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ABSTRACT 

Background: The increased incidence of health challenges with aging means that nurses 

are increasingly caring for older adults, often in hospital settings.  Research about the 

complexity of nursing practice with this population remains limited.  

Objective: To seek an explanation of nursing practice with hospitalized older adults. 

Methods: Design. A grounded theory study guided by symbolic interactionism was used 

to explore nursing practice with hospitalized older adults from a nursing perspective. 

Glaserian grounded theory methods were used to develop a mid-range theory after 

analysis of 375 hours of participant observation, 35 interviews with 24 participants, and 

review of selected documents. 

Results: The theory of Orchestrating Care was developed to explain how nurses are 

continuously trying to manage their work environments by understanding the status of the 

patients, their unit, mobilizing the assistance of others, and stretching available resources 

to resolve their problem of providing their older patients with what they perceived as 

“good care” while sustaining themselves as “good” nurses. They described their practice 

environments as hard and under-resourced.  Orchestrating care is comprised of two 

subprocesses - building synergy and minimizing strain.  These two processes both 

facilitated and constrained each other and nurses’ abilities to orchestrate care. 

Conclusions: Although system issues presented serious constraints to nursing practice, 

the ways in which nurses were making meaning of their work environment both aided 

them in managing their challenges and constrained their agency. 

 
WHAT DOES THIS RESEARCH ADD TO EXISTING KNOWLEDGE IN 

GERONTOLOGY?  
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 Nurses assess their environments and their older adult patients, leverage the 

assistance of others, and stretch resources to provide what they define as good 

care. 

 Nurses are challenged by constrained resources in caring for hospitalized older 

adults with increased functional needs. 

 The language nurses use to quickly prioritize their older patients’ needs limits 

their ability to explain the complexity of older adults acute care requirements. 

 Nurses’ strategies in managing older adult care assisted them to cope with 

systemic challenges but constrained their agency. 

WHAT ARE THE IMPLICATIONS OF THIS NEW KNOWLEDGE FOR 

NURSING CARE WITH OLDER PEOPLE? 

  Nurses have key information about how system challenges intersect with the 

complex needs of older people. 

 Clearer communication about the complexity of older people would occur if the 

language nurses use in assessing their patients was clarified. 

 Better understanding of nurses’ pivotal role in communication and care of older 

people would enhance the effectiveness of interdisciplinary healthcare teams. 

HOW COULD THE FINDINGS BE USED TO INFLUENCE POLICY OR 

PRACTICE OR RESEARCH OR EDUCATION? 

  Gaps in policy that addresses supportive older adult care are explained through 

nurses’ strategies in navigating hospital systems. 

 Further research is needed to understand how a sense of reciprocity fosters 

effective nursing and interdisciplinary teams. 
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 Nursing education about older adults must be tailored to include the challenges of 

complex healthcare contexts. 
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INTRODUCTION 

The increased incidence of health problems that occur with an aging population 

(World Health Organization [WHO], 2013) means that nurses are increasingly caring for 

older adults within hospitals; workplace challenges in those settings, such as short 

staffing and an emphasis on efficiency rather than quality, undermine nurses’ abilities to 

provide basic nursing care (Austin 2007; Rodney & Varcoe, 2012). While there is 

evidence suggesting that nurses are able to influence their work environments and the 

care of their patients (Musto & Schreiber, 2012; Newton et al., 2012), there is little 

research examining nurses’ perceptions about how they manage their practice with 

hospitalized older adults and factors that facilitate or constrain their efforts.  

BACKGROUND 

Older adult care is challenging because, with increasing age, people become more 

susceptible to complications (Graham et al., 2009; Fedarko, 2011). To some degree, these 

complications result from the failure of hospital systems to support appropriate care for 

older patients with chronic health conditions and their resulting complex needs (Peek et 

al., 2007; Sellman, 2009). Older adults’ poor outcomes are related to patient factors in 

combination with care provider and system issues (Hickman et al., 2007; Baztan et al., 

2009).  Given nurses’ twenty-four hour presence with hospitalized patients, 

understanding nurses’ practice perspectives can provide direction for improving care of 

hospitalized older adults. 

 The literature is replete with information about managing specific care issues 

affecting older patients, such as falls or delirium; however, there is a paucity of studies 

examining nurses’ perceptions of how they provide such care.  There are two related 
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areas within the literature that illuminate some of the most pertinent issues: perceptions 

about aging held by nurses and society; and institutional systems of care in settings where 

nurses work. 

Perceptions about aging 

 Many scholars have suggested that ageist views are influencing healthcare 

delivery for older adults, specifically nursing practice. Higgins and colleagues (Higgins, 

Van Der Riet, Slater, & Peek, 2007) found that nurses often viewed hospitalized older 

adults as a “waste of time” (p. 10) and caring for them as more time-consuming than 

caring for younger people. AUTHORS (2008) study also revealed nurses’ negative 

perceptions of older adults.  Their qualitative data clearly showed nurses’ frustration in 

caring for an aging population in a system not designed for managing their complex 

needs. Nurses saw these barriers in managing older adult care as a reflection of negative 

societal perceptions about older adults. Sellman (2009) took this idea a step further in his 

editorial describing hospitals as “institutionally ageist [because] older patients who do not 

fit the prescribed, almost industrial, model of hospital admission and discharge are 

identified as a problem” (p. 70).  

Kjorvin and colleagues’ (2011) post-structural discourse analysis of nurses’ talk 

about older adults with postoperative delirium led them to suggest that societal ageist 

perceptions contribute to the normalizing of “confusion” in older adults – the term nurses 

used when asked to describe older adults’ postoperative delirium in the context of their 

practice. Similar findings were reported by Neville (2008) who conducted a discourse 

analysis on the charts of older people who had experienced delirium while hospitalized. 
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His analysis reveals that the written language used to describe delirious older adults was 

negative, reflecting a view that they were “worthless” (p. 463).  

Institutional systems of care 

There is evidence to suggest that hospital work environments are characterized by 

systems of care that are not suited for older adults and allocation of resources that 

reinforce ageist views (Peek et al., 2007; Sellman, 2009; Rodney & Varcoe, 2012). In 

response to care structures, a variety of methods to deliver acute care more appropriately 

to older adults have been developed, such as specialty older adult units, or geriatric 

resource nurses (Peek et al., 2007; Capezuti & Brush, 2009). Unfortunately, research 

studies examining these specialized models have focused on patient outcomes, without 

specifically examining nursing practice (Hickman et al., 2007). Scholars have identified 

that hospital systems influence nurses’ abilities to provide care (Boltz et al., 2008; 

Goveia, 2009; Rodney & Varcoe, 2012). The contribution of hospital environments to 

how nurses’ engage in their practice is very complex and, in part, related to nurses’ 

perceptions of the need to be efficient due to scarce resources  (Plavish et al., 2011; 

Newton et al., 2012; Rodney et al., 2013).  

 An emerging area of research focuses on acute care practice environments and 

nurses’ perceptions about how these environments influence their practice (Cheek & 

Gibson, 2003; Boltz et al., 2008; Kim et al., 2009; McKenzie et al., 2011). Cheek and 

Gibson’s descriptive exploratory study of the issues affecting the provision of nursing 

care to hospitalized older adults identified the pivotal role Registered Nurses (RNs) had 

in managing the care of hospitalized older adults. However, they indicated that RNs 

frequently lacked the knowledge, staffing resources, and status within their organizations 
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to effectively manage older adults’ care. Although their study offered insights into 

nursing practice with hospitalized older adults, the contribution of multiple data 

collection strategies to their findings was not specified and they did not include 

observations of nursing practice.  Researchers have surveyed nurses using the Geriatric 

Institutional Assessment Profile to understand their perceptions of geriatric care 

environments in US and Canadian hospitals (Boltz et al., 2008; Kim et al., 2009; 

McKenzie et al., 2011). Participating nurses indicated they could provide geriatric care 

when older adults were valued within their institutions, their institutions supported 

collaboration, and geriatric resources were available.   

In summary, nurses’ negative beliefs about aging are documented in hospital 

settings (Higgins et al., 2007; Neville, 2008; Kjorvin et al., 2011), and the systems within 

healthcare institutions frequently do not support appropriate care of hospitalized older 

adults (Peek et al., 2007; Sellman, 2009; Rodney & Varcoe, 2012).  Evidence also 

supports the claim that nursing practice with this population is fraught with challenges 

(Plavish et al., 2011; Newton et al., 2012; Rodney et al., 2013) although how nurses enact 

their practice in the context of these challenges in not well understood.  Thus, the aim of 

this study was to explain how nurses’ manage practice with hospitalized older adults 

from the perspective of nurses.   

METHODS 

Theoretical Framework 

 Symbolic interactionism (SI) provided the theoretical framework to guide this 

study.  SI is a framework emphasizing meaning-making that occurs as individuals act 

toward one another and symbolize objects and shared beliefs that are present in social 
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environments (Mead, 1934; Blumer, 1969). Since nursing practice is influenced both by 

nurses’ relationships with individuals in their care and other healthcare providers, as well 

as the social environment in which nurses work, SI is an appropriate framework to guide 

inquiry into the complex social issues related to nursing practice with hospitalized older 

adults. 

Design 

 We used a grounded theory (GT) design guided by SI because GT offers a 

systematic and rigorous approach to examining complex human processes (Glaser & 

Strauss, 1967; Glaser, 2001), and seeks to explain how participants are managing a 

problem that is central to them (Glaser, 1992; 2001). The Glaserian interpretation of GT 

includes concurrent data collection and data analysis, theoretical sensitivity, use of 

constant comparison, theoretical sampling, and extensive memo writing (Glaser & 

Strauss, 1967).  

Participants 

 Purposeful, snowball, and theoretical sampling were used to recruit participants 

(Polit & Hungler, 1991) from two units in two different hospitals: a geriatric unit (GU) in 

a tertiary care hospital and a medical unit (MU) in a community hospital, both located in 

an urban area on the west coast of Canada. Although the MU did not only admit older 

adults, on any given shift all but one or two beds in the 20 bed unit were occupied by 

older adult patients. The nursing complement had shifted on both of these units within the 

last five years from primarily registered nurses (RNs) to a staff mix that included licensed 

practical nurses (LPNs) and patient care aides (PCAs). 
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Of the 24 study participants, 18 were RNs, three were LPNs and three were 

PCAs. Although PCAs are unregulated care providers and not nurses, they were sampled 

to provide examples of how nurses were providing care for older adult patients within 

nursing teams that included PCAs. The average age of the participants was 41 years 

(range 25- 58 years).  Their level of education in the healthcare field varied by job 

category, ranging from 4-6 months (PCA) to 12 months (LPN), with the RNs having 

completed either a two-year diploma program or a baccalaureate degree program. Insert 

table one. 

Data Collection 

 Data collection included participant observation, semi-structured interviews, and 

examination of documents related to nursing practice. Three hundred and seventy-five 

hours of participant observation were conducted, over a variety of times in a 24-hour 

period, which included weekends and holidays. Participant observation provided 

opportunities for the first author to see nurses in action in a variety of care situations.  

The first author conducted thirty-five semi-structured interviews with 23 of the 

participants, which included eight repeat interviews to obtain feedback on the developing 

theory. Situations that occurred during participant observation and how common these 

instances were in relation to older adult care were explored in the first round of 

interviews. The researcher also examined documents that nurses considered meaningful 

in guiding their practice. These included posters containing older adult care information; 

written information used in care planning, and the Kardex (a written document intended 

to present important patient care information quickly). 

Ethical considerations 
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 Prior to conducting this study, ethical approval from the university and the 

relevant health authorities was obtained. In the context of participant observation, the first 

author explained the purpose of her presence to other healthcare providers who were 

working with participants and older adult patients and provided them opportunities to 

participate as bystanders, which allowed their interactions with nurse participants to be 

included as data.  Potential bystanders were assured that documentation of their words 

and actions would only occur with their written consent.  

Data analysis 

 Data analysis occurred concurrently with data collection; we used constant 

comparison and the techniques of intense memo writing, three stages of GT coding 

(open, selective, and theoretical), and theoretical sensitivity (Glaser & Strauss, 1967; 

Glaser, 1978; 2001). SI guided data analysis because we attended to nurses’ 

interpretations of their interactions with one another and with objects, such as the Kardex 

(Mead, 1934; Blumer, 1969). Memo writing helped to conceptualize and theorize about 

the data (Glaser, 1978).   

In open coding, incidents were labeled, compared with one another, and similar 

incidents were clustered together, which led to the development of categories and their 

properties. Selective coding occurred by delimiting the coding to a core category and its 

properties (Glaser, 1992). Theoretical coding was used to explain how the sub-processes 

and their properties were related to one another and the core category. Key to 

conceptualization of this theory was ongoing discussion among the researchers and 

referring back to the theoretical framework of SI. 
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Theoretical sensitivity, or the “researchers’ knowledge, understanding and skill” 

(Glaser, 1992, p. 27) fostered theorizing about what was being observed from different 

perspectives. The researchers attended to the potential for their perspectives to direct their 

theorizing, which was carefully considered and compared with participants’ perspectives. 

Rigor 

 Rigor incorporated general considerations for qualitative research and more 

specific criteria for GT methods. In general terms, we documented openness and 

adherence to a philosophical perspective by providing a transparent decision trail 

regarding theory development (Sandelowski, 1986). The GT elements of fit, work, 

relevance, modifiability, parsimony, and scope were attended to by examining how the 

theory, incidents, and categories fit with how nurses were processing their problem in 

changing contexts. Discussing preliminary ideas about the theory with participants and 

accounting for the most variation possible with the least number of concepts also 

attended to GT elements of rigor. Finally, writing journals about nursing practice and 

discussions with the other researchers enhanced the first author’s reflexivity, while the 

that researcher used relationality to attend to power and trust with participants through 

stressing that the researcher was there to learn about nurses’ experiences and was a nurse 

as well as a researcher (Hall & Callery, 2001). 

RESULTS 

 The theory of Orchestrating Care was developed to explain how nurses are 

continuously trying to manage their work environments by understanding the status of 

their patients, their unit, mobilizing the assistance of others, and stretching available 

resources to resolve their problem of providing their older patients with what they 
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perceived as “good care” while sustaining themselves as “good” nurses.  The nurses tried 

to achieve those goals in practice environments they described as hard and under-

resourced. Participants defined good care as keeping their patients safe, individualizing 

care, enhancing patients’ function, and providing comfort care. Top priority was keeping 

patients safe which meant protecting patients from potential harms from patients’ 

conditions, the environment, and/or other healthcare providers. Individualizing care was 

perceived as providing patients with some choice around their care. Enhancing function 

was regarded as mobilizing patients and encouraging independence so they could return 

home. Providing comfort care was presented as advocating for reducing invasive 

interventions to reduce suffering when older patients were dying. Nurses explained that 

sustaining themselves as good nurses was striving to achieve professional competencies 

and meeting their obligations to their patients. 

Orchestrating care is explained through the two sub-processes building synergy 

and minimizing strain. Nurses needed to build synergy with other care providers and 

families, and minimize their own strain because hospital environments contributed 

conditions that made care of older adults harder, made nurses more likely to feel 

misunderstood, and had nurses identifying inadequate resources.  One nurse explained: 

“First line is always suffering. I would like to see my co-workers happy and healthy, and 

patients getting good care. It’s not a reality” (RN 13, MU).  

Nurses regarded the healthcare system as a root cause of challenges in providing 

good nursing care in general and even more challenges if the population they were caring 

for was older adults.  One nurse clarified: “The system, it’s not set up the best for nurses. 

If the resource is not there for us we cannot do our best. It’s so limited. But each one of 
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the nurses I think we are trying to do [our] best for the patient” (RN 13, Second 

interview, MU). Because orchestrating care was a dynamic process, nurses developed 

lines of action to build synergy and minimize strain in a system they regarded as failing 

them in their efforts to provide good care.   

Building synergy 

 Building synergy explained how nurses gathered information, shared information, 

and worked with others to assist them in resolving their problem, which was to provide 

good care and be viewed by themselves and others as good nurses. The nurses did 

reconnaissance, passed information, and navigated relationships.   

Doing reconnaissance involved ongoing assessment where nurses gathered 

information about the status of their patients, staffing levels, the physical environment of 

the hospital unit, and available resources. Because everything around them, including the 

health status of their older adult patients, was constantly changing they needed to 

constantly update their assessments.  “Every time you go in the room you’re doing an 

assessment. Things can change quickly” (RN 5, GU).  

Nurses used the language of “acute” and “heavy” to summarize their assessments 

of patients when assigning them to members of the nursing care team and deciding where 

they should prioritize their time.  As one nurse explained: “older adults are heavy. [You] 

need time, patience to toilet them, give medications and they would like to chat with you” 

(RN5, GU). And yet nurses reported that they were “given the same amount of people” 

(RN5, GU) as were units with predominantly younger patients, even though they argued 

that older people required more time to provide care due to their slower cognitive 

processing and an increased need to support their activities of daily living (ADLs). Heavy 



                                                                                                                       Orchestrating Care 

 14 

patients were described by nurses as those needing more assistance with activities of 

daily living or mobilization. They would receive lower priority for RN care (versus LPN 

or PCA) than patients who nurses described as having more acute needs. Acute patients 

were viewed by nurses as unstable and at risk for mortality or morbidity from their 

problems.  

 Passing information explained how nurses were conduits of patient-related 

information between and among patients, families, and members of the healthcare team. 

Nurses used passing information to encourage cooperation from patients and their 

families, who were more likely to follow nurses’ requests if they understood why things 

were being done.  Listening to patients and families concerns assisted in “get[ting] that 

helping relationship going” (LPN 3, MU). Nurses passed information to other members 

of the nursing team and to other healthcare providers to encourage cooperation and 

support to meet patients’ needs. That cooperation influenced how effectively they could 

orchestrate care. The importance of nurses passing information was especially relevant 

when older adult patients were cognitively impaired, either due to dementia or delirium, 

and could not articulate their own concerns.  

Although nurses relied on a number of communication tools to aid them in 

passing information, they identified the Kardex (a document with facts to guide patient 

care) as their primary tool for the nursing team. A field note highlights the significance of 

the Kardex. 

The RN spoke to the other nurses about the importance of information being 

written in the Kardex, saying it was their primary communication tool (Field note, 

GU, August 1). 
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Unfortunately, the Kardex was frequently inaccurate, which required nurses to take time 

to complete missing elements critical to planning the care for their patients.  Passing 

information was based on nurses’ knowledge about medical information in relation to a 

particular patient, unit routines, and routines of other healthcare professionals.   

In navigating relationships, nurses were negotiating spoken and unspoken 

expectations about working in teams that were constituted by members occupying a 

variety of roles and possessing varying levels of experience.  Good working relationships 

were required for nurses to figure out how to maximize cooperation with constantly 

changing team members. This was important because when “everybody works together 

and knows their job, [it’s] nice and smooth” (PCA, GU). Nurses explained that it was 

particularly important to work together when caring for an older population because the 

functional changes associated with acutely ill older patients often required more than one 

nurse to help with transferring and mobilizing.  

Nurses held common understandings that being a good helper and reciprocating 

assistance were associated with being a good team player. A nurse who helped would 

anticipate possible patient care needs and support team members without being asked. 

The ability to anticipate necessary patient care needs varied with the educational level 

and years of experience of nursing team members. One nurse described the importance of 

reciprocity: “when I do it [answer other nurses’ bells], those nurses tend to do my bells 

too.  It’s give and take.  It’s more give and take when you do that” (LPN 3, MU).  The 

notion of reciprocity was complex because often the role of the RN required knowledge 

and skills that could not be reciprocated by the LPN or PCA. 
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The nurse participants identified a helping hierarchy among the healthcare team 

with doctors at the top and nurses at the bottom.  One nurse elaborated: “We 

accommodate the doctor. It is the hierarchy and it just has to be” (Field note, July 16, 

GU). The nurses’ willingness to navigate relationships influenced how they worked with 

other healthcare professionals, especially those who they did not completely trust. 

Nurses experiences of being excluded from decisions related to their patients contributed 

to a lack of trust in relationships and limited their willingness to engage in open 

communication. Their reduced communication with other healthcare professions 

negatively affected nurses’ efforts to build synergy as part of orchestrating care with 

other health care providers. Ultimately, limited participation with other providers left the 

RNs with the largest share of responsibility in building synergy, with more experienced 

RNs shouldering more responsibilities than novice nurses. 

Minimizing strain 

 The nurse participants minimized strain by making the most of their available 

resources, supporting and guiding one another, and reframing their practices in ways that 

created a supportive network to provide good care and be viewed as good nurses. Their 

nearly exclusive trust and almost complete reliance on each other for minimizing strain 

could undermine their engagement with other healthcare providers, patients, and families. 

Minimizing strain incorporated maximizing resources, sharing experiences, and 

reframing the work. 

 Maximizing resources required nurses’ creativity to extend their physical 

resources and time because of the way resources in their institutions were organized. One 

participant clarified that hospitals are “24/7 facilities that run Monday to Friday” 
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(Bystander 4, GU). Patients, families, and nurses were present and working together 

outside of normal work days and usual work hours because many other health care 

providers and support workers had 9 to 5 schedules five days a week. When other 

workers were absent nurses had to fulfill the roles usually occupied by these healthcare 

providers and know where to find supplies and equipment during hours when many 

departments were closed. 

Nurses maximized their resources through time efficiencies by grouping 

(‘chunking’) many tasks together, especially for patients on isolation.  Chunking tasks 

reduced the time spent donning the isolation garb needed prior to each encounter with 

patients.  Nurses also relied on one other for information about where to find supplies and 

equipment because it was a continuous “struggle for [resources] throughout [the] shift” 

(RN 12, Second interview, MU).  Nurses’ struggles included obtaining basic supplies, 

such as food, bedpans, intravenous poles, and thermometers. Older adult patients were 

more likely to require assistance with ADLs as a result of the functional changes 

associated with acute illnesses in an older population; thus the struggle to find the basic 

supplies for their patients was acutely experienced by the nursing team. 

Nurse participants also maximized resources by juggling time between goals. 

They had to choose between enhancing function of some of the heavy patients and 

meeting the acute needs of other unstable patients.  One nurse elaborated: “We’ll have 

one [acute] patient that takes up so much time that you’re not able to take a[nother] 

patient for a walk.  We have to juggle the acuity.” (LPN 1, GU). Nurses linked sudden 

deterioration in one patient’s condition to abandonment of plans to aid other patients in 
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improving their function, which older adults were more likely to require. One patient’s 

safety would usually trump another patient’s needs for enhancing function. 

 By sharing experiences, nurses supported and learned from each other about how 

to orchestrate care. It also provided opportunities for nurses to debrief about their 

challenges in caring for an older population and learn from one another about how to 

respond to acute patient care situations. As one nurse explained: “It was a traumatic event 

and you want to share. You want to express your feelings. It’s so important” (RN11, 

MU).  

Through sharing experiences, the nurses defined themselves as being committed 

to a kind of care that nurses who were not working with older adults did not value and 

possessing an understanding about the complexity of older adult care that these other 

nurses did not comprehend. “Some young nurses they don’t really like to work with older 

adults, they don’t really work [out]. They come and go and say they are losing their skill” 

(PCA2, GU). Unfortunately, for many nurses, sharing negative experiences and relying 

on each other’s support resulted in their characterization of the healthcare system as the 

sole cause of their failure to provide good care. Sharing their failures allowed them 

normalize their experiences because “when you have a nurse on your side it eases your 

stress (LPN2, GU). They avoided addressing their shared accountability for failing to 

achieve their goals for patient safety and function so they could preserve their image of 

themselves as ‘good’ nurses who were in impossible situations.  

 Because nurse participants acknowledged that their goals for their patients were 

frequently not met and they needed to maintain their images as good nurses they had to 

reframe the work to minimize their strain. For example, nurses reframed their routines 
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while restraining older adult patients. They acknowledged that restraining patients was 

not in keeping with hospital policy, inconsistent with their goals of promoting function, 

and detrimental to patients’ autonomy and wellbeing but nurses reframed their actions as 

necessary to keep patients safe. One of the participants illuminated how nurses shifted an 

undesirable practice to a positive intervention.  “Technically a geriatric chair is a 

restraint.  Sometimes, it’s a comfortable chair that gives you a position change and 

they’re safe and maybe they’ll even settle and fall asleep” (Bystander 1, GU). Nurses 

referred to geriatric chairs as “safety restraints” highlighting how pervasive their 

reframing had become, to justify their activities through their primary (yet narrowly 

defined) goal of keeping patients safe.   

The information and relationships that nurses developed in building synergy and 

their reliance on one another when minimizing strain helped with supporting and learning 

from one another, but those activities reinforced their views that they could only rely only 

on each other. Part of that reliance was accepting practices such as the use of restraints 

that did not always align with their goals or their professional competencies and 

obligations to their patients. They were able to sustain their perception that they were 

good nurses operating in a bad system; unfortunately, their perceptions contributed to 

perpetuating some non-evidence based and potentially harmful practices, limited their 

opportunities to build synergy with other healthcare professionals, and undermined their 

professional autonomy.   

DISCUSSION 

 Orchestrating care contributes to our understanding about how nurses managed 

patient care for older adults in what they described as unsupportive institutional 
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conditions. This theory is comprised of the two subprocesses building synergy and 

managing strain that explain how nurses focused on working with others to leverage 

better care than they could accomplish on their own and maximizing their efforts to 

provide care in institutions they considered poorly designed for older adult care. Our 

discussion will focus on four key areas highlighted by the theory: symbolizing older adult 

care; working in complex teams; emphasizing safety; and learning from each other. 

Nurses in this study used the language of ‘acute’ and ‘heavy’ to label their 

patients as they were building synergy. Symbolizing care in this way is common in many 

areas of gerontological nursing practice. The term “heavy” is a common one for nurses, 

and it reflects the taken-for-granted view that older adult care is hard physical work and 

requires less thinking (Brown et al., 2008; Xiao et al., 2008; Flood & Clark, 2009; 

Kjorven et al., 2011).  

Nurses’ decisions to symbolize certain older adults as heavy are situated within a 

broader social perception of older adults as using too many scarce healthcare resources 

(Evans, 2007; Garret & Martini, 2007). Other scholars have described a similar discourse 

associated with older adult care and its contributions to how resources are allocated 

(Neville, 2008; Kjorven et al., 2011). Such social perceptions help to explain why nurses’ 

use of the symbol heavy to label patients undermined their efforts to engage with 

managers in a way that communicated the complexity of care and their need for more 

staff and resources.  Because providing older adult care was uncritically viewed as 

lacking in complex thinking skills, nurses failed to articulate the complexity of these 

patients, many of whom were experiencing both chronic and acute health challenges.  
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 This study offers novel insights about how older adult care is enacted through 

complex teamwork. Roles within the nursing team and nurses’ perceptions about their 

value within the multidisciplinary healthcare team influenced how they could build 

synergy. Being part of a nursing team comprising a variety of roles, educational 

preparation, and experience levels was challenging, in part, because nurses symbolized 

helping and reciprocity as key to being a good team member. In complex and changing 

work situations with rapid changes in patient status, team members with different levels 

of preparation could not always make equivalent contributions to patient care.  Other 

studies have described the impact of roles and experience in how nursing teams are 

constructed and individuals work together (Schmalenberg & Kramer, 2009; Duffield et 

al., 2010; Harris & McGillis Hall, 2012); nursing teams are increasingly being 

characterized by a variety of skill mixes without overt articulation of older adult patients’ 

care needs, or a clear idea about how to best construct these nursing teams.  

The findings also contribute to understanding the difficulties that occur when 

healthcare teams are viewed as hierarchical with contributions regarded as varying in 

value. Research suggests that older adult care is improved when there is collaboration 

among healthcare disciplines (Boult et al., 2009; Arbaje et al., 2010); however, 

knowledge about constructing effective non-hierarchical multidisciplinary teams or 

nurturing relationships within healthcare teams has not been fully developed. 

 The theory of orchestrating care highlights how nurses caring for older adults 

come to emphasize safety as a primary goal of care in their effort to minimize strain. This 

extends Rodney and Varcoe’s (2012) understanding about how notions of scarcity inform 

nurses’ constant struggles for resources. Using non-evidence-based practices to promote 
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a narrow definition of safety highlights the prominence of “safety first” within nurses’ 

socially constructed hospital environments. Nurses caring for older adults are 

increasingly framing their practice in terms of risk management and “safety work” 

(Ludwick et al., 2008; Schofield et al., 2012). The theory of orchestrating care supports 

these scholars’ explanations of how nurses constructed keeping patients safe in narrow 

ways as a means of defining a manageable practice of safety, and extends our 

understanding by linking nurses’ activities more explicitly to scarce resources. Moreover, 

this study has shown that utilizing practices that are not evidence-based (such as 

restraints) to keep patients safe not only served to undermine other goals for older 

patients (e.g., mobility function) but also has the potential to increase nurses’ workloads 

over time (patients who become deconditioned from being restrained require more 

extensive nursing care). Furthermore, nurses were challenged to sustain their image of 

themselves as “good” nurses when they engaged in activities that were not evidence-

based. 

 Finally, minimizing strain explains how nurses were learning about providing 

older adult care through their interactions with each other. Orchestrating care in 

constrained work environments suggested that nurses did not believe they had the time or 

resources to follow many of the “best practice” guidelines that were promoted by their 

workplaces; therefore, they used practices they learned from one another.  Similarly, 

Estabrooks (2008, 2009) has identified nurses as more likely to learn from their co-

workers, than from “evidenced-based” practices that are identified in the literature.  

Nurses in this study were learning from one another in extremely challenging 

situations that contributed to their perceptions that the problematic healthcare system was 
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not going to improve; they had to learn how to respond to urgent situations in that 

context. Nurses’ abilities to successfully orchestrate care were undermined not only 

because they found themselves in work environments with serious structural constraints 

but also because the meanings they assigned to their work served to constrain their 

agency. Privileging nursing knowledge based on practice experience over knowledge 

based on theory and research when facing practice challenges perpetuates the idea that 

time spent taking care of older adults is equal to knowledge about how to best take care 

of them (Brown et al., 2008; Flood & Clark, 2009; Ironside et al., 2010). In other words, 

the depth of nursing knowledge work required to care for elderly patients with complex 

health challenges is largely invisible and mostly unsupported by healthcare agencies.  

STUDY LIMITATIONS 

 The theory of orchestrating care is limited because it does not include the 

perspectives of older adults and other healthcare professionals.  Moreover, novice nurses’ 

unique perspectives were not explored in-depth. A grounded theory study can highlight 

problems and sensitize health care providers and policy makers to the complexities of 

nurses’ care for older adults but is not immediately generalizable to other settings.  

IMPLICATIONS 

 The structural constraints of nurses’ work environments contribute to their 

perceptions of limitations in enacting their agency in their nursing practice with 

hospitalized older adult patients. How nurses make meaning of the structural constrains 

they face influences their willingness to bring their practice challenges forward. Nurses 

have an important perspective that can improve practice and policy decisions and need to 

be encouraged to share their ideas. Administrators have a role to play in giving nurses 
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voice through involving them in workplace committees and in forums where they have 

opportunities to discuss their nursing practice, identify factors that interfere with their 

ability to provide maximal contributions to older adult care, and be reflexive about how 

their responses to challenges are contributing to their workload and the stigmatizing of 

older adults. Moreover, further research is needed to better understand how to facilitate 

the practice of nursing and multidisciplinary teams in the care of older adults. 

CONCLUSIONS 

 The theory of orchestrating care has offered an explanation of the issues 

associated with nurses’ efforts to manage care of hospitalized older adults. It has also 

highlighted the importance of nurses’ roles in caring for this population. Thus, it is 

essential that nurses voice their practice challenges and leaders, educators, and policy 

analysts listen to nurses to collaboratively consider a way forward.  
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