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Obstetrics is a well-known area for malpractice and medical-legal claims, specifically as they relate to injuries the baby suffers
during the intrapartum period. There is a direct implication for nurses’ work in labor and delivery because the law recognizes
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two powerful ruling discourses, namely biomedical and medical-legal risk discourses, socially organize nurses’ fetal surveillance
work in labor and delivery through the use of an intertextual hierarchy and an ideological circle.
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Introduction

Medical-legal risk is a dominant discourse in obstetrical
care. In fact, Accreditation Canada, Healthcare Insurance
Reciprocal of Canada (HIROC), Canadian Medical Protective
Association (CMPA), and Salus Global Corporation (2016),
and the Canadian Nurses Protective Society [CNPS] (CNPS,
2002), confirms obstetrics is well established and well known
as a high-risk practice domain with malpractice or negligence
lawsuits being quite common, particularly in relation to fetal
health surveillance during labor. Perinatal nursing is consid-
ered a specialized area (Canadian Nurses Association (CNA),
2021) which implies a higher standard of care because a more
specialized set of skills and knowledge are required, including
fetal health surveillance. Hence, there is a direct implication
for nurses’ work in labor and delivery because—according to
CNPS (2002)—the law recognizes that monitoring fetal well-
being during labor is a nursing responsibility. Additionally,
the Canadian Association of Perinatal and Women’s Health
Nurses (CAPWHN) offer a set of practice standards and
guidelines that includes the SOGC Fetal Surveillance:
Intrapartum Consensus Guideline (Dore & Ehman, 2020).
Labor and delivery nurses are also be held to these standards.

The purpose of this paper is to demonstrate how this
medical-legal risk discourse trickles down through a textually-
mediated hierarchy which serves to regulate labor and deliv-
ery nurses’ fetal health surveillance work at the local unit
level. Here, we report on findings specific to the ruling

relations or extra-local forces that influence how nurses “do”
fetal health surveillance and coordinate their work in labor
and delivery. This investigation is part of a larger study
which Kelly completed as part of her doctoral program which
also included uncovering what actually happens when labor
and delivery nurses conduct fetal health surveillance work
(Kelly et al., 2022). Our entry point into the study began at
the local unit level; specifically, in an urban tertiary care
labor and delivery unit within an Eastern Canadian province.
We maintained the standpoint of labor and delivery nurses’
as people’s experiences and knowledge offer hints that
enable researchers to trace what happens in the regime of
ruling (Rankin, 2017). A significant finding from this first
phase was discovering how the powerful biomedical dis-
course influences how health care providers, including
nurses, mange intrapartum care. Based on findings at the unit
level, we wanted to understand how these extra-local ruling
forces actually influence and organize nurses’ fetal health
surveillance work. To uncover these ruling relations, we fol-
lowed “clues” (M. Campbell & Gregor, 2008, p. 81) that
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were obtained from the local site. In doing so, we moved
beyond the local unit setting, work experiences, and knowl-
edge of local nurse informants, to an examination of the
extra-local social organization of ruling.

Our investigation led us to elucidate how the biomedical
and medical-legal risk discourses influence as ruling rela-
tions or ruling discourses. The research question for this
paper was: What social relations organize and influence how
labor and delivery nurses conduct fetal health surveillance?
The analytic approach used in this exploration was a critical
feminist methodology— institutional ethnography (IE) devel-
oped by Dorothy Smith, a Canadian feminist sociologist.
This qualitative methodology generates knowledge of how
things happen as they do and makes apparent the social orga-
nization of people’s work (D. E. Smith, 2005, 2006). A more
in-depth description of the methodology is available else-
where (Kelly et al., 2022). Through the use of two major
analytical tools unique to IE, intertextual hierarchy and ideo-
logical circle, we uncovered how these two ruling discourses
socially organize nurses’ work in labor and delivery.

Institutional Ethnography

The underlying assumption of institutional ethnographers is
that people are the experts in how they live their lives. The
aim of IE research is to see, hear, and understand people’s
everyday life experiences and then to use this understanding
as the means to figure out how things are coordinated to
occur so that steps can be taken to implement change
(Deveau, 2016; D. E. Smith, 1987, 2005). People are located
in a network of social relations comprised of sites (local set-
tings) throughout society. Powerful outside (extra-local)
forces shape how people live and experience their everyday
lives, often without their explicit knowledge or understand-
ing (M. L. Campbell, 1998). The extra-local forces are
referred to as ruling relations that intersect, order, control,
and coordinate the activities and actions of people at the
local setting often in ways they are not aware of (DeVault &
McCoy, 2002; D. E. Smith, 2001). Ruling relations, in addi-
tion to bureaucracies, administration, and professional dis-
courses, may include corporations and mass media (Devault
& McCoy, 2006; D. E. Smith, 2005). This coordination of
people’s purposeful activities (i.e., work) occurs on a wide
scale that spans across time and geography, and involves
multiple sites and people, who do, or do not, know each
other, and may, or may not, meet face-to-face (Devault &
McCoy, 2006).

Textually-Mediated Discourse

Discourse refers to “a systematic way of knowing something
that is grounded in expert knowledge and that circulates
widely in society through language, including most impor-
tantly language vested in texts” (Mykhalovskiy, 2002, p. 39).

Discourse is embedded in the ways individuals think and
communicate about people, things, and the social organiza-
tion of society and the relationships among and between all
three (Cole, 2020). While the subject of discourse is often
heavily influenced by Foucault’s use of the term and the
characteristic form of power it signifies, D. E. Smith’s (2005)
conceptualization is more active whereby discourse does not
lose sight of the subject. In other words, Smith credits peo-
ple’s use of language, speech, writing, and ideas as the means
by which discourse is maintained, perpetuated, and repro-
duced. For example, the nurses in this study perpetuated
dominant biomedical and medical-legal risk discourses by
how they talked about, described, viewed, and approached
childbirth and how they provided care for laboring women.

D. E. Smith (1999) contends that texts are chiefly respon-
sible for maintaining, perpetuating, and reproducing dis-
course. Texts enable domination of discourse by bridging
extra-local ideology with local settings because “both in
their materiality and symbolic aspect (texts) form a bridge
between the everyday/everynight local actualities of our liv-
ing and the ruling relations” (D. E. Smith, 1999, p. 7).
Examples of texts are formal policy documents, media
reports, patient charts, videos, auditory recordings, social
media, computerized programs, or newspapers. [E research-
ers treat texts as “material artifacts that carry standardizing
messages” (Bisaillon, 2012, p. 620). It is through texts that
ruling relations coordinate and disseminate discursive ideol-
ogies (D. E. Smith, 1990a). Texts convey the ruling dis-
courses to various people, in myriad locations, at different
times. In other words, the discursively organized relations
embedded within the texts that people use routinely, infuse
their thoughts, understandings, and the activities of their
everyday life. Hence, texts are essential because they func-
tion as the main tools of ruling (Rankin, 2017). It is impor-
tant to note that “texts do nothing on their own” (Frampton et
al., 2006, p. 38) but are made active by people referring to,
reading, filling out, responding to, or reproducing their con-
tent (Doll & Walby, 2019).

Data Collection

The number of informants in an IE investigation is not speci-
fied, instead the focus is to recruit enough informants in order
expose the ruling relations across different times and places
(Devault & McCoy, 2006). In order to expose these ruling
relations, Kelly paid very close attention to what documents
the nurse informants referred to when they described how they
conducted their work (Kelly et al., 2022). The texts referred to
by the nurse informants directed Kelly to recruit certain health
care informants from both the regional health authority’s man-
agement and administrative teams (n=35) and one health care
provider who represented a national multidisciplinary profes-
sional organization. Ethics approval for the study was obtained
from both the Newfoundland and Labrador Health Research
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Ethics Board (Reference Number 2019.030) and the regional
health authority Research and Proposal Approval Committee
(Reference Number 2019.0303). Written consent was obtained
from all informants who agreed to participate in the study.

All data were generated by Kelly in 2019 through face-to-
face and telephone, semi-structured, digitally recorded inter-
views. Informant interviews lasted from 60 to 75min in
length, were audiotaped and digitally transcribed, de-identi-
fied to maintain anonymity and confidentially. Interview
questions were formulated to allow us to discover specific
key documents (texts) that extra-local informants draw on to
inform lower level institutional texts which nurses’ use to
inform their work at the local unit level. When informants
referred to particular documents, they provided Kelly with
clues as to which texts that needed to be obtained and exam-
ined. Kelly paid very close attention to the discourse of dom-
inant ideology that was embedded in the documents
informants spoke and referred to because this dominant dis-
course often plays a major role in shaping organizational cul-
ture, values, and agendas (Devault & McCoy, 2006).

Data Analysis

In IE investigations, data collection and analysis occur
simultaneously (M. Campbell & Gregor, 2008). Here, Kelly
immersed herself in the data which involved iterative read-
ing and re-reading of transcripts looking for specific docu-
ments referred to by the informants. Through analysis of
these documents we were able to detect traces of ruling rela-
tions and organizational texts in national clinical practice
guidelines, patient safety programs, hospital insurance docu-
ments, nursing regulatory standards, institutional policies,
and patient charts forms/flowsheets using unique IE analysis
techniques. IE researchers understand that texts do not stand
alone and are not independent of other texts. Instead, there is
an interdependence of texts within a hierarchy. This is known
as intertextual hierarchy in which higher level texts control
and shape lower level texts (D. E. Smith, 2005). Ideological
circle was the second analytic technique employed within
this phase of the study. The ideological circle is a form of
coordination that brings people’s front-line work in line with
institutional objectives through their activation of texts
(Grace et al., 2014). When people make texts active, they
read, document and/or make use of them. Activation of texts
makes the ideological circle an identifiable and traceable
sequence of institutional action by front-line workers trans-
lating everyday actualities into managerial texts which
become stand ins for whatever is actually happening (Griffith
& Smith, 2014). Standardization of front-line work occurs.
Both analytic techniques helped us to “weave the analysis
together to show how the ruling relations work as generaliz-
ing practices and unfold in similar ways for variously located
people across different sites and times and in different situa-
tions” (Rankin, 2017, p. 8).

Findings

The findings presented here demonstrate how nurses’ work
in labor and delivery is socially organized by the biomedical
and medical-legal risk ruling discourses. From here, we elu-
cidate how this happens through an intertextual hierarchy
and ideological circle.

Obstetrical Biomedical Model as a
Ruling Discourse

The biomedical model originates from medicine and medical
work. At the core of this model is diagnosis and treatment of
disease or illness. It is founded on three principles: (a) dis-
eases are pathological conditions caused by biological,
chemical, and, or, physical factors; (b) advances in technol-
ogy and randomized controlled trials produce the best evi-
dence for patient care; and (c) disease is a dysfunction of
particular body parts (e.g., organs, tissues, cells) (Valles,
2020). Based on these principles, biomedicine has adopted a
mechanical metaphor for the human body; it is a machine
and physicians are engineers or repair persons ready to fix
body parts that malfunction (Nettleton, 2020). This results in
the body being interpreted as merely a collection of mechani-
cal systems composed of cells, tissues, and bio-chemicals
(Benner, 2000).

During our IE exploration it became evident that the bio-
medical model exerts influence as discourse in all aspects of
intrapartum care (Kelly et al., 2022). For decades, childbirth
has been evolving into a bio-medical event. Subsequently,
care is often provided as if the birthing process is pathologi-
cally dysfunctional rather than a normal, healthy event
(Zwelling, 2008). Modern obstetrical care within hospitals
often subjects women to institutional routines and medical-
ized and technological interventions (Bohren et al., 2017,
Romano & Lothian, 2008; Zwelling, 2008) with an underly-
ing obstetrical science credited by practitioners to minimize
risks (Chadwick & Foster, 2014) of adverse outcomes (Bisits,
2016). Risk surveillance begins as soon as pregnancy is con-
firmed and continues throughout pregnancy, and the intra-
partum period. For instance, Kelly et al. (2022) discovered
how the obstetrical health care team activated specific risk
discourses to commence the use of the continuous electronic
fetal monitor during women’s low-risk labors which subjects
women and their babies to increased rates of instrumental
vaginal and operative births.

The birthing process is merely mechanical if viewed
through the lens of the biomedical model (Davis-Floyd,
2001). The process is inherently defective and thus in need of
specialized medical monitoring. In addition, laboring women
are objectified, void of thought or feeling, and as such, it is
expected that women will be readily exposed to insertion of
intravenous infusions, monitors, and catheters. More believ-
able information regarding labor and birth must therefore be
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obtained from sophisticated technological machines than
that attained through the senses or through women’s verbal
reports. All these measures are deemed necessary to achieve
good birth outcomes. For example, the use of the continuous
electronic fetal monitor provides vital information related to
fetal well-being during labor. The electronic fetal monitor
machine can wirelessly transmit data to monitors outside the
birthing room. Centralized fetal monitoring at the nurses’
station means nurses can view screens showing data related
to the status of the fetus, (Goldberg, 2002), and nurses do not
have to be present at the bedside collecting data related to the
status of the laboring woman.

Most women in Canada deliver their babies within hospi-
tal environments (Canadian Institute for Health Information
[CIHI], 2020) and are under the care of either obstetricians
(58%) or family medicine physicians (34%). A small per-
centage are under the care of midwives (6%) (Public Health
Agency of Canada [PHAC], 2020). Registered nurses who
work on labor and delivery units care for mothers during
labor and birth (Van Wagner, 2016). The tertiary care center
within which our IE exploration took place offers care for
women experiencing either low- or high-risk pregnancies
including triage, and labor and delivery services for the
entire province. It is important to note that no midwives are
currently employed within this health authority. While both
obstetricians (n=14) and family medicine physicians (n=7)
provide all the maternity services, most women are cared for
by obstetricians, obstetrical residents, and medical students.
This is concerning as obstetricians are considered to be high
risk specialists who receive advanced education and training
related to complex pregnancy and birth conditions (Royal
College of Physicians and Surgeons, 2019).

Medical-Legal Risk Discourse

Another discourse uncovered during this IE exploration is
medical-legal risk discourse. Medical legal risk discourse is
founded on health care, the law, the responsibilities of health
care providers (e.g., physicians, nurses), and the rights of
patients. Each province has a legislated governance structure
and disciplinary procedures for the nursing profession, pri-
marily through the Registered Nurses Act (2008). Legislation
governs the nursing profession and serves to ensure that
nurses’ decisions and actions are consistent with current
legal standards. It also acts to protect nurses from liability,
and at the same time, protect the public (patients) who
receive nursing care. The law requires nurses to be compe-
tent and safe. Nurses are held legally accountable for their
actions and can be involved in legal proceedings including
professional discipline, civil lawsuits, criminal prosecutions,
and grievances (CNPS, 1999, 2020; Kozier et al., 2018). As
a matter of fact, Kelly et al. (2022) uncovered that the major
concern for many of the nurse informants was their fear of
professional discipline, losing their license to practice and,
or, their job, and being named in civil lawsuits.

In malpractice cases, the patient (plaintiff) alleges harm
caused by the actions or inactions of the named defendant(s)
and secks money as compensation for injuries suffered while
in the care of the defendant(s) (CNPS, 2007). If nurses are
identified in a civil lawsuit, they are usually represented by
the employer’s lawyer since nurses are employees of a hos-
pital or health authority. This identification or naming of
nurses constitutes an allegation of negligence (CNPS, 2004).
Negligence is defined as the nurses’ failure to provide the
care that a prudent nurse with the same credentials would
provide in similar circumstances and according to a certain
set of standards (Shaprio, 2019). Nurses are found liable for
negligence if it is established that the nurse owed a duty of
care to the patient; the nurse did not carry out that duty; the
patient was injured; and the nurse’s failure to carry out that
duty caused the injury (Shaprio, 2019). The following is a
synopsis of how this occurs: harm is inflicted on the patient;
it is determined the cause is a breach in the standard of care
based on evidence introduced by lawyers involved in the
lawsuit; and examples of the evidence to determine standard
of care include the patient’s chart, professional standards of
practice, institutional policies, and testimony from those
involved in the case or those with knowledge about the unit’s
functioning (CNPS, 2004, 2007).

Activation of Medical-Legal Risk Discourse

Health care institutions (hospitals) work together with the
Canadian Patient Safety Institute (CPSI)! and put in place
measures to minimize risk and subsequent harm occurring to
patients (women) during their hospital stay (intrapartum
experience). However, despite these safety measures being
in place unfavorable outcomes do occur. Similarly, when
society views pregnancy as a natural event any unexpected
or adverse outcome could result in allegations of negligence.
This creates a paradox between society’s natural perspective
on birth and health care provider’s risk perspective. In a
study conducted by Kornelsen and Grzybowski (2012)
exploring perceptions of risk related to childbirth in rural
communities of British Columbia, the researchers discov-
ered that both nurses and physicians tended to view the
potential for adverse outcomes as a reason for transporting
women out of their rural communities and into tertiary care
centers. They worried that if women remained in rural com-
munities for their labor and delivery experience, there was
the potential for “community backlash” (p. 5) if poor birth
outcomes occurred. However, transport out of the commu-
nity created social stress for women that was associated with
leaving family and social supports behind.

Nevertheless, poor obstetrical outcomes can trigger acti-
vation of medical-legal discourse. The majority of birth
trauma cases that lead to medical malpractice claims are the
cases when the baby suffers a brain injury (Miller, 2017).
When this type of adverse outcome occurs during childbirth
families are encouraged to sue due to the financial costs
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Figure |. Intertextual hierarchy.

Note. CAPWHN= Canadian Association of Perinatal and Women’s Health Nurses; CASN = Canadian Association of Schools of Nursing; CNA = Canadian
Nurses Association; CRNNL = College of Registered Nurses Newfoundland and Labrador; HIROC = Healthcare Insurance Reciprocal of Canada;
NPs = nurse practitioners; RNs = registered nurses; SOGC = Society of Obstetricians and Gynecologists Canada.

placed on the family involved in care needs (Rokosh, 2020).
Lawyers who represent the families in these cases typically
sue for liability and damages which can result in multimil-
lion-dollar settlements due to the life-long expenses required
to care for the child (Rokosh, 2020).

Intertextual Hierarchy

We uncovered that ruling discourses are positioned at the top
of the social organization of nurses’ work in labor and deliv-
ery (Kelly et al., 2022). The intertextual hierarchy in Figure 1,
illustrates the infiltration of biomedical and medical-legal
risk discourses through an interconnected textual pathway

beginning with the boss text. The intertextual hierarchy of
organizations are constructed by “boss texts” (D. Smith &
Turner, 2014, p. 10) which are explained by D. E. Smith
(2006) as the regulatory or higher order texts. Boss texts
regulate, govern, and standardize subordinate level texts
within organizations (Doll & Walby, 2019).

Boss Text: Society of Obstetricians Gynecologists
Canada
SOGC clinical practice guidelines (e.g., Fetal Health

Surveillance Intrapartum Consensus Guideline, 2020) is one
of the boss texts that governs the management of intrapartum
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care, fetal health surveillance, and is foundational to organi-
zational texts discovered in our study. In fact, the SOGC
clinical practice guidelines are the boss texts that hierarchi-
cally orders organizational unit policies, standards, and
patient chart forms (e.g., the partogram flowsheet) that are
routinely used by nurses during the care of laboring women.
As explained by D. E. Smith (2006), the boss text “governs
the work of inscribing reality into a documentary form by
providing a discursive frame for those working in organiza-
tions, hence, orientating their observing and report writing
work to certain elements of local actualities” (p. 65).
Consequently, as nurses engage with these texts, they also
activate the ruling biomedical and medical-legal risk
discourses.

The SOGC is a national specialty group founded by phy-
sicians whose goal is to promote excellence in the practice of
obstetrics and gynecology and to advance the health of
women. The organization is considered to be the national
leader in offering evidence-based clinical practice guidelines
(Blake & Green, 2019). However, it is important to note that
institutional uptake of these guidelines is not mandated and
hence does not require health care providers to abide by
them. Nevertheless, because they are developed based on the
“best” available medical evidence, they have become the
leading authority and form the basis for practice policies and
the standards expected for medical and nursing practice
across Canada. One of our study informants representing
SOGC explained,

The guideline is as good as people who read it and how it gets
implemented at the hospital level. This is what we recommend
based on best evidence and where there is a lack of evidence
based on professional consensus. So, what we hope the
organizations will do, read SOGC guidelines is to adopt them
and say, ‘okay here’s the guidelines, we adopt this, we formally
adopt this as a policy for our organization and this is how we
enact it as a policy.” So, then it becomes an organizational
policy. So, nurses are then required to practice within their
organizational standards and their policies. (Informant, SOGC
Representative)

We found it extremely significant that there was an absence
of professional nursing organizations such as the Canadian
Association of Perinatal and Women’s Health Nurses
(CAPWHN), the Association of Women’s Health Obstetric
and Neonatal Nurses (AWHONN) and perinatal nursing
practice standards at this level of the intertextual hierarchy.
Interestingly, all the informants referred to the SOGC organi-
zation as their main references and sources of knowledge
that influences and informs unit policies, procedures, and
how they carry out their work.

The SOGC clinical practice guidelines also inform a
textually-mediated educational program (MORE®®) that is
centered on the provision of obstetrical care. The MORE®B
program that was originally developed by the SOGC

(Blake & Green, 2019) is the next text within the intertex-
tual hierarchy and flows from the boss texts.

MORE®® Program

MORE®® is an interdisciplinary obstetrics risk and error
reduction program utilized in many hospital birthing units
across Canada. This program was developed by Dr. Kenneth
Milne, then the acting vice president of the patient safety
division of SOGC. After a successful pilot of the program in
various Canadian hospitals in 2002, SOGC approached the
national hospital insurance provider Healthcare Insurance
Reciprocal of Canada (HIROC) to help bring the underlying
principles embedded in the MORE®® program to other clini-
cal areas. With both organizations sharing a common interest
of improving patient safety, they formed Salus Global
Corporation* where MORE®® is now housed.

The MORE®® program aims to create a culture of safety
in obstetrical units by using high reliability organization
principles (MORE®B, 2019). High reliability organizations
stem from work done in the 1970s whereby high risk indus-
tries and complex systems (e.g., aviation and nuclear power)
minimized risk and consequently reduced catastrophic mis-
takes (Cooper et al., 2016). A key feature of high reliability
organizations is their preoccupation with failure and their
focus on both prevention and containment of risks (Healthcare
Insurance Reciprocal of Canada [HIROC], 2017). High reli-
ability organization principles include awareness of systems
that influence patient care and outcomes, a culture that pro-
motes an organization and teamwork, and a commitment to
ongoing training and learning (Reszel et al., 2019). The focus
is on the care of pregnant women in hospitals with emphasis
on teamwork, effective communication, interdisciplinary
education (e.g., for nurses, midwives, family physicians,
obstetricians), opportunities to review normal and abnormal
events, and the involvement of health care providers in skills
practice and emergency drills. The program claims to bring
together most health care providers in the labor and delivery
unit through educational workshops and alleges to provide
the means to eliminate a culture of blame in hospitals. The
MORE®® program uses a “train the trainer” approach where
a core interdisciplinary team is recruited by the hospital and
is trained and supported by Salus Global to implement the
program. A series of hands-on evidence-based workshops
and readings, designed to improve birth outcomes, are
included. Many of the MORE®® educational workshops
focus on adverse events and are informed by the SOGC’s
clinical practice guidelines.

The program includes three evidenced—based modules:
Learning Together, Working Together, and Changing the
Culture (Reszel et al., 2019). Each module is expected to be
completed over a period of 1year with all members of the
health care team jointly participating at the same time. Fetal
health surveillance education is included in one of three
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modules and is divided into two separate chapters. The initial
chapter reviews and discusses the following biomedical
knowledge in great detail: fetal and utero-placental circula-
tion and physiology, oxygenation of the fetus, factors that
impact on fetal oxygen levels, fetal hypoxia, factors associ-
ated with cerebral palsy, and neonatal encephalopathy. The
second chapter addresses material specific to fetal health sur-
veillance during labor. It is interesting to note that the first
MORE®® workshop held at this site was on fetal health sur-
veillance and included practising how to interpret and clas-
sify fetal heart rate tracings.

The regional health authority initiated the MORE®E pro-
gram in 2018. Large posters displayed throughout the labor
and delivery unit publicize the MORE®® program for health
care providers and visitors. These posters acknowledge the
high-risk nature of obstetrical care and are also intended to
act to provide public assurance that the regional health
authority is committed to achieving safe outcomes for moth-
ers and their babies.

HIROC Risk Reference Sheets

Situated at the same hierarchical level as the MORE®® pro-
gram, is the Healthcare Insurance Reciprocal of Canada
(HIROC), which provides insurance for health care institu-
tions and, as part of its’ mandate, is also focused on safety in
health care. HIROC highlights patient safety knowledge
from insurance claims and makes this knowledge available to
health care institutions and practitioners (Accreditation
Canada, Healthcare Insurance Reciprocal of Canada (HIROC),
Canadian Medical Protective Association (CMPA), and Salus
Global Corporation, 2016) through the development of a list
of the top leading risks of the costliest claims within hospitals.
These risks are published in Risk Reference Sheets and are
available on the HIROC website. Through the Risk Reference
Sheets, HIROC offers strategies to reduce the general risk of
patient safety events and makes recommendations to regional
health authorities to put in place patient safety practices that
reduce adverse events from occurring in labor and delivery.
Patient safety practices include the implementation of the
national MORE®® program in the obstetrical program.
Obstetrical risks, namely those related to fetal health surveil-
lance are among the top risks within acute care settings
(Accreditation Canada, Healthcare Insurance Reciprocal of
Canada (HIROC), Canadian Medical Protective Association
(CMPA), and Salus Global Corporation, 2016).

Regional Health Authority Children and Women'’s
Program Policies

Moving down the intertextual hierarchy are the regional
health authority policies specific to the children and wom-
en’s program. According to the website, the program pro-
vides primary, secondary, and tertiary care services to
children (up to 18years of age) and to women requiring

obstetrical or gynecological services throughout the prov-
ince. Within the program, well over 10,000 women and chil-
dren receive medical care each year. This is accomplished by
developing higher level, broad, and comprehensive policies
that are extensive and specific enough to be implemented at
various sites within the program. Evident in the hierarchy is
how the children and women’s program policies flow from
the SOGC clinical practice guidelines and MORE®® pro-
gram. For example, the children and women’s health pro-
gram’s electronic fetal monitoring policy requires any health
care provider (e.g., nurses) who performs continuous elec-
tronic fetal monitoring, to interpret, classify, and record find-
ings according to the SOGC Fetal Health Surveillance:
Intrapartum Consensus Guideline (Dore & Ehman, 2020),
including documentation of communication with the physi-
cian in the patient chart (e.g., progress notes). These guide-
lines are also taught during the MORE®® fetal health
surveillance workshops.

Canadian Patient Safety Institute

Continuing at the same hierarchical level and influencing the
regional health authority’s children and women’s program
policies is the Canadian Patient Safety Institute (CPSI). This
institute was established by Health Canada in 2003 and is a
nationally funded organization that works with governments,
health organizations, leaders, and health care providers to
promote improvement in patient safety (Canadian Patient
Safety Institute [CPSI], 2021a). The CPSI website outlines
specific tools and resources to prevent patient safety inci-
dents. Of the many harm reducing strategies and approaches
oftered, the Hospital Harm Improvement Resource (CPSI,
2021b), proposes specific practices to prevent unintended
outcomes (harm) occurring to patients while hospitalized. A
compilation of evidence-informed practices is provided for
health care providers to consider that could improve patient
safety and prevent adverse events from occurring.

Nursing Regulatory Standards

Located at the same hierarchical level to inform regional
health authority children and women’s program policies, are
regulatory standards. Registered nurses in all provinces and
territories are regulated by provincial regulatory bodies. In
Newfoundland and Labrador, the regulatory body for regis-
tered nurses is the College of Registered Nurses of
Newfoundland and Labrador (CRNNL). The mandate of the
CRNNL is to protect the public through self-regulation of the
nursing profession as prescribed by the Registered Nurses
Act (2008) As such, the CRNNL has the legislative authority
to set standards. For example, The Standards of Practice for
Registered Nurses and Nurse Practitioners (2019b) estab-
lishes “the regulatory and professional foundation for nurs-
ing practice” (p. 2). This document consists of four standards
which registered nurses (and nurse practitioners) must
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follow in all practice roles. Similarly, the CRNNL released
new Entry-Level Competencies (ELCs) for the Practice of
Registered Nurses (2019a). This document was developed in
collaboration with other Canadian nurse regulators and was
updated to “ensure inter-jurisdictional consistency and prac-
tice relevance” (p. 1). The CRNNL outlines seven overarch-
ing principles informing what is expected of entry-level
registered nurses and highlights how they are prepared as
generalists to practice safely, competently, compassionately,
and ethically, through evidence-informed practice. In addi-
tion, nurses are ethically mandated by the Code of Ethics to
provide safe, competent, compassionate and ethical nursing
care (Canadian Nurses Association [CNA], 2017). Other for-
mal professional nursing organizations such as the Canadian
Association of Schools of Nursing (CASN) who represent
undergraduate and graduate nursing programs in Canada,
published Entry-to-Practice Competencies for Nursing Care
of the Childbearing Family for Baccalaureate Programs in
Nursing (2017). This document reflects the core competen-
cies related to the nursing care of childbearing families that
all baccalaureate nursing students in Canada should acquire
over the course of their undergraduate education. Specifically,
Indicator 2.6 requires nursing students to provide evidence-
informed nursing care in relation to common perinatal health
concerns during pregnancy (p. 10).

Labor and Delivery Unit Policies and the
Partogram Flowsheet

Continuing down the hierarchy and flowing from the regional
health authority children and women’s program policies are
the specific labor and delivery unit policies and the parto-
gram flowsheet. The policies and patient chart forms (i.e.,
flowsheets) are unique to the unit. The labor and delivery
unit policies (available on-line through the intranet) and the
partogram flowsheet (paper format only)® are strongly
aligned with the SOGC clinical practice guidelines. As
described in detail here (Kelly et al., 2022), the partogram
flowsheet is designed for collection of biophysical data. Data
pertain to maternal vital signs, contraction pattern and
strength, cervical dilation, fetal heartbeat details, medica-
tions, and intravenous therapies. At the same hierarchical
level are the CAPWHN (2018) Perinatal Standards which
also should influence the unit policies and the partogram
flowsheet. A continuous labor support policy exists; how-
ever, only one small area on the partogram is designated as
space for recording supportive measures and nurses are
restricted to using 11 codes.

Practice Setting

Finally, the labor and delivery practice setting is situated at
the bottom of the intertextual hierarchy. The unit has insti-
tuted particular practices recommended by CPSI, SOGC

clinical practice guidelines, and the MORE®® program, all
designed to further assist with maintaining patient safety
within labor and delivery. These practices include a manda-
tory continuing education course on fetal health surveillance
and interventions aimed at improving inter-professional
communication.

Continuing Education. The Provincial Perinatal Program of
Newfoundland and Labrador whose mandate is to improve
the quality of reproductive care and pregnancy outcomes is
housed within this regional health authority. The program is
made up various health-care professionals including program
managers, pediatricians, clinic nurses, provincial perinatal
educator, and nurse educators, to name a few. The provincial
perinatal educator is responsible for the promotion and provi-
sion of continuing education to all sites that offer obstetrical
services within the province. Specifically, the provincial peri-
natal educator along with the Provincial Perinatal Program,
the SOGC fetal health surveillance guidelines (Dore & Ehman,
2020), and the Canadian Association of Perinatal and Wom-
en’s Health Nurses (CAPWHN) have all endorsed the Cana-
dian Perinatal Program Coalition’s (2009) Fundamentals of
Fetal Health Surveillance educational program as the base-
line course for health care professionals working in obstetrics,
particularly those working in labor and delivery. Within this
regional health authority, the course must be completed every
2years by labor and delivery nurses, family physicians,
obstetrical residents and obstetricians. Details pertaining to
this continuing education course are outlined in more detail
here (Kelly et al., 2022). The course was made mandatory by
the Provincial Perinatal Program due to the lack of consis-
tency with education and interpretation of fetal health surveil-
lance, namely graphic printouts. The provincial perinatal
educator informant explains:

We recognize that one of the big problems with fetal health
surveillance is consistency of education and consistency of
information, it became apparent that everybody was doing
something a little different based on the SOGC guidelines. So
what we recognized is because the interpretation of graphs is so
challenging, one of the first things that we needed to do was to
get a consistency of education based on the most current
guidelines that we had so that we would try to even the playing
field across all [health] regions and all health care professionals.

Inter-Professional Communication. Seventy percent of all pre-
ventable harm events experienced by patients are linked to a
breakdown in communication (Healthcare Excellence Can-
ada, 2023). In fact, ineffective communication among team
members is one of the major contributors to adverse obstetri-
cal events in Canada (Accreditation Canada, Healthcare
Insurance Reciprocal of Canada (HIROC), Canadian Medi-
cal Protective Association (CMPA), and Salus Global Corpo-
ration, 2016). Therefore, effective communication within
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interdisciplinary teams is considered to be one of the key
elements to ensuring patient safety (Healthcare Excellence
Canada, 2023; Lyndon et al., 2011). Besides the MORE®®
program which encourages inter-professional team training
and learning effective communication skills, this unit has
instituted a number of specific communication tools to facili-
tate successful communication among health care providers
including SBAR, Baby Pause, and Safety Huddles.

SBAR (situation, background, assessment, recommenda-
tion) is a communication tool thought to improve inter-pro-
fessional communication and patient outcomes (Curtis et al.,
2011), and is used by nurses on the unit. The acronym is
posted throughout the unit (e.g., on back of staff bathroom
doors) and in the birthing rooms for the convenience of
nurses. The structure of the reporting tool is designed to stan-
dardize how important information is relayed to physicians
when an immediate response is required. SBAR is believed
to help nurses organize their thoughts and provide a brief,
structured, clear, and concise report. This approach, there-
fore, assists nurses to align their communications style in a
manner that is more consistent with that of physicians with
the goal to improve inter-professional communication
(Hartrick Doane & Varcoe, 2021; Wang et al., 2018).

Baby Pause was created by two nurse educators and is a
component of the British Columbia Patient Safety and
Learning System that is a web-based tool for health care pro-
viders wanting to learn about or report patient safety events,
near misses, and hazards. Baby Pause is a patient safety ini-
tiative intended to improve patient outcomes and reduce
safety events related to fetal health surveillance and the loss
of situational awareness (Fraser Health, 2014). Situational
awareness is the ability to maintain a “bird’s eye view” of
what is going on, to think ahead, and be able to share it with
co-workers (Edozien, 2015). The loss of situational aware-
ness can occur when there is stress, or fatigue is high, a lack
of understanding as to how to correctly interpret findings, or
human error. Baby Pause is meant to reduce loss of situa-
tional awareness from happening by having health care pro-
viders make a conscious effort to assess fetal well-being,
primarily by checking the continuous graphic printout to
detect problems early.

Safety Huddles is another communication strategy intro-
duced by the regional health authority. The strategy consists
of short meetings of members of the interdisciplinary health
care team. Meetings are no more than 10 to 15min in dura-
tion. The aim of Safety Huddles is to proactively enable the
health care team to focus on patient safety through team
communication and the empowerment of staff to speak up
and share patient safety concerns (Health Standards
Organization (HSO) & Canadian Patient Safety Institute
(CPSI), 2020). Concerns raised during Safety Huddles are
then to be directed to the appropriate person or groups for
resolution, such as supervisors or patient safety committees
(Health Standards Organization (HSO) & Canadian Patient
Safety Institute (CPSI), 2020).

Despite the use of these communication tools, researchers
like Gergerich et al. (2019) and Paradis et al. (2016) discov-
ered that hierarchies and predetermined ideas about power
within health care teams can perpetuate barriers to inter-pro-
fessional collaboration which impedes communication
among team members and, as a result, leads to adverse
patient outcomes. Brown et al. (2011) learned how partici-
pants in less powerful positions described feeling intimidated
and silenced by issues of hierarchy within health care teams.
Hierarchies and power imbalances were also evident in our
study as described by this health care professional:

So then you get an obstetrician who’s inside, intimidated by a
nurse who’s saying, well this is what I see and because the
obstetrician may not have that same level of understanding and
same level of education, hierarchy sometimes pulls rank and
then the nurse gets shut down and the obstetrician says, well this
is what we’re going to do. (Health Care Professional Informant)

These findings beg the question as to whether such commu-
nication tools actually assist with breaking down hierarchies
within health care teams and improve patient (women)
outcomes.

Patient Safety Incidents

Here, we discuss what happens when patient safety incidents
occur in labor and delivery. Specifically, we illustrate how
incidents are managed within the regional health authority
by way of an ideological circle (i.e., Figure 2). Also graphi-
cally depicted is the process by which recommendations fol-
lowing an incident are implemented to prevent similar
occurrences from happening in the future.

Patient safety incidents* are defined as “an event or cir-
cumstance which could have resulted in or did result in
unnecessary harm to a patient” (CPSI, 2011, p. 11). There are
approximately 380,000 babies born in Canada every year
(Statista, 2020) and the majority of births occur safely
(Canadian Medical Protective Association [CMPA], 2018),
but patient safety incidents within labor and delivery can occur
involving the neonate, the mother, or both. Susceptibility to
a safety incident is escalated due to the involvement of
numerous health care providers from various disciplines, the
high acuity, and the unpredictability of events (Murray-Davis
et al., 2015). According to HIROC (2015), any suspected
injury, harm, or neurological impairment associated with the
management of labor, delivery, resuscitation, and, or care
during the postpartum period as it relates to the neonate are
considered to be adverse neonatal events. The list is exten-
sive and includes conditions such as fetal asphyxia, meco-
nium aspiration pneumonia with suspected poor outcome,
shoulder dystocia with short or long-term injury, and errors
or omissions contributing to neonatal harm or death. Adverse
neonatal events occur in 10% of cases (Kaplan & Ballard,
2012; Pettker, 2011).
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Lived actuality of nurses’
work as nurses care for
women in labor (i.e., “what
actually happens”).

Nurses document women’s labor
progress and experiences in the
partogram flowsheet that is informed

Nursing Administration and
Quality Patient Safety and

by SOGC Clinical Practice
Guidelines, HIROC Risk Reference
Sheets, and unit policies.

A4

Produces an institutional
textual account of women’s
labor experiences and
birthing process.

v
New SOGC Clinical Practice
Guidelines and HIROC Risk

Risk Department prepare a
textual construction of “a
case”

Nursing Administration and Quality
Patient Safety and Risk Department
make changes to the partogram

Reference Sheets are released
at the national level.

flowsheet and unit policies to reflect
SOGC Clinical Practice Guidelines,

HIROC Risk Reference Sheets, and
findings from patient safety incidents.

Figure 2. Ideological circle.

Note. HIROC = Healthcare Insurance Reciprocal of Canada; SOGC = Society of Obstetricians and Gynecologists Canada.

Reporting and Review Processes

Patient safety incidents are often complex and involve many
contributing factors. Therefore, a hospital reporting system is
recommended (CPSI, 2021c). Within the site of our IE study,
patient safety incidents are reported through a computerized
clinical safety reporting system. One of our study informants
explained that “if it’s a 5 or 6 level occurrence which is usually
permanent harm or death, it’s usually a multidisciplinary issue.
And then I’ll do my review, and the Chief will do their review”
(Nurse Manager Informant). Nurses on the labor and delivery
unit are expected to report patient safety incidents when they
occur (CNA, 2017). Once submitted through the clinical
safety reporting system, it becomes textually represented as a
case and triggers a series of institutional actions. The case is
immediately sent to the Quality Patient Safety and Risk
Management Department of the regional health authority and
to the nurse manager. When the Risk Management Consultant
(who acts as a HIROC liaison) receives notification that an
incident has occurred and there is suspected harm to either
mother, neonate, or both, the Risk Management Consultant is

immediately required to report the incident to the national
HIROC representative (HIROC, 2015). “We have an obliga-
tion to report that, because why? We have to protect our people
and so here is the HIROC piece, right?” (Informant, Risk
Management Consultant). Immediate reporting to the regional
health authority is vital to enable HIROC representatives to
begin an early investigation of the incident while information
and details remain fresh in people’s minds (HIROC, 2015).
Safety and risk personnel from the regional health authority
will begin a review by examining the patient’s chart and by
speaking with the nurse(s) involved: “I’ll interview nurses, the
manager also speaks to the nurses, and the nurses’ notes [are
read and reviewed]” (Informant, Quality and Safety Leader).
This is a critical juncture because it is potentially the initial
activation of medical-legal discourse by the lawyer and the
patient or family, involved.

Once the clinical safety reporting system files the case an
internal formal review and detailed examination are initiated.
Organizational texts (such as the partogram flowsheet and
the progress notes), provide, a supposedly, objective con-
struction of the patient safety incident that is essential in the
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managerial determination of what occurred, what was done,
by whom, and when. The quality assurance personnel, along
with the unit nurse manager, MORE®® Quality Improvement
Coordinator, the Medical Chief of Obstetrics, and the perina-
tal provincial educator, review the entire patient chart
(including documentation in the partogram flowsheet) to
assess the level of care provided by the health care team dur-
ing the incident. At this point in the review process the team
is looking to identify system related issues which involve
“anything possible that might have affected the decision-
making at the time that might have contributed to the out-
come—patient factors, the staff, team decision-making,
education, organization policies, standards, and or regula-
tions” (Informant, Quality and Safety Leader).

Nursing and medical care are appraised through reviewing
the partogram flowsheet data, continuous electronic fetal
monitoring graphic printouts, and narrative progress notes to
ascertain a clear understanding of the case. Reviewers rely on
the SOGC guidelines, MORE®® education, UpToDate,’ and
organizational and unit policies, as their reference resources.
If it is determined there is a violation of the standards of nurs-
ing practice, a separate work process begins. The partogram
flowsheet and narrative progress notes become a “technol-
ogy of surveillance” (Rankin & Campbell, 2009, para 31) as
explained in the following: “If we feel that there’s a combina-
tion of system issues and [individual] accountability issues,
the program will take the accountability route and we’ll fol-
low through with the quality route” (Informant, Quality and
Safety Leader). The nurse manager notifies the Professional
Practice for Nursing Committee of the case. Organizational
policies, CRNNL standards of practice, MORE®® recommen-
dations, and SOGC guidelines are consulted. If it is deter-
mined that practice is not consistent with the standards, unit
policies, or national guidelines, then either the nurse manager
or the Professional Practice for Nursing Committee has a duty
to report their evidence to the Director of Professional
Conduct Review within the provincial nursing regulatory
body as a formal complaint (Registered Nurses Act 2008).

If there are no individual accountability issues, the team
reunites and compares findings. If discrepancies within the
reports are found, the review team will deliberate until con-
sensus is reached: “If we disagree on, which is what most
people disagree on, what to call certain decels. And so, we’ll
make our case and then we’ll talk it out until we come to an
agreement and usually one of us will say, ‘Oh yeah, that
totally fits the definition of this’” (Informant, MORE®B
Quality Improvement Coordinator). Once the team review is
complete the quality assurance department makes specific
recommendations at the system level (e.g., new policies and
protocols) or proposes changes that are directed at the level
of the obstetrical program and labor and delivery unit (e.g.,
nursing and medical practice, procedures, partogram flow-
sheet adjustments) to prevent such a reoccurrence.

It should be noted that the foundation of quality improve-
ment is to eliminate a culture of blame within hospitals and,

instead, focus on system changes to improve patient safety
(Reszel et al., 2019). However, this was not what happened
following a patient safety incident a few years prior that all
the nurse informants spoke about (Kelly et al., 2022). The
nurses observed how two of their nurse colleagues were
investigated, reprimanded, and never worked in the unit fol-
lowing the examination. The reviewers determined that both
nurses did not provide care reflective of a prudent nurse as
outlined by the unit policies, guidelines, and the CRNNL
(2019b) Standards of Practice for Nurses and Nurse Practi-
tioners. However, the aim of documentation in health care is
to promote patient safety and inter-professional communica-
tion (Barry & Kerr, 2019). It appears that this did not occur
in this situation. As a result, we discovered nurses are now
documenting out of fear, instead of sharing their interven-
tions with other members of the health care team. This means
that nurses are over-documenting which is taking their time
and focus away from their laboring patients (Kelly et al.,
2022). Despite what is supposed to happen during the report-
ing and review process, health care systems are still very
much focused on the individual.

The Ideological Circle

An ideological circle is a textually coordinated, circular pro-
cess through which institutions “can virtually invent the
environment and objects corresponding to its accounting ter-
minologies and practices” (D. E. Smith, 1990b, p. 96). The
ideological circle in Figure 2, below, portrays how the inter-
textual hierarchy (i.e., Figure 1) may be reinvented or repro-
duced when the labor and delivery unit undergoes internal
review following a patient safety incident. The internal review
of the patient safety incident requires actualities in subordi-
nate levels of the tertiary care center (i.e., the labor and deliv-
ery unit) by way of the patient chart (partogram flowsheet and
narrative progress notes) to provide the what, by whom, and
when, of the case which signifies translation into an explana-
tory account that forms the interpreted representation of
women’s labor experiences (Yan, 2003). Schematically
depicted in Figure 2, is the evolving self-fulfilling circular
feedback loop. SOGC'’s clinical practice guidelines, HIROC’s
safety recommendations in the Risk Reference Sheets, and
findings from previous patient safety incidents activate and
reinforce ruling relations (i.e., biomedical and medical-
legal risk discourses) if the internal reviewers (Nursing
Administration and the Quality Patient Safety and Risk
Management Department) propose changes to organizational
regulations or policies and/or unit policies and procedures.
Organizational texts (unit policies and the partogram
flowsheet) are infiltrated by the proposed changes that medi-
ate discursive ruling relations. Unit policies and the parto-
gram flowsheet are amended. New columns are introduced
and embedded in the revised partogram flowsheet that is
passed on to the provincial perinatal educator for training
and implementation by nurses on the labor and delivery unit.
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The partogram flowsheet is then activated by low-level staff
(D. E. Smith, 1990b) as they care for laboring women and
the cycle repeats with construction of the institutional textual
account of women’s labor and birth experiences.

Similarly, each time new SOGC clinical practice guide-
lines or HIROC Risk Reference Sheets are updated and
released, revised texts are distributed to regional health
authorities and to labor and delivery units. The provincial
perinatal educator, along with input from the Medical Chief
of Obstetrics and the unit nurse manager, activate these
revised boss texts by adjusting unit policies and the parto-
gram flowsheet to reflect current recommendations.

Discussion

Nurses think of themselves as members of a caring profession
and pride themselves on providing care that is holistic, com-
passionate, and sensitive to individual patient needs. This is
what is believed to distinguish members of the nursing pro-
fession from other health care providers (Thorne, 2019;
Thorne & Stajduhar, 2017). The Canadian Nurses Association
(2015) Framework for the Practice of Registered Nurses in
Canada stipulates that holistic care means focusing on the
whole person comprised of biophysical, and psychosocial,
emotional, social, cultural, and spiritual dimensions. Holistic
nursing care facilitates implementation of a patient-centered
approach as endorsed by Canadian and provincial nursing
standards for practice, for example, the: Canadian Associa-
tion of Perinatal and Womens Health Nurses [CAPWHN]
(CAPWHN, 2018) Perinatal Nursing Standards in Canada,
the Canadian Association of Schools of Nursing (CASN)
(2017) Entry-to-Practice Competencies for Nursing Care of
the Childbearing Family for Baccalaureate Programs in
Nursing, and College for Registered Nurses of Newfoundland
and Labrador (CRNNL) (2019b) Standards of Practice for
Registered Nurses and Nurse Practitioners. However, due to
biomedical and medical-legal risk discourses infiltrating the
forms and policies that labor and delivery nurses use regu-
larly in their everyday work, nurses are not so much focused
on meeting holistic care needs because they must spend an
inordinate amount of time and effort on technological inter-
ventions (e.g., continuous electronic fetal monitoring) and
documentation (Kelly et al., 2022). Other studies found
nurses were drawn away from providing labor support and
were preoccupied with managing technology (Dobson, 2018)
and documentation (Aschenbrenner et al., 2016). Almerud et
al. (2008) described similar observations in their investiga-
tion of nurses’ work in high acute areas. Advances in tech-
nologies in the medical sector, even more than a decade ago
within an intensive care unit, had prevented nurses from see-
ing patients as holistic human beings and impacted the quality
of interpersonal relationships with patients. Nurses were
observed performing their work in a robotic and detached,
technical, skill-driven manner. The same is evident in more

recent research studies conducted by Campbell and Rankin
(2017), Dean et al. (2015).

While for some, providing supportive measures during
labor may sound “soft” and tend to be trivialized in a tertiary
care setting of specialized care with focus on biomedical
interventions, nurse scholars like Benner (2004) claim such
nursing comfort measures are life-giving and valuable in
their own right. Providing soothing touch, altering positions,
and decreasing stimulation have all been shown to assist with
advancing labor progress and the discomforts of labor
(Keenan-Lindsay, 2017; Morin & Rivard, 2017). If nurses
are task oriented (e.g., focused on the partogram and the
acquisition of biophysical data) they may not notice wom-
en’s emotional needs which may hinder levels of disclosure,
trust, and engagement (Benner, 2004). Similarly, Kitson
(2018) documented the importance of fundamental nursing
care (i.e., dignity in practice, compassion, patient-centered
care) as it provides the physical, psychosocial and relational
dimensions to the overall well-being of patients. Kitson notes
however, the ongoing valuing of depersonalized mechanistic
“task and time” approach to care over meaningful patient
engagement is detrimental to meeting patients’ unique caring
and safety needs. Not valuing nursing’s personalized, unique,
and fundamental role in the provision of health care will
have detrimental effects on childbearing women and their
families. Experiences women have during childbirth carry
physical, psychological, and emotional implications and has
been shown to significantly impact women as they assume
the mothering role and attempt to bond with their babies
(Beck, 2004a, 2004b, 2006; Fenwick et al., 2015; Simkin,
1992; Toohill et al., 2014).

Laboring women are constantly monitored in anticipation
for potential development of conditions which may harm the
mother, fetus, or both, during the intrapartum period. Nurses
are continually documenting biophysical data and biomedi-
cal interventions which serve to create an institutional
account of labor and the birthing process—endorsed as a bio-
medical event. When there is a patient safety incident, it is
this institutional account, as structured by the boss text
(SOGC clinical practice guideline), organizational texts (unit
policies, MORE®® education), and the CRNNL Standards
Jor Practice for Registered Nurses and Nurse Practitioners
(2019), which, together, are the evidentiary information
sought by reviewers to determine whether safe practices and
standards of care by health care providers including labor
and delivery nurses, were provided. It became apparent to us
that any institutional reviews of patient safety incidents rely
on biophysical monitoring data as evidence of prudent care
leading one to wonder if reviewers are failing to acknowl-
edge and consider the CAPWHN (2018) Perinatal Nursing
Standards in Canada that reflect the discourse, principles
and values of holistic and supportive practice measures as
prudent care of laboring women. By focusing on biomedi-
cal indicators of prudent care, are labor and delivery nurses
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perpetuating the generic evidence-based paradigm (i.e., evi-
dence-based practice) that stems from the evidence-based
medicine movement? Recall that Archie Cochrane’s (1972)
seminal book Effectiveness and Efficiency: Random
Reflections on Health Services and the Cochrane Library, the
Cochrane Collaboration and the Cochrane Criteria, in con-
junction with McMaster University’s Evidence-Based
Medicine Working Group, are responsible for creating a
research evidence hierarchy and are the catalysts for the evi-
dence-based medicine movement (Sackett et al., 2000).
Clinical knowledge and the evidence base for clinical prac-
tice has since shifted (Holmes et al., 2006). “Proponents of
evidence-based medicine purport traditional decision mak-
ing based on intuition, clinical experience and pathophysio-
logic reasoning alone is substandard; whereas, judgments
founded upon scientific research evidence generated from
rigorous methods, namely RCTs, are superior to medicine-
as-usual” (Porr & Mahtani-Chugani, 2008). We contend that
health care providers have since relied on a narrow knowl-
edge base excluding unique patient contexts and experiences
(Porter & O'Halloran, 2009), especially in the care of labor-
ing women, and nurses are not able to apply the broader defi-
nition of evidence in nursing practice that is depicted in the
CRNNL (2019) Standards for Practice.

Findings from our study has shown how childbirth has
become a difficult and risky event within the hospital set-
tings. Consequently, nurses are not able to meet the holistic
care needs of laboring women as they are under constant
pressure that a patient safety incident may occur and could
result in legal or professional actions (Kelly et al., 2022). Our
findings demonstrate how nurses’ work has become a bio-
medically oriented, textually-mediated practice with empha-
sis on fulfilling the medical-legal risk agenda of the institution
which are not consistent with evidence-informed nursing
practice.

Strengths and Limitations

Our study was carried out using a critical feminist approach—
institutional ethnography, which is a rigorous ethnographic
methodology that was strengthened by reflexive practices
(reflexive journal, regular committee meetings) and extended
immersion in the area (Kelly et al., 2022). Our findings are
specific to a precise time and place in which they were pro-
duced. We consequently make no claim that our findings are
generally applicable in all tertiary care maternity settings
within Canada. However, given that both HIROC and the
SOGC are national organizations, it reasonable to suspect
similar textually mediated social organization of nurses’ work
are ongoing within other maternity units across the country.

Conclusion and Recommendations

It is critical that nurses communicate in ways that highlights
their unique knowledge, competence, the complexity of their

work (Buresh & Gordon, 2006), and the impacts on birth
outcomes. SBAR stands for situation, background, assess-
ment, and recommendation, and, is intended as an efficient
tool to assist nurses with organizing their thoughts prior to
contacting physicians. However, Foronda et al. (2016) high-
lights how nurses and physicians are taught to communicate
differently. On the one hand, nurses are instructed to be
descriptive whereas physicians are trained to be succinct.
Inter-professional communication experts endorse SBAR
for efficiency and clarity to ensure patient safety. The focus
of SBAR, however, is restricted mainly to the biophysical
dimension of patient care and if used routinely, omitted
from this oral communication method is the holistic picture
of patients including the psychosocial, emotional, social,
cultural, and spiritual dimensions (Johnson et al., 2012) that
are unique patient knowledge which nurses know. For
instance, significant details of women’s intrapartum experi-
ences are lost or not communicated if SBAR communica-
tion becomes the standardized norm on the unit. The threat
to nursing practice is mistaking the SBAR tool for everyday
use resulting in the routinized, exclusive focus on the bio-
physical dimension and not on whole person care. By
expanding SBAR so that the situation or background include
a designated space for nurses to include supportive mea-
sures, and other progress notes of pertinence, will create a
more holistic picture of laboring women and fetal status.
Changes to allow better communication of the nursing prac-
tice measures supporting laboring women will result in
awareness of the nurse’s role and respect for nursing contri-
butions among physicians and other members of the health
care team. Ultimately, altering communication tools like the
SBAR will enhance appreciation and the valuing of nurses’
work which we have shown is currently invisible (Kelly et
al., 2022) and help to reduce hierarchies and power imbal-
ances within the inter-disciplinary team. Additionally, fre-
quent exposure to the dominant ruling discourses through
engagement with organizational texts in their daily work
may make it difficult or impossible for nurses to care for
laboring women as advocated by the CAPWHN (2018)
Perinatal Nursing Standards in Canada. The MORE®® edu-
cational sessions as we discussed, are held regularly and all
members of the health care team are required to attend.
Nurses leading discussions using the CAPWHN (2018)
Perinatal Standards to assist with strategizing how nurses in
labor and delivery could better apply unique nursing knowl-
edge and skills, in particular, supportive care measures, on a
routine basis. These sessions would also facilitate incorpo-
ration of nursing knowledge into the MORE®® program and
enhance understanding of the nursing role and responsibili-
ties among members of the health care team.

IE offered us a sociological tool for us to deconstruct one
of the major unquestioned conditions of nurses’ work prac-
tice-the textually mediated social organization. We have
reported the extra-local or bigger picture findings in this man-
uscript and by way of illustration, demonstrated how nurses’
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work in labor and delivery is socially organized. As illustrated
in the intertextual hierarchy, discursive ruling relations (i.e.,
biomedical and medical-legal risk discourses) infiltrate boss
texts (i.e., SOGC clinical practice guidelines) that inform
lower-level organizational documents (e.g., unit policies and
the partogram flowsheet), which together, produce an institu-
tional textual account of women’s childbirth experiences.
This institutional textual account is vital because it is apparent
that this institutionally sanctioned account aligns with an
agenda reflective of the biomedical discourse priority of safe
care. Nursing documentation must align with institutional
imperatives and make known the biomedical assessments and
interventions implemented during childbirth. In addition,
medical-legal risk discourse also governs the institutional
requirements for safeguarding the fetus to mitigate risk and
ensure safe care which is achieved through biomedical
interventions.

We revealed by way of the ideological circle how bio-
medical and medical-legal risk discourses are reinforced
when new SOGC clinical practice guidelines and HIROC’s
safety recommendations are released, for example, follow-
ing a patient safety incident. When the incident is formally
filed, nursing administration and the Quality Patient Safety
and Risk Management Department conduct an internal
review and recommend revisions to lower-level texts to
reflect the current national guidelines. During intrapartum
care of women nurses engage the newly revised lower-level
texts and the cycle is replicated and the social organization
of nurses” work as portrayed, above, is repeated. We have
shown how both biomedical and medical-legal discourses
are overshadowing the nursing discourse of holistic care
(e.g., hands-on relaxation techniques, position changes, psy-
chosocial and emotional support) and that nurses’ work is
socially constituted to reinforce these discursive ruling rela-
tions through the texts they routinely use in their labor and
delivery work in this tertiary care center.

Nurses work is socially organized to produce well docu-
mented evidence of safe care and protect the institution from
medical-legal risks at the expense of providing holistic, sup-
portive person and family centered nursing care during child-
birth. Nurses need to be aware of their institutional role in the
formation of the biomedical and medical-legal risk ideologi-
cal circle which is tightly woven into a textual process. To
break the cycle, nurses must first understand it as we demon-
strated in our investigation. IE is an effective tool for nurses
to understand, evaluate, and free themselves from ideologi-
cal control. Such hopeful outlooks is only achievable if
nurses can critically understand where they are located in the
ideological circle dominated by biomedical and medical-
legal risk discourses.
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Notes

1. While this study occurred, CPSI was a separate organization.
Since then, CPSI has amalgamated with Canadian Foundation
for Healthcare Improvement to form a new organization known
as HealthCare Excellence Canada.

2. A specialty consulting and implementation firm that assists
health care organizations improve performance and quality out-
comes through increased inter-professional collaboration.

3. During this study, the partogram flowsheet and other patient
chart documents were available in paper format only. However
since then, there is a plan for the regional health authority to
convert all documentation in the labor and birth unit to elec-
tronic documentation.

4. Patient safety incidents are now referred to as: 1. Harmfiul inci-
dent. A patient safety incident that resulted in harm to the patient.
Replaces “adverse event,” “sentinel event,” and “critical inci-
dent.” 2. No-harm incident: A patient safety incident that reached
a patient but no discernible harm resulted. 3. Near miss: A patient
safety incident that did not reach the patient. Replaces “close call.”

5. UpToDate is an online database used for clinical resources.
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