terms, and 

increases epistemological tensions and limitations on research (Mauthner & Parry, 2009). 

A philosophy of knowledge or epistemology guides alignment of personal perspectives to 

underpin the assumptions of a qualitative study (Mauthner & Parry). 

Design 

The Institutional Ethnographic method of inquiry and design within the broader 

sense of the qualitative method enables clarification, explanation, and interpretation of 

nursing perceptions of organizational processes that coordinate and influence the 

everyday nursing experience (Smith, 2006). Smith’s (1987) IE method of inquiry 

originated during the women’s movement in the 1970s with a purpose to rediscover 

sociological worlds in which the discipline would make “the everyday world a 
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sociological problematic” (p. 88). The central focus of the IE design is on RNs’ social 

issues and problems. Inquiry develops from the experiences in an individual’s everyday 

life that gives others the ability to understand ways in which their own lives are linked 

with relationships that most people do not recognize (Smith, 2003). 

IE creates an alternative to the use of other forms of qualitative inquiry, by not 

objectifying RNs’ knowledge (Smith, 1987). Focusing on the gap between official forms 

of knowledge and the unofficial realities of everyday life in contemporary society,  was a 

strategy to investigate and understand connections between RNs’ experience, activities, 

and social relations (Smith, 2005, 2006). The study design introduced the culture and 

presence of expert RNs, and how discourse coordinated their work through language or 

other means such as texts and illustrations (Smith, 2008). Interviewing RNs about the 

work that orients practice through texts informed in ways that research may never 

uncover except through examination of the influences or perceptions of written words, 

communications, or imaging (Smith). According to DeVault and McCoy (2006) the 

process compares with locating a thread in a ball of string, and then pulling it out. 

Philosophy  

The historical, experiential, and theoretical influences that illuminate Smith’s IE 

work building on feminism and social theories and concepts such as ethnomethodology 

and phenomenology. The women’s liberation movement in the late 1960s and 1970s 

became the foundation of Smith’s (1987) IE work. Marx’s (1845) influence of refusing to 

objectify and render people invisible was seen in Smith’s (2008) discourse, language, 

theory, and praxis. Smith’s (1999) influence on texts and language considered how both 

coordinate social relations and indicated their primary importance to the falls IE. Michel 
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Foucault’s (1966) philosophy was used to illustrate influences of the interrelation of 

power, knowledge and discourse within institutions and how truth may be constructed 

from that interrelation. The inquiry into nursing social relations in this older adult falls 

study used RNs’ standpoints to uncover the influences of those same issues plus the 

discourses and disjunctures that affected everyday nursing experiences (Smith). 

As an insider to the topic, it was important to avoid glossing over the things RNs 

took for granted. Expert RNs had preconceived ideas resulting from differing educational 

backgrounds that were organized by theoretical nursing language such as activities of 

daily living and range of motion. Although a participant may have considered such tasks 

as completing falls risk forms and performing gait analyses, Smith (1987) suggested 

nurse researchers should consider nursing investigations as obscure and unexplored. 

  In addition, Smith offered her opinion concerning the research insider involved 

with discourse of everyday nursing experiences: 

If we cease to take them for granted, if we strip away everything we imagine we 

know of how they come about (and ordinarily that is very little), if we examine 

them as they happen within the everyday world, they become fundamentally 

mysterious (Smith, 1987, p.92).  

 Smith’s (1987) method of inquiry in this qualitative falls study facilitated the  

incorporation of communicated or textually mediated health care priorities that were 

interwoven across time and space within everyday nursing social practices (Smith, 2005). 

IE inquiry was well-suited to answer the questions posed in the study by describing what 

happened during the day-to-day care of older patients in acute care as perceived by the 

expert nurse (Rankin & Campbell, 2009). Interviewing and detailing everyday activities 
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primarily with unit RNs, but with the inclusion of input from managers and other RN 

health care providers imparted comprehension of the social organization of nursing and 

falls prevention in acute care units. Management decisions made by corporate entities 

that transform nursing knowledge disempowered RNs according to Campbell (1988). 

Investigating how RNs’ perceived health care influences with regard to documentation, 

staffing, and professional relationships surrounding the IE prevention of older adult 

patient falls was research that would either enhance or discredit those observations 

(DeVault, 2013). This IE study uncovered the ways invisible health care relations 

affected everyday nursing, and untangled relationships that generalize and are 

generalized (Smith). 

The falls research promoted a systematic manner of using data collected from  

nursing experts to investigate both interview information resulting from discourse, and 

nursing impressions of related and pertinent textual materials. Research philosophy 

directed the perspective from which (a) research questions were formulated, (b) problems 

investigated and identified, (c) what method to use, and (d) how data were collected, 

analyzed, and interpreted (Polit & Beck, 2008). The philosophical requirement for the 

qualitative approach to this study was justified by the systematic, interactive, and 

subjective approach to both method and theory to describe and promote human 

experiences to give them meaning (Polit & Beck).  

Before determining this study design, minimal awareness and understanding of 

 Marxist and feminist philosophy existed. Expanding knowledge occurred through 

readings and research from the early work of Smith (1987, 1999, 2005). Studies 

performed by experienced and published IE authors determined the philosophical 
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methods for the data analysis process. One author was Wright (2009) who used IE to 

study interventions in men’s violence against women. Wright was strongly influenced by 

and embraced the demands of the women’s liberation movement. Her view was one of a 

dynamic and evolving process rather than a radical voice. She attempted to approach her 

research and her data analysis using ways that illuminated the influences of discourse, 

power, and knowledge.  

The feminist perspective required the presence of benevolence and safety when 

developing interpersonal connections and partnerships between researchers and 

participants (Lincoln, 2009; Mallozzi, 2009; Matteson & Lincoln, 2009). On the other 

hand, Abell et al. (2006), and Tanggard (2007) indicated empathy might tend to be 

viewed as superficial friendship and may create distance if the researcher was perceived 

as more knowledgeable than the participant. 

Karnick (2014) expressed the feminist perspective clearly by pointing out that the 

discipline of nursing was defined by Nightingale (a woman); however, businessmen, not 

RNs have continued to define what nursing should be. Nurses that rose to administrative 

positions relinquished their power to meet standards assigned by other professionals who 

had no nursing knowledge, but who controlled what RNs do (Karnick). Grundy (2014) 

opined caring and social justice would assist RNs’ positive interactions with health care 

business and industry, but RNs would have to maintain a critical stance with regard to 

negative influences of health care business on patient care and safety. The researcher as 

instrument in this study maintained a peripheral standpoint of feminist ethics and social 

justice. Her focus was placed on explicating relationships and daily work of RNs who 
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had perceptions of lost autonomy and perceived they had been systematically excluded 

from decision-making processes in health care (Green, 2012). 

Underlying puzzles of the nurse’s cultural and social world were addressed by 

questioning such things as how RNs’ work was performed, and what communications, 

health care priorities, and textual influences were imposed on that work in order to 

promote falls prevention. The value of IE was demonstrated through eventual revelations 

of mechanisms and consequences (Smith, 1987). Empirical studies used IE to reveal the 

social relations of work and governance (DeVault, 2013). Several examples of the IE 

design were included in the literature review (See Chapter two). They included (a) a 

nursing home IE study by Diamond (1992) that included narratives of care that 

subordinated residents to the power of the organizational structure, (b) an exemplar of IE 

in the study of Canadian health care reform was written from a nursing perspective to 

investigate the operation of restructure of the Canadian health care system’s effect on 

nursing, (c) an IE investigated the nursing standpoint in workplace injury and return to 

work practices, and (d) battered women’s experiences and textual influences in the legal 

system were studied and became a nationwide model. 

Qualitative research by nature not only answers questions but also provokes 

additional questions, and creates a desire to know more about the subject under 

investigation (Denzin & Lincoln, 2005, 2011). Qualitative research illustrates important 

matters seldom thought of or discussed. Genuine people tell stories that contain insight 

and understanding in a way that resonates with those who listen (Smythe & Giddings, 

2007).  



 

     

 

119 

 

The data in this research raised additional questions; the key to successful IE 

inquiry was to ask why RNs were saying what they were saying, and then going back to 

their individual perspectives of everyday experience (Smith 2002, 2006, 2007) to figure it 

out. Using an ethnographic, analytic, and interpretive approach made the nursing activity 

visible and transformed practice by making sense of phenomena while using specific 

meanings the RNs revealed. Denzin and Lincoln (2005) indicated items such as (a) 

interviews, (b) field notes before, during, and after the interview; (c) textual content, and 

(d) notes to self. Each item was a necessary adjunct in this IE exploration of the natural 

world of falls prevention in acute care using the perceptions of expert RNs. 

Rationale for Choice of Method  

Thoughts surrounding development of the qualitative research method in this 

study maintained focus on using a qualitative method. Grahame and Grahame (1997) 

described three problematics in qualitative research that related to this inquiry: (a) social 

worlds, (b) practices, and (c) ruling relations defined as health care priorities. Distinct 

worlds of lived experience contain shared forms of communication and common interests 

(Smith, 2006). Obtaining an inside understanding and creation of meanings for a nursing 

practice problematic as it related to the care and safety of older adults in acute care was a 

desired result (Smith).  

Mainstream qualitative nursing research concerns differences in how RNs, 

patients, and others perceive subjective meanings of certain phenomena. Latimer (2008) 

opined many nurse researchers employ qualitative styles using narrative analysis and 

grounded theory that may result in sociological naiveté. Latimer further indicated when 
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meanings of phenomena become matters of subjective as opposed to objective fact, nurse 

researchers risk negative influence in grounded positive knowledge.  

Appropriateness of Research Design 

The choice of IE design was exclusively appropriate because health care facilities 

are textually mediated organizations (Rankin & Campbell, 2009). The IE approach as a 

study design addressed excluded voices (RNs), a marginalized group (the older adult), 

and illuminated a neglected cultural issue (older adult falls in acute care) (Smith, 2005, 

2006). The design provided a deep understanding of a piece of studied life by entering it, 

observing it through expert nurse perceptions and discourse, and cultivating intimate 

familiarity with the phenomenon thereby establishing the foundation for interpretation 

(Smith). In addition the study design supported how expert nurse experiences are 

textually mediated (Smith). 

Traditional ethnography involves extended observations and focuses on 

interpreting and learning about culture, behavior, and subjective experiences of people 

(Forsey, 2010). IE work is implicit but not stated; the manner in which work is 

coordinated and focused identifies the social (Smith, 2008). The study design did not 

focus on questions arising from facilities or administrations. It concerned itself with 

maintaining a spotlight on perplexing issues in RNs’ everyday work as perceived by 

expert RNs. Actions or work were not viewed as performed only by individuals; they 

were always seen in a way that coordinated with the actions or work of others (Fassin, 

2007; Fassin & Pandolfi, 2010; Good, Fischer, Willen, DelVecchio & Good, 2010; 

Melhus, Mitchell, & Wulff, 2010; Nguyen, 2010; Smith).  
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The IE design provided the opportunity to look beyond traditional notions of field 

studies by linking and coordinating diverse action settings in nursing and recognizing 

divergent and crucial possibilities that appeared within the problematic (Smith, 2006). 

The study design supported the importance of giving similar weight to engaged 

listening as to participant observation (Forsey, 2010). Creating a new doctrine or 

statement was not intended. The attempt was to hear expert RNs’ perceptions of what 

they do, how they do it, and to interpret from nursing perceptions how textually-mediated 

relations of health care governance influence their work (Smith, 2005, 2006). The design 

and method support the argument that IE is more engaged listening than seeing and 

observing (Forsey). Empirical examination using a nonlocal ethnography (IE), allows the 

revelation of contingent possibilities, and counter-intuitive logic (Feldman, 2011).  

Research Questions 

 The central study question asked: In what general and specific ways do the 

perceptions of acute care RNs influence falls prevention for older adults? Four additional 

questions below included: 

 R1: From the perspective of RNs who perform the work of falls prevention on a 

daily basis, what everyday work activities including the nursing process 

(assessment, planning, diagnosis, intervention, and evaluation) do RNs perceive 

constitute the work of preventing older adult falls in acute care? 

 R2: How does the current health care organizational environment affect the 

nursing work of patient falls prevention? 

 R3: How do professional health care texts such as best practice recommendations 

and standards of care influence the ways RNs prevent patient falls? 
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 R4: What knowledge translation gaps exist between organizational texts such as 

policies, procedures, and unit directives and professional texts such as best 

practice guidelines, standards of care, and the everyday work of patient falls 

prevention? 

The research questions formed the basis for the interview. Asking one question at 

a time to allow the participant to process and respond thoughtfully, the research questions 

were used to begin the participant interview. Each expert nurse participant provided a full 

or partial view on different aspects of falls prevention.  Particular attention was paid to 

sequencing and minute details in each answer to determine “exactly how the participant 

got from one point to another” (DeVault & McCoy, 2001, p. 761). The results of the 

interviews were ultimately correlated to provide an integrated view from all participants. 

Additional sample questions were used to encourage and expand discourse centered on 

the RNs’ everyday work, textual inquiry, and to discover how the health care system 

affects the work RNs do. 

Research Aim 

The purpose of this emic institutional ethnographic study was to research nurse 

perceptions of (a) the influence of rules and regulations, (b) health care priorities, (c) 

institutional and nursing culture, (d) environment, (e) equipment, and (f) 

multidisciplinary communication on falls prevention in acute care. The study aimed to 

expose and explore RNs’ perceptions of their everyday work by revealing the details and 

the subsequent consequences of health care priorities and influences on every day and 

every night activities of care. Explicating individual nurse perceptions of documentation, 

staffing, rules, guidelines, and professional relationships may stimulate new and 



 

     

 

123 

 

innovative ways to prevent older adult falls in acute care (Rankin & Campbell, 2009; 

Smith, 2005, 2006).  

Population 

The population consisted of RNs who provided either direct or indirect care for 

older adults in hospital acute care units. This select population provided the most 

productive and qualified sample to answer the research questions. Using a small but 

adequate sample size might not prove application to everyone else who might meet entry 

requirements. RN acute care managers and RN acute care administrators also became 

part of the population in the course of textual analysis that manipulated the work of RNs.  

Seeking robust descriptions of the important points explicated by the sample 

group was the objective of this unique method of narrative inquiry. Making 

generalizations or comparisons was not the focus (Smith, 2005, 2006). The sample shared 

similarities with regard to their experience as RNs. All of the nurse informants were 

responsible and accountable to another power figure whether within the facility or outside 

in a corporate entity. 

Sample 

A non-probability purposeful snowball sample was used. Random selection of 

individuals was not used. Providing direction and control was not the purpose of the IE 

qualitative study; this qualitative approach needed depth of understanding (Streubert & 

Carpenter, 1995). Justification of the use of the sampling method stems from the idea that 

this type of study is all about discovery rather than the testing of hypotheses. The logic of 

purposeful sampling is demonstrated by meeting the objective of obtaining insight and 

understanding of textual and communication influences upon RNs with regard to 



 

     

 

124 

 

preventing older adult falls in acute care (Bloomberg & Volpe, 2008). The criteria for 

inclusion required participants’ currently work on an acute care unit within an acute care 

facility or were connected to acute care through administration or management. 

This IE framework attempted to understand and gain meanings about the social 

processes from the RNs’ experiences and perspectives. It required a number of expert 

informants “whose experience provides the entry point into a set of institutional 

relations” (McCoy, 2006, p. 109). An example was Clune’s (2011) IE that investigated 

the Canadian ETW program from the perspective of six injured RNs who were required 

to go back to work prior to full recovery. Those six RNs maintained a strategic and 

meaningful focus, rather than representation, which is the key issue in qualitative 

sampling according to Mason (2002). Baribeau (1998) produced an IE thesis about RNs’ 

work following patient epidural injections using five expert nurse informants. Typically 

IE researchers have fewer participants because the interviews are usually lengthy, and 

because part of the data set also includes texts and field notes K.Walby (personal 

communication, November 28, 2014). 

Although the IE process of selection is more open-ended than in traditional 

positivist studies, it should not be considered indiscriminate (Smith, 2006). A purposeful 

snowball process attempted to connect bedside RNs, managers and administrators while 

remaining capable of being improved or revised as necessary (Streubert & Carpenter, 

1995). The sample size was appropriate for the following reasons: (a) the qualitative 

approach demonstrated improvement in understanding issues and transferability of results 

(Marshall, 1996; Patton, 2002), (b) frequency was unimportant in IE. A single piece of 

data had the potential to ensure that it became part of the analysis;  more data may not 
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necessarily lead to more information,  (c) the labor intensity involved in qualitative 

research time consumption made a large sample impractical (Mason, 2010),  (d) a focus 

on data saturation and whether the sample size was appropriate may have lost sight of the 

most important issue; that issue involved maintaining transparency and obtaining a quota 

or reasonable amount of information from the sample, and (e) keeping sight of the 

important issues allowed the determination that the research questions were answered, 

and research was therefore, completed (O’Reilly & Parker, 2013). The question of how 

many interviews was enough was irrelevant to the IE method. An excellent range of 

responses was obtained that served as data necessary to answer the research questions 

and provide entries for researching the problematic. In an exhaustive search of an answer 

to how many interviews was enough, more often than not, expert qualitative researchers 

opined “it depends”. Social circumstances and connections surrounding what the RNs 

did, and how they perceived institutional, organizational, and textual influences of power 

on their abilities to prevent older adult falls was fully reported within the sample.  

Recruitment 

Using the snowball method nine expert RNs who currently practice in acute care 

units such as medical-surgical, orthopedics, progressive care, Intensive Care Unit (ICU), 

or cardiac telemetry were recruited (Streubert & Carpenter, 1995). Each nurse practiced 

in the capacity of supervision, management, administration, or bedside nursing in an 

acute care area. The ultimate choice of expert nurse informants was not determined by 

years of practice. Benner, Tanner, and Chesla (2009) described nursing expertise as 

possessed by RNs who support caring practices, have self-respect, and are independent 

thinkers. The expert participants chosen for this study lent credibility through their 
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knowledge, insight, and understanding of the problem, and their ability to understand and 

answer the research questions. Each informant declared a desire to further education in 

older adult falls prevention and additionally voiced a strong opinion and desire to 

improve what they perceived as patient needs. 

The recruitment process began with one expert nurse who expressed interest in 

the research. Potential participants formed a cross-section of RNs working in a variety of 

hospitals in the central Florida area who were encouraged to refer other expert RNs, 

administrators, and managers for determination of eligibility. As potential participants 

responded and agreed to the request for participation, they were screened for 

qualifications such as current employment in acute care, age greater than 18, and a desire 

to provide an interview about their perceptions of older adult falls prevention and textual 

influence of health care priorities.  

During the initial conversation, potential participants discussed an interest in older 

adult falls prevention and clearly articulated their thoughts. The conversation included 

such questions as the following: (a) how long have you been a nurse, (b) what is your 

area of expertise, (c) do you currently work with older adults in acute care, and (d) why 

do you want to participate in the proposed study? At the end of the conversation, if the 

participant agreed to proceed he or she was told to expect an email letter of introduction 

to the study within 24 hours. (Appendix A).  

Participants were encouraged to use their individual professional networks to refer 

other expert RNs to the study. Permission was provided to distribute both email and 

telephone contact information. Upon selection as part of the sample, participants were 

informed that they would receive a $25.00 gift card immediately upon completion of each 
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interview in gratitude for their contributions of time committed to the study. (See 

Appendix C for the thank-you card script).  Participant assurance was given following the 

interview process that he or she would receive via e-mail the completed interview 

transcript for validation of accuracy no longer than 20 days after the interview. Each step 

of the recruitment process assured the participants of confidentiality surrounding the 

study. The principles of ethical research were maintained throughout the study.  

Nine RNs met the inclusion requirements for the study. Two additional RNs who 

originally agreed to participate decided they did not have time because of family or work 

issues. An additional third nurse canceled because of illness. None of those three 

potential participants signed any paperwork associated with the study. A total of 12 

participants were recruited. Although each of the three above RNs were invited to contact 

me at a later time, there were no further requests for participation. 

Informed consent 

Within one week of receipt of the letter of introduction, participants who 

indicated a desire to proceed received two forms. One was the emailed informed consent 

form, and the second was the confidentiality statement form. The consent and 

confidentiality statements were signed and emailed back prior to the interview. These 

consents were obtained prior to data collection and kept separate from the data. Upon 

receipt of both signed forms, the participant was emailed to schedule an interview at the 

participant’s choice of date and time. Verbal and written consent was required before any 

questioning began.  

A full written disclosure of benefit and risk was also verbally scripted during the 

initial consent process and again prior to each participant interview. At least one week 
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prior to the interview, an e-mailed copy of the consent was sent to the participant to allow 

time for reading and understanding. Immediately prior to the interview, the participant 

received the verbally scripted disclosure of benefit and risk, given the opportunity to ask 

any questions, and then provided verbal consent to continue the interview process. 

Before enrollment, participants were informed of the voluntary nature of the 

agreement to participate in the study. The written consent included principles of research 

ethics. Each nurse understood both the voluntary nature of participation and the absence 

of consequences for refusal to take part or answer specific questions. The participants 

understood withdrawal from the study at any time would not cause penalty or loss of any 

benefit. They were informed results of the research study might be published, but 

individual identities would remain confidential, and names would not be made known to 

any outside party. Furthermore, participants were assured if they withdrew before, 

during, or after data collection, no further information about him or her would be 

collected or reviewed for use in the study. If withdrawal occurred, an email was sent to 

the individual indicating any data collected prior to withdrawal would not be kept or 

reviewed for use. Any data collected from a participant that widthdrew was shredded if in 

paper form, and deleted from the computer file if electronic. 

Each participant received an emailed copy of the interview transcript for review 

no longer than 20 days after the interview. Upon interview completion, participants were 

told the data would be kept in a secure, locked area  for five years, and then destroyed by 

file deletion if electronic, or shredding if paper data was involved. The nature of the study 

was explained openly and honestly in a manner that each participant verified as 

understandable. Adequate time to answer each question before, during, and after 
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participation was provided.  Respect for individuals who did not want to talk further 

about a topic was respected, confidentiality was maintained, and professional competence 

was demonstrated. Respect for participant rights, dignity, and diversity was maintained at 

all times. 

Confidentiality 

Concerns regarding maintenance of confidentiality of the study participants 

remained primary throughout the study. Alphanumeric pseudonyms replaced all 

participant names. A secure password protected and encrypted disk on a personal home 

office computer contains all participant information and audio recordings to ensure 

security of the information.  

Privacy 

Subtlety exists in ethical issues such as confidentiality and privacy in qualitative 

research. The failure to address the assurance of both issues to study participants would 

hamper the ability to cope with the unpredictable nature of the method. Recognizing the 

particular design of qualitative studies including IE necessitated extra participant 

assurance of privacy and confidentiality (Orb, Eisenhauer, & Wynaden, 2001).  

The privately owned home business office located in Central Florida afforded a 

quiet, secure area in which to interview participants; therefore, interview premises 

permission was not necessary. A map to the location was included in the e-mail 

correspondence to the participant prior to the interview. Parking was readily available, 

and a large climate-controlled space on the ground floor was easily accessible. 

Comfortable chairs and an offer of refreshments provided an environment that facilitated 

trust and encouraged intimate conversation and inquiry. The interview contained 
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assurance(s) of privacy, and participants understood and agreed to audio recording for 

accurate transcription purposes.  

Ethical considerations 

The nurse study participants received a full written disclosure of benefit and 

risk also verbally scripted during the consent process. Written consent was obtained upon 

enrollment via e-mail, and verbal consent was obtained immediately prior to the face-to-

face interview. Potential identified risks to participants included (a) the possibility of 

being identified as a study participant, (b) the possibility of experiencing some 

discomfort related to being interviewed, and (c) the fear of consequences.  

Maintenance of confidentiality of the study participants was a dominant concern. 

The demographic information provided during interviews and during screening consisted 

of (a) age over 18, (b) occupation RN, BSN, or MRN, (c) area(s) worked in acute care, 

and (d) how long they had been a nurse. The following issues maintained areas of 

focused researcher attention: (a) methods of handling patients, (b) quality of nursing 

assessments, (c) thoroughness of the patient admission process completed by the nurse, 

(d) information provided to patient and family upon discharge from the floor or facility, 

(e) all documentation including written or verbal shift reports, reports from laboratory, 

radiology, operating room, emergency department, physicians, and orders received, and 

(f) interactions and communications either spoken or written with other members of the 

health care team, patients, or patients’ families. 

The focus was in understanding how the RNs worked in actual situations. Smith 

(1989) promoted IE research to begin from events, experiences, and perceptions in 

people’s lives that facilitates understanding thus placing personal experience and nursing 
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knowledge into the spotlight of trustworthiness in analysis. When confidence was gained 

with understanding the everyday work of a specific nurse participant, the examination of 

health care texts that regulated his or her everyday nursing work began (Smith). 

Participant Interviews 

The participants engaged in audio-recorded interviews in a privately-owned 

business office located in Central Florida. Verbal and written permission was obtained 

for tape-recorded interviews that took approximately one hour. The information was 

accurately collected, understood, and reported to preserve interpretive validity of the 

study. Listening carefully to the participant discourses provided valuable clues to the 

influences of specific health care texts on reported care. 

The participants began by responding to the central study question. That initial 

question contained familiar issues that the participants felt comfortable exploring and was 

designed to decrease any feelings of discomfort, and enhance participant confidence.  

Furthermore, the question reassured the RNs about their positions as experts in the 

subject matter. The interviewer was able to establish a foundation of trust that facilitated 

the interview process as it continued. Speech patterns, body language, and facial 

expressions helped to analyze individual’s level of comfort. 

The nurse expert informants provided standpoints and experiences that generated 

the problematics (themes and subthemes) derived from each research question. The 

challenge was to encourage and interpret focus on the facility rather than generating 

meanings from participant accounts that lacked the institutional influence (McCoy, 

2006). The term “institutional capture” defined by Smith (2005) occurs when researchers 
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begin to apply interview accounts of their experiences into a report of people and their 

activities. In IE, the institution must remain the view and the focus (McCoy).  

Field notes reflected both verbal and non-verbal behaviors as they occurred 

(Denzin & Lincoln, 2008). The result provided an analysis of the typical day as more 

than a data-finding mission. Further thinking was necessary as the concept of social 

relations within nursing appeared by obtaining access to the concrete everyday work of 

RNs. This was accomplished by contemplating the everyday agenda as intersecting the 

work of others such as administrators, multidisciplinary care providers, and ultimately the 

law, through deep inspection of applicable textual materials (Smith, 2003). Interviewers 

using IE search for what informs and changes. Progressing from interview to interview, 

researcher and participant thinking changed, even when using the same questions or 

topics. When thinking changed, it provided a dimension to the work that seemed obvious, 

but might go unrecognized if formalized and structured questions such as used in survey 

research or other qualitative research methods were used. The opportunity to be changed 

through the discourse of the study was expected and welcomed.  

Analysis and Interpretation of the Data 

The analysis of results of the interviews uncovered the unknown and informed 

through discourse what was known about the effect of health care influences on RNs’ 

everyday work (Smith, 2003). The data received from the study participants was analyzed 

using an inductive mode consisting of the extraction of useful information gathered from 

generalizations derived from the expert nurse informant interviews. Field notes taken 

during the interviews contained meanings, concerns, perceptions, and knowledge 

provided by the participants (DeVault & McCoy, 2011).  
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Qualitative research differs from quantitative research, and it should not be 

approached with the same mind-set; specifically, in ethnographic textual inquiry and 

discourse analysis research, more does not mean better when determining sample size 

(Denzin & Lincoln, 2008). Bisaillon (2012a) provided helpful analytic concepts with 

associated analytic intents that were helpful to her in maintaining focus in her IE analytic 

work. The concepts and intents are listed below: 

 The concept of inquiry from the standpoint of expert informants was used with 

the intent to learn as much as possible about the problematic containing the issues 

surrounding everyday work. 

 Examination of organizational influence on nursing practice intended to orient the 

reader to link nursing activities to the broad picture of their social relations. 

 Exhaustive investigation of the empirical evidence the expert informants reported 

in their daily work lives included closely listening to their stories of practice. 

 The concept of uncovering the problematic developed on a continuum from 

beginning of the study through immersion in the data. The intent was to pay close 

attention to descriptions of events, institutional language, and voices of authority.  

 Studying the connections across multiple sites and the shared relationships was 

helpful in determining both implicit and explicit issues within informant 

interviews. 

 Identifying the texts used in daily nursing work, and investigating how they were 

used assisted in determining how the texts affected what RNs say and do within 

their organizational work. 
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 Focusing on what the expert informant says, how he or she says it, and how the 

informant demonstrates knowing imparts information to the researcher about 

social organization, power, and ruling relations. 

 The concept of cultivating understanding organizational and institutional issues 

derived from texts required the research to follow up on the clues provided from 

one interview to the next (Bisaillon, p. 137). 

Understanding was reflected in the field notes. The subtle, yet complex emerging 

experiences gave insight gained through the social lives reported by the nurse 

participants. Field notes provided an opportunity to pay particular attention to sequences 

of interactions, bifurcations, and identification of health care priorities with textual bases. 

Looking at outcomes, events, ideas and observations while tying them to textual sources, 

and drawing them together presented a unified conclusion.  

Evaluation criteria used in qualitative inquiry established a strong link to 

epistemology. Consideration of (a) coherence, (b) consistency, (c) sensitivity, and (d) 

relevance included careful research methodology as it related to the researcher's view, 

whether realist or relativist- ontological (Polit & Beck, 2008). After data transcription, 

single documents for each observation contained 

 field notes of memos and thoughts taken during and after data collection 

 a transcript of the interview 

 references to the perceived health care priorities and textual materials discussed 

during the interviews 

Each field note and each participant interview was analyzed and organized. After 

sorting the interview transcripts, all the comments for each individual remained in 
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chronological order. This data organizational method employed color coding of key 

words and phrases that allowed for understanding the workflow and the analysis. The 

colors made it easier to see the code and begin to develop the themes (Bisaillon, 2010; 

Braun & Clarke, 2006; DeVault & McCoy, 2006, 2011). The process detailed in the next 

paragraph demonstrates how RNs’ experiences and perceptions became understandable 

in terms of the ways ruling relations permeated the facility and influenced everyday 

practice (Campbell, 1988). The chronological interviews, transformed into narratives 

allowed keeping track of the workflow, and identifying relevance and meaning 

(Bisaillon; Braun & Clarke; DeVault & McCoy).  

Organizing the relations between the RNs and the ruling relationships that 

concerned facility priorities was accomplished by posting the transcribed interviews with 

color-coded recurring words and phrases on two walls. The coded and formulated themes 

were based on observed trends in participant responses. The nine transcribed and color-

coded interviews were placed for easy reading and viewing to determine themes.  

Graham (2013), a qualitative researcher suggested the wall tool and provided instructions 

on coding qualitative research. The data wall allowed easy access to each transcription as 

well as facilitating the process of prioritizing ideas. The interviews were placed in the 

order in which they were completed, and grouped by bedside, managerial, or 

administrative RN. When specific words and phrases kept appearing, they were 

identified, coded by color to allow themes and sub-themes to emerge. Ongoing reflection 

took place to ensure the relevance of data would not be unnoticed. Using post-it notes in 

strategic places on the data wall created a linking process that connected data to other 



 

     

 

136 

 

parts of the research. Continuous researcher reflection allowed themes, sub-themes and 

shared meanings to determine conclusions that answered the research questions.  

Finalizing each theme considered all the information relevant to the supporting 

data and focused on each theme’s underlying meaning. The interviews were read again, 

and each theme was separately re-examined for overlooked or contradictory information. 

As a result of the effective organizational technique gleaned from Bisaillon (2010), Braun 

and Clarke (2008), and Smith (1999), facilitation of visible everyday care allowed 

potential answers to the research questions to emerge from the story that unfolded 

(Walby, 2005). 

Trustworthiness of the data 

With regard to interpretation of findings, trustworthiness was assessed by using at 

least four criteria: truth value, applicability, consistency, and neutrality. Associated 

approach methods included (a) credibility, (b) transferability, (c) dependability, and (d) 

confirmability (Guba, 1981). Each participant involved in the study evaluated his or her 

narrative(s) to provide verification of accuracy, and to ensure the narrative represented 

the variety of comments, statements, perceptions that occurred during the interview. The 

verification of accuracy in understanding with regard to health care priorities and 

mandates based on analysis of health care texts came from the participant experts in 

nursing care. Qualified nurse managers, nurse executives, nurse risk managers, and nurse 

educators expressed familiarity with the connections between everyday practices of 

caregivers, local hospital level texts, and health care texts.  
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Trustworthiness of the study 

Trustworthiness in this IE was established by using the analytic strategy that 

underpins the method. The ontology of IE is the foundation of the methodology, 

including the ways interview and textual data were handled (Campbell & Gregor, 2004). 

The interviewer in this IE obtained information from the expert nurse informants that 

exposed the social relations surrounding the work in his or her specific setting. With 

regard to data collection details of RNs’ work was obtained in localized settings (acute 

care hospital and rehabilitation units). Face to face interviews exposed the social relations 

surrounding the specific work in each informant’s specific setting. Campbell and Gregor 

stated “the ultimate purpose of the institutional ethnography is not to produce an account 

of or from insiders’ perspectives…getting to an account that explicates the social 

relations of the setting is what an institutional ethnographic account is about” (p. 90). 

Trustworthiness and methodological rigor was demonstrated by employing the 

established techniques from the works and methodologies of established institutional 

ethnographers. Additionally, no universally accepted approach to determining qualitative 

rigor was found; therefore, relevant procedures in the published methodology were used 

to arrive at analytic conclusions. Pawson, Boaz, Grayson, Long, and Barnes (2003) 

provided an acronym to assist in determining rigor in this IE.  TAPUAS stands for 

“Transparency, Accuracy, Purposivity, Utility, Propriety, Accessibility, and Specificity” 

(pp. 40-43). The question of transparency was answered by ensuring the work could be 

scrutinized; accuracy was affirmed by the well-grounded research; purposivity 

guaranteed feasibility; utility assured appropriateness for use; propriety established 

legality and ethics; and accessibility affirmed clarity. The ability to affirmatively answer 
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the questions associated with TAPUPAS reassured that criteria was met for addressing 

social knowledge as applied to this IE. 

Four strategies ensured trustworthiness as expressed by Guba (1981) was adhered 

to. They included (a) credibility, adoption of a well-established research method, and (b) 

transferability: providing sufficient in-depth descriptions of the phenomenon to allow 

readers to understand it properly, hence enabling them to compare the studied instances 

to their own situations. Sufficient contextual information was ensured about the study 

that provided the following five descriptions with regard to transferability:  

 The number of participants taking part in the study 

 Any restrictions in the type of people who contributed data 

 The data collection methods employed 

 Number and length of data collection sessions 

 The length of time over which data collection occurred 

(c) Dependability: the processes within the study consistently reported in detail. A future 

researcher could repeat the work, even if unable to replicate the same results. In-depth 

coverage allowed the reader to assess the extent to which followed proper research 

practice was followed. (d) Confirmability: Inevitable researcher bias may have intruded. 

However, confirmability ensured the study findings resulted from the textual and 

organizational influences together with the experiences and ideas of the RNs, rather than 

from the characteristics and preferences of the researcher. Guba indicated one key to 

confirmability is the extent of researcher admission of his or her own predispositions. The 

data-oriented approach used ongoing reflective commentary that showed how the data 

lead to the formulation of recommendations gathered and processed during the study.  
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Researcher as instrument 

The researcher in this study was the instrument or testing device. Her shared 

experience allowed a deep analysis of the experiences related by participants. The 

qualitative researcher interpreted representations in this IE through facilitative interaction 

during the semi-structured interview process. The feminist perspective held a necessity 

for benevolence and safety to be present when developing an interpersonal connection 

and partnership between researcher and participant (Mallozzi, 2009; Matteson and 

Lincoln, 2009). On the other hand, Abell et al. (2006), and Tanggard (2007) indicated 

empathy might tend to be viewed as superficial friendship and may create distance if the 

researcher is perceived as more knowledgeable than the participant. 

Potential researcher bias 

The credibility of this qualitative nursing study depends on, and contains three 

elements (a) rigorous methods of participant interview that yielded high quality and 

credible data, (b) a credible researcher with appropriate training, experience, and self-

confidence; and (c) a researcher with a philosophical belief in the value of the research 

(Patton, 2002). The researcher readily admitted to having interpersonal, political, and 

institutional interests in the research. Because the researcher was not an outsider in the 

process, an awareness of potential bias remained constant; her emic position and 

standpoint was always an issue and recognized for what was deducted and reported as a 

result of the interviews. Triangulation assisted in assessing the themes. Documents, 

expert qualitative researcher’s opinions, websites, and public access materials provided 

information to support the themes generated from the coded transcripts (Lockyer, 2004).  
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She was cognizant of her practices and ontological connection with the 

professional practice of nursing and prevention of older adult falls in acute care settings. 

She was confident in her roles as (a) registered nurse, (b) researcher, (c) online and 

clinical nurse instructor, and (d) independent legal nurse consultant. Coordinated work 

processes were examined through the interviews establishing visible points of connection 

within the sample. 

Prior to the interview process methods were determined to create a conversational 

space necessary to facilitate participants’ stories and perceptions. For instance, during the 

interviews, recurrent clarification and questions to the participants about his or her 

understanding of the questions were posed. After transcription, the participants reviewed 

and confirmed their interviews for accuracy of content. The reflexive daily journal 

sensitized any potential bias and subjectivities. The early writings of Smith (1987, 1990, 

1999) encouraged IE researchers to begin from the actualities of people’s lives if they 

wanted to understand them. The emic value of extensive experience as a clinical nurse, 

legal nurse consultant, and nurse educator was of vital methodological and instrumental 

importance to this IE.  

Because observational and interview ethnography cannot use quantitative 

objectivity, the researcher openly accepted the subjectivity of observational research 

(Adler & Adler, 2008). As an embodied knower, an IE researcher is unable to separate 

himself or herself from his or her own knowledge of the world according to the social 

organization of nursing knowledge (Campbell & Gregor, 2002). In the falls research, 

rather than treating knowledge as bias, it was interwoven in the discovery along with 

researcher values, background, and beliefs. The term “virtuous bias” relates to the 
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ongoing and critical reflexivity of the IE researcher in being completely transparent and 

forthcoming during the entire research project (Campbell & Gregor; Guillemin & Gillam 

2004; Koch & Harrington 1998). Adler and Adler discussed ethnographic analysis with 

regard to the focus on representation and indicated when nursing borrows from the 

humanities, better science may emerge as a result of mixing both art and science.  

Chapter Three Summary 

Chapter three introduced the qualitative method and the IE design developed by 

Smith (1987). The philosophy of the design and method supported both the rationale and 

appropriateness of the study. The central study question and four research questions 

formed the basis for participant nurse expert interviews. Expert RNs possess the capacity 

to influence localized improvements that may provoke system-wide changes with regard 

to falls prevention for older adults (Massoud, 2012). Chapter four contains the interview 

results, and will determine the perceptions of bedside and administrative RNs regarding 

institutional influences that influence their inability to prevent older adult falls in acute 

care.  
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Chapter Four 

Results 

 

 The purpose of this Institutional Ethnographic research was to examine the textual 

and organizational influence of RNs’ perceptions of (a) the power of rules and 

regulations, (b) health care priorities, (c) institutional and nursing culture, (d) 

environment, (e) equipment, and (f) multidisciplinary communication on falls prevention 

in acute care. The culture of nursing embodies rituals that determine patient care for 

communities, groups, and individuals. The analysis of nurse perceptions provided the 

information that described the situatedness of bedside, management, and administrative 

RNs.  

This chapter analyzed and identified expert nurse perceptions to identify the 

following problems between  institutional culture and environment, and professional 

nursing practice. Autonomy and evidence-based practice, standards of care, geriatric 

education and nursing care were linked by RNs’ perceived frustrations expressed through 

the research questions and the thematic analysis. The results were revealed as providing 

foundations for understanding the study conclusions and recommendations.   

Data Collection 

Participant interviews were used to acquire thick, rich data during the interaction. 

Throughout the process, interaction with participants was emphasized. The significance 

of texts and the ways organizational priorities affected daily nursing work activities 

remained the focus.  

Several interested bedside RNs agreed to the request for an interview. Additional 

data from management and administrative RNs was obtained for a deeper exploration of 
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the study issues. Participant RNs were screened for qualifications, and as data collection 

commenced, repetitive themes began to emerge.  

Field notes were written on a separate interview questionnaire for each participant 

interview, identified by the alphanumeric participant code, and attached to the completed 

transcription. Noted information included possible theme development, previous topics 

from another interview, or follow-up questions. Reflexive journaling following each 

interview provided context. From the start to completion the interviews, journaling, 

researcher transcription, and member checking took place within a seven week period.  

Transcription. 

The interview questions and dialogs were primary sources for the analysis. 

Tape-recorded verbatim interviews were transcribed by computer into PDF format. An 

advantage to transcription was the opportunity to look and listen for exact and repetitive 

words and phrases in each transcript. Transcribing the interview afforded the opportunity 

to observe  small nuances provided by the participant’s speech pattern, delivery, and tone 

of voice. Emphasis placed on words and other spoken and visual cues that are often relied 

upon for meaning in speech were recognized immediately. The verbatim transcription 

was completed immediately following each interview, and each participant reviewed 

their transcript to review for accuracy. The detailed notes taken during the interview 

assisted in placement of periods or semicolons that could often change the meaning of a 

sentence and thus amend the information in the interview. The next step in the process 

was to color code the repeated words and phrases. 
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Themes and coding 

The inductive method of thematic analysis helped to categorize and capture 

important concepts within the data (Lockyer, 2004). Using several walls to display pages 

of each participant’s transcribed interview, the search for patterns of experience and ideas 

underwent a rigorous process of analysis both within each interview and across others for 

comparison. Key phrases, environmental barriers, and professional images became 

themes that facilitated color-coding. Each item of data recognized as a potential theme 

was separated and labeled by color to be retrieved and inspected together. As analysis 

progressed, the categories were subject to alternative interpretations and evidence that 

might affect interpretation. Data in this study retained a connection to each participant 

allowing for generalizations characteristic to qualitative research (Lockyer). Meaningful 

and useful categories were flexible and easily reorganized using the wall tool described in 

Chapter three. 

In order to ensure the collection of useful information, constant thoughts were 

kept in mind of collecting data that captured accounts of what RNs were doing as they 

related their experience(s). Features of health care settings were sought out that would 

answer the research questions, satisfy the purpose of the study, and contribute to the 

resolution of the problem. The attempt was to understand and gain meanings about the 

social processes from the RNs’ standpoints, experiences, and perspectives.  

Sample characteristics.  

The study sample consisted of nine registered nurse expert informants. Three sub-

groups emerged to include four bedside RNs, two nurse managers, and three 

administrative RNs. The expert informants collectively maintained 186 years of nursing 
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experience. Eight female RNs and one male nurse provided the interview data contained 

in this study. There were no immediately discernable differences about interview 

responses between the genders.  

Each of the study informants worked in one of four separate institutions. Two 

community hospitals contained between 156 and 175 beds each and employed six of the 

RNs. One large hospital contributed two nurse participants (neither were managers or 

administrators), and contained 2,338 beds. One acute care rehabilitation facility contained 

130 beds and provided one informant.  

The first group of participants consisted of four bedside RNs who were assigned 

alphanumeric identifiers BRN one through four. The second group within the nursing 

sample contained two RNs working in both acute care management and in bedside care 

identified as MRNs one through three. The second group RNs supervised and supported 

their nursing staff, evaluated other RNs, and acted as unit resources. They also reported 

treating patients while simultaneously performing their managerial duties. The third 

group of the sample included three former bedside RNs who advanced their careers to 

administrative positions. The third group was identified as ARNs one through 3. Each 

nurse provided a standpoint and experiences that generated the themes and subthemes 

comprising the problematic and derived from each research question. Social connections 

and relations of the local organizational setting were the defining characteristics of this 

study.  
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Participant Interviews 

Central Study Question 

The central study question asked: In what general and specific ways do the 

perceptions of acute care RNs influence falls prevention for older adults? 

Theme: My patients come first 

The group of four BRNs was forthcoming with frustrations related to  

Their inability to influence falls prevention and provide person-centered care on their 

units:  

BRN #2:  

It seems administration wants nurses to do everything except take care of the 

patients.  

Each BRN declared frustration at being unsuccessful with falls prevention and 

older adult safety because of staffing:  

BRN #1:   

You do the best you can and hope that nothing goes wrong, that no one falls while 

you are busy in the next room with the other patient.   

BRN #2:  

The clinical lead and the nurse manager are responsible for the decisions about 

staffing but they don’t really make the decisions. We get told corporate says this 

corporate says that---who is corporate?  Corporate to the staff are a lot of suitcases 

and people sitting around tables talking a lot of crap about things they know 

nothing about. That’s nursing knowledge versus corporate knowledge at work. 
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The phrase ‘patients come first’ was the recurrent theme within each of the BRN 

interviews:  

BRN #1: 

 My patient always comes first.  

BRN #2:  

My patients come first and foremost.  

BRN #3:  

My patient comes first.  

BRN #4:  

My patients come first before anything else; my patients always come first before 

paperwork and before our lunch or bathroom break.  

One of the two MRNs echoed the idea that ‘patients come first’ during their 

interviews. One ARN used the phrase in terms of positive reflection on the institution: 

ARN #3:  

At the end of the day it is still about keeping that patient safe and ensuring they 

have an experience where they felt like they were treated as an individual here in 

our hospital.   

Each BRN, and one MRN placed sole focus on the provision of patient care:  

MRN #2:  

I really don’t allow any external issues to affect my nursing care. I am 100% for 

my patients; their care comes before anything and is most important.  

ARN #1:  

For staff, there really isn’t an understanding the state of health care today. 
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The ARNs provided subthemes that alluded to the major theme Patients Come 

First; however, their words, body language, and demeanor suggested responses from an 

implied distance from the bedside. Examples reinforcing BRN positions supplied by 

ARN #3 included the following:  

ARN #3:  

They (BRNs) are rushing to get those IPOCs done because we are measured on 

that.  So we are not really putting a lot of thought into the process; Time to 

accomplish everything we want them to accomplish and accomplish at 100% and 

without failure is really impossible; I have a corporate entity pushing out goals 

and measures and metrics that we have to meet so we push, push, push, push; 

Some things have to fall off because you can’t possibly do everything that we roll 

out everyday; there’s a disconnect between the real-life every day and corporate 

not really understanding all that is required of the bedside nurse and how much 

time it takes.  

The subthemes substantiated the responses to the central study question. The 

subthemes within answers to each research question contained the barriers RNs perceived 

to care delivery. Below is the interview subtheme I am Always Frustrated that held 

shared implications that parallel the central theme Patients Come First:  

BRN #1: 

If I speak up about a patient care issue to my charge nurse, I am basically patted 

on the head and told that is an administrative issue, not yours. After a while, you 

just give up, you know? After being a nurse for more than 40 years, you would 

think my opinion might matter.  
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The subthemes provided insight to the problems of older adult falls in acute care 

about staffing and a lack of geriatric-specific tools and knowledge. MRN #1 and the three 

administrative RNs’ replies focused on existing tools, productive feedback and being 

proactive instead of reactive. The next subtheme to the central question discussed below 

indicated We Never Have Enough Help: 

BRN #1:  

We never have enough help.  

BRN #2:  

We don’t have enough resources to prevent falls. Staffing is insufficient for the 

level of acuity.  

BRN #3:  

It takes more time with an older patient…they are frail and need more of my help 

and attention; the powers that be don’t feel the same way. They might say they 

do, but it has nothing to do with the patient, believe me.  

BRN #4: 

It’s all about safety and the patient experience; we all know the older adult is at 

higher risk for falls, but we don’t do anything different for them; it’s frustrating to 

me to not be able to control and deliver the kind of care I was taught in school. 

 The response from MRN #2 aligned with the bedside nurse’s perceptions:  

Sometimes I do what I have to do in order to keep my patient safe. The other 

nurses find it very difficult because of the patient load. I learned the correct ways 

to do things, and that’s the way I do them. I keep my patient safe.  
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MRN #1:  

 The number one way is to assess whether the patient is at risk for falls and then 

to implement policies and procedures regarding those interventions, and then 

determine how much autonomy you have in order to put into place whatever 

interventions you deem necessary.  

MRN#2:  

 Corporate and administration has a quota system for falls. If there are 

 more than 10 per month, they get concerned.  

ARN #1: 

We provide the feedback that works best for our institution. I need to understand a 

lot more about their world [the staff’s] because we have to learn to operate in the 

new world of health care.  It’s their input that’s going to determine what happens 

in health care.  I go to the staff all the time to get their suggestions.  

ARN #2:  

One thing I do in my position is to educate and remind; there are other 

considerations such as being proactive instead of reactive.  

ARN #2: 

 The nurses do abdicate their roles at times, but I think they feel like they have to.  

They don’t think that in a 12 hour day if they didn’t push some of that stuff off to 

the Certified Nursing Assistant (CNA) they could get that stuff done that needs to 

get done.  

ARN #3:  

 There are tools in our electronic medical record that have Morse falls scores  
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embedded into the system that help guide the nurse as far as where the patient 

may fall as far as a risk and based on that assessment then will enter interventions 

that really are guided by policy; There are plans to incorporate more keywords 

and phrases into the documentation to make it easier for the RNs to chart.  

 Specific documentation duties were required from all of the RNs no matter 

whether bedside, management or administrative. For example, the electronic health 

record began with the bedside nurse, but management and administration maintained 

connections to it by virtue of their supervisory responsibilities.  

The RNs indicated the last subtheme for the central study question was geriatric 

care is not a focus.  They discussed The Morse Fall Scale as a generic fall risk assessment 

tool that was quick and easy to use. The participants that reported using a risk scale 

indicated the Morse Fall Scale was the one used at their facility. The questions about falls  

risk assessment pertained to what device was used, how it was used, and how effective it 

was. The initial research question inquired about the RNs’ perceptions about the use of 

the nursing process in falls prevention. The questions sought insight into the various ways 

RNs’ work was planned considering the institutional problem of older adult patient falls:  

R1 

From the perspective of RNs who perform the work of falls prevention on a daily 

basis, what everyday work activities including the nursing process of (assessment, 

planning, diagnosis, intervention, and evaluation) do RNs perceive constitutes the work 

of preventing older adult falls in acute care? 

The conflict was carefully examined between RNs’ perceptions of patient care 

and safety, organizational culture, standards of care, and facility directives. The resulting 
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theme revealed personal expectations versus the expectations of others. Subthemes and 

barriers to care within the interviews focused on the nursing process, nursing education 

and nursing experience. 

Theme: Personal expectations versus expectations of others 

BRN #1:  

In nursing school oh, so long ago (laughs), we were taught to focus on the patient 

by using the nursing process, and we were able to do so in a manner that provided 

the best outcome for that patient. My 40 years of nursing knowledge does not 

matter; administration’s expectations of me do not jibe with the kind of nursing I 

have given my whole career.  

BRN #3:  

I am just a warm body filling a slot; I feel like a computer being programmed 

most of the time.   

MRN #1:  

 My nursing instructors tried to prepare me for the real world; I didn’t know the 

real world would intentionally ignore my nursing knowledge.  

ARN #1:  

I started nursing in 1980, and what I did then bears no resemblance to what 

nursing is today.  

MRN#2:  

I’ve been a registered nurse for two years. Before that, I was an engineer and a 

teacher of engineering and physics. I became a nurse after undergoing open heart 

surgery and becoming impressed with my nurses. I realized I wanted to care for 
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people as the nurses had cared for me after my bypass surgery. I provide excellent 

patient care under very poor circumstances.  

ARN #2:  

 It seems RNs are much less prepared as they come out of school; they are  

unprepared for doing anything that is not just task oriented; They are so focused 

on tasks and task oriented they are ill prepared for patient care. Electronic medical 

records tell the nurse what the best practice is to do for the patient.  

 The second subtheme concerned BRN’s and MRN’s lack of professional power 

and autonomy. BRNs plus one MRN delivered their comments with concern and passion 

for their care of older adults. No matter how long they were out of nursing school, each 

of the four BRNs and MRN #2 drew on his or her nursing education and the nursing 

process as foundational to patient care:  

BRN #2:  

I recall specifically in nursing school they touted safety, safety, safety, and then 

when you get the job they put forth all these things that nobody really reinforces 

or teaches from the beginning. 

ARN #2:  

We are always open… I love it when nurses come up and say ok, I think if we do 

this…we could meet this goal a lot easier.   

BRN #3:  

The two-year associate’s degree nurse gets a lot of hands-on practical training at 

the bedside at least I did when I went through the two-year program.  
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BRN #4:  

If a nurse uses the nursing process in my facility, it is modified by necessity. 

There is no time for what I consider a proper assessment of the patient.  

MRN #2:  

 I use the nursing process I learned in school within my daily nursing work. 

ARN #2:  

I love staff to give me ideas on how we can change what we are doing; a lot of 

times I ask them to vote: would you rather do this? or this.  Or how about this 

instead of this? would that work?  It’s somewhat the nurses in the med-surg areas 

that do have the autonomy to suggest a better way to do things. We look at it and 

decide whether we can or not.   

BRN #1 said about safety: 

Frustration and stress are created for the nurse like me who tries at all times to be 

vigilant about safety and falls prevention with especially geriatric patients, 

realizing how devastating falls can be.  

Lack of autonomy was addressed:   

BRN #4:  

Without a doubt there is little to no autonomy for bedside nurses. It comes down 

to a basic truth. Someone who’s never been in the water can’t teach someone else 

to swim.  

The absence of geriatric-specific care was mentioned: 
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BRN #2:  

There is no geriatric education offered. I do my own computer searches if I need 

specific information.  

 Scant managerial support was indicated: 

BRN #3:  

Administrators should be there when things go wrong when patients come out of 

surgery crashing and need immediate attention and there are too few hands to 

help. Those are the times when the older adults on the unit and the patients at high 

risk for falls are most likely to fall because one person, one nurse cannot be in two 

or three places at one time. The bottom line is reality cannot be seen from the top 

floor where administration lives and makes the rules and regulations for the 

people who do the work. 

The next research question inquired about the organizational environment in 

relation to falls prevention. The subthemes evolving from the theme provide insight to 

each nurse’s perceptions of facility spending, expectations, and complexity. The concept 

of complexity compression was clearly voiced by the RNs, and discussed in Chapter two 

review of the literature. 

R2   

How does the current health care organizational environment affect the nursing 

work of patient falls prevention? 

Theme: It is all about the money 
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BRN #1:  

Someone else somewhere with no nursing or medical knowledge is making 

decisions about patient care based on financial issues.  

BRN #3:  

Although the facility publicly declares a commitment to patients, in reality and 

it’s not just the facility where I work… in reality, corporate earnings seem to be 

placed ahead of patient care.  

ARN #3:  

There are different elements as a hospital and leadership team as we try to achieve 

our goals; there is an opportunity to be financially recognized as a hospital family 

as well as a leadership team. 

ARN #2: 

For everything new we roll out, it’s something new we have to do, but we don’t 

take anything away! Now we have a nurse with six patients who has all these 

tasks she has to perform, and in the meantime she must discharge three and get 

three more admissions back in, so in reality she has cared for nine patients in her 

shift even though it’s not nine all at one time she has had to focus on the 

admission, the discharge, and everything that patient needs. When you have a 

very busy floor with admissions and discharges, and you have all your nurses to 

their max capacity for patients, then I think patients are at a higher risk for falls. 

Because you cannot be where they are at all times.  
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ARN #1:  

Do the nurses do the things they think they should as often as they should? I 

seriously doubt it… they have four or five other patients are ratio is up to five 

sometimes they have six.  

ARN #2:  

 Although all through the years it has been said you can’t throw people at 

problems, at the same time you can’t stretch or keep adding things that have to be 

done and never take away anything that has to be done by the bedside nurse.  

ARN #3:  

As an organization we are looking at what are those barriers, what are those 

pebbles at issue that we can eliminate to allow them to be able to spend that time 

that they need to with their patients.  

ARN #1: 

We still have a real fall issue; we use the Morse fall risk scale, and first of all 

people were not really putting falls precautions in place; another problem was 

with the bed alarms not being plugged into the wall, or they just didn’t work; 

scripting key words is corporate best practice. If the nurse is doing the rounding 

and says I will be back in an hour to round on you, the patient will remember that.   

Each bedside and management nurse frequently mentioned issues of staffing,  

documentation, and workload. When the RNs and the administrators talked about 

staffing, two points were clear. The first point was BRNs and MRNs perceived acuity and 

nurse qualifications should assess staffing.  
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ARN #2:  

 That’s not going to happen. Some things have to fall off because you can’t  

   possibly do everything that we roll out every day. We need a culture change in 

nursing…we (administration and corporate) are changing their culture.  

BRN #1:  

My job is very complex and requires my full attention. My patients are also 

strictly monitored for their blood glucose levels to maintain a certain parameter 

which is controlled by a computer program. It is specifically timed for that 

patient, which means that the blood has to be drawn, checked and result entered 

into the computer to obtain the dosing of IV insulin being administered. This is 

very time-consuming and it is strictly controlled by the hospital and the overseers, 

if I am late too many times, I am spoken to or written up. If I have two patients, 

ninety-five percent of the time both patients will have ‘Endotool’ (the glucose 

management system) and I may be doing each patient every hour on the off hour, 

which means technically, every thirty minutes I am doing this. In addition to 

computer charting, this does not allow a lot of time for other patient care and may 

keep me tied up in one patient’s room longer than necessary. Any time away from 

a confused patient can lead to a potential for a fall; Health care expectations have 

become unrealistic.  

BRN #2:  

I do get the whole philosophy that medicine is a business, and it’s expensive. I’ll 

never believe that a CNA pay is ever broken anybody’s bank and it would surely 

cost a lot less than a lawsuit. The documentation in the electronic health record is 
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difficult to follow and decipher. They don’t make it easy to be near the patient’s 

bedside when you chart 20 times for one thing that you do, either. Business in 

health care should be like the separation of church and state. Health care and 

industry should never be in the same sentence with nursing knowledge. Someone 

who has no RN has decided what I should be doing for my patients. Even worse, 

some RN who has not touched a patient in 20 years or more and who has 

forgotten what the bedside is like today is making unrealistic decisions about what 

nurses should do. The patient who is in trouble loses. Why? Because someone 

corporate is worried about their earnings or meeting some sort of quota, and not 

worrying about the patient.  

BRN #3: 

 We don’t have time to sit and talk with the patient’s anymore. We are now 

required to converse in scripted terms and are tested routinely in the way we 

speak to patients. Certain words are used in the scripting, and it seems like those 

words are devised to be used over and over to brainwash the patients and to make 

them remember them when they see them on the satisfaction card. It seems rather 

shady and dishonest to me especially for a supposedly religious health care 

organization.  

BRN #4: 

 The nurses feel isolated and overwhelmed by the volume of work they need to 

complete within the hours of their shift. So if a call light is going off down the 

hall, they don’t feel obligated or responsible to answer someone else’s call light.  
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MRN #1 related: 

The primary fall stopper is a body. And that is not always available because it’s 

very costly, so we try other ways.  

MRN #2 opined: 

The nurses find it very difficult because of the patient load, because of the amount 

of hours they are working, and because of the type of patients we receive.  

BRN #2:   

Health care industry only cares about how much money they can make. Nursing 

knowledge versus industry should never ever even be in the same sentence. Every 

one of us who is trying every day to do the best job we can is bound to run into a 

situation where we find we cannot fix or control where we have been placed by 

the all-powerful ‘they’. No one knows who ‘they’ are. The suits and ties are 

‘they’.  Nurses are fond of saying I will not do this or that because I will lose my 

license. What they don’t realize is sometimes what they are doing or not doing 

because of corporate pressures is costing some patient his or her life.  

ARN #3: 

We engaged a gentleman who helps organizations with grassroots issues.  We are 

ready to put through our sixth grassroots workshop.  What that will do is bring our 

front line team members to the table to talk about a barrier that’s been raised by 

the team and senior administration is also there as part of that conversation to hear 

about the barriers and challenges and to hear what we can do to support the teams 

as they identify solutions and actually put things into place.  So I really feel that 
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we are on the right journey as far as ensuring we have that culture of transparency 

with our front line team.  

ARN #3:  

As a CNO I don’t have all the answers.  I know we have all the answers at the 

front line. Because the folk who are closest to the work know what the issues are.  

They are smart people. We just have to ask them.  And so that’s been the 

philosophy of this administrative team.  

ARN #1:  

We provide the feedback that works best for our institution. There are certain 

things that come from corporate that are major rollouts covering 40 or more 

institutions that are very highly structured that can’t be changed. We can adjust 

most of them to be facility-specific.  

BRN #2:  

Everyone here knows geriatric patients are at a higher risk for falls, and we cannot 

do anything different for them. We have to follow the generic policy in place 

which is the Morse fall risk scale. Geriatric patients need a full assessment to 

determine if they are neurologically intact, if they are steady on their feet, if their 

nutritional needs are met…that means time! It means taking time to do not just a 

focused assessment, but a full assessment including looking up labs, talking with 

family. There is no time for comprehensive assessments.  

R3  

How do professional health care texts such as best practice recommendations and 

standards of care influence the ways RNs prevent patient falls? 
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 Theme: Lack of textual nursing knowledge 

BRN #1:  

The hospital considers policy and procedures as the bottom line of expected rules 

and regulations to follow; we are on our own as far as best practice and standards 

of care are concerned.  

BRN #2: 

The standards of care I use are the nursing process… assessment, nursing 

diagnosis, planning, and interventions determine outcomes. There is no time to 

read books (laughs)…the nursing process influences my practice so it directly 

influences falls prevention for my patients to the extent I can control it.  

ARN #1:  

 We don’t use national standards; we utilize policies that guide interventions; 

 interdisciplinary plans of care; (IPOCs) have embedded in them fall prevention 

plans of care; the technology in the Electronic Health Record (EHR) provides 

ongoing tools and prompts for assessment, care plans, and safety from falls; We 

have different conditional alerts that pop up to assist them if there is intervention 

that needs to take place.  

ARN #2:   

 The staff needs to recognize everyone is at a high risk until they  

 are proved they are not.   

ARN #3: 

 Our chief clinical officer has a biweekly call with the CNOs for all of our 

hospitals and there is conversation at all of those meetings about what we need to 
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be focused on as a system and what we could be doing as a corporate partner to 

help facilitate care at the local levels.  

BRN #4:  

We don’t use any of those resources like AHRQ, the Veterans Administration or 

the American Geriatrics Society regarding falls. I’ve never seen anything except 

the Morse fall risk scale and our own protocol. As far as evidence-based practice, 

each nurse indicated the facility provided that information to the nurses and the 

expectation was that the nurses would follow it.  

MRN #1: 

You can look in any direction and find something about falls on our unit; we have 

policy goals quite frequently that we are working on, and you’ll see that data 

posted all over the place on the unit.  

ARN #1: 

It feels like there’s a disconnect [sic] between the real-life every day and 

corporate not really understanding all that is required of the bedside nurse and 

how much time it takes. For staff, there really isn’t an understanding the state of 

health care today.  

ARN #1:  

There’s all kinds of flyers and signs all over the hospital about meetings, results 

of studies, achievements, activities, community events --all kinds of things. I 

think it all adds up to information overload, and I think the nurses don’t even read 

it anymore. I think it amounts to entirely too much information. The texts 

themselves are a barrier.  
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BRN #1: 

 If I need to know EBP I look it up on my own. Patients at high risk on our unit 

are based on the Morse Fall risk scale. As long as the boxes are filled in 

everything is ok; yellow socks immediately identify high risk falls patients; a 

yellow and black fall magnet outside the door is an additional identifier; hourly 

rounding became policy for all campuses in my organization. It consists of a 

checklist system that the nurse or the CNA is required to visit the patient every 

hour and indicate by initials that the “5 P’s” of rounding—pain, position, potty, 

periphery, and parting were completed; scripting is a required activity since the 

new Centers for Medicare and Medicaid Services (CMS) reimbursement to 

hospitals is based on patient satisfaction scores; nurses are subjected to mandatory 

testing via a routine role-playing test. Suggested keywords or phrases 

administration suggests for scripting during hourly rounding includes such words 

as ‘highly skilled’, ‘continuous’, ‘hourly rounding’, ‘is there anything else I can 

do for you’? ‘Is there something special I can do for you’? and ‘how is your 

pain’? These specific keywords and phrases are taken from the patient satisfaction 

surveys. So it is felt that if nurses use the keywords and phrases on a continuous 

basis, nurses can imprint the phrases onto the patient and family’s minds so they 

will automatically focus on the ‘correct’ or positive answer…sort of a ‘Pavlov’s 

dog’ effect.  

BRN #2:  

The written materials, checklists, or texts that influence falls prevention in my 

practice are all in the electronic record tied in with documentation. I am the  
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bottom-line informant. I feel my responsibility to my patient. It comes with the 

RN degree (laughs). There are no classes for geriatric-specific care or needs for 

fall prevention or anything else. We are expected to get whatever education we 

need on our own, besides what they tell us…what they want us to know and 

practice…for their benefit, not necessarily the patient. 

BRN #3:  

We use the Morse fall scale to predict risk. It’s on the computer, and it is used as a 

guideline to prevent falls. I don’t know of any other text that our facility uses as 

standards for falls prevention.  

BRN #4:  

I am not really sure about what you mean. What are professional health care 

texts? Following an explanation of texts and documentation, 

BRN #4: 

Oh, I see; I usually clock in and check to see if there are any messages about a 

unit meeting or anything else important that’s posted on the time clock or in the 

lounge on our bulletin board. Then I check the whiteboard--it’s a grease board in 

the nurse’s station that has the nurse assignments written on it with room 

numbers. No patient names for privacy. I write down my assigned room numbers 

and the name of the nurse who has my patients and check to see if he or she is 

ready to give me a report. If that nurse is not ready for report I will start looking at 

the computer at each of my assigned patients When my nurse is ready we make 

walking rounds; that means we go from room to room, and I get report at each 

patient’s bedside. Once the report is finished I go to the medication room, and I 
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pull the routine medications for each patient for the entire shift. I will then begin 

assessing my six patients and delivering their care.  

MRN #2:  

My worst scenario is when I have admissions. They set me back on time because 

of the paperwork and the time on the telephone.  

ARN #1:  

We use Morse Fall Risk Scoring. That triggers where the patient is rated high risk 

for fall. We have a high-risk fall protocol that every patient gets that reaches that 

score, and some patients get even if they don’t reach that score.  

BRN #2:  

 No scale takes the place of nursing judgment.   

ARN #2:  

 We have really done a lot of education around policy and protocol.  

ARN #3:  

As we talk about the IPOC and plans of care there have been multiple 

enhancements that have gone into production for that based on front line 

feedback.  And it’s an ongoing process. We have very gifted and creative 

managers who are going to do everything possible to keep our patients safe. 

 A field note reflected administration standpoint on national falls prevention  

and geriatric care guidelines: It doesn’t matter what the guidelines say, we have our own 

policies and procedures. 
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 R4  

What knowledge translation gaps exist between organizational texts such as 

policies, procedures, and unit directives and professional texts such as best practice 

guidelines, standards of care, and the everyday work of patient falls prevention? 

 Theme: Everyday anxiety, no support, and no respect 

Several bedside RNs requested clarification of what was meant by the term 

knowledge translation (KT). The term was explained as the concept of knowledge 

obtained from evidence-based nursing literature versus knowledge gained from nursing 

experience.    

ARN #1:  

I work on the falls dashboard as well as many, many other dashboards. We take 

the plans from all over the country where people are doing well, and we roll them 

out.   

 A definition was requested for the word ‘we’. 

ARN #1:  

I have five nurse managers, and we meet weekly; I work on the falls dashboard as 

well as many, many other dashboards. We take the plans from all over the country 

where people are doing well, and we roll them out. We still have a real fall issue. I 

collaborated with another local hospital aligned with our Corporation, and their 

fall protocol is similar to ours. They described using a fall huddle occurring after 

a fall to try to determine the cause of the fall. I revamped our fall protocol. We 

use the Morse fall risk scale, and first of all people were not really putting falls 
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precaution in place. Another problem was with the bed alarms not being plugged 

into the wall, or they just didn’t work. 

ARNs #2 and #3:   

 Nurses are not knowing or understanding policy and protocol.  

BRN #1:  

We get no support from administration about education and autonomy; the facility 

tells us what they want us to know and say. If we don’t comply, we are in trouble; 

despite my education and experience, I have never been consulted about a policy 

change or decision about falls prevention or any other nursing intervention for 

older adults in my 40 years of practice.  

BRN #2:  

We fill out surveys asking our opinions, and we indicate we need more nurses. 

We need more CNA’s. All the time realizing we will never get them, so we want 

to know why are they asking.  

BRN #3:  

Administrators are making bad decisions for nurses and patients; we are 

exhausted and stressed out when we leave; just taking care of the patient 

themselves is much harder because they’re so sick; people who have no 

understanding of what nurses do; people who have no bedside knowledge cannot 

possibly create rules and policies for those who actually deliver the care; if they 

want to make decisions for nurses they should at least be in the trenches with us 

seeing and learning what we do to get a first-hand view and obtain an 
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understanding of what it actually takes to take care of a fully assigned patient load 

for an entire 12 hour shift.  

BRN #4:  

There is a lot of pressure to keep up, and every nurse hopes things go smoothly 

throughout the day so that there are no delays, and all of the patients can be cared 

for. Bedside nurses have little to no autonomy anywhere that I know of despite 

our education and knowledge. We have rules, regulations, policies, and 

procedures we are expected to follow; we are expected to get them done within a 

defined period of time which is our shift 12 hours and if we don’t get them done 

there is discipline from people who have no clue about what we are doing 

MRN #1:  

Unless you’ve actually experienced nursing you cannot understand it. When it 

comes to the people in administration who have never been at the bedside, they 

lack that knowledge. They don’t have the empathy for what’s actually truly 

happening at the bedside because they just don’t understand; they truly just don’t 

have the knowledge of what is actually happening. They should have some type 

of bedside experience. 

MRN #2:  

The corporation and administration do very little to nothing to support the bedside 

nurse; I had to stay late to finish documentation and of course I was told I could 

not do that. I stood up to the administrator who told me that, and I insisted that I 

would take care of my patients first and foremost and do my documentation when 

I had time or he could fire me. I never heard another word about staying late to 
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chart; I also will not allow an emergency room to transfer a patient to the facility 

without a prescription for pain medication after hours. It is next to impossible to 

get a new narcotic prescription filled late at night. It would be unethical for me to 

accept a patient who would be in pain all night unnecessarily. 

The three ARNs’ perceptions of the issues in research question four included an 

understanding of KT. The interviews with nurse administrators were starkly revealing of 

the disjuncture of perception between them and the bedside RNs and managers.  

ARN #1: 

 For staff, there really isn’t an understanding the state of health care today. I’ve 

been trying to educate them but there’s still a state of denial or I just don’t care. I 

need to understand a lot more about their world [the staff’s]…there are corporate 

expectations, the computer is a big influence, and there're all kinds of flyers and 

signs all over the hospital …all kinds of things I think all add up to information 

overload, and I think the nurses don’t even read it anymore. All types of textual 

things… I think it amounts to entirely too much information. The texts themselves 

are a barrier to patient care.   

ARN #2:  

As administration, we know what needs to be done, and we set that out…what 

needs to be done. Realistically in terms of the bedside nurse, time to accomplish 

everything we want them to accomplish and accomplish at 100% and without 

failure is really impossible. I have a corporate entity pushing out goals and 

measures and metrics that we have to meet so we push, push, push and push. But I 

think that some things have to fall off because you can’t possibly do everything 
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that we roll out every day; we start rolling out more directives [sic] and the focus 

changes and may not be so much on patients, but something else on the floor, and 

so patient satisfaction scores start going down because now we have something 

else we have to focus on. It’s overload. It’s overload; we are changing nursing 

culture and we need a culture change, so we are changing their culture with 

consistency in leadership through attrition and through change-over of some of 

the older nurses, and holding the new nurses to be more accountable; we are 

seeing the younger nurses are happier because now somebody is not letting that 

older (experienced) nurse get by with the things that shouldn’t be done. There is a 

HUGE barrier and gap in corporate! I can tell you from when we meet with the 

quality board and some of the comments we get, what are you thinking? 

Obviously you are not clinical because you do not understand anything clinical 

about it. 

ARN #2: 

A lot of time barriers can be how we structure their care periphery. We want this 

done by this time, and this done by this time….it does crowd their care delivery.  

Those IPOCs must be done by three p.m.  They have to stop patient care to do 

them, or the ball drops.  That interferes with how they do their work.  

ARN #3:  

We have what are called within the system interdisciplinary plans of care that 

have embedded in them fall prevention plans of care; we have really tried to 

optimize using the technology in the electronic health record (EHR) to provide 

ongoing tools and prompts for the nurse; as an organization and as a company we 
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are looking at how we streamline the documentation.  How do we make it so that 

it’s easy to do?  To help guide the nurse and really provide him or her with those 

meaningful prompts in the words that help to guide their care. So we built plans of 

care in the system.  We have different conditional alerts that pop up to assist them 

if there is intervention that needs to take place, but as with any EHR what we are 

hearing from our teams is that at times documentation feels very cumbersome.   

ARN #3:  

Working with our leadership team and our nursing leaders really is critical in the 

success of how our nurses do their work to ensure that everyone is clear first of all 

on the mission and vision of the organization and that they have all given a 

chance to step back and decide if this is really for them because being a leader in 

today’s health care environment is very challenging; the folk who are closest to 

the work know what the issues are; we just have to ask them.  

Each nurse’s social processes primarily included patient care and safety. The 

visibility of the processes was captured in the vivid descriptions given by each nurse from 

the three groups. Each group provided one example:  

BRN #4:  

It’s all about safety and the patient experience; we all know the older adult is at 

higher risk, but we don’t do anything different for them; it’s frustrating to me to 

not be able to control and deliver the kind of care I was taught in school.  

MRN #1:  

The primary fall stopper is a body. And that is not always available because it’s 

very costly, so we try other ways.  
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ARN #2:  

Our chief clinical officer has a biweekly call with the CNOs for all of our 

hospitals and there is conversation at all of those meetings about what we need to 

be focused on as a system and what we could be doing as a corporate partner to 

help facilitate care at the local levels. 

ARN #3: 

At the end of the day it is still about keeping that patient safe and ensuring they 

have an experience where they felt like they were treated as an individual here in 

our hospital.  

BRN #1: 

I run on luck every day I am on the unit. The worst part is the patients are running 

on luck as well. Nursing has come down to using hope to get through a shift 

without something bad happening.  

Chapter Four Summary 

Chapter four uncovered the social connections that occurred naturally in the 

everyday acute care setting accomplished by focusing on the organizational framework 

that included texts, talk, and action-oriented nursing care affected by current changes in 

health care. The sample shared similarities of practice with regard to their experience as 

BRNs, MRNs, and ARNs. The emerging themes and related subthemes that surfaced 

during data collection were fully analyzed to assist in answering the central study 

question and sub-questions concerning textual institutional influences on RNs’ ability to 

prevent older adult falls in acute care.  
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The emergent themes relied on perceptions of the study participants as well as the 

analysis of pertinent textual influences on RNs’ work. No attempt was made to convey a 

preferred meaning or a correct interpretation of a text. The interpretations identified are 

possible and likely considering the meaning derived from the codes and their 

relationships to nursing’s social, cultural, historical, and ideological meanings. 

The central theme, My Patients Come First was accompanied by sub themes 

including (a) I am Always Frustrated, (b) We Never Have Enough Help, (c) Geriatric 

Care is Not a Focus, and (d) Staffing is Insufficient. The theme for R1 was Personal 

Expectations Versus Expectations of Others. Subthemes were: (a) Lack of Geriatric 

Education, (b) Lack of Professional Power and Autonomy, (c) Perceptions of Disrespect, 

and (d) Lack of Support. The theme for R2, It’s all About the Money contained subthemes 

including (a) Facility Administration and Corporate Cares Only about Profits, (b) No 

Recognition for Nursing Specialized Knowledge or Experience, and (c) The Nursing 

Process Comes Second to Facility Profit. The theme for R3 was Lack of Textual Nursing 

Knowledge. Subthemes began with (a) What are Health Care Texts, Anyway? (b) Facility 

Directives are Law at Work, (c) We Don’t Use Geriatric Guidelines, (d) Only Generic 

Falls Prevention is Used, and (e) The Electronic Record is the Only Guide we Have at 

Work. The R4 theme was Everyday Anxiety, no Support, and no Respect. Subthemes 

were (a) Knowledge Translation Gap, (b) We are Exhausted and Stressed Out, (c) 

Barriers to Care, (d) People in Administration do not Support Nurses, and (e) there is a 

Huge Corporate Barrier. 

The expert nurses that provided individual perceptions of facility influences on 

older adult falls in acute care generated the thematic data gleaned from interviews and  
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supported by literature.The fifth and final chapter of the study presents the conclusions, 

summary of findings, and recommendations resulting from analysis of the themes 

developed in Chapter four. Chapter five also contains implications for leadership and 

suggestions for future research. 
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Chapter Five 

Conclusion and Recommendations 

 

Concurrent with the literature review and defined perceptions identified from 

participant responses, Chapter five provides interpretations, recommendations, and 

conclusions determined from the data collection. The analytic account in this final 

chapter combines the interview data with what was discovered through discourse and 

thematic analysis of the RNs’ everyday work to prevent older adult falls. In addition, a 

description of bedside nurse participants textually mediated workday was compiled from 

the interview data and presented in Appendix G to illustrate RNs’ everyday work on an 

acute care unit.  

This IE researched perceptions of RNs’ inability to apply expert specialized 

knowledge of falls prevention for older adults while maintaining professional standards 

of care and complying with health care and facility policies, procedures, and bureaucratic 

directives. The study was framed and designed using Smith’s (1984) method of inquiry. 

It was, therefore, based on the perspective of individuals while incorporating ideology, 

science, and social relations.    

The design exposed nursing relations of embedded socially organized powers 

together with multiple sites of experience. All participants were RNs identified in the 

research as bedside RNs (BRNs), management RNs (MRNs), and administrative RNs 

(ARNs). Participant RNs were the expert informants that provided the study data. The 

exploration of the perceptions of RNs concerning falls prevention in everyday practice 

through semi-structured interviews afforded an opportunity for discovery of new 

knowledge and insight while building on prior falls research.  
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Overview of Research Study Problem and Questions 

Expert RN informants perceived their everyday work was reduced to objectified 

institutional and political practices that excluded them from involvement in decision-

making, patient care, and older adult falls prevention. The list of corroborating references 

in associated empirical studies was impressive. Diamond (1992) exposed the bureaucratic 

nature of health care in his nursing home research. Rankin and Campbell (2006) reported 

the altering of nursing knowledge by health care priorities that interfere with patient 

interests. Historical evidence supporting the study premise included literature from 

Carper (1978) concerning patterns of knowing in nursing. Bonis (2009), Mantzorou and 

Mastrogiannis (2011), and Porter (2010) supported the processes of knowing the older 

adult. As the IE revealed, and was corroborated by Burritt and Stechel (2009), RNs 

epitomize epistemic commitment through specialized and unique knowledge bases. 

An additional study that confirmed findings in the falls IE discussed the current 

social perspective of RNs’ stress. McGibbon, Peter, and Gallop (2010) whose research 

indicated previous research addressed the problem of stress as individually, not 

collectively experienced. Previous quantitative studies reported individual issues such as 

anger, anxiety, and other problems as RNs’ inability to cope. McGibbon et al. further 

indicated moral distress was experienced as consequential to nursing’s low status in the 

organizational hierarchy. Nurse complaints of inadequate staffing, breaches of personal 

values, and violation of personal beliefs concerning right and wrong were perceived as 

stressful (McGibbon et al.).  
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Central Study Question 

In what general and specific ways do the perceptions of acute care RNs influence 

falls prevention for older adults? 

Theme: My patients come first 

Support for findings 

Institutional and health systems that minimized expenditures for adequate patient 

care by employing poor staffing patterns lead to the lack of adequate time to perform 

required nursing tasks. The falls research pointed out the problem and RNs’ perceptions 

of the facility influences on the inability to prevent older adult falls. The expert RNs 

clearly voiced concerns and perceptions about the lack of autonomy, education, and 

person centered care that negatively affects patient safety within their respective 

institutions. The RNs opined organizational failures to support RNs by recognizing their 

specialized expertise and allowing them to practice in accord with ANA standards of care 

were demoralizing and created stress in their daily work. The Anderson et al. (2014) 

study provided evidence to support and validate the nurse perceptions of poor staffing, 

lack of support and autonomy for RNs, and absence of expert geriatric care education or 

knowledge.  

The subtheme of poor staffing was addressed frequently. Each RN agreed staff 

had insufficient time to complete required tasks and to engage in performance of 

excellent patient care. BRNs and MRNs agreed staffing patterns were inadequate or 

inappropriate. ARNs acknowledged BRN and MRN perceptions of inadequate staffing, 

but they supported corporate staffing directives of six patients per nurse, and charge nurse 

having from one to three patients in addition to management duties. Each group of RNs 
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was in basic agreement on the need for better staffing; however, their perceptions of the 

need were much different. The BRNs and MRNs were concerned with quality individual 

nursing care for their patients. ARNs were concerned with facility image and were very 

careful with their words to avoid criticism of the organization.  

The absence of geriatric-specific care and falls prevention, in particular, was 

another subtheme of the central study question. Reduced staffing and lack of time to 

perform required tasks pointed out the problem of RNs’ ability to prevent older adult 

falls. Complexity compression was a concept the BRN and MRN study RNs described 

early during their interviews. None of the three groups of RNs were familiar with the 

term, but the BRN and MRN RNs agreed it described exactly the problem they faced 

with falls prevention each working shift. The term defined everyday unexpected, 

unplanned, and increasing responsibilities and unrealistic time limits that were routinely 

placed on bedside RNs (Krichbaum et al. 2007). Tasks and expectations were constant 

additions to nursing’s responsibility; however, no duties or responsibilities were 

coincidentally removed. 

The interviews gave glimpses of the institutional, social processes by determining 

the social of who each informant was. For instance, the frontline BRNs were conditioned 

to follow orders and do what they were told; the ARNs’ comfort level was observed as 

using political management practices that excluded non-administrative RNs from making 

decisions. Simply put, the ARNs indicated they would like the BRNs to do their jobs as 

dictated by the organization. The BRNs wanted recognition for their (a) unique and 

specialized knowledge, (b) autonomy to exercise their judgment, and (c) opportunities to 

be involved in making policy for issues such as falls prevention for geriatric patients. The 
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first theme from the research was determined to be ‘my patient comes first’. That was the 

exact phrase from each BRN and one MRN. The remaining MRN and all ARNs referred 

to the organizational care for the patient using corporate key words perceived to negate 

nursing knowledge. The ARNs consistently used corporate language and techniques 

resented by BRNs. The perceptions of the RNs individually and collectively could not be 

refuted; further investigation is needed to determine details and outcomes of staffing, 

support, education, and autonomy regarding the issue of older adult falls in acute care.  

A future researcher might design a quantitative descriptive study of  types and 

frequencies of older adult falls that typically occur in acute care. The hypothesis in a 

descriptive study would likely develop after data collection. The synthesis of the data 

would provide the test of the hypothesis. Future correlational research studies may 

attempt to determine the relationship between BRNs, MRNs, and ARNs. The 

relationships between and among the facts might provide trends and patterns in the 

natural nursing setting. An experimental study could use randomly assigned RN 

participants to demonstrate a comparison using the variable of nursing education’s affect 

on older adult falls in acute care to manipulate all other variables. 

Future qualitative research in older adult falls will attempt to answer  how or why 

falls occur in acute care settings. Grounded theory, phenomenology, ethnography, and 

case studies would all contribute unique assumptions and purposes based on a research 

question. Grounded theory could be useful to investigate the process involved in falls 

occurrence. Phenomenology would question the meaning of falls. Regardless of the 

qualitative method, data analysis is inductive, rigorous, and organized in the manner that 
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best answers the research question.  The most important objective of qualitative research 

is the understanding of the concern under investigation (Miller, 2011). 

Complexity compression was described during nurse interviews. Although 

unfamiliar with the term, the expert informants agreed it accurately described the 

problem they faced with falls prevention each working shift (Krichbaum et al., 2007). 

Tasks and expectations were constant additions to nursing’s responsibility; however, no 

tasks or responsibilities were coincidently removed. Organizational and personal 

expectations were in constant opposition and caused BRN feelings of inadequacy, 

frustration, and despair.  The ARNs admitted (some grudgingly) the expectations of BRN 

performance were beyond realistic. When the RNs and the administrators discussed 

staffing, two points were clear. The first point was BRNs and MRNs perceived staffing 

should be assessed by acuity and nurse qualifications. MRNs agreed staffing was 

insufficient and should be based on the levels of patient acuity. A definite bifurcation 

between BRNs and ARNs was discerned by both attitude and perception of each group of 

RN experts. The McGibbon et al. (2010) research findings parallel and support this IE 

study in areas of cost containment, staffing, and other organizational goals that cause 

RNs’ emotional distress and feelings of overwhelming responsibility. Although the falls 

research did not address levels of education as contributing to the problem, the Aiken et 

al. (2014) study reported the adverse effects of inadequate patient to nurse ratios and 

inappropriate nurse educational levels on patient outcomes. Their findings clearly 

indicated appropriate educational qualifications and proper nurse staffing ratios play a 

role in keeping patients, especially the older adult patients safe. 
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R1  

From the perspective of RNs who perform the work of falls prevention on a daily 

basis, what everyday work activities including the nursing process (assessment, planning, 

diagnosis, intervention, and evaluation) do RNs perceive constitute the work of 

preventing older adult falls in acute care? 

Theme: Personal Expectations versus expectations of others 

Support for findings 

Wright (2009) supported the benefits of textual inquiry to assist in promoting 

social and political change by identifying the marginalization of RNs that provide patient 

care. Overcoming the domination of oppressive organizational methods was also 

supported by Campbell and Gregor (2008), and Smith (1981). The expert informant 

information was assembled and used to represent valid accounts of bedside nursing care 

measured to determine fiscal efficiency and clinical effectiveness as supported by Rankin 

& Campbell, (2009). No evidence in the literature was found to refute the information 

provided above. 

The conflict was carefully examined between RNs’ perceptions of patient care 

and safety, organizational culture, standards of care, and facility directives. BRNs 

indicated frustration concerning administrative demands about issues that left them 

feeling inadequate and invisible. ARNs blamed nursing education and individual RNs for 

older adult falls; none focused on or mentioned the nursing process or geriatric-specific 

protocols. Their concerns followed facility directives orchestrated to meet corporate and 

governmental mandates. 
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A written field note recalled a thought during ARN #2’s response to R1.  The note 

indicated the ARN felt if BRNs ‘would just do what administration told them to do, 

everything would work just fine’. The underlying message clearly represented the BRN 

perceptions of disrespect, lack of control, and did not promote or support BRN 

experience, knowledge, autonomy or collaboration. The manner of speech and delivery of 

the answers to the first research question between bedside and administrative RNs felt 

almost oppositional. A clearly illustrated bifurcation, or disjuncture existed between 

BRNs, MRNs, and ARNs answers to research question one. BRNs perceived any nurse 

above the level of RN charge nurse or RN assistant nurse manager as administrative. The 

BRNs’ speech and delivery were mostly passionate, heated, resentful, and frustrated. The 

field notes represented BRN engagement in the nursing process, and frustration at their 

inability to focus on using it in their everyday work because of the lack of organizational 

support. They expressed feelings ranging from of grief to triumph in speech and 

demeanor. 

One assistant MRN and two charge RNs perceptions were similar to those of the 

BRNs. They perceived ARNs as the ones in charge of bottom-line decision-making. The 

ARNs recognized themselves as enforcers of corporate policy and procedure, and as 

responsible to corporate entities for nursing issues. When the ARNs responded, they 

displayed an almost righteous confidence in their positions of authority. Their collective 

controlled mannerisms seemed scripted at times, especially the ARN #3 response “We 

are challenged with continuing to find the right staff. We have different conditional alerts 

that pop up to assist them if there is intervention that needs to take place.” The ARNs 

measured and articulated their speech carefully. Each ARN indicated a willingness and 
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eagerness to talk, but their demeanors seemed stilted and guarded, and at times 

dismissively arrogant when discussing barriers to nursing care. ARN #1 stated “Managers 

provide the feedback that works best for our institution. Staff just doesn’t understand 

health care today.” The BRNs and MRNs voiced perceptions of vulnerability to 

institutional powers by revealing the issues that suppressed, negated, and ignored their 

collective education, knowledge, and expertise. The bifurcation or disjuncture occurred in 

the analysis of the three groups of RNs. BRNs and MRNs indicated the barriers as a need 

for more staff and more education about geriatric-specific care and falls prevention 

measures. 

MRN #2 provided perceptions of autonomy, morality, and ethics in response to 

questions. Passionate and forceful reaction in both voice and body language was noted 

when the participant discussed transforming a facility acute care unit falls rate from 20 to 

30 falls per month down to zero within weeks. Credit was assigned to standing up to 

administration, and upholding RN and personal ethical standards with achievement of a 

successful resolution. 

Each RN group agreed staff had insufficient time to complete required tasks and 

to engage in performance of excellent patient care. BRNs and MRNs agreed staffing 

patterns were inadequate or inappropriate. ARNs acknowledged BRN and MRN 

perceptions of inadequate staffing, but they supported corporate staffing directives of six 

patients per RN, and charge RNs having from one to three patients in addition to 

management duties. Each group of RNs was in basic agreement on the need for better 

staffing; however, their perceptions of the need were much different. The BRNs and 

MRNs were concerned with quality individual nursing care for their patients. ARNs were 
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concerned with facility image and costs and were very careful with their words to avoid 

criticism of the organization.  

The absence of geriatric-specific education, care, and falls prevention in 

particular, reduced staffing and lack of time to perform required tasks pointed out the 

problem of RNs’ inability to prevent older adult falls. Tasks and expectations were 

constant additions to nursing’s responsibility; however, no duties or responsibilities were 

coincidentally removed. Two ARNs confirmed unrealistic expectations of BRNs. In 

addition, they both provided excellent examples of complexity compression from an 

administrative view by acknowledging time constraints added stress to BRNs everyday 

nursing duties. 

R2 

How does the current health care organizational environment affect the RN work 

of patient falls prevention? 

Theme: It is all about the Money 

Support for findings 

The responses to R2 told the story of nine RNs who passionately related their 

perceptions of the theme ‘it is all about the money’. A definite bifurcation was discerned 

between BRNs, MRNs, and ARNs in both attitude and perception of each group of nurse 

experts. The McGibbon et al. (2010) research findings parallel and support this study in 

areas of cost containment, staffing, and other organizational goals that cause RNs’ 

emotional distress and feelings of overwhelming responsibility. 

The participants contributed a glimpse of the organizational social processes by 

determining the social situatedness of each informant. For instance, the frontline BRNs 
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were conditioned to follow orders and do what they were told; the ARNs’ comfort level 

was observed as using political management practices that excluded non-administrative 

RNs from making decisions. Simply put, ARNs would like the BRNs to do their jobs as 

dictated by the organization. The BRNs wanted recognition for their worth. 

The BRN and MRN participants reported feelings of isolation and being 

overwhelmed by the amount of work, the organizational expectations, and the lack of 

time and appropriate resources available to do their jobs. In addition, they perceived 

aesthetics to the facility, and bonuses to management as strategies for cutting costs could 

be better used to improve conditions at the bedside. They reported serious concerns about 

patients falling while administration and corporate worried about quotas and fourth 

quarter earnings. The BRNs and MRNs passionately stated their perceptions that 

administration and corporate entities cared only about profits. The ARNs vigorously 

defended their facilities and denied a lack of caring.  

The BRNs observed lavish expenditures in their facilities, bonuses to 

management and administration for cost-cutting measures while patients were falling and 

being short-changed by inadequate staffing, increasing workloads, and endless 

documentation requirements. The MRNs and ARNs agreed with BRNs having a 

complicated job and time constraints, but placed some responsibility on those BRNs for 

not instituting appropriate falls prevention protocols and not doing as they were told. 

Previous studies that supported the BRN perceptions included the IE by McGibbon, 

Peter, and Gallop (2010), who discussed moral distress related to the BRN status as low 

in the organizational hierarchy. Smith (2005) exposed the enormous volume of daily 

textual materials linked to BRNs’ daily work.  
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A field note observation following an ARN comment about hiring a grassroots 

spokesperson asked why hire outside when you have nurse experts on the inside giving 

feedback that is truly grassroots information? It sounded like BRNs should do it the 

corporate way or no way. The BRNs perceptions of being disrespected and 

disempowered were further validated by examining the underlying threads discerned 

within the administrative comments. The experts on patient care are the BRNs and one 

MRN; they perceived their voices within the institution as inconsequential, unheard, and 

professionally dismissed by those in power. 

BRNs and MRNs indicated frustration with poor staffing policies that lead to and 

promote safety problems, lack of retention of quality RNs, and apathy among staff.  A 

particular staffing issue was the policy for use of sitters for high-risk fall patients who 

were older adults with dementia. Sitters were provided by outside vendors or a list of off-

duty facility CNAs who would work as needed when called in for that purpose. The 

perceptions of ‘never enough staff’, ‘patients are in trouble’, and ‘administration does not 

care’ were frequently voiced by each BRN. If a sitter was deemed necessary by the 

charge RN, one of two staff or agency CNAs would sit at the patient’s bedside for the 

shift to keep him or her safe. That left one CNA to assist with care for all 35 of the 

patients on the unit. If a CNA called in sick, and a sitter was needed, the RNs worked 

without a CNA for the shift; a nurse became the sitter, and the remaining RNs assimilated 

his or her patient load in addition to their own. 

One ARN reported her facility was looking into instituting a device that would 

telemonitor patients to eliminate the need for a human sitter. The ARNs acknowledged 

the sitter problem for the staff but reiterated limited resources and very tight staffing 
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priorities from corporate directives. Conversely, one ARN admitted staffing was an 

organizational barrier that increased the risk for falls on the acute care units. 

Another ARN indicated BRNs and MRNs should be more proactive rather than 

reactive with their time and staffing issues. The BRNs contended taking care of six 

patients each cannot be a matter of activism. They clearly indicated concern that when 

attention was diverted from a patient who was at risk for a fall, safety was compromised 

for that patient. 

As the data analysis surrounding a typical RNs’ day was disclosed by the BRNs, 

the attempt was made to present it in a manner that facilitated seeing and feeling what the 

significant moments were, and by attaching meaning, links, and education that concerned 

the entirety of the study. The account of the nurse’s day in Appendix G documents RNs 

function as coordinators, monitors, trouble-shooters, and the centers of patient care. They 

are the shock absorbers and shields between patients and the organization.  

Occupational boundaries of nursing remained clearly labeled. In one facility’s 

information booklet, a description was provided for various medical professionals and 

their educational credentials. Listed first were attending physicians. Next, were first-year 

residents, residents, medical students, and clerks. Nurses were unnamed; they fell under 

the generic heading of ‘nursing staff’ thereby disappearing as individuals and becoming 

entities that performed tasks using skills that fit a particular job description. How could 

the RN informants in this study not (emphasis intended) feel frustrated, invisible, 

disrespected, and unsupported? As Campbell (1988) indicated, RNs see what needs to be 

done, and they do it while staying in character with traditional ‘women’s work’ 

consisting of compliance without complaint.  
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Population appropriate and effective facility-based national policy and procedure 

about falls prevention was acknowledged positively by the literature. None of the study 

RNs had read or were aware of any of the national clinical practice guidelines for falls 

prevention. AHRQ (2010) supported the falls study by endorsing evidence-based 

geriatric nursing protocols for best practice. Gray-Micelli and Quigley (2012), RNAO 

(2011), and AGS (2010) supported the IE premise that individualized patient care 

ensured adequate support for care provision. Spetz et al. (2015) provided additional 

support for the IE premise that using nationally-based falls prevention measures 

combined with strong RN leadership and nursing collaboration may significantly reduce 

older adult falls in acute care. 

 Ng et al. (2013) reported success in changing health care special education policy 

and local practice as a result of her IE that investigated the unofficial work of RNs. Clune 

(2011), Diamond (1992), and Pence (2001) were also successful in effecting changes in 

policy and practice in their IE research. Hopefully, this falls IE will contribute to changes 

in the way RNs and facilities view their responsibilities to older adult patients. Moving 

from a generic falls protocol, providing geriatric-specific care, and educating bedside 

RNs in geriatric care provision was supported in the literature for this study. No 

documentation was found to refute the above findings. 

R3 

How do professional health care texts such as best practice recommendations and 

standards of care influence the ways RNs prevent patient falls? 

Theme: Lack of textual nursing knowledge 

Support for Findings 
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In the BRNs’ and MRNs opinions, the ruling relations consumed (emphasis 

intended) nursing care. The RN expert informants’ textual reality and social organization 

was reported as bound up in nursing duties directed by the facility. The study RNs work 

processes were a part of ongoing everyday work. Extra work was so ingrained as part of 

routine RN duties, management and administration assumed it was normal. Smith (1987), 

described the BRN as at the “line of fault” (p. 53) between the organization and the 

actuality of everyday nursing practice.  

One ARN expressed administrative frustration with corporate entities that have no 

clinical experience or understanding of nursing issues, yet they continually push her to 

demonstrate more and better performance. She described ‘changing nursing culture’ but 

from an organizational focus of compliance and accountability, not from a nursing focus 

of providing quality patient care. Her comment indicated a purposeful attempt to redesign 

nursing’s values, beliefs, and practices within the culture of nursing. The field note 

ultimately indicated organizational control with a financial focus and priority. 

Nurse perceptions of the interconnections between falls prevention and 

organizational demands described and made evident the complexities of nursing care 

delivery.  Each BRN recognized the need to comply with many policies, regulations, and 

guidelines while at the same time attempting to consider the person-centered care 

demands of their patients. One ARN declared no use of national guidelines for older adult 

falls, and the rest of the eight RNs had no knowledge the guidelines existed.  A field note 

entry indicated BRN distress at the lack of nursing education. The sample of experienced 

BRN experts indicated they knew nothing about either geriatric falls guidelines or 

geriatric care guidelines. Geriatric standards were not used in any of the study facilities  
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A field note recorded the BRNs perceptions of isolation and disrespect from 

administration about acknowledging and considering different points of view regarding 

patient care. The ARN displayed a prideful tone when speaking about not using national 

guidelines for geriatric falls prevention or geriatric care. He or she indicated disinterest 

and maintained a dismissive attitude while indicating the facility policies were more than 

adequate for patients of all ages. 

The BRNs perceived bulletin boards and other posted textual material either on 

the unit or throughout the facility became invisible over time because it promoted things 

they felt enhanced the facility, not nursing care or nursing specifically. The BRNs and 

MRNs indicated a desire to see texts applicable to current daily nursing practice. A 

frustration was voiced concerning texts that suggested excellent patient care provision 

when in fact, staffing was inadequate. The BRNs vehemently denied the ability to 

provide person-centered care for the older adult falls prevention issue. Older adults were 

not considered as vulnerable, in fact, only in textual concept for facility advertisements. 

The separation of facility image and care delivery between the groups of RNs was 

evident throughout the interviews, thus providing another bifurcation between care 

providers, administration, and corporate entities.  

The responses to R3 represented ethical issues that could lead to moral distress 

and negative feelings. Field notes for R3 contained concerns for the terms “meaningful 

prompts” and “scripting”.  The BRNs had already voiced concerns about being told and 

tested on what to say to patients for the purposes of increasing satisfaction surveys. Using 

preconceived keywords in the EHR sounded like corporate and administrative entities 

would be providing scripted documentation for BRNs to ensure reimbursement instead of 
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quality and knowledgeable nursing documentation. During the interview with the ARN 

chief nursing officer, responses were given in a scripted manner. The feeling was as 

though a teleprompter was being used to give a speech that had been prepared for a 

public relations interview. Other ARNs provided guarded, controlled, and similarly 

scripted answers. ARN responses suggested staff did not understand health care today; 

therefore, more tools were being developed to incorporate more scripting of keywords to 

make charting easier for the BRNs. The field note indicated key words and phrases would 

be incorporated so the RNs would not have to think about what they needed to document 

for reimbursement purposes. The BRNs perceived they were being programmed and 

“brainwashed” to conform for financial benefit to the facility, not to improve patient care. 

 Each group of RNs regardless of facility reported using similar falls prevention 

measures. All facilities used the MFS to assess risk. BRNs admitted the scale was not 

useful for high-risk and geriatric patients. A specialized assessment and intervention tool 

was necessary for that unique population.  

None of the ARNs expressed knowledge of geriatric-specific assessment criteria 

or prevention tools. Only one ARN expressed interest in researching the idea to develop 

geriatric criteria for falls prevention. In addition to using the MFS, high-risk patients 

wore yellow socks and yellow wristbands. Signs outside rooms and colored call lights 

indicated high-risk patients. BRNs reported everyone tended to ignore the lights because 

they were more of a distraction than a help. Even the ARNs admitted texts such as signs 

and lights were barriers to falls prevention by the sheer quantity. Falls prevention 

measures in all facilities were reported as hourly rounding and bedside report. A unique 

method of falls prevention in one facility was keeping patient doors closed. The ARN 
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indicated the closed door was a new policy that seemed to work. The BRNs complained 

the practice made them uneasy and uncomfortable because they could not see or hear 

their patients behind the door. No substantiating evidence-based practice falls prevention 

supported closed doors; in fact, the opposite strategy of open doors and close observation 

were the standard of care in reviewed falls prevention literature. BRNs that attempted to 

voice concerns about policy, or try to suggest practical solutions were instructed to follow 

policy and procedure as directed by their job description. The clear message given to, and 

received by BRNs was perceived as “administration and the organization know best; just 

follow protocol”. The BRNs who were front-line caregivers seemed justified in their 

perceived barriers of lack of support, lack of time, and disrespect. 

It was surprising to learn that none of the BRNs used any sort of educational 

materials, guidelines, or professional texts. Their responses answered the IE query 

concerning what falls risk tool was used, how it was used, and how ineffective it was. 

One ARN reported the texts themselves were an obstacle to care because there was so 

much textual information it became distracting. When asked to elaborate, the ARN 

clarified her perception of textual materials accessible to staff RNs. During an orientation 

process upon hire, RNs were exposed to online policy and procedures for the facility in 

general, and nursing specifically. Unit texts such as notices for meetings, results of 

surveys, and bulletins advised a need for improvement in one or more areas to meet 

facility-driven goals. When questioned about the availability of online texts, the ARN 

pointed out everything RNs needed to know was contained within the EHR. The unit 

paper texts were limited to RNs’ report sheets, a transfer and procedure log, and notebook 

charts for completed patient results.  
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Facility-based best textual practice and standards of care were provided to the 

RNs; none of the BRNs expressed knowledge of national evidence-based guidelines from 

any source. The ARNs confirmed the policy and procedures contained in the EHR 

provided by the facility contained everything the institution felt the RNs needed. The 

ARNs each admitted no knowledge of any national guidelines or falls prevention 

protocols for older adults. One ARN stated their policy covers everyone; there was no 

need for a special one whether the person was 15 or 80. That statement was in direct 

opposition to Kohn, Corrigan, and Donaldson (1999), who opined facility policies, 

guidelines, procedures, and educational programs do not work. The CDC (2010, 2011, 

and 2012) concurred with Kohn et al., therefore supporting the IE findings. 

The EHR was designed to facilitate communication between providers, and to 

enhance quality and safety. In reality, BRNs indicated they are now responsible for an 

overwhelming amount of documentation that keeps them from direct patient care. In 

addition, the end product of the EHR contains very little focus on ‘person-centered care’. 

The data capture is that required by the federal government, validation for reimbursement 

and accreditation for the health care organization. The EHR is an undisputed valuable 

part of health care, but it also represents a dysfunctional relationship with technology in 

nursing. Nurses are entering vital patient information with a quick click of the key. When 

no narrative notes are provided to describe changes in condition patient care becomes 

dehumanized. The EHR is not a substitute for meaningful and collaborative 

communication.  

Shumway-Cook et al. (2009) used the Medicare Current Beneficiary Survey 

(MCBS) to study falls prevention in the older population. Consistent findings with the 
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falls IE indicated poor detection, management, care and control of older adult falls. In 

addition, the falls IE indicated older adults were not specifically targeted for age and 

condition appropriate falls prevention strategies. The BRNs in the falls IE indicated 

frustration at not being able to protect elderly patients. ARNs indicated the BRNs are ill-

prepared for anything not task oriented; furthermore, they should just do as they are told, 

and all would be fine, thus validating the BRNs perceptions of a lack of respect, control, 

and autonomy.  In support of the study, Malone (2005) reported despite BRNs expertise 

in the nursing process; they were not a part of making or revising policy within the 

institutional environment. When a facility attempts to place generic falls prevention 

policy and protocols, person-centered care disappears. When the BRN is prevented from 

participating in creating or revising facility policy and guidelines, credible information is 

not provided, and patients are placed at risk (Malone). 

Further geriatric falls research from the Centers for Disease Control (CDC 2010, 

2011, 2012) corroborated and supported the IE nurse perceptions of institutional 

influences of falls in older people. CDC research found no resolution for the older adult 

falls in practice because of the complexity of institutional health care delivery. The IE 

study revealed insights from the RNs that indicated the gaps between institutional ruling 

relations and the realities of everyday nurse work as supported by Rampton et al. (2004). 

Poor staffing was perceived as a major contributor to older adult falls. The situated 

language of everyday nursing provided by each RN expert facilitated both understanding 

and the ability to interpret meanings in the written and verbal communications between 

RNs and other members of the health care team. Lillis (2008) endorsed the study premise 
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there must be an understanding and resolution of the gap between written and spoken 

textual communications in nursing.  

Facility-based best practices and standards of care were provided to the RNs; 

none of the front-line RNs expressed knowledge of national evidence-based guidelines 

from any source. The ARNs confirmed the policy and procedures provided by the facility 

contained everything the BRNs needed. They each admitted no knowledge of any 

national guidelines or falls prevention protocols for older adults. One ARN stated their 

policy covers everyone; there was no need for a special one whether the person is 15 or 

80. That statement was in direct opposition to Kohn, Corrigan, and Donaldson (1999), 

who opined facility policies, guidelines, procedures, and educational programs do not 

work. The CDC (2010, 2011, and 2012) concurred with Kohn et al. 

As Smith (1999, 2001) opined ruling relations separate RNs from their unique 

ways of knowing. Organizational directives place them between their everyday ways of 

knowing and the theoretical world of organizational power and control. The texts 

discussed in the IE originated outside of the sphere of nursing. Work and social activities 

within facilities depend on the textual representation; they are activated by RN 

interpretations and dependent on the subjective process of reading and activation. None 

of the interviewed RNs understood the meaning of nursing texts. After receiving a full 

explanation of what texts and ruling relations were, the BRNs, MRNs and ARNs 

provided connections between everyday practice and facility level texts. The primary 

importance was the social coordination of their work.   
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R4  

What knowledge translation gaps exist between organizational texts such as 

policies, procedures, and unit directives and professional texts such as best practice 

guidelines, standards of care, and the everyday work of patient falls prevention? 

Theme: Everyday anxiety, no support, and no respect 

 Support for findings 

The focus of question four included determination of validation of the existence 

of perceived gaps in knowledge that contributed to the problem of older adult falls in 

acute care units. The credibility criteria for each question included the logic and 

justification of the response the assumptions that assisted the analysis. The sample of 

expert RN informants was situated somewhat differently from each other with regard to 

their various nursing roles within each acute care setting.  The intent was to locate 

connections between each group’s social processes not to generalize about the entire 

group.  

The BRNs and one MRN frustrations with disrespect, lack of autonomy, and 

power paled in comparison with the collective perceptions of a lack of advocacy for 

person-centered care. BRNs perceived administration frequently said one thing, but 

meant and did another. The remaining MRNs and all ARNs maintained the behaviors in 

the interviews they perceived as parts of an individual professional persona, and 

repeatedly emphasized patient care was a primary concern. Balbalbe, Turcios, and 

LaVela (2015) studied perceptions of patient-centered care in two veteran’s 

administration hospitals. Their findings support the need for RNs to feel encouraged and 

valued for providing high-quality comprehensive care. Positive work experiences 
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contribute to the success of patient-centered care and may thereby help in improving 

patient outcomes.  

McGibbon, Peter, and Gallop (2010) indicated moral distress interfered with RNs’ 

ability to cope. In support of the IE study, McGibbon et al. opined ethical dilemmas that 

violated RNs’ personal beliefs caused anger, uncertainty, and anxiety. Furthermore, 

McGibbon et al. reported a decline in moral agency as the consequence of nursing’s low 

status in organizational hierarchy. Dahlke (2011) indicated RNs have a professional 

ethical and moral obligation to develop nursing knowledge in promoting positive 

outcomes. Ballou (2000) determined external forces hinder nursing’s mission as a moral 

practice. The literature fully supports perceptions of the IE study participants’ moral and 

ethical distress concerning a lack of involvement in policy and practice. Kowalik and 

Yoder (2010) supported the IE premise that bedside care results from management and 

administrative decisions, not from staff RNs performing bedside care. 

A principle finding in this research was that nursing knowledge was not neutral. 

Philosophers such as Baudrillard, (2001, 1994), Foucault, (1970, 1988), and Lyotard, 

(1984) rejected the idea that any form of knowledge maintained neutrality when 

representing what could be known.  The word “they” was frequent in comments by most 

of the BRNs when indicating invisibility, absence of power, and lack of support within 

the organization. When asked who “they” were, responses included: (a) nameless, (b) 

faceless, (c) all-powerful, and (d) suits and ties. BRNs felt the disconnection and the 

collaborative distance between themselves and management. One ARN’s indirect 

response to the question indicated administration provided feedback that worked best for 

the institution. That response indicated ARNs felt as much frustration with institutional 
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pressure as the other RNs; however, the ARNs were not comfortable admitting it because 

of their elevated status within the organization’s hierarchy. ARNs treaded lightly on 

corporate criticisms. Their collective perceptions of managerial responsibilities reflected 

concern with accountability and alignment with corporate policy. Reimbursement issues 

were readily apparent as a major disjuncture between the groups of RNs. As indicated by 

Rankin and Campbell’s (2009) IE with regard to hospital reform, management, and 

administrative agendas in this study were concerned with eliminating BRN’s autonomy 

and reliance on professional experience and judgment. Persuading older RNs and 

conditioning new RNs to adhere to categorized, nameless, faceless practice was 

expressed as the only assurance of job security. 

Although BRNs and MRNs were the expert patient care RNs, epistemic privilege 

was assumed by the ARNs and corporate ruling relations. The information was 

assembled and used to represent valid accounts of bedside nursing care measured to 

determine fiscal efficiency and clinical effectiveness that aligned with Rankin and 

Campbell’s (2009) IE study. An example of epistemic privilege by administration in this 

study assumed that staffing patterns, generic policies and institutional protocols that 

contained conditional alerts to guide interventions were superior to nationally recognized 

evidence-based geriatric staffing guidelines and protocols for older adults (AGS 2010; 

RNAO 2008, 2011; TJC 2006, 2010, & 2012). The IPOC within the EHR contained a 

generic fall prevention risk scale not individualized for older adult falls prevention. 

Despite available and accessible appropriate age-specific best-practice guidelines from 

sources such as already mentioned above, each ARN dismissed them in lieu of using 

corporate and facility policy and protocol.  
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A vast amount of literature informed this study. The germinal, historical, and 

social implications produced in Chapter two were fully supportive of the content. Older 

adult falls prevention was reported as a major issue by each of the RN informants. 

Although the BRNs indicated understanding the necessity for corporate directives and 

administrative control, years of resentment and apathy of perceiving themselves as 

invisible lay directly beneath the surface of each BRN and one MRN interview. The lived 

reality of BRN and MRN stress in everyday work was enhanced by their individual 

inability to articulate frustrations to the ruling regulations. Through perceptions of job 

loss and punishment, management was able to perpetuate situations that continue to 

devalue RNs’ work. This observation aligns with McGibbon’s (2004) IE study of the 

nature of RNs’ stress.  

Summary of Findings 

The findings resulted in recommendations based on the research outcomes. Direct 

implications not only affect nursing education and individual professional practice, but suggest 

the need for improved outcomes for patients, families, institutions, and society as stakeholders in 

health care. The data indicate the study BRNs perceive their ability to provide safe, effective care 

for older adults is compromised by textual and leadership institutional influences. Each nurse 

indicated knowing his or her perceived role in the creation of a patient safety culture. When 

attempting to prevent falls in older adults they feel the professional imperative to assess 

accurately and provide person-centered care. They each experience the frustration of having no 

voice in policy, feeling invisible, and being disrespected by administrators in power (Sammer & 

James, 2011). They agreed that the application of research to bedside practice was not encouraged 

as a contribution acute-care BRNs could transfer to assist in the prevention of older adult falls 

(Lach, 2012). 
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The ARNs freely admitted abandonment of their former BRN roles. They 

disguised the abandonment through their acceptance of corporate business management 

models that marginalized the BRNs who attempt to deliver and manage person-centered 

nursing care at the bedside. Each group of expert RN informants lent credibility to the 

fact that nursing is being reshaped, restructured, and re-socialized through facility 

influences.  

As a result of the ideological and dominant approaches used by organizations to 

manage care in a more efficient manner, BRNs, MRNs, and ARNs perceive their 

knowledge is dismissed, managed, and overridden by corporate entities that know 

nothing about nursing care or older adult falls prevention. The BRNs perceive the ARNs 

who had risen above bedside nursing to management and administrative positions 

adopted the business model and readily accept corporate dictates. The moral and ethical 

imperative for RNs discussed previously is contained in a commitment to the profession, 

not to corporate entities. ARNs in this study were perfectly placed to advance nursing 

through workplace advocacy. Not one ARN indicated sincere concern for staff 

collaboration on patient care issues or professional development by any means other than 

following policy and procedure as dictated by the facility.  

The results of interview analyses emerged as representative of a particular type of 

knowing that make visible how everyday nursing works, does not work, and what 

problems cause distress and require attention.  The results demonstrate the scope of older 

adult safety and falls prevention in acute care. Consequences seem especially detrimental 

for the older adult unless remedies can be found. The themes and subthemes parallel the 

literature reviews showing close alignment with RN perceptions that support the study 
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findings. The expert RNs perceptions confirm institutional barriers interfere with RNs’ 

abilities to prevent older adult falls. 

The research validated the problem, purpose and significance of this study. The 

non-administrative RNs demonstrated the need for further study regarding the negative 

institutional influences on their ability to provide person-centered care and prevent older 

adult falls. The ARNs presented the need for further study of relationships and 

knowledge translation between corporate, management, administration, and the BRNs 

that provide patient care.  

Using Smith’s (2005) method, the RN participant’s everyday work was linked 

with the organizational processes and the structures that shaped their work. Power 

relations were clearly exposed and confirmed by bedside, managerial, and administrative 

RNs. The high volume of institutional texts, the RNs reported daily exposure to required 

attention, coordination, and support. Many were time-sensitive and interfered with patient 

care. Ng et al., (2013) indicated unofficial work of nursing included that which was 

accomplished by those who may not officially be responsible, but had inherited as a 

result of policy or protocol from administrative dictates. As one bedside nurse in the IE 

explained, RNs are not allowed to say ‘that is not my job’; if a nurse doesn’t do it, it 

won’t get done, and the patient suffers. 

Transferability of Findings: Implications for Practice, Scholarship, and Leadership  

Health care reforms and systems changes influenced the IOM (2011) report on the 

future of nursing and influenced changes within nursing. The IOM report suggested RNs 

as the largest segment of the health care workforce, assume leadership roles to address 

safe, high-quality, and efficient person-centered care. Nursing leadership promotes 
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nursing knowledge in recognizing the significance of the problem of older adult falls 

(IOM, 2011). The study clearly validated BRN and MRN practice implications through 

RNs’ experiences of specific assessment needs of the older adult, and the necessity for a 

comprehensive initial physical assessment (Barbour, 2010; Cameron et al., 2010; 

Degelau et al., 2014; Gray-Micelli & Quigley, 2012; Spetz et al., 2015; Van Voast 

Moncada, 2011; Walker, 2011). The findings of this study supported the need for 

improved organizational leadership relations between corporate, administrative, 

management, and frontline nursing staff. Nursing education is where knowledge 

promotion begins (ANA, 2010). 

Study data supported ongoing nursing educational and scholarship opportunities 

designed to facilitate continued education set at the bachelor’s level as supported by 

Aiken et al., (2014), and Anderson et al., (2014). Nursing education leaders concentrate 

on closing the gap between what novice students learn in academic settings and how to 

prepare them for practice reality (Buggraf, 2012). Introducing students to The American 

Nurses Association (ANA) as part of the Healthy People 2020 Consortium helps students 

recognize goals for older adults as improving health, function, and quality of life 

(Healthy People, 2013).  

The IE supported interventions that promoted best practice contributions to 

eliminating fall risks for older adults in acute care units (Spetz et al., 2015). The bedside 

RNs in the study approached their practices with competency-based skills, experience, 

and levels of education (RNAO, 2011). Each BRN expressed frustration with the inability 

to prevent older adult falls because of organizational constraints. Conceptual and valid 

perceptions of institutional power combined with a lack of autonomy affect RNs’ 
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performance, patient safety, and person-centered care (Hopkins, 2006; Jacobs, Mannion, 

Davies, Harrison, Konteh, & Walshe, 2013; Saleem, Alharbi, Ekman, Olsson, Dudas, & 

Carlstrom, 2012). 

Skowronsky, Bena, and Albert (2015) described a study of Close Observation 

Units (COUs) that align with the BRN and MRN perceptions of a solution to close 

monitoring of at-risk older adult patients. According to the perceptions of the BRNs and 

MRNs, and as a result of data analysis, administration and corporate had no intention of 

changing policy and procedure in the facilities involved in this study.  

A future quantitative nursing study could investigate the merits of instituting a 

COU or restructuring an existing falls prevention protocol by recognizing the need for an 

organizational return on investment (ROI). Conducting a literature review to compare 

metrics could identify cost-benefit evidence of effectiveness. A custom model for a 

facility could be developed to estimate total costs to determine the magnitude of the 

outcomes necessary to reach a favorable expenditure. Including a safe staffing initiative 

and geriatric nurse education in the model could assist in closing the gap between 

procedural policy dictated by administration and nursing’s ability to use EBP while 

exercising autonomy in patient care (Spetz et al., 2015).  

Validation of the Study 

The approach to the research provided a complete account and description of the 

data. Interviews, texts, themes, and field notes provided triangulation data that 

compensated for individual limitations that might arise (Lincoln & Guba, 1995). The 

design and research methods were transparently presented, as were problems encountered 

in data collection. A reflexive account was given with regard to the evolution of the role 
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and relationship to the participants and the study. The major resource for validation of 

this study was the RNs’ experience of and in their daily knowledge-based work. Each 

participant assisted in demonstration of credibility by performing identification of 

inaccuracies by reviewing and checking transcriptions of their interviews. The 

acknowledgment of tacit knowledge and experience mirrors Smith’s (2005) opinion 

about validation in IE studies follows:  

Experience is spoken or written directly from the actualities of a person’s life. 

Speaking or writing experientially has been central in how women have been able 

to go beyond and outside established discourses as well as to disrupt what seemed 

at one time the consolidated forms of masculine dominance of intellectual, 

political, cultural, and domestic life. In this context, giving voice to experience 

remains a rich source of understanding women’s lives, people’s lives, inserting 

knowledges that rupture those subject to the monologies of institutional discourse 

and ideology, including the monologies of sociology (Smith, 2005,p. 124). 

Qualitative studies employ credibility as comparable to internal validity in 

quantitative research. The credibility of this qualitative IE nursing study depended on, 

and contained three elements: (a) rigorous methods of participant interview that yielded 

high quality and credible data, (b) an ethical researcher with appropriate training, 

experience, and self-confidence; and (c) a researcher with a philosophical belief in the 

value of the research (Patton, 2002).  Each participant validated the authenticity of their 

responses no later than 20 days following the interview. Polit and Beck (2008) 

recommendations were followed by using careful adherence to (a) consistency, (b) 

coherence, (c) sensitivity, and (d) relevance. Incorporation of Guba’s (1981) qualitative 
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research characteristics included data generated knowledge that was (a) credible, (b) 

transferable, (c) dependable, and (d) confirmable. 

Limitations 

 Limitations were influences that could not be controlled. One participant 

canceled the interview because of illness. Some participants were unable to respond to 

questions about health care texts and best practice guidelines. Those participants had little 

or no knowledge of non-facility textual guidelines. Because of the qualitative nature of 

the inquiry, the potential for bias may exist based on a researcher’s cultural and 

informational situatedness. The term virtuous bias was discussed in Chapter three.  The 

term described complete transparency while using critical reflexivity throughout the 

study from beginning to end (Campbell & Gregor, 2002).  

Significant limitations included (a) the inability to locate specific statistical data 

for older adult falls in the acute care setting despite an intensive search of statistical 

literature, and (b) insufficient or conflicting evidence about RNs’ perceptions of the 

influences of ruling relations and institutional directives. Nurse expert participants 

provided their perceptions of the research. The disjunctures between the groups of RNs 

did not signify conflicting evidence. The significance of the data was found in the 

differing perceptions between the groups and reported as such. Disconfirming evidence 

and alternative interpretations were not found despite a thorough literature search. 

Recommendations for Hospital Leadership 

The results from this study clearly indicate bedside RNs perceive facility leaders 

should create and support programs and initiatives that improve patient care and nurse 

satisfaction. The strongest recommendation is for nursing and corporate leaders to 
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combine forces to create innovative model geriatric units such as the Close Observation 

Units (COU’s) described in Chapter 3. Skowronsky et al. (2015) reported COUs improve 

person-centered care quality, promote falls prevention, and support geriatric education for 

bedside nursing staff.   

The second recommendation for hospital leadership is for all RNs to have a voice 

in policy and promotion of change. The IOM (2011) nursing report includes two aspects 

of nursing policy leadership. The first recommendation calls for expanded opportunities 

to develop and lead collaborative improvement efforts. The second IOM recommendation 

requests preparation and support to enable RNs to advance health care by leading change. 

Beginning RNs need expert guidance from nurse leaders to engage in policy leadership 

and research (Dyess, & Sherman, 2010). A commitment to effect reform requires both 

passion and experience; therefore, a critical resource consisting of a professional network 

must aid in support and development of the next generation of nurse leaders (Gilliss, 

2011). Both recommendations align with the IOM (2010) imperative to promote changes 

in nursing. The leadership needs only to ask RNs that do the work for the solutions to 

bedside problems that contribute to older adult falls in acute care.  

Recommendations for Further Studies 

No studies could be found with specific statistical data for the number of older 

adults that sustain falls with injuries in acute care. That information was extremely 

important to determine the broad scope of the problem. Further studies could focus on 

methods to promote RNs’ understanding of their roles in developing evidence-based 

older adult policies and procedures. More research on appropriate nurse staffing ratios, 

dedicated geriatric care units, and organizational collaboration with bedside RNs might 
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be beneficial. Studying the effects of education and use of geriatric certified RNs could 

assist in supporting person-centered care and reducing older adult falls in acute care 

areas.  

When progressing from interview to interview, gender relevance arose that had 

not been recognized previous to the analysis. The instance occurred when a male nurse 

indicated he stood up to administration and resolved a critical issue of patient safety. An 

“aha” moment took place when realizing another study could be potentially useful in the 

determination of gender differences in perceptions of this research. 

Potential studies could include the following: 

 In what ways do RNs recognize the textual influences of power associated with 

contemporary bedside nursing care and practice?  

 What are the differences in gender response to institutional influences of power? 

 What are the bedside nurse perspectives of textual influence on practice based on 

nursing educational level? 

Reflections on the Research 

Although the research was exciting and includes a passion for nursing and for  

older adult safety, it was both validating and disheartening to put the research together 

and find such despair existing as a common thread among the RNs who are on the front 

line of care every day. The feelings of invisibility, impotence, disrespect were raw and 

evident in each BRN and MRN interview. Each direct-care nurse expressed a high-level 

concern for the safety of older adults in his or her care. No geriatric care education was 

provided, no special consideration was given to the older adult, and only generic risk 
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tools were used for assessment. Geriatric nursing is a specialty just as pediatrics, 

obstetrics, and psychiatry are nursing specialties.  

In the early stages of the research, all of the issues the RNs revealed defined the 

term ‘complexity compression’. Every one of the ARNs mentioned piling on nursing task 

after task and never removing anything. The BRNs felt a responsibility to pick up all the 

loose ends and tie them together whether it meant emptying trash, wiping the floor, 

troubleshooting equipment or performing endless documentation in concert with patient 

care duties. 

A troubling aspect of the research was the failure to use EBP knowledge sources. 

AGS, AHRQ, TJC, VA, and the National Guideline Clearinghouse AGS guidelines for 

falls prevention were unknown entities to most of the participants. It was stunning to 

realize BRNs and ARNs were not aware of these publications. Even more disturbing was 

the ARN’s collective position that facility policies and procedures were all the BRNs 

needed; other research would be of no use. 

This study assumed RNs have many roles, utilize textual knowledge sources, and 

fit in many places within health care. Attempting to investigate the discoveries of 

everyday experiences and processes in nursing practice extended beyond the individual 

nurse and existed in concert with other practitioners’ influence on falls prevention (Bird, 

2013). For this reason this research (a) looked beyond impulse reactions to falls events, 

(b) investigated every day practice including textual influences of health care priorities 

and communications, and (c) attempted to determine nurse perceptions of how and why 

falls happened in order to prevent them. The IE approach brought the professional culture 



 

     

 

210 

 

of RNs into the foreground, explicated tensions, and gave shared meanings to interpretive 

patterns.  

A passion for protecting older adults from health care neglect influenced the topic 

for this IE. The older adult seems inordinately at risk in acute care facilities because of 

the economic climate (Spetz et al., 2015). Engagement in lifelong learning to improve 

even a single issue in health care delivery fulfills the IOM (2010) imperative for RNs to 

lead change to advance health. Future planned research includes continued growth as a 

scholar, practitioner, and leader. A long-term plan based on this research requires journal 

articles, speaking engagements, nursing student education, and new studies to make a 

difference in the lives of RNs, older adult patients, and their families.  

Study Conclusions 

No statistical data was located for numbers of older adult falls sustained in the 

acute care setting despite an exhaustive literature search. Even though there is statistical 

data for adult falls in acute care hospitals and for older adults in all settings as reported in 

Chapter two, no data was located specific to falls among older adults in acute care 

settings. As noted in Chapter one, the CDC (2012) reported by 2050 there will be 89 

million adults older than 65 needing care; broken hips, traumatic brain injuries, and 

spinal cord injuries were reported as frequent results of older adult falls. Those results 

point out the need for continued investigations of the social organization of bedside RNs, 

and organizational influences on nursing that may contribute to the inability to prevent 

older adult falls in acute care.  

Concerns for older adult falls safety in acute care settings were validated in 

several ways beginning with the reports from participants regarding a lack of focus and 
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knowledge about geriatric care and geriatric-specific falls prevention guidelines and 

protocols. EBP was of great concern to the BRNs and the MRNs, but not mentioned by 

ARNs who endorsed facility protocols and initiatives. Because of the perceptions of 

inappropriate and poor staffing as a result of corporate directives, BRNs declared no time 

for comprehensive patient assessments or talking with families. The BRNs perceived 

safety problems, patients in trouble, and administration as non-caring entities concerned 

only with corporate earnings, not patient care.  

According to the findings, the BRNs felt invisible, unsupported, and disrespected 

by the facility. The programming through scripts developed by corporate bodies to say 

what the facility needs left them feeling inadequate and robot-like. BRNs were forced to 

assume so much of the load of health policy decisions they perceived patient safety and 

care were compromised daily.  

One of the most troubling comments in the data came from an ARN who opined 

administration and corporate were changing the culture in nursing. She expressed the 

desire to remove older RNs and replace them with novice RNs who are faster and take 

less time with each patient. The findings show demands for BRNs to keep up were 

demoralizing, frustrating, and induced anxiety.   

The qualitative body of knowledge concerning older adult falls was enhanced by 

this study in several ways. The primary contributions to qualitative research are the loud 

and clear messages about older adult care and falls in acute care that nine RN participants 

delivered with passion and veracity. The BRNs and MRNs related their perceptions in 

down to earth ways that should influence nursing leaders who review this research to 

consider implementing ongoing quality management initiatives. Changes in care provided 
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to older adults and support for geriatric nursing education benefit patients, facilities, and 

staff. The study makes salient points about transforming the workplace to support quality, 

decrease tensions, and improve nurse perceptions of their worth within the healthcare 

team.  

RNs in the study constitute a minute professional representation; however, recent 

and current literature supports their collective perceptions of geriatric care shortcomings 

that exist nationwide and beyond. Implementation of the study recommendations would 

augment what is already known about geriatric falls prevention. This study presented 

compelling evidence for readers to judge and determine its merit. The RNs contributed 

rich stories and displayed a passion for keeping older adults safe and preventing falls. 

Their detailed accounts and perceptions provided rationales for the five emergent 

predominant themes and subthemes: 

1. Theme: My patients come first 

Subthemes:  (a) I am always frustrated, (b) we never have enough help, (c) 

geriatric care is not a focus, and (d) staffing is insufficient. 

2. Theme: Personal expectations versus the expectations of others 

Subthemes: (a) lack of geriatric education, (b) lack of professional power and 

autonomy, (c) perceptions of disrespect, and (d) lack of support. 

3. Theme: It is all about the money 

Subthemes:  (a) facility administration and corporate cares only about profits, 

(b) no recognition for nursing specialized knowledge or experience, and (c) 

the nursing process comes second to facility profit. 

4. Theme: Lack of textual knowledge 
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Subthemes: (a) what are healthcare texts, anyway?, (b)facility directives are 

law at work, (c) we don’t use geriatric guidelines, (d) only generic falls 

prevention is used, and (e) the electronic record is the only guide we have at 

work. 

5. Theme: Everyday anxiety, no support, and no respect  

Subthemes: (a) we are exhausted and stressed out, (b) barriers to care, (c) 

people in administration do not support nurses, and (d) there is a huge 

corporate barrier. 

The study findings suggest the imperative for bedside RNs to become better   

educated, and to remind those RNs who have moved up to administrative positions of 

their roots and their commitment to the ethical practice of nursing. Nurses must take their 

power back from corporate business models and assume an active role in preventing the 

institutional deconstruction of nursing if they believe as the participants in this study 

emphatically and collectively stated ‘my patient comes first’. 
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Appendix A 

Primary Letter of Introduction to Participant 

 

Dear Mr. /Ms. ___________________________, 

 

Thank you for agreeing to be interviewed as part of my dissertation research. As 

previously agreed, the interview will take place in my office at 1379 East Lansdowne 

Avenue, Orange City, FL on ____________ at __________. The interview should take 

no longer than one hour. 

 

The title of my dissertation is: Nurse Perceptions of Facility Influences on Older Adult 

Acute Care Falls, and I am interested in exploring your perceptions as an acute care 

nurse, manager, or administrator. 

 

Prior to the interview I would like to confirm with you the following: 

 

 The University of Phoenix IRB has given permission for this research to 

be carried out 

 With your permission, the interview will be audio-recorded 

 A transcript of your interview will be emailed to you no longer than 20 

working days after the interview to read, review, and add clarity to the 

recorded, transcribed content should you deem necessary 

 Your confidentiality will be maintained, and no comments will be ascribed 

to you by name in any written document or verbal presentation.  

 No data will be used from the interview that would identify you to a third 

party 

 You have the right to withdraw from the study at any time without 

penalty. Please contact Patricia Brock at pbrock@htilegal.com  

 if you have (a) any questions (b) are unclear about the nature of the 

research or (c) wish to withdraw from the study 

 Once the data is recorded and transcribed, the researcher will separate it 

thematically and begin analysis to determine the outcome of the study 

 

In closing, I would like to thank you and express my appreciation for taking the time to 

help me with my research.  

 

Sincerely yours, 

 

 

 

Patricia Brock  
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Appendix B 

 

 Interview Script 

 

Good morning, afternoon, or evening: 

 

I am Patricia Brock, a nurse doctoral candidate at the University of Phoenix.  

I appreciate the time you are taking to discuss your experiences, training, and 

perspectives as an acute care nurse who cares for older adults. 

 

Although I indicated the focus of my research throughout our previous 

correspondence, I would like to reiterate. The purpose of this Institutional Ethnography 

was to research nurse perceptions of (a) the influence of rules and regulations (b) health 

care priorities (c) institutional and nursing culture (d) environment (e) equipment and (f) 

multidisciplinary communication on falls prevention in acute care. The study explores the 

effects of rules and regulations, as well as textual influences and verbal communications 

on multidisciplinary practice, and older adult falls prevention.  

 

The assessment and observation of your’ perceptions of daily practice will enhance and 

potentially change perspectives of the effect on vigilance, dedication, and the ability to 

promote and enforce effective person-centered falls prevention measures. 

 

Keep in mind your participation is voluntary. You may withdraw from the study at any 

time without penalty or loss of benefit to yourself. Please contact pbrock@htilegal.com if 

you have any questions, are unclear about the nature of the research or wish to withdraw 

from the study. The study results may be published, but your name will not be used, and 

your results will remain confidential.  

 

If you withdraw from the study either before, during or after data collection, an email will 

be sent to you indicating the data collected prior to withdrawal for which you originally 

signed consent will be kept in a secure, locked area for five years, and then destroyed and 

no further information about you will be collected for the study. Paper data will be 

shredded, and electronic data files will be deleted. 

 

There are no foreseeable risks to you in this research. A possible benefit of your being 

part of the proposed study is your contribution to the potential to assist in keeping older 

adult patients safe from falls. You may also contribute to changing current perspectives 

on geriatric falls prevention.  

 

You will be given a gift card in the value of $25.00 as compensation for your interview 

time. No other benefits are given for participation. 

 

The interview process is informal and interactive. Before we start, I would like to review 

the informed consent form with you, and answer any questions you may have concerning 

the form.  
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[Review Informed Consent Form] 

 

The interview will be tape recorded, and your identity will remain confidential. A 

pseudonym will identify each study participant. Quotes from you will be used in the 

study, but your confidentiality will be maintained. Upon completion of the transcription 

process, your interview will be sent to you for confirmation of accuracy. It will be 

emailed to you no more than 20 days after your interview. 

Demographic information with actual names will be kept in a secure and locked location 

in my privately-owned business office in Central Florida with the research records for 

five years, but no names will be used in the final publication. 

 

By signing the informed consent form, as a study participant you are expressing your 

willingness to participate in the study. I have also signed the informed consent form 

agreeing to the confidentiality of your personal information.  

 

The interview will last approximately one hour. 

Before proceeding with the interview, are you comfortable, and do you have any 

questions for me? 

 

[Await response] 

 

If you agree, we will begin the interview now.  

 

[Read Research Questions one at a time and allow sufficient time for processing and 

response] 

 

The central study question asks: In what general and specific ways do the perceptions of 

acute care RNs influence falls prevention for older adults? Four additional questions 

include 

 

1. From the perspective of RNs who perform the work of falls prevention on a daily 

basis, what everyday work activities including the nursing process (assessment, 

planning, diagnosis, intervention, and evaluation) do RNs perceive constitute the 

work of preventing older adult falls in acute care? 

2. How does the current health care organizational culture and environment affect 

the nursing work of patient falls prevention? 

3. How do professional health care texts such as best practice recommendations and 

standards of care influence the ways RNs prevent patient falls? 
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4. What knowledge translation gaps exist between organizational texts such as 

policies, procedures, and unit directives and professional texts such as best 

practice guidelines, standards of care, and the everyday work of patient falls 

prevention? 

[Ask associated open-ended sub-questions to obtain responses while allowing for 

sufficient time to process and respond] 

 

END WITH 

 

I truly appreciate your participation in the proposed study, and I will send your completed 

interview transcript for validation of accuracy upon completion of transcription  
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Appendix C 

 Thank You Correspondence with Enclosed Gift Card 

Patricia Brock, RN, Ph.D(c) 

 

 

[Date] 

 

Dear [Mr. or Ms.]: 

 

Thank you sincerely for participating in my research. I have enclosed a $25.00 gift card 

to express my appreciation for the interview time you granted. I am grateful for the 

thoughtful input you provided to my study. 

 

Respectfully yours, 

 

 

Patricia Brock 

Nursing Doctoral Candidate, University of Phoenix 
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Appendix D   

Thematic Analysis Sample 
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Appendix E   

Additional Sample Questions 

What falls prevention guidelines 

does your facility have in place for 

older adults? 

a) Is falls prevention a realistic priority within the culture of your 

facility? 

b) What are the barriers to falls prevention on your unit? 

c) What measures would you suggest to correct any problems on 

your unit that promote the problem of older adult falls? 

d) Does your facility promote person-centered falls prevention? 

Describe the method(s) 

In what general and specific ways 

do you believe the perceptions of 

acute care RNs influence falls 

prevention for older adults? 

a) What do you do differently regarding falls prevention in general 

for the older adult patient? 

b) What priorities do you place concerning falls in your practice for 

older adult patients? 

c) What specific falls prevention measures are in place for older 

adults today where you work? 

From your perspective of RNs who 

perform the work of falls 

prevention, what everyday work 

activities including the nursing 

process do RNs perceive constitute 

the work of preventing older adult 

falls in acute care? 

a) What do your older adult patients need in terms of falls prevention 

that your place of work does not provide? 

b) Tell me how older adult needs may complicate your nursing work 

c) Tell me about any courses, in-services, CEU’s, or other training 

with regard to safety issues (including falls) for adults older than 65 

that your work offers to RNs 

How does your current health care 

environment affect the nursing 

work of patient falls prevention? 

a) How do you organize your nursing work around your older adult 

patients? 

How do professional health care 

texts such as best practice 

recommendations and standards of 

care influence the ways you 

prevent patient falls? 

a) Can you tell me what health care texts you are familiar with? 

b) Does your workplace encourage you to stay current with any 

particular health care text? 

c) What does your workplace provide in the way of textual 

information regarding falls prevention? 

What knowledge translation gaps 

do you perceive exist between 

professional nursing texts such as 

best practice guidelines, standards 

of care, and falls prevention? 

 

a) What did your prior education teach you to do differently with 

regard to older adult falls than you are now required to do at work? 

b) What gaps do you find in the textual guidelines and standards of 

health care and nursing versus your everyday work requirements 

with regard to falls prevention? 

c) What support does your facility provide with regard to continuing 

education and leadership? 
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Appendix F 

 Transcription Control Log 
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1 

 

BRN#1 

 

08/01/14 4:00 

pm 

Fri. BRN#1 60 

min. 

1 08/01/14 08/10/14 

2 

 

BRN#2 

 

08/08/14 5:00 

pm 

Fri. BRN#2 70 

min. 

2 08/08/14 08/22/14 

3 

 

BRN#3 

 

08/29/14 10:00 

am 

Fri BRN#3 65 

min. 

3 08/29/14 09/01/14 

4 

 

BRN#4 

 

08/30/14 11:00 

am 

Sat BRN#4 70 

min. 

4 08/30/14 09/15/14 

5 

 

MRN#1 

 

09/01/14 8:00 

pm 

Mon MRN#1 75 

min. 

5 09/01/14 09/10/14 

6 

 

MRN#2 

 

09/02/14 3:00 

pm 

Tue MRN#2 55 

min. 

6 09/02/14 09/06/14 

7 

 

ARN#1 

 

09/05/14 8:00 

am 

Fri ARN#1 45 

min. 

7 09/05/14 09/07/14 

8 

 

ARN#2 

 

09/09/14 3:00 

pm 

Tue ARN#2 75 

min 

8 9/09/14 09/21/14 

9 

 

ARN#3 

 

09/15/14 3:30 

pm 

Mon ARN#3 57 

min 

9 09/15/14 09/26/14 
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Appendix G    

Bedside Nurse Accounts of the Textually Mediated Workday 

The RNs perceptions of organizational and administrative priorities for nursing 

care may clearly be seen by following the typical textually-mediated work day as 

described by the bedside RNs (BRNs and MRNs).  

Arrival at work for a day shift from 7a.m. until 7 p.m. began with clocking in and 

a check for general unit messages on a nearby bulletin board. The locker room for storing 

personal items had bulletin boards with textual materials relating to the unit, nursing 

education, unit meetings, and new policies. Nurses were contacted personally if necessary 

via email correspondence.  

The nurse then checked a white board at the RNs’ station for his or her six-patient 

assignment consisting of the patient room number, physician name, procedures scheduled 

if any, and the nursing assistant that would cover the assigned rooms. Once the nurse 

noted his or her assignment, he or she searched out the nurse(s) that would provide 

handoff report. The report consisted of a complete assessment of the patient and a full 

report of the patient’s activity and condition from the off-going nurse to the oncoming 

nurse. In addition, doctor’s orders, medications, and any other pertinent information 

about the previous 12 hours were relayed to the next shift.  

One nurse coming on duty may receive a report from as many as five RNs. The 

RNs arriving want to get started, and the RNs who have been working for 12 hours want 

to go home. Considering both shifts of RNs were giving or receiving report, and there 

were one or two CNAs on duty, the patients were not being observed for the hour to hour 
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and a half it took for report. Most patient falls occurred at change of shift, during the 

night, or at toileting.  

The nurse began assessing the patients upon completion of report. One by one, he 

or she completed a full head to toe assessment, and got the patient ready for breakfast. 

Intravenous (IV) sites were checked for redness, leaking, and tenderness. If any issues 

were found, the IV needed to be restarted. The acute care units in the study maintained a 

high population of older adults. A large number of them need assistance with hygiene, 

eating, and toileting. Some patients needed help with eating, some needed to be fed.  The 

patients who were at risk for skin breakdown needed to be  repositioned at least every 

two hours; therefore, each patient’s position was changed and noted for the next turn. 

Patients needed to be placed on the bedpan if they did not have orders to get out of bed 

for the bathroom. Before the first medications of the shift were due to be given, the nurse 

was trying to attend to all of the above issues for his or her six patients.  

If the documentation was not timely maintained by the nurse, he or she fell behind 

quickly. Patients discharged from the unit, were replaced quickly, and new patients were 

admitted or transferred in from other floors. Emergencies such as rapid responses and 

codes requiring immediate life-saving measures were particularly time-consuming and 

stressful. The RNs struggled to find time to keep up, and they found it especially difficult 

to adhere to what they perceived as quality patient care because of the workload and 

demands from management to keep up. One ARN expressed dissatisfaction with older 

RN performance on the acute care floor. She indicated older RNs were slow, stayed late 

to document, and were set in their ways as opposed to younger, newly graduated RNs 

who cooperated, were faster, and readily accepted direction from management. When 
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asked about reasons the older RNs might be slow the ARN indicated older RNs ‘spend 

too much time passing medications; they take too much time with each patient; they do 

not seem to grasp the concept of urgency and the need to keep up with documentation.’ 

The explicit meaning from the ARN conveyed the hospital’s assumption that nursing care 

on the unit consisted of practical tasks and mechanics, making check marks in the EHR 

instead of  narrative entries that could indicate  the BRNs personal connection with each 

patient.  

The physicians making rounds in the morning prior to going to their offices 

visited their hospital patients during and after nursing report. The nurse wanted to be 

available to the physician and the patient during a doctor visit in order to facilitate 

information and to better understand the patient’s condition. Most of the time, 

collaboration with the doctor was not possible because of interruptions by patient call 

lights, phone calls, and other demands on the nurse’s immediate time and attention.  

By noon of the nurse’s day, routine scheduled medications had been passed at 

least twice in addition to prn or patient-requested medications. The prn pain and blood 

pressure medications required an assessment pre and post administration. Some routine 

medications also required assessments prior to administration. Blood sugar assessments 

for diabetic patients were routinely made before each meal and at bedtime. The results of 

blood glucose levels were downloaded to the EHR from a machine designed to enter the 

result when placed on a charger. The health care worker that performed the blood 

pressure, heart rate, respiratory rate, and oxygen saturation entered the results into the 

EHR with the press of a button on the rolling vital signs machine.  
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The nurse was responsible for the lunch tray set-up at noon, with patient feeding 

and assistance if necessary. Some physicians chose the noon hour to make rounds on 

their patients, so again the RNs attempted to collaborate on their patient’s behalf. 

Documentation remained a priority throughout the day. Nurses caring for older adults at 

high falls risk were on the edge whenever out of sight of those patients. Despite bed 

alarms and other appropriate falls prevention measures in place, patients fell. Nurses 

indicated their frustration with the inability to be in six places at one time, and the 

administrative directives that indicated they could if they were proactive instead of 

reactive.  

BRNs and MRNs admitted admissions and discharges took up inordinate amounts 

of documentation time. The assessment process required a thorough head to toe 

inspection for pre-existing issues such as skin breakdown and current medication use. On 

discharge, a full assessment was also required with an updated medication assessment 

and patient education related to each issue. The only falls assessment required was 

completing the MFS in the EHR. Several BRNs indicated they would like to do further 

assessments such as gait, and sit to stand testing, but time did not permit. Contingencies 

on facility reimbursement from Medicare included discharge documentation of (a) 

educating both patient and caregiver about safety, medications,  diet,  care at home, and  

wound care if applicable. Apparently most important issue impressed upon the BRNs was 

CMS non- payment if the patient was readmitted to the facility within 30 days of 

discharge from the facility, and the previously mentioned documentation was not in 

place.   
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The BRNs used the last hour of the shift to complete intake and output measures, 

finish any incomplete documentation, and make final rounds on patients. Final routine 

medications were also due at that time. The relief staff for the next shift arrived at 7 p.m. 

and report was started. During report time, constant interruptions were taking place. 

Doctors were arriving for evening patient rounds, patient call lights were a distraction, 

and telephone calls from family frequently infringed on the reporting process. The RNs 

often reported to 2, 3, or more RNs, which caused even more delays in the process, and 

prevented clocking out on time.  The RNs’ time was strictly monitored to prevent 

overtime; if they were late clocking out more than three times they were counseled and 

placed on probation.  

Night shift BRNs reported the same basic routine, but with less staff. The night 

charge nurse always had patient care assignments in addition to his or her charge duties. 

Sometimes he or she would have up to 4 patients. If a CNA called in sick, one CNA was 

left to cover all patients on the floor. Each night shift BRN discussed feelings of isolation 

from the facility, and helplessness if something such as a fall or any other adverse event 

occurred. There was never an ‘extra pair of hands’ to help in the case of an emergency 

with one or two (or more) patients. The perception of the BRNs was of an expectation to 

handle everything without complaint, expeditiously, and without mistakes. A positive 

result evidenced itself as a tight bond between night shift RNs. They agreed they worked 

together well and helped each other as they could in order to keep their patients safe 

during their shift.  
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