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Four research colleagues went into a bar: an economist, a health care administrator, a nurse and a sociologist.  They got a little rowdy.  Suddenly, completely without warning, the economist grabbed a bottle of imported scotch, unscrewed the top, took a good swig, and threw the bottle into the air. He then jerked a Colt .45 pistol out of his pocket and shot the bottle, spraying scotch all over everything and everybody. 
The patrons at the bar shouted, "Hey, bud, why'd you waste that scotch?" 
The economist said, "Heck, it's just scotch. We economists go to meetings in the UK all the time; I can bring back all the duty-free scotch I want." 
Not to be outdone, the health care administrator whipped out a corkscrew and uncorked a bottle of wine. She poured some into a glass, swirled it, sniffed, commented on the tart insolence of its bouquet, sipped, tossed the bottle in the air, nicked it with a round from a silly little chrome-plated pistol, and showered a couple of patrons at the bar with wine. 
The patrons, upset by the casual waste and general lack of concern for their safety, expressed their displeasure and astonishment, to which the administrator replied, "Well, I'm in management, and I make more than enough money to buy all the wine I want." 
The nurse, a quiet observer up to this point, touched the crystal hanging from her neck, flipped back her braids, stood up from her yoga pose, slipped on her Birkenstocks, and borrowed a bottle opener from the bartender. She popped the top off a bottle of Fat Tire beer, hammered it back, threw the empty bottle into the air, pulled a 9mm Beretta, took careful aim, shot both the economist and the administrator, and caught the falling beer bottle before it hit the floor. 
The sociologist standing nearby making ethnographic notes screamed in utter disbelief, "Why'd you do that?" 
The nurse replied, "I work in a hospital. We've already got too many economists and way too many administrators telling us what to do.  But glass bottles, now those can be recycled!" 
Believe it or not, this joke is a fitting introduction to our interdisciplinary research team.  We all come to the project with our own tastes and ways of seeing our place in the world.  We sometimes get a little rowdy when we get together but, to date, our disagreements haven’t led to bloodshed.

Let me begin by telling you about our project. Hospital activity is at its peak from 7AM to 7PM, Monday through Friday. This is a time when maximum resources are available in nurses’ work environments. But peak periods make up only 36% of the time nurses actually work. During the remaining 64% of the time, nurses work in off-peak environments with (1) scaled back ancillary services, (2) fewer (often less experienced) staff, (3) minimal supervision, and (4) strained communication with on-call health care providers 1. We believe the problems nurses encounter in their off-peak work environments are likely to put patients at risk. 

 Thirty years ago researchers identified a negative “off-peak effect” on patient outcomes and since that time researchers have associated weekends and nights with increased mortality in hospitals for more than 25 diagnoses/patient groups.  For example, acute myocardial infarction more likely to result in death among Medicare patients admitted on the weekend 2 and mortality following night discharge from ICU to a general unit, can be 2.5-fold greater compared to discharge during the day 3. Lower survival rates result from in-hospital cardiac arrest at night and on the weekend, even after adjusting for potentially confounding factors 4.
The “off-peak effect” provides only a “black box” explanation for these temporal disparities in mortality. We propose opening the “black box” and using Institutional Ethnography to describe what is inside. Until now, all major studies reporting correlations between off-peak care and increased risk have examined administrative data sets or matched birth and death certificates.  Such data tell us little about actual circumstances of care. 
Institutional Ethnography will illuminate the actual workings of nurse environments and how environments affect what nurses do. We will learn from nurses how system-level factors (called ruling relations by Institutional Ethnographers) aimed at improving efficiency, reducing costs, and/or improving quality can sometimes prove to be counterproductive and result in unintended patient outcomes. 
Our interdisciplinary team is uniquely suited to profit from the experiences of Canadian nurses who faced pressure to increase efficiency during recent health care restructuring and found restructuring policies caused unexpected consequences for patient care.  The interdisciplinary team was assembled to investigate the problems we have mentioned concerning increased risk of hospitalization at night and on weekends. 
1 The nurse researcher has experience studying the nursing work place and off-peak patient outcomes, 

2 The health care administrator and the economist have knowledge of theories and strategies institutions use to increase the efficiency and improve the performance of its employees, and 

3 The sociologist has expertise in studying nurses’ work and its institutional coordination-how work can be hindered by environmental barriers, and how well-intentioned policies can have unintended effects on the work nurses actually do.

I serve as the Project Director and Principal Investigator (PI).  I am responsible for hiring personnel, administering the grant budget and assuring that the study is carried out in such a way as to yield the maximum, trustworthy, empirical evidence regarding the off-peak work of nurses and the factors affecting their work. I am involved in data collection by conducting the majority of focus group interviews in the study hospital.

Gretchen Gemeinhardt, PhD, MBA, serves the project as Co-PI, Houston site coordinator and expert in systems thinking and organizational improvement.  Dr. Gemeinhardt is a skilled interviewer who participates in data collection at Levels I and II. She brings her perspective as a hospital administrator to the study.  This perspective is invaluable especially in analysis of Level II data collected using Institutional Ethnography.
Marie Campbell, PhD, Professor Emerita at the University of Victoria, Canada, where she taught, until retirement, in the Faculty of Human and Social Development. Dr. Campbell is a sociologist and former nurse.  Her research has employed Institutional Ethnography to study management information systems used by nurses in hospitals, a child protection agency, a college-based nursing education program, an extended care hospital and the health care experiences of persons with disabilities. Dr. Campbell is internationally recognized as an expert in Institutional Ethnography and is currently working with colleagues in Kyrgyzstan to study women’s NGOs. 
Campbell (along with Frances Gregor) wrote Mapping Social Relations: A Primer in Doing Institutional Ethnography (2004). Campbell’s book (co-authored with Janet Rankin), Managing to Nurse (2006) describes an Institutional Ethnographic study of the effect health care restructuring in Canada has had on the all day, every day, work of nurses. Campbell demonstrated that had Canadian health care administrators, economists and policy makers taken nurses’ experiences into account, they would have chosen different, more effective, methods of improving patient care and reducing costs. 
Dr. Campbell serves as expert consultant on Institutional Ethnography.  In that role she provides guidance to the team, monitors the conduct of the study in relation to the theoretical foundations on which Institutional Ethnography is based, and assists in the analysis of both Level I and II data.  
Sondip Mathur, PhD, a health care economist, brings to the team important knowledge regarding ways institutions create processes to coordinate and control workers for the purpose of increasing efficiency, reducing cost, and improving outputs. Economists are extremely influential in the development of health policy and organizational values and initiatives. Dr. Mathur is an Assistant Professor in the College of Pharmacy and Health Sciences at Texas Southern University. As a relatively new investigator he will be learning to conduct Institutional Ethnography, which he plans to use to study the work of pharmacists in a subsequent study. 
Dr. Mathur assists with Level I and II data collection in the Houston hospital. Dr. Mathur scrutinizes the subjective experiences of nurses of their environments in order to ascertain how/where nurses’ experiences have been reflected or ignored in current measures and models of nursing efficiency and productivity.  Dr. Mathur’s expertise as an economist will also be invaluable in the development of materials for stakeholders. 
Using Our Method to Understand Ourselves and Our Team

I will leave the reporting of our findings to another venue.  What I want to stress today is how IE has helped me to understand why and how our team members sometimes work at cross-purposes. I also will share what I have learned about successful resolution of this inevitable friction.
Institutional ethnography (IE) is an approach to empirical inquiry associated with the prominent Canadian social theorist Dorothy E. Smith.  Combining theory and method, IE emphasizes connections among the sites and situations of everyday life, professional practice, and policy making.  Such connections are accomplished primarily through what Smith has labeled "textually-mediated social organization"-- a form of social coordination that has been under-theorized even as it has become more and more pervasively significant... The method is ethnographic, but more concerned with political-economic contexts than most qualitative approaches; it is sensitive to textual and discursive dimensions of social life, but grounded more firmly in fieldwork study of texts-in-use than most forms of discourse analysis (Eastwood & Devault 2001).  From http://faculty.maxwell.syr.edu/mdevault, Accessed 08/31/09
Examples of the “Rubs” We Have Experienced
Institutional Ethnography (IE) is empirical rather than theoretical and its purpose is not to build theory or to simply collect stories. IE uses interviews primarily to point the way to ruling relations.  Let me share an excerpt with you from an e-mail Marie Campbell sent to me in regard to a manuscript we are preparing for publication. The editor struck through our heading of Preliminary Findings and insisted we use the heading “Results,” instead.  I did so, and got the following response Dr. Campbell when I sent the revised manuscript to her:
I have taken a different view on the paper and its revisions - and I recognize you may not want to heed my ideas. I do see that as the paper was getting conceptualized as a group effort, it got a section on "results", growing into the form that the editor identifies as weak and disappointing. 
It may seem a minor point regarding whether we should call our initial interview data findings or results.  However, IE researchers feel language affects our perceptions and alters our thinking. Proponents of the method believe IE is not like other ethnographic methods.  They assert most other ethnographic methods lead to incomplete or erroneous conclusions.  Quoting Dorothy Smith (originator of IE) from a 2004 interview by Dr. Karin Widerberg, Professor in the Department of Sociology and Human Geography, University of Oslo:

Interviewer: How would you relate institutional ethnography to grounded theory? 

Dorothy Smith:  “I think grounded theory is a disaster. It produces spurious theory. It is not that the empirical investigations are not good, quite the opposite. Quite a few good empirical studies have been done under this heading. But it is the lack of hooking the local to the extra-local and trans-local, that makes spurious theorising possible.”

From  http://www.uio.no/studier/emner/sv/iss/SOS4000/v06/forelesningsnotater/Karin%20Widerberg%20intervju%20med%20Dorothy%20Smith.doc, Accessed August 31, 2009
This type of theoretical stance is a type of ruling relation determining how IE is carried out. Again, our IE expert observed the following about the team’s plan to publish an article describing the types of off-peak problems nurses told us about:
You may remember that one of my worries about treating the interview data as "findings" was that "everybody knows that already" and publishing what nurses say as "results" - if we do satisfy Editor, …will detract attention from what we eventually discover. We do not have analytic results. To put it most strongly, I worry that people will have written us off as just another ethnography, qualitative researchers adding up "what nurses know" and trying to make science out of it. There is too much research of this sort already

Our funding agency, the Robert Wood Johnson Foundation requires that grantees work with their marketing and communication firm to secure early and wide-spread dissemination of our findings. This “ruling relation” from the funding agency conflicts with the theoretical and methodological features of IE causing friction as we try to satisfy our funders, journal editors, and our team members.
Another “ruling relation” that has affected our team functioning is related to the tenure review of one of our team members.  As a team we need to decide who will be first and second authors on our first paper.  There are specific guidelines relevant to authorship that have been developed by APA and other organizations.  There are also personal relationships and mentoring roles that have to be considered.  Sometimes, the needs of a team member to be first author do not align with the actual conceptualization and coordination of the paper by someone else.  In times like these, there can be tense negotiations.
The most recent “rub” that our team has dealt with is the concern of the hospital about its vulnerability related to the negative comments nurses have made in the interviews.  The hospital where most of the interviews have occurred is owned by a for-profit corporation, has earned Magnet designation by the credentialing body of the American Nurses’ Association, and recently has been the object of a much publicized lawsuit related to injury to a patient.
A few weeks ago I met with the Chief Nursing Officer at the hospital to discuss his concerns and jointly arrive at the best practice for reporting our work without disclosing the name of the hospital, the particular unit or the nurse interviewees.  The hospital is concerned that if readers discover its identity there could be negative repercussions, especially if there is current legal action that could be construed to be the result of a similar situation.  I explained that I would not permit the hospital to edit or censor the report but that I was willing to send them a draft and ask them if they felt the direct quotes by the nurses or the description of the setting compromised confidentiality in any significant way.
Here is an excerpt from an interview that is included in the manuscript currently under review. It is clear why the CNO had concerns. A nurse reported that after 11pm when the unit secretary goes home:

I’ll come out of a room and many, many times at night, there won’t be anybody at the nurse’s station.  The phone can be ringing, pneumatic tube system is dinging, you know, the call light’s going off, you have no idea how long it is going off.

She went on to tell us:  

…we don’t have remote monitoring…you’ll come out (of a room) and the heart monitor is alarming, and you’re like, gee, I hope no one’s in V-tach because there’s nobody out here watching it.

One resolution is to omit first person accounts such as this one and simply interpret and summarize what the nurse was telling us.  This approach might soften the effect of the information, thus reducing the feeling of vulnerability of the hospital.  On the other hand, by making interpretations that soften the effect of the nurses´ stories we are, in effect, shielding the hospital from the consequences of its operating practices.  The interests of the research project, patients, nurses, and the hospital, itself, all must be weighed and carefully managed so that full confidentiality of the hospital and the nurse-participant are not compromised.
What Have I Learned?
As I mentioned in the opening joke, each of us on the team and associated with the hospital, sees the world from a different perspective. Clear rules (ruling relations, if you will) are necessary from the beginning of the planning of any project.  As PI, I frequently arbitrate and mediate among the team members. It is helpful to have a person designated as the leader and the final arbiter of disputes.
The role of principal investigator is an important one.  Frequent, frank, communication is essential.  When too much time goes by without face-to-face contact with members of the team, misunderstandings crop up and the project does not run smoothly. Trust must be earned and continually cultivated.  I often copy all team members when emailing one member about an issue.  This way there is transparency and up to date information for the whole team. 
Flexibility is called for in thinking, and acting.  Planning, implementing, and evaluating all take longer due to the negotiation and compromise called for when we work as a team.  Everyone needs to have thick skin, strong opinions and soft voices for the project to be successful and for all concerned to come out of it alive.
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