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Abstract  

Quality improvement (QI) in healthcare increasingly guides the activities of healthcare organizations. 

Heavy attention and resource allocation to QI has had significant impacts on healthcare workers, 

including nurses. Clinical Nurse Specialists (CNSs) are healthcare professionals with unique backgrounds 

who can provide a lens to understanding how healthcare QI is shaped and experienced. Using Dean’s 

governmentality analytic framework, historical documents that trace the emergence of QI in 

healthcare are analyzed alongside transcripts of semi-structured interviews conducted with CNS 

participants. Results of this analysis reveal that discourses of hierarchy, regulation, and performance 

shape experiences and understanding of QI in healthcare. Impacts of these discourses are explored, with 

attention to how QI discourse limits CNS identity, subjugates nursing knowledge in QI spaces, and to 

how QI definitions of quality fundamentally differ from nursing-centered definitions, resulting in internal 

conflicts. The need to re-align QI with nursing knowledge and experience is argued. 

 Keywords: Quality improvement, discourse, nursing, Foucault    

 

  



 
 

iii 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 

Acknowledgements 

 As I wrap up this challenging, stimulating, and rewarding research, I want to take a 

moment to sincerely acknowledge the contributions of the individuals who made it possible to 

reach this marathon-like finish line. First and foremost, I would like to sincerely thank Dr. 

Kimberly McMillan, my thesis supervisor for all your guidance and support. I came to you at the 

beginning of my graduate studies, inspired by your publications on change fatigue in nursing, 

recounting how they so deeply resonated with me in a way I had not yet encountered in nursing 

literature. You not only welcomed me as a prospective student but met my enthusiasm for this 

area of study in a way that was energizing and allowed me to creatively engage in research and 

literature in a way I did not previously know was possible. You enabled me to push my 

boundaries, get outside of my comfort zone, and grow in a way I would not have thought 

possible at the beginning of this degree. Your trust in me as I navigated the critical theory that 

underscores this thesis combined with your ability to teach, lead, redirect, and keep me on track 

allowed this thesis to come together in the way that it did, and for that I am so thankful. 

 To Dr. Brandi Vanderspank-Wright and Dr. Amélie Perron, I owe the sincerest of 

gratitude for serving on my thesis advisory committee. Amélie, your experience and insights to 

Foucauldian theory and discourse analysis were invaluable as I engaged with and grasped these 

concepts myself; Brandi, your help in keeping this work grounded and constructively applicable 

to nursing issues was instrumental.  

 To the nurses I encountered in the last four years as I completed this degree, both at 

uOttawa, and in my own personal and professional life, thank you. Thank you for sharing your 

voices and experiences and inspiring me to dig into the experiences and issues that impact this 



 
 

iv 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 

profession every day. Thank you for showing me what resiliency and commitment to the 

profession in the face of ever-emerging challenges looks like.  

 To my parents, Mary and Dan, who provided unconditional patience and support as I 

navigated the ups and downs of this degree, thank you. Thank you for pitching in with house 

work in my home, caring for your fur-grand-babies without question, and spontaneous weeknight 

dinners with the occasional cocktail – all these small things took weight off in times where the 

load felt very heavy; these moments of relief made it possible to complete this degree. I am 

eternally grateful. To my sister Alanna, who walked alongside me in her own Master of Nursing 

journey as I simultaneously engaged with mine – your own hard work and devotion to education 

inspired me to continue, and I am ever so grateful for that motivation and could not be prouder of 

you now that you have graduated. 

 Finally, to my life partner and best friend, Ameer. This degree equally belongs to you. I 

am sincere when I say that I could not have completed my studies without you and your 

sacrifices along the way. Allowing me the quiet time and space to engage with my studies, being 

a board to bounce ideas off, expressing genuine care for and curiosity towards my work and 

research, being a shoulder to cry on when I needed to cry, and stepping up in the management of 

our home and the day-to-day things that are necessary in making this beautiful life we have 

created go round – all of these things allowed me to complete this marathon and reach this finish 

line. I love you and will forever be grateful for your love and support (and am so excited to take 

on the supportive role as you continue to move forward in your own educational pursuits).   



 
 

v 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 

Table of Contents 

Chapter 1: Introduction ............................................................................................................... 1 

Pre-understandings of Quality Improvement in Healthcare ........................................................ 1 

Assumptions Regarding Quality Improvement in Healthcare ...................................................... 3 

Current Critiques of Quality Improvement in Healthcare ............................................................ 6 

Advanced Practice Nurses and Quality Improvement in Healthcare ........................................... 8 

Research Aim ......................................................................................................................... 11 

Chapter 2: Literature Review .................................................................................................... 15 

The Discursive Construction of Advanced Practice Nurses as Quality Improvement Professionals
 .............................................................................................................................................. 17 

Quality improvement and change management preparation for nurses .................................... 21 

Change Leader exclusion from quality improvement planning .................................................. 24 

Incongruence in clinical priorities and organizational priorities ................................................ 27 

Hierarchies in Healthcare Quality Improvement ...................................................................... 32 

Emotional and psychological impacts of change ..................................................................... 34 

How Healthcare Organizations Benefit from QI ........................................................................ 36 

Chapter 3: Theoretical Framework .......................................................................................... 39 

Introduction to Foucauldian Critical Theory ............................................................................. 39 

Discourse .............................................................................................................................. 42 

Power and Knowledge ............................................................................................................ 46 

Governmentality ..................................................................................................................... 50 

Summary ............................................................................................................................... 53 

Chapter 4: Methodology............................................................................................................. 55 

Foucauldian Discourse Analysis ............................................................................................. 56 

Genealogy .............................................................................................................................. 59 

Selection of Historical documents .......................................................................................... 61 

Ethical considerations and participant data management........................................................ 65 

Inclusion and exclusion criteria ............................................................................................... 67 

Recruitment ........................................................................................................................... 68 

Overview of participant interviews ........................................................................................... 70 

Discourse Analysis using Dean’s analytic framework ............................................................... 71 

Trustworthiness ..................................................................................................................... 75 

Chapter 5: Results....................................................................................................................... 80 



 
 

vi 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 

Historization of Quality Improvement in Healthcare ................................................................. 80 

Chronology of quality improvement drivers in healthcare ......................................................... 83 

Problematization of quality improvement in healthcare ........................................................... 85 

Discourses of hierarchy in governance .................................................................................... 87 

Hierarchy within healthcare organizational structures .......................................................... 88 

Hierarchy in physician authority in QI ................................................................................... 91 

Hierarchy in acceptable forms of knowledge ........................................................................ 95 

Discourses of regulation ......................................................................................................... 98 

Regulation of QI via governing bodies ................................................................................... 98 

Regulation of QI methodology ........................................................................................... 100 

Regulation of QI evaluation ............................................................................................... 102 

CNS regulation of self in QI ................................................................................................ 105 

Discourses of performance ................................................................................................... 111 

Cost reduction as performance in QI ................................................................................. 112 

Quantitative results as performance in QI .......................................................................... 113 

Summary of results .............................................................................................................. 116 

Chapter 6: Discussion ............................................................................................................... 118 

Governance of the Clinical Nurse Specialist Role .................................................................. 119 

The Subjugated Knowledge of Nurses .................................................................................... 123 

A Counter Narrative of Quality............................................................................................... 128 

Summary of Discussion ........................................................................................................ 132 

Limitations ........................................................................................................................... 133 

Concluding statements ........................................................................................................ 136 

References .................................................................................................................................. 138 

Appendices ................................................................................................................................. 155 

Appendix A: Recruitment Poster ............................................................................................ 155 

Appendix B: Interview Guide ................................................................................................. 156 

Appendix C: Informed Consent Document ............................................................................ 157 

Appendix D: REB Certificate of Approval ................................................................................ 160 



 
 

1 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
Chapter 1: Introduction 

 In this introductory chapter, the author will introduce the area of interest of this thesis, 

quality improvement (QI) in healthcare from the perspective of APNs. To introduce this topic, 

the author situates herself, her pre-understandings of QI, previous experiences, and biases in the 

area of healthcare QI, thus allowing readers to understand the critical positionality of this thesis. 

The author proceeds to introduce the key concepts of this study: QI and APNs. Key assumptions 

around healthcare QI that are reflected in QI models and literature are introduced as a means of 

helping readers gain familiarity with the current state of healthcare QI. Current critiques of 

healthcare QI are also explored. Next, the author introduces APNs by exploring both their 

competencies and roles as well as their positionality to QI within the healthcare system. Lastly, 

the research aim and research question are presented and a brief overview of the critical 

underpinnings of the thesis that were used to achieve the research aim will be reviewed.  

Pre-understandings of Quality Improvement in Healthcare 

 I am a Registered Nurse with six years of clinical experience in a variety of clinical 

settings, including community and inpatient hospital settings. I have had the privilege of working 

primarily at a tertiary care mental health care hospital in a rural community in Ontario, which 

provides a variety of highly specialized mental health services to the community and to the 

province, including being home to one of Canada’s only high secure forensic mental health care 

settings. Through my educational and professional experiences in nursing, I have had 

opportunities to engage in quality improvement (QI) at various levels. These opportunities 

ranged from assisting in planning QI projects aimed at meeting accreditation standards relating 

to pressure wound prevention as a professional practice associate during my summer breaks from 

nursing school, to leading QI initiatives aimed at achieving RNAO Best Practice Spotlight 
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Organization designation at a community health center, to leading QI initiatives in an Advanced 

Practice Nursing Role for a regional specialized geriatrics service aimed at promoting senior-

friendly best practices across hospital and long term care sectors, to supporting a model of care 

change implementation across a 15-unit inpatient hospital in a supervisory capacity. I also was 

exposed to a variety of QI initiatives while working as a patient-facing nurse, where 

improvement and change initiatives were introduced at my workplaces in response to pressures 

such as changes to electronic medical record systems, accreditation pressures, and the 

implementation of best practice recommendations. These experiences have enabled me to gain 

experience with and understanding of some of the pressures that drive QI in healthcare settings, 

the processes in place for implementing QI, and how QI impacted has me and my nursing peers, 

both at patient-facing and mid-level management levels. I experienced firsthand that healthcare 

QI often meant using pre-determined frameworks and tools to move forward documentation-

heavy improvement initiatives aimed at being able to prove that initiatives are resulting in 

quantitative improvements. I saw how the human-resource impacts of some of these changes was 

often not accounted for in QI planning and instead resulted in growing numbers of to-do list and 

boxes to check in the electronic medical record. I saw patient-facing staff express frustrations 

with the negative impact of heavy documentation on their ability to engage in face-to-face care 

with patients. 

Knowing that my research interests lie in exploring QI in healthcare, I chose to further 

immerse myself in the theoretical and methodological underpinnings of QI in healthcare; I thus 

pursued formal training in QI and obtained my Lean Six Sigma Greenbelt certificate from 

McGill’s Business Institute in the fall of 2024, where the foundations of change management and 

QI were taught. This allowed me to further ground my understanding of where healthcare QI 
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models and theories originate and how leaders are trained to incorporate these QI frameworks 

within their organizations, aiding me immensely as I delved into my research. 

My perceptions of QI and experiences with QI are not fundamentally negative; I 

appreciate the importance of being able to adapt and improve in agile ways to the complex and 

varying pressures that impact healthcare, especially following a global pandemic that required 

the healthcare sector to change and adapt at an unprecedented speed. I have immense 

appreciation and respect for peers and professionals who identify difficulties in their day-to-day 

workflows and are courageous enough to recommend changing the status-quo. I do, however, 

find myself frustrated with the current frameworks that confine healthcare QI, and hope to 

explore some of the experiences and challenges with healthcare QI through this research.  

Assumptions Regarding Quality Improvement in Healthcare  

 This research aims to better understand the discourses that exist around HCO QI; it is 

therefore important to turn an eye towards the current state of HCO QI. To do so, I will explore 

some of the assumptions regarding QI in healthcare that form unchallenged understandings about 

what HCO QI is, govern how QI is carried out in HCOs, and determine how healthcare 

professionals working in QI are expected to carry out their work. I will explore the evidence that 

supports these assumptions to help better contextualize the current discourses around QI in 

HCOs. 

 The first assumption that will be examined is the idea that the standardization of 

healthcare delivery via QI initiatives is essential to providing good quality healthcare. This 

assumption is evidenced through the widespread dissemination of evidence-based practice tools 

and content in healthcare and through the QI methodologies that are used to bring forward 

improvement initiatives in healthcare. More specifically, the widespread idea that standardization 
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leads to good practice is evident in how widely disseminated evidence-based practice (EBP) 

tools are in healthcare settings amongst healthcare professionals (Bianchi et al., 2018). Best 

practice guidelines (BPGs) are an example of EBP tools that are widely utilized by HCOs to 

further EBP. BPGs, such as the ones prepared and distributed by the Registered Nurses 

Association of Ontario (RNAO), contain standardized quality statements about how health care 

professionals should provide care to patient to meet various health needs (Registered Nurses 

Association of Ontario, 2023). For healthcare organizations to gain “designation” status with the 

RNAO, a marker of quality in HCOs, they must demonstrate that they have successfully 

implemented the quality statements established by selected BPGs, further reinforcing the idea 

that standardization of healthcare produces good quality care in HCOs (RNAO, 2023). Other 

quality promoting organizations, such as Accreditation Canada and Health Quality Ontario 

(HQO) also utilize standard quality statements for HCOs to aim to achieve in their clinical 

practices, ranging from standardized screening practices for various illnesses to standardized 

clinical care pathway implementation when certain parameters are triggered (Health Quality 

Ontario, 2020; Health Standards Organization, 2023; Young & Smith, 2023). HCOs in Canada 

must regularly prove that they are meeting these standardized quality statements to be provided 

with an evaluation of achievement of quality standards by Accreditation Canada. Thus, much of 

the QI initiatives that HCOs engage in aim to meet standardized quality statements set out by 

health quality organizations such as the RNAO, HQO, and Accreditation Canada.   

 Additionally, the assumption that standardization of health care is essential to providing 

quality care is reflected in the QI methodologies that are used to bring about improvement in 

HCOs. Lean principles and Sigma Six principles, two widely utilized frameworks in HCO QI, 

are grounded in principles of identifying “inefficiencies” and variation with aims at promoting 
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increased standardization and reducing variation in healthcare practices (Kilo, 1998; Parry, 

2014). The IHI, a foundational organization for QI in healthcare, calls variation in healthcare 

“damaging to the profession” (Kilo, 1998). 

 The second assumption that will be explored is the assumption that QI frameworks and 

methodologies that originate in other sectors, specifically management, manufacturing, and 

industrialism, are the necessary tools and means for achieving quality in healthcare. This 

assumption is evidenced by the QI frameworks and methodologies that are widely adopted by 

healthcare organizations to carry out quality initiatives. As previously stated, QI frameworks 

widely utilized in HCOs include PDSA, Lean, and Sigma Six draw origin from business, 

manufacturing, and include the thinking of industrial leaders and scholars, for example, Deming, 

Shewart, and Juran (Koyle et al., 2018; Migita et al., 2018). These frameworks have been 

translated for application in the healthcare sector and are used and accepted as the systematic 

means for achieving QI in HCOs. This assumption is further illustrated by the ways in which 

healthcare leaders are expected to participate in leadership development and education that 

focuses on QI frameworks, including Lean, in order to be better prepared to carry out and 

support QI initiatives in HCOs in their leadership roles (Ingelsson et al., 2020; Worsley et al., 

2016).  

 The last assumption that will be explored is the assumption that QI in healthcare must be 

leadership driven and requires organizational leadership to set and achieve quality measures in 

HCOs. This assumption is illustrated in the way that QI models are developed in healthcare. For 

example, in 1998, the IHI put forth a groundbreaking QI model titled the “Breakthrough Series” 

(BTS) to be used as a guide for HCOs looking to accomplish QI (Kilo, 1998). One of the 

foundational elements of the BTS model is that organizational senior leadership must identify 
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their support and strategies for achieving QI, illustrating that QI is leadership driven, rather than 

patient-facing clinician driven, by design (Kilo, 1998). QI training and QI grounded leadership 

development is often a knowledge, competency, and practice expectation for healthcare 

leadership, but not a necessarily a competency expectation for patient-facing clinicians, further 

solidifying the assumption that HCO QI rests primarily with leadership rather than clinicians 

(Solbakken et al., 2020).    

Current Critiques of Quality Improvement in Healthcare  

 Despite being a widely accepted and unchallenged practice in the healthcare system, the 

role of QI has been critiqued by a small number of healthcare and nursing scholars. The 

measures that QI initiatives adhere to have been critiqued, particularly the quality measures 

around improving cost figures and value. Luce et al. (1994) identify that physicians have raised 

concerns over QI initiatives for paradoxically prioritizing cost containment over quality of 

healthcare delivery. Concerns have also been raised that QI is often HCO management and 

leadership driven rather than clinician driven, highlighting the risk of disconnect between 

management and clinicians in terms of how improvement is defined and executed in healthcare 

(Banerjee et al., 2012). Nursing-centered critiques of QI have explored how nurses are 

strategically enrolled in to regimes of efficiency and effectiveness by way of QI dissemination; 

this results in the nursing workforce actively participating in the bureaucratization of nursing 

care and being enrolled to identify efficiencies in the “mundane” aspects of nursing care, without 

consideration for what benefits, including temporary rest and reprieve, these “mundane” tasks 

bring to an already resource-limited workforce (Rudge, 2013). 

 QI has also been critiqued for introducing unexpected areas of harm in the pursuit of 

improvement in healthcare. Schroder et al. (2019) highlight this phenomenon by exemplifying 
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the negative impact that improvements in healthcare technology have had on time allowed for 

direct nurse-patient care, which can serve to erode other important aspects of nursing work, 

notably, relational practice (McMillan & Perron, 2020b). Additionally, advances in healthcare 

technology have also introduced unexpected harm to patients in the form of healthcare data 

breaches which have become increasingly frequent with increases in health technology QI 

initiatives (Seh et al., 2020). Since 2005, more than 250 million individuals have been impacted 

by healthcare data breaches on a global scale (Seh et al., 2020). 

 One of the most sobering critiques of QI in healthcare is that over the last several 

decades, QI initiatives often do not succeed at making the quantitative improvements that they 

aim to achieve in through their efforts in improving quality (Schroeder et al., 2019). Despite the 

largescale, comprehensive, ongoing efforts of QI initiatives, and immense amounts of funding 

allocated to reduce medical errors through quality improvement, errors continue to occur, 

quantitative standards continue to not be met.  

 QI in healthcare contributes to continuous and rapidly changing workplace environments 

for nurses and other health professionals, putting them at risk of negative consequences 

associated with workplace change including change fatigue, burnout, emotional exhaustion, 

anxiety and frustration (Mandel & Cady, 2022; McMillan & Perron, 2013, 2020a). QI in 

healthcare has been critiqued for contributing to increased nursing turnover during periods 

already characterized by nursing shortages (Shannon & French, 2005). 

 Avedis Donabedian, whose work was foundational in moving forward QI in healthcare, 

highlighted an important caveat for the consideration of QI in healthcare, specifically the 

importance of maintaining the human aspect of quality and not losing sight of it in the larger 

picture of improvement (Ayanian & Markel, 2016). Donabedian went on to describe that “health 
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care is… not a fundamentally commercial [enterprise]. We are not selling a product” (Ayanian 

and Markel, 2016). The loss of humanization of QI in healthcare in its current form is another 

important shortcoming that has been identified by healthcare scholars, who describe how QI has 

gone on to prioritize the performance of measures rather than the experiences of those who 

participate in QI (Mandel & Cady, 2022). Mandel & Cady (2022) highlight the challenges 

associated with the current utilization of QI in healthcare, which they describe as an environment 

of “buzzwords” rather than a driver of improvement, and an environment that is process oriented 

and focused on quantitative productivity, rather than socio-behaviourally oriented, where the 

focus is on the emotional experiences of those in the system. 

Advanced Practice Nurses and Quality Improvement in Healthcare 

 Advanced Practice Nurses (APNs) are specialized nurses with clinical expertise in a 

particular area of nursing and who through additional studies, have obtained a graduate degree in 

nursing (Canadian Nurses Association, 2019; International Council of Nurses, 2020). The role of 

the APN first formally emerged in Canada and the USA in the 1960s when there was a need 

identified for specialized nurses to help address health system gaps in rural and underserved 

communities. Since then, expansion of the APN role has been called for to also address 

increasing complexity of patient care and to help move forward the evidence-based care 

movements emerging in the healthcare sector (ICN, 2020 & CNA, 2019). In Canada and 

globally, APNs are delineated into two distinct professions, Clinical Nurse Specialists (CNSs) 

and Nurse Practitioners (NPs).  

 In Canada, NPs are Advanced Practice Nurses, who, through the completion of NP 

graduate studies, have the knowledge, skills, and legislated authority to practice as autonomous 

healthcare providers who can diagnose, order and interpret diagnostic tests, prescribe treatments 
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(including prescription medications), and perform specific procedures related to the care of 

individuals in various settings (CNA, 2019). NP is a protected title in Canada and regulated in 

each province and territory (CNA, 2019). NPs in Canada also have the skills and knowledge to 

fully practice the general APN competencies that are identified in the Canadian Nurses 

Association (CNA)’s 2019 Advanced-Practice Nursing pan-Canadian Framework, which are as 

follows: direct clinical care, leadership, education, research, health systems optimization, and 

consultation and collaboration.  

 CNSs do not use medical diagnoses or treatment as central to the focus of their 

autonomous care provision (as NPs do), however they do have the knowledge, skills, and 

preparation to provide autonomous expert consultation on complex clinical cases, to support 

interdisciplinary staff education needs, to critically appraise healthcare research, and to influence 

change in the healthcare system (CNA, 2019; ICN 2020). There is also an expectation that CNSs 

practice the full scope of APN competencies as outlined by the 2019 CNA APN pan-Canadian 

Framework.  

 In Canada, the practice of NPs largely centres on direct clinical care due to their ability to 

address healthcare provider gaps in Canada (CNA, 2019). Their role in the planning and 

implementation of organizational QI initiatives is less clear. Review of the literature suggests 

that their role in QI work is more limited, and instead most literature discussing NPs and HCO 

QI looks at evaluating the benefits and impact of introducing a single NP to a singular care 

setting wherein NP integration is the QI project, with attention to how the introduction of an NP 

can increase time and cost efficiencies in various care settings (Ryder et al., 2020). There is little 

research available that explores the role of NPs as drivers of QI initiatives, indicating that there 
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may be some ambiguity as to how NPs engage in QI work and whether NPs consider themselves 

as leaders in healthcare transformation and HCO QI (Ryder et al., 2020).  

 Contrarily, the role of the CNS consists of a larger mix of both direct and indirect care 

(CNA, 2019 & ICN, 2020). Due to their specialized skills and educational preparation, HCOs 

have identified CNSs as nursing leaders who can aid in the leadership, planning, and 

implementation of QI initiatives in HCOs as well as move forward EBP initiatives into clinical 

practice (CNA, 2019; ICN, 2020). Increasingly, across different HCOs, the expectation has 

become that healthcare leaders, including CNSs, are now required to help create environments 

that foster QI and ensure improvement is pursued and achieved (Schroeder et al., 2019). When 

examining the APN competencies for Canadian CNSs, there are many areas where their roles as 

change leaders are identified, including their competencies in health systems optimization (which 

include healthcare system gap identification and change management), their educational 

competencies (which include the planning and initiation of educational programs based on 

identified organizational needs), and their leadership competencies (which include the initiation 

of system change to respond to organizational needs) (CNA, 2019). This further demonstrates 

how both CNSs and HCOs have identified the CNS role as highly advantageous to QI processes.   

 Despite having an expectation to engage in HCO QI initiatives, APNs are not required to 

pursue any kind of formal QI specific education during their graduate studies, as QI education is 

grounded in business theory rather than nursing centered. APNs complete graduate studies in 

nursing, with a minimum standard of a Master of Nursing (CNA, 2019 & ICN, 2020). In Canada, 

nursing education standards are predominantly established by the Canadian Association of 

Schools of Nursing (CASN) (Canadian Association of Schools of Nursing, 2022). While CASN 

identifies some educational domains that discuss change in healthcare, including learning 
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outcomes for knowledge mobilization and outcomes related to responding to health service and 

system issues via policy and program change action, there is no domain or knowledge outcome 

that relates specifically to the development of QI skills and knowledge (CASN, 2022). Nurses 

who pursue graduate degrees are not guaranteed exposure to QI related concepts. The way that 

graduate nursing education is currently structured means that qualified APNs may be hired into 

roles with an expectation to engage in QI work despite never having received any formal training 

in QI theories, principles, and methodologies that are frequently used across HCOs. 

 Furthermore, while the CNA establishes the educational expectations for CNSs in 

Canada, it is important to note that CNS is currently not a protected title in most provinces and 

territories in Canada, including Ontario, where this research is based (CNA, 2019). The result of 

this is that while the CNA expectation is that CNSs are Masters prepared, in many workplaces in 

Ontario, nurses may be practicing in CNS roles without having currently obtained a graduate 

degree in nursing, adding further nuance to the educational background profiles of individuals 

working in these roles.  

 While the competencies of NPs and CNSs have many similarities, their roles in practice 

differ significantly (CNA, 2019; ICN, 2020). As identified, when examining QI in HCOs, CNSs 

are more likely to be engaged in this type of work on a regular basis in HCOs compared to NPs 

due to their differing scopes, roles, and responsibilities in the healthcare system. For these 

reasons, the purpose of this research will be to examine the perspectives of CNSs in their 

experiences with QI work in HCOs. 

Research Aim  

 Broadly, this thesis’ research aimed to explore QI discourses from the perspectives of 

Clinical Nurse Specialists (CNSs). More specifically, the aims of this research were to explore 
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and identify the dominant discourses that structure QI in healthcare, how these discourses impact 

the nursing work and experiences of APNs, as well as to identify and bring attention to 

alternative or subjugated discourses regarding QI that may exist in healthcare. Foucauldian 

conceptualizations ground the researchers understanding of discourse, which can be broadly 

understood as historically locatable, structured ways of thinking, speaking, and relating to a topic 

that both enable and limit what we know about that topic in specific social areas (Cheek, 2004; 

McHoul & Grace, 1993, p. 37). Discourse and the other Foucauldian concepts that underpin this 

study will be explored in more detail in this thesis’ theory chapter (Chapter 3). 

This aim was largely achieved by exploring the perspectives of CNSs in relation to their 

experiences with QI in hospital-based settings. As has been explored so far in this introduction 

chapter, CNSs hold a unique positionality within the healthcare sector as nursing leaders and 

experts in clinical care, providing a lens from which QI can be explored. To achieve the research 

aim, CNSs lend a voice and provide a tableau of experience from which the discursive 

construction of QI in healthcare can be uncovered. The unique lens of CNSs with respect to 

experience within QI has not yet been explored, creating a research gap that was addressed via 

the aim of this thesis. Therefore, the following research questions were asked:  

1. How do CNSs experience QI in their nursing work? 

2. What are their roles as CNSs in QI? 

While these questions are experiential in nature, they still lended to the overall research aim 

due to the social and experiential nature of discourse. By asking the above two questions, insight 

was gained about the forms of knowledge, ideas, and speech that shape QI work in healthcare 

settings, thus allowing the following research questions to be answered: 



 
 

13 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
1. What are the prominent discourses that shape current understanding of and experience 

with QI in healthcare? 

2. What forms of subjugated knowledge and discourse emerge in QI-centered spaces in 

healthcare organizations? 

3. How do QI discourses in HCOs shape the experiences of APNs in their professional 

capacity? 

Utilizing a Foucauldian inspired framework for the examination of discourses, this author 

was able to examine how QI in healthcare has been conceptualized over time, how ideas and 

knowing around what QI is have emerged in HCOs, how this knowledge became consolidated 

over time and how different strategies and techniques have been used to legitimize QI discourses 

in healthcare, subsequently shaping behaviors and thoughts of healthcare workers engaged in QI. 

This author applied Mitchell Dean’s governmentality analytic framework to accomplish these 

aims by employing two analytic methods: Genealogical analysis of healthcare QI framework 

documents and analysis of semi-structured interviews with Advanced-Practice Nurses.  

Summary 

 In this thesis’ introduction, the topic of healthcare QI is introduced. As the author to this 

study, I situate myself in my pre-understandings and previous experiences with healthcare QI. 

Assumptions that ground healthcare QI, notably reduced variability as improvement, the 

translation of industrial/management QI models to the healthcare industry being essential to 

moving forward improvement initiatives, and QI being leadership-driven are discussed. The 

attributes, roles, and capacities of APNs and their role in QI were then discussed. Lastly, the 
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research aim and research questions of this thesis were presented along with a brief overview of 

the methods that were used to achieve these aims.  
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Chapter 2: Literature Review 

 As a means of situating myself within the body of literature exploring the ways in which 

APNs and nurses as experience QI, a literature review on the subject was completed. The 

literature review was done using traditional literature review methodologies which consist of 

clearly defined search terms and inclusion/exclusion criteria and involves organizing the results 

in a thematic manner (Carnwell & Daly, 2001). This is reflective of the chronological evolution 

of this thesis; the thesis’ methodology was not known at the outset of the literature review, 

therefore an overview of the literature more aligned with critical discourse analysis methods was 

not completed. Despite the literature review methods being more in line with a traditional 

thematic approach, a critical discursive interpretation of the reviewed literature is evident, 

notably in the presentation and discussion of themes. These include the experiences of nurses as 

they are impacted by QI, current issues surrounding healthcare QI, and an examination of how 

HCOs benefit from the implementation of QI in their organizational structures.  

Search Strategies 

A comprehensive search of the literature was conducted to better understand the research 

to date exploring the APNs experience working in QI. Searches were completed in CINAHL, 

PubMed, Scopus and ProQuest using combinations of the following search terms: “quality 

improvement” OR “organizational change;” “lived experience” OR “life experiences;” 

“Advanced Practice Nursing” OR “Advanced Practice Nurses” OR “Advanced Practice Nurse.” 

Inclusion criteria for article selection were as follows: articles published in English; all 

accessible date ranges; inclusion of texts available through uOttawa’s library database, articles 

that examined the experiences of nurses experiencing QI initiatives and/or organizational change 

initiatives. The search was expanded beyond the inclusion of only APNs to also include the 
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experiences of other nursing professionals, including nursing managers, nursing leaders, nursing 

educators, and patient-facing nurses, as results exploring the perspectives of APNs were very 

limited. Articles that explored the working and professional experiences of APNs and their role 

in QI were also included. Articles were excluded if they were not available in English or if they 

did not explore the experience of nurses as they are exposed to QI or organizational change and 

instead examined experience of healthcare service users such as patients and families, as they 

were exposed to QI. Theses and dissertations were also excluded. From the preliminary search of 

the journals using combinations of the identified search terms, 653 articles were selected for title 

and abstract review. Inclusion/exclusion criteria were applied to these results and duplicates were 

removed, resulting in a total of 48 articles selected for full review. 21 articles were included after 

full body review of the literature, as 27 of the articles did not meet inclusion criteria.  

The articles can be broken down by the following characteristics. Of the 21 articles, 15 

were research studies that included multiple participants, with sample sizes ranging from 8 to 95 

participants per study. Two of the articles were literature reviews, and the remaining four articles 

were authors’ self-reports of their working experiences in various advanced practice and nursing 

leadership roles. Articles examined were written by authors in settings from countries across the 

world, including three from the USA, four from Canada, two from South Africa, three from the 

UK, three from Norway, and one from each of the following: Australia, Denmark, Sweden, 

Finland, and Turkey. The studies looked at nurses and healthcare professionals from various 

practice settings, including hospitals, long term care homes, nursing educational institutions, 

specialist care, primary care, municipal health and sports medicine.  

Consistent motifs and discursive constructions were extrapolated from the literature 

which will be explored in detail in this chapter. 
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The Discursive Construction of Advanced Practice Nurses as Quality Improvement 

Professionals  

Across the literature, the identification of APNs (both NPs and CNSs) as professionals 

who are well-positioned to engage in HCO QI initiatives was prominent (Aplin, 2020; Diaczun 

& Miller, 2023; Lewandowski & Adamle, 2009; O’Sullivan, 2022; Schoales et al., 2018). 

Several subthemes arose with respect to the construction of APN identity as well-positioned 

professionals in QI initiatives, which will be explored in this section.  

Clinical Expertise of APN 

The literature heavily explored the idea that APNs possess a high level of clinical 

expertise which enables them to be well-positioned to engage in and support QI work in 

healthcare settings (Aplin, 2020; Diaczun & Miller, 2023; Lewandowski & Adamle, 2009; 

O’Sullivan, 2022; Schoales et al., 2018). Authors highlight the high degree of clinical expertise 

that APNs possess allows them to understand the intricacies of patient care and identify areas for 

improvement. The nature of the APN and their scope of practice, particularly when it comes to 

their direct clinical care competencies, allows APNs to have ongoing exposure to direct clinical 

care, enabling them to remain knowledgeable and connected to relevant clinical care issues 

(Aplin, 2020; Diaczun & Miller, 2023; Lewandowski & Adamle, 2009; O’Sullivan, 2022; 

Schoales et al., 2018). It was also identified that having direct exposure to clinical care allows 

APNs to remain connected and collaborative with their clinical care provider partners, thus 

allowing them to have ongoing knowledge of clinical care provider values (Aplin, 2020; Diaczun 

& Miller, 2023; O’Sullivan, 2022; Schoales et al., 2018). This direct exposure to clinical care 

and high degree of familiarity of care provider values allows APNs to advocate for and 
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participate in change initiatives that address issues that are relevant and valuable to the care 

team. 

APNs as Beneficial to QI Aims 

APNs were also identified as good candidates for participation in QI initiatives due to 

their leadership skills. In the Canadian Nurses Association (CNA)’s Advanced Practice Nursing: 

A pan-Canadian Framework, leadership is identified as one of the five core competencies of 

APNs and CNSs (Canadian Nurses Association, 2019). Leadership as a core competency for 

APNs enables a degree of accountability for APNs to be strong leaders in their workplaces and 

when engaging in professional duties, which may include QI. Aplin (2020) identifies that 

effective leadership is a requirement for moving forward QI initiatives in the clinical setting. The 

literature identifies APNs as professionals with unique and desirable leadership qualities, which 

tie back directly to their foundations in direct clinical care (Aplin, 2020; Diaczun & Miller, 2023; 

Lewandowski & Adamle, 2009; O’Sullivan, 2022; Schoales et al., 2018). According to Diaczun 

and Miller (2023), APNs’ clinical practice experience translates to strong relational leadership 

skills, which can be valuable in moving forward QI initiatives as these skills can help to foster 

trust, collaboration, and teamwork within the interprofessional healthcare team. APNs and their 

competencies also set them up to be strong collaborative leaders. Collaboration is an essential 

part of the APN role, as evidenced by “consultation and collaboration” being identified as one of 

the CNA’s core competencies of the APN (Canadian Nurses Association, 2019). Strong 

collaborative leadership is essential in effective QI and change management within 

organizations, enabling APNs to leverage their skills and competencies to position themselves as 

strong QI leaders in HCOs (Diaczun & Miller, 2023; Lewandowski & Adamle, 2009). 
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The role and competencies of an APN also allow them to be leaders at multiple levels in 

the healthcare system. Their role in direct clinical care enables them to be strong leaders at the 

patient level (Aplin, 2020; Lewandowski & Adamle, 2009; O’Sullivan, 2022). The role of the 

APN allows them to have unique system leadership positionality in the context of bedside 

leadership skills (Lewandowski & Adamle, 2009). Through the practice of interprofessional 

collaboration and high visibility with the clinical care team, APNs are well-positioned to be 

informal leaders at the clinical care level (Aplin, 2020; Lewandowski & Adamle, 2009; 

O’Sullivan, 2022). Informal leadership at the clinical level can help to influence change, as 

evidenced by the employment of informal change leaders in several change management models, 

including the need for “credible and influential peer champions for the change” in change 

management processes, as identified by the Registered Nurses of Ontario (RNAO) in their 

change management frameworks (Registered Nurses Association of Ontario, 2023). Their 

positionality as healthcare leaders also allows them to engage in more formal leadership within 

healthcare organizations, leveraging their knowledge of organizational priorities and business 

language to propose, advocate for, and model change at a higher leadership level (Diaczun & 

Miller, 2023; Lewandowski & Adamle, 2009; Schoales et al., 2018). The unique ability to act as 

leaders as different levels within the healthcare system allows for APNs to translate clinical 

issues into organizational business plans and business plans back to clinical relevancy depending 

on the audience they are targeting, making them invaluable QI team members (Diaczun & 

Miller, 2023; Lewandowski & Adamle, 2009; Schoales et al., 2018). 

In addition to the leadership strengths that come with the APN role and full application of 

its competencies, the literature identified APNs as leaders who are well-positioned to utilize 

validated change leadership frameworks in their practices, including Leads (Diaczun & Miller, 
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2023). The ability to apply change leadership frameworks in a professional capacity positions 

APNs as valuable leaders to healthcare organizations where leaders are expected to train in and 

apply these validated change leadership frameworks.  

APN Power as strength in mobilizing QI 

 One study explored the concept of power in the experiences of CNSs in the healthcare 

system. In this study, power was described as an asset that CNSs develop over time that can 

contribute to effective QI and change management leadership in their practices (Schoales et al., 

2018). The CNSs in the study acknowledged that their degree of clinical expertise contributes to 

a higher level of credibility among interprofessional peers (Schoales et al., 2018). From the 

perspective of the participants, this increased level of clinical credibility is directly tied to their 

experience with power within the healthcare organization (Schoales et al., 2018). They also 

acknowledged that power was an essential part of moving forward change initiatives in HCOs 

and their ability as CNSs to make a difference within the organizational setting at a leadership 

level (Schoales et al., 2018). They described power as existing on a spectrum, which can 

fluctuate over time with experience and increased competency in their role and as they are 

exposed to different leadership experiences (Schoales et al., 2018). The fluctuating nature of 

power in this context can be summed up in the following quote from a participant in this study: 

“In the APN role you have a lot of power inherently, and as you develop that role, and develop 

your expertise, and people become more aware, then your power increases” (Schoales et al., 

2018, p. 102). The experience of increased power perceived by CNSs was described as “power 

creep” by the researchers, who acknowledged that power creep contributed to increased ability to 

influence change and engage in QI in healthcare settings (Schoales et al., 2018, p. 102).  
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Educational Preparation of APNs 

Many of the studies examined the educational preparation of APNs as it relates to APNs ability 

to be effective in change management and QI in HCOs. Master’s level education is identified as 

an “underpinning” to advanced practice (Aplin, 2020). Similarly, while the CNA acknowledges 

that the CNS role does not hold title protection, they also identify Master’s preparation in nursing 

as a core educational precursor to advanced practice nursing in Canada (Canadian Nurses 

Association, 2019). Schoales et al. (2018) identify the educational preparation of APNs as a 

strength, suggesting that APNs can apply their graduate education to help improve the healthcare 

system and health outcomes. Schoales et al. (2018) also identify that the graduate level education 

of APNs increases levels of trust towards APNs. Trust is identified as an essential part of 

effective change management, thus additional educational preparation of APNs can help to 

positively contribute to change and improvement in HCOs (Schoales et al., 2018). With regards 

to CNSs, the foundational clinical leadership skills inherent in their roles can be translated to the 

system level when they are provided with system leadership opportunities that allow them to 

practice at their full scope (Lewandowski & Adamle, 2009). In the literature examined, 

organizations recognizing APNs, including CNSs and NPs, as strong and effective leaders is a 

necessary precursor to the ability of APNs to engage in QI to the full scope of their abilities 

(Diaczun & Miller, 2023; Lewandowski & Adamle, 2009; O’Sullivan, 2022; Schoales et al., 

2018). 

Quality improvement and change management preparation for nurses 

 When examining the literature regarding the experiences of nursing professionals, 

inclusive of nursing managers, change leaders, educators, and direct clinical care nursing staff, as 

they experienced QI initiatives and organizational change, several themes arose.  
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 Nursing Managers’ preparation in QI and change management 

 Several studies noted that nursing managers identified many challenges with respect to 

their transitions to nursing management roles and their ability to guide staff through periods of 

organizational change (Bianchi et al., 2018; Knight, 1998; Morrison & Jensen, 2022; Nghe et al., 

2020). Nghe et al. (2020) highlight that research shows that when examining the experiences of 

healthcare leaders with a range of professional designations and backgrounds, most identify that 

they were poorly trained in leadership skills and even fewer received formal training in 

management skills. This is consistent with the research done by Solbakken et al. (2020), which 

identifies that nurses do not necessarily receive any additional education or training when they 

transition from nurse clinician to nurse patient-facing managers in HCOs. When examining the 

experiences of nursing managers relating specifically to their roles in supporting organizational 

change, Morrison and Jensen (2022) identify that nursing managers held the perception that they 

lacked options for supervision and mentorship during periods of change. Another study 

examining the experiences of nurse managers in HCO organizational change identifies that 

nursing managers perceive that their difficulties in change management leadership are related to 

insufficient personal and professional skill development in change management (Nghe et al., 

2020). Bianchi et al. (2018) also identify shortages with regards to nursing leadership preparation 

in QI and change management, identifying that many nurse managers are not adequately 

equipped to lead QI and change initiatives as they lack formal preparation and skill development 

in this area of practice. 

Need for QI and change management education  

 A theme that arose in the literature was an identified need for more QI and change 

management education for nurses and healthcare leaders. In a study, nursing leaders identified 
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that there was a gap in nursing leadership preparation relating to change management and 

knowledge to practice translational skills (Nghe et al., 2020). They identified a need for 

consistent and structured education and training to address this gap in preparation (Nghe et al., 

2020).  

Impacts of QI and change management education 

 Two of the studies identified in this research directly examine the impacts of education 

relating to leadership development, including change management skills development, on 

nursing leadership. Nghe et al. (2020) researched the efficacy of a leadership development 

program for middle-level nursing managers. When discussing results relating to the participants’ 

self-perception of confidence relating to “acting as a change agent” in their leadership roles, 

researchers found that participation in the leadership development summit had a positive impact 

on self-rated confidence (Nghe et al., 2020, p. 487). The researchers did acknowledge, however, 

that there are limitations in the design of their study as the self-rated levels of confidence in 

“acting as a change agent” were only evaluated immediately after participation in the leadership 

development summit and not after participants had been acting in leadership positions for a 

period of time following the development summit, potentially creating a bias in the results of the 

study (Nghe et al., 2020, p. 487). Bianchi et al. (2018) also identified that the completion of a 

leadership course had positive impacts on leadership effectiveness. However, they highlighted 

the inconsistencies across various healthcare organizations with respect to requirements for 

leadership course completion or leadership preparation, suggesting that nursing leadership 

competencies vary greatly across the healthcare system.  
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Impacts of insufficient QI and change management preparation on leadership 

 Nursing managers and leaders identified significant impacts and difficulties relating 

specifically to their insufficient preparation in QI and change management (Knight, 1998; 

Morrison & Jensen, 2022). Morrison and Jensen (2022) identified in their study that nursing 

managers expressed feelings of abandonment during periods of change in healthcare 

organizations relating to their lack of options for supervision and mentorship with regards to 

change management. Knight (1998) identified that insufficient skills and knowledge related to 

change management are a large contributor to nursing managers’ difficulties surrounding 

experiences of change and leading change. Some of the difficulties surrounding periods of 

change that were identified include feelings of abandonment, isolation, and concerns with lack of 

control with regards to change processes, which nurse managers perceive as being related to their 

knowledge gap in the change management process (Knight, 1998; Morrison & Jensen, 2022). 

Change Leader exclusion from quality improvement planning  

Throughout the literature, nursing change leaders and change agents expressed a notable 

lack of involvement in change planning processes, creating a sense that QI and organizational 

change is hierarchical and occurs without sufficient input from the impacted parties, including 

input of those responsible for implementation of such change and input of patient-facing staff 

responsible for carrying out the change (Abrahamson et al., 2013; Ericson-Lindman & 

Strandberg, 2021; Frilund et al., 2023; Knight, 1998; Magadze et al., 2022; Morrison & Jensen, 

2022; Solbakken et al., 2020; Steinskog et al., 2021; Wagstaff et al., 2015). 

 One study explored the benefits of involving staff in quality improvement and change 

processes. Abrahamson et al. (2013) explored the impacts of actively engaging staff, including 

clinical change leaders, in a QI project in a long-term care (LTC) setting. The study identified 
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that engaging staff in the QI planning process, including allowing opportunities for staff to 

express their thoughts and concerns relating to the QI project during the planning and 

implementation phases to be a positive influence on the success of the project (Abrahamson et 

al., 2013). This positive impact, however, was found to be conditional on how responsive the 

LTC leadership team was to the concerns that were brought up by staff, including concerns about 

how the QI project had impacted workflow (Abrahamson et al., 2013). The positive benefits of 

including staff in planning were realized when leadership was flexible and how well they worked 

to meet staff needs throughout the change implementation process (Abrahamson et al., 2013).  

 Many other studies identified significant gaps in change leadership involvement in the QI 

planning process. Many nursing leaders described challenges with regards to level of authority 

and voice in QI and change planning processes in their organizations (Ericson-Lindman & 

Strandberg, 2021; Frilund et al., 2023; Morrison & Jensen, 2022; Solbakken et al., 2020). 

Nursing leaders in one study identify difficulties with navigating their role in change 

management planning, citing perceptions of “feeling forgotten” in the process (Frilund et al., 

2023). One nurse leader identified that she “thought [she] would have the opportunity to develop 

this” in relation to the change planning process, however identified barriers relating to a more 

traditional, physician-led style of leadership rather than collaborative leadership and decision-

making in their organization (Frilund et al., 2023, p. 5427). Ericson-Lindman and Strandberg 

(2021) identified that change leaders in a residential care setting for older adults did not 

participate in the change management planning process but were responsible for implementing 

and championing change goals that they were not involved in determining.  

 Themes surrounding non-collaborative leadership and QI planning were consistent across 

several articles. In one study, patient-facing nursing managers reflecting on their experiences 
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with healthcare reforms identified that higher leadership employed “command and control type 

of communication and leadership” in order to move forward change initiatives, which 

contributed to difficulties with regards to the way they managed change initiatives as managers 

guiding their patient-facing staff (Solbakken et al., 2020, p. 211). Morrison and Jensen (2022) 

also identified difficulties with regards to the ways in which nursing managers are involved in 

change planning and implementation in healthcare organizations. Nurse managers in this study 

identified that there was significant lack of collaboration and nurse manager involvement in the 

change management process, resulting in frustrations (Morrison & Jensen, 2022). Furthermore, 

the nurse managers identified that several gaps in communication existed between leadership 

teams leading the change management process and nursing managers, including not providing 

sufficient information about the vision for, and purpose of the change (Morrison & Jensen, 

2022). This lack of vision and clarity contributed to difficulties with managing change with 

patient-facing staff, as nurse managers felt unprepared to answer questions relating to the change 

management process amongst staff (Morrison & Jensen, 2022). Lack of involvement in change 

management also contributed to discouragement amongst nursing managers, who described the 

challenges associated with having to lead staff through changes by explaining decisions that they 

had no involvement in and defending a vision for change that they had little influence on 

(Morrison & Jensen, 2022). Results in Wagstaff et al.'s (2015) study mirrored these results, as 

sports medicine leaders going through a period of change identified strong perceptions of lack of 

involvement and consultation with regards to the change planning process. This non-

collaborative approach to change planning resulted in a culture of uncertainty and speculation 

amongst staff (Wagstaff et al., 2015). The lack of involvement and perceived poor 

communication noted in this change process also resulted in unclear goals with regards to the 
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change, which was described by leaders involved in this study as “demotivating” to the change 

management process (Wagstaff et al., 2015, p. 691).  

 Following the exploration of how HCO leadership teams do not engage staff and change 

agents in QI project planning, Magadze et al. (2022) highlighted some potential consequences 

that can result from this non-collaborative approach. They highlighted in particular that by not 

engaging change agents and patient-facing staff in the QI process potential gaps in two-way 

communication are created (Magadze et al., 2022). In addition to the communication gaps 

perceived by staff who are on the receiving end of change, which have been described so far in 

this section, there are also communication gaps that have the potential to impact leadership 

(Magadze et al., 2022). When leadership does not engage change agents in QI planning process 

and does not foster collaborative communication with their staff, it creates conditions where 

existing systematic shortages that negatively impact change initiates are not brought to light, thus 

contributing to change failure. (Magadze et al., 2022). These blind spots in information and 

communication can result in reactive rather than proactive approaches to QI management and 

implementation and can contribute to the implementation of QI projects that may not be 

sustainable in the long term (Magadze et al., 2022). 

Incongruence in clinical priorities and organizational priorities  

 Both change leaders and patient-facing staff identified a perceived sense of disconnect 

between clinical and organizational priorities during QI and organizational change initiatives 

(Ericson-Lindman & Strandberg, 2021; Frilund et al., 2023; Knight, 1998; Morrison & Jensen, 

2022; Schoales et al., 2018), which will be elaborated on in the below sections. 
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Perceived Increased Control  

 In some studies, themes surrounding staff perceptions of QI being used as a tool to 

increase control over staff were identified. One study exploring the experiences of change 

leaders in the implementation of a QI project in an older adult residential care setting found that 

change leader participants identified that their patient-facing peers communicated to them 

concerns over the change process and the changes being implemented (Ericson-Lindman & 

Strandberg, 2021). Peers described the change management process as “threatening” and saw the 

changes as means for management to increase their control over staff rather than being motivated 

by aspirations to improve patient care (Ericson-Lindman & Strandberg, 2021, p. 153).  

Difficulties with maintaining person-centred care 

 Several studies identified themes surrounding the incongruencies between organizational 

priorities in QI and the values of person-centered care. Nursing professionals voiced concerns 

about how the disconnect between clinical priorities and organizational priorities may contribute 

to deterioration in client-centred care, as evidenced by the metric, efficiency, and cost-driven 

ways that organizations measure improvement during change initiatives (Ericson-Lindman & 

Strandberg, 2021; Frilund et al., 2023; Morrison & Jensen, 2022; Schoales et al., 2018).  

Participants highlighted their critiques surrounding the tools that are used to measure quality and 

improvement during QI initiatives in HCOs, describing them as “blunt and standardized” 

(Ericson-Lindman & Strandberg, 2021, p. 153). The participants described how HCOs focus on 

metric-oriented quality evaluation contributed to ethical dilemmas for healthcare professionals, 

as the metrics do not consider the complex context of care delivery that they experience in their 

workdays (Ericson-Lindman & Strandberg, 2021). One example of this noted in the study 

included facing pressures from HCO leadership to implement QI-derived interventions that did 
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not consider factors such as patient autonomy and the person’s right to refuse care and 

interventions (Ericson-Lindman & Strandberg, 2021).  

 Another study found similar themes (Frilund et al., 2023). They described the pressures 

they faced to create “result units” which resulted in the nurse managers feeling they needed to 

abandon patient care in place of achieving the QI targets set out by the organization (Frilund et 

al., 2023, p. 5427). One participant summed up their perception of the situation by reflecting that 

“it appeared that political decision-making and economic realities often constitute motivations 

for change rather than aspects related to culture or quality” (Frilund et al., 2023, p. 5428). 

Participants in a different study also identified perceptions that QI is often politically motivated, 

describing how the direction of public health services are guided by politicians, which can go on 

to create conflicts in values between public administration paradigms and healthcare paradigms 

(Morrison & Jensen, 2022). Participants described how these conflicting values translated to the 

workplace in HCOs, stating that QI often resulted in a focus on increasing productivity rather 

than a focus on patient care (Morrison & Jensen, 2022). The nurse managers in the study 

described feeling pressured to compromise their core nursing values for the sake of attaining the 

QI goals set out by HCO corporate leadership, contributing to ethical dilemmas in their practice 

(Morrison & Jensen, 2022). 

 Staff who lived through a period of change relating to QI in an older adult residential care 

setting also identified concerns with regards to how QI initiatives often increased their volume of 

non-care related work, which raised concerns surrounding the resulting deterioration of person-

centred care (Ericson-Lindman & Strandberg, 2021). Staff identified that during periods of QI 

related organizational change, new duties and assignments are often added while others are not 

removed in place (Ericson-Lindman & Strandberg, 2021). They identified how these QI-related 
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additions to their workload often resulted in difficulties with completing basic resident-centred 

tasks, such as activities of daily living (ADLs), which they felt was essential to good person-

centred care (Ericson-Lindman & Strandberg, 2021).  

 In response to the incongruencies in organizational and clinical priorities, staff identified 

the need for alternatives methods of measuring quality of care in HCOs that adequately captured 

clinically oriented values and priorities (Ericson-Lindman & Strandberg, 2021). Staff identified 

the need for wider range of data collection in QI projects, including “soft data” that reflects 

subjective, person centered descriptions of what “good care” consists of (Ericson-Lindman & 

Strandberg, 2021, p. 153). 

Conflicts in APN priorities versus organizational priorities  

 NPs also identified difficulties with regards to showcasing their role value in QI 

initiatives in healthcare organizations due to incongruence in clinical priorities and 

organizational priorities. In one study, NPs identified that the traditional, metric-based 

measurements that are used to gauge quality and measure improvement in HCOs made it 

difficult to translate the successes that they saw in their clinical-care oriented improvement work 

to corporate leadership (O’Sullivan, 2022). While the NPs were able to qualitatively describe 

successes and the value of their clinical-oriented work, it was more difficult to translate that to 

metric-based evaluation, meaning that these roles could be vulnerable to not being recognized as 

valuable (O’Sullivan, 2022).  

Other APNs, particularly CNSs, also described difficulties with navigating ways to move 

forward more clinically oriented improvement initiatives in the face of corporate priorities. They 

described how corporate priorities including funding, resource constraints, and organizational 
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business review metrics were prioritized over clinical priorities including program, staff, and 

client needs (Schoales et al., 2018).  

QI for Resource Management 

 The literature also highlighted incongruencies in organizations resource management 

priorities when compared to the priorities of healthcare workers (Andrews et al., 2020; Ericson-

Lindman & Strandberg, 2021; Morrison & Jensen, 2022; Schoales et al., 2018). Healthcare 

workers identified frustrations with HCOs budget-oriented framing of QI projects, highlighting 

that conflict often occurred between leadership and staff in this regard (Morrison & Jensen, 

2022). One example discussed the frustrations that occurred when staff advocated for their 

perceived needs for more staff and human resources as a result of the increased work volume 

from QI initiatives and were met with resistance from leadership due to budgetary constraints 

(Ericson-Lindman & Strandberg, 2021).  

There were also frustrations identified with organizations’ perceived lack of willingness 

to acknowledge institutional barriers to successful change and QI implementation, including 

needs for expanded time allocation, increased budget allocation, human resources and staffing 

need implications, and staff scheduling implications (Ericson-Lindman & Strandberg, 2021; 

Morrison & Jensen, 2022). Staff described how QI projects often left them feeling they did not 

have enough time to do all that was being asked of them, a problem which was exacerbated by 

the perception that during periods of QI and change new duties and assignments are added while 

others are not removed in place (Ericson-Lindman & Strandberg, 2021). Staff also highlighted 

frustrations with regards to human resource management elements in QI projects, including lack 

of consultation with staff with regards to changes that may impact staff quality of life at work 

and outside of work, such as schedule changes (Ericson-Lindman & Strandberg, 2021).  
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Hierarchies in Healthcare Quality Improvement 

Several themes arose surrounding perceived hierarchies and their impacts on QI in 

HCOs. The hierarchical structures in HCO QI processes contribute to perceptions among nurses 

that QI in healthcare “comes from the top” (Ericson-Lindman & Strandberg, 2021). This top-

down structure results in senior leadership holding power to decide whether or not authority will 

be given to patient-facing staff to move forward clinically driven QI projects, creating barriers 

for grassroots-led improvement initiatives (Locock et al., 2021). Several tensions between 

leadership and patient-facing priorities that contribute to these barriers were identified, including 

patient-facing staff eagerness to include forms of “soft” intelligence, such as patient stories, 

informal comments, and general ward experiences in their QI plans, despite leadership’s 

tendencies to disregard this type of information as “data” (Locock et al., 2021). Ericson-Lindman 

and Strandberg (2021) found that negative perceptions of hierarchy in relation to HCO QI 

contributes to feelings of alienation in the workplace among patient-facing staff. 

HCO QI structures contribute to imbalances with regards to how QI initiatives are 

prioritized. Many studies explored the perception that finding organizational support for patient-

facing driven change that is meaningful to nurses and clinicians is challenging at many levels 

due to organizations’ embedded hierarchies. These organizational hierarchies often produce 

leadership teams  driven by system or corporate priorities and constraints, which determine QI 

priorities, thus creating barriers to clinician-driven QI (Locock et al., 2021). One study also 

found when exploring efficacy of QI in healthcare settings, interprofessional QI teams with 

whose membership consisted of mixed professional backgrounds, including physicians, 

managers and nurses, were more effective at moving forward QI initiatives compared to teams 

that consisted mostly of nurses (Locock et al., 2021). They identified that when senior leaders 
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were a part of the QI teams, the teams were more skillful in their ability to mobilize 

organizational support, successfully apply pressure to leadership for change, and draw in 

additional resources, including financial resources, to make their QI projects successful 

compared to QI groups that unilaterally consisted of nurses. This could suggest that having 

multiple levels of hierarchy in a QI planning and implementation team contributes to increased 

rates of QI success and that, nurses alone may not hold enough authority within HCOs to 

effectively engage in QI in the current system (Locock et al., 2021). 

The hierarchical nature of QI in HCOs also influences the way that healthcare 

professionals, including APNs, navigate their engagement with QI and attempts to move forward 

QI initiatives. In one study, APNs identified that all QI initiatives need to fit within the 

organization’s current visions and goals to be considered and moved forward with the support of 

senior leadership (Schoales et al., 2018). To accomplish this, APNs acknowledged the need to 

use specific language to move forward QI initiatives that they wanted to prioritize, and that to be 

an effective change advocate as a clinician requires the use of “political language to make it 

stick” (Schoales et al., 2018, p. 106). Another participant described this skill as having “the 

words needed to have this issue or this initiative fit into the hospital big picture” (Schoales et al., 

2018, p. 106). NPs working on a clinical-care focused QI project identified that they had to 

carefully navigate their language to be able to justify to the organization the value of their 

proposed QI project and the value of their role in relation to QI (O’Sullivan, 2022). They 

discussed how organizational “Key Performance Indicators” take precedence in HCOs over more 

subtle improvement measures such as improved competence in delivery of trauma informed care 

(O’Sullivan, 2022). 
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Along similar lines, there was acknowledgement that without recognition of the 

hierarchical structures in HCOs and high-level organizational priorities, moving QI initiatives 

forward becomes highly challenging. Consistently in the literature, measurable, quantitative 

clinical indicator data was identified to be a higher value priority over more qualitative data and 

indicators, such as patient experience (Ericson-Lindman & Strandberg, 2021; Locock et al., 

2021; O’Sullivan, 2022; Schoales et al., 2018). Some participants suggested that any patient-

facing change initiatives need to be justified to HCOs using metrics and evaluation methods that 

are reflective of HCO indexes of quality rather than clinical indexes of quality, meaning that 

clinically driven change efforts may not be recognized or validated by HCOs (Ericson-Lindman 

& Strandberg, 2021; O’Sullivan, 2022; Schoales et al., 2018). Parallel to this, participants in a 

study exploring perceptions on QI identified perceived lack of organizational support and 

organizational allocation of resources for patient-facing driven QI and change initiatives, 

furthering a lack of confidence for patient-facing staff to pursue change initiatives that are 

meaningful to them (Locock et al., 2021). 

Emotional and psychological impacts of change  

Themes surrounding the emotional and psychological impacts of change arose in the 

review of the literature, with many study participants identifying that organizational QI and 

change initiatives had negative impacts on them. Both change leaders, including nursing 

managers, and patient-facing staff identified that organizational change contributed to negative 

emotional and psychological effects (Knight, 1998; McMillan & Perron, 2013; Morrison & 

Jensen, 2022). 

 Themes surrounding loss of control and themes of uncertainty were identified among 

participants that described their experienced with organizational change. One participant 
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identified feeling the need to “keep [their] head down” as a coping mechanism to the negative 

impacts of change (Knight, 1998, p. 1291). Others nurses described becoming apathetic towards 

change and disconnected from the workplace as coping mechanisms for their experience with 

change (McMillan & Perron, 2020a). Loss of control and feelings of uncertainty were also 

described among change leaders, including nursing managers, who described feeling 

powerlessness with regards to organizational priorities, such as the prioritization of productivity 

above all other competing priorities, including staff retention (Morrison & Jensen, 2022). This 

sense of powerlessness contributed to feelings of frustration and stress among participants 

(Morrison & Jensen, 2022).  

 Issues surrounding workload and psychological impacts of rapid change in the workplace 

were discussed. The literature highlighted how participants described feelings of isolation, a lack 

of direction, abandonment, and stress following change initiatives (Knight, 1998; Morrison & 

Jensen, 2022). Another study explored how rapid change in healthcare organizations contributes 

to high levels of burnout among nurses (McMillan & Perron, 2020a). This study also described 

how rapid change results in the intensification of nursing work, which can contribute to negative 

impacts on patient care including missed care, which in turn can create issues of moral distress in 

nurses (McMillan & Perron, 2020a). Findings supporting the negative impacts of change on 

nursing workload were also supported in another study, where the change agents responsible for 

engaging in QI describe the way that change initiatives create a “work overload” that was not 

supported by the HCO (Ericson-Lindman & Strandberg, 2021). Participants described not having 

enough time allocated to engaging in their QI work and meeting their other responsibilities, 

contributing to burnout among change agents (Ericson-Lindman & Strandberg, 2021). 
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Mistrust in response to change and those responsible for change initiatives, including 

organizational leadership and direct clinical management, was also a theme that arose in the 

literature (Cakiroglu et al., 2022; Frilund et al., 2023). In one study, participants expressed 

mistrust in organizational change that resulted from perceptions of insufficient planning, poor 

collaboration with staff and staff involvement in change planning, and not having enough 

information with regards to the change planning process (Cakiroglu et al., 2022). Other nurses 

described mistrust relating to organizations’ motives for change; participants detailed that they 

perceived organizations being motivated to engage in QI and organizational change for political 

reasons rather than for reasons relating to improved care or quality indicators (Frilund et al., 

2023). This participant perspective is summarized well in the following statement: “there is an 

obvious risk that such a focus on efficiency and productivity may become guidelines for health 

care, potentially at the expense of the well-being of employees and users” (Frilund et al., 2023, p. 

5430). Participants also expressed mistrust that they would be “cared for” and supported through 

the change process, some even expressing anxieties surrounding job security during periods of 

organizational change, contributing to poor emotional and psychological impacts (Frilund et al., 

2023, p. 5429). 

How Healthcare Organizations Benefit from QI 

The literature also highlighted several positive experiences and benefits of QI in 

healthcare. Some of the more general benefits of QI that were discussed in the articles included 

that QI is a tool that can be used to accomplish a variety of positive system and organizational 

goals, including improving integrated and comprehensive care for patient benefit, increasing 

capacity and knowledge of healthcare professionals and improving transitions out of hospital, 

allowing for increased patient independence and comfort at home (Diaczun & Miller, 2023). QI 
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was also identified to be a tool that could be used in the movement towards EBP, a movement in 

healthcare where the goal is to translate the best available evidence into clinical practice 

(Steinskog et al., 2021). QI was also acknowledged as a positive tool to address advancements in 

healthcare technology, which helped to significantly advance patient outcomes and has 

transformed the way healthcare is delivered and organized in various settings (Frilund et al., 

2023). 

Several of the articles examined discussed the way in which specific quality improvement 

initiatives demonstrated benefits in their organizations. O’Sullivan (2022) reviewed that a QI 

project that saw the introduction of a mental health NP in an emergency department setting in 

Canada allowed for increased integration of the healthcare system between the mental health 

branch and medical branches, resulting in positive impacts on vulnerable patients. Similarly, 

Schoales et al. (2018) reviewed how CNS spearheaded QI initiatives resulted in better system 

integration and the establishment of better collaborations between healthcare partners which 

resulted in a new treatment pathway that allowed cancer patients in their community to receive 

treatments at home. One study highlighted how QI was utilized to reduce patient harm in a 

nursing home setting by implementing a project that specifically aimed to reduce falls in the 

home (Abrahamson et al., 2013). Magadze et al. (2022) reviewed how QI could be used as a tool 

to implement infection prevention measures in hospital settings in South Africa, where uptake of 

comprehensive infection prevention protocols remains low. They reviewed that by utilizing QI 

initiatives to implement these measures, they could achieve widespread improvements in care, 

not limited to reducing hospital acquired infection rates among patients, reducing workplace 

acquired infection rates among staff, reducing bed occupancy, reducing strain on antibiotics and 
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other medications in the hospital, reducing length of patient stay, reducing cost to the hospital 

and reducing patient harm and suffering (Magadze et al., 2022). 

Some articles discussed the organizational and system-wide fiscal benefits of QI 

implementation. The literature identified that QI was often implemented out of systemic 

necessities for increased efficiency in the healthcare sector resulting from nursing and other 

healthcare professional shortages, funding limitations, and increased strain due to aging 

populations in many developed countries (Solbakken et al., 2020). For example, QI was used as 

means to increase efficiency and fiscal responsibility in Denmark, where due to politically 

negotiated demands to increase efficiency, they save an increase in efficiency of nearly 20% over 

10 years in the early 2000s (Morrison & Jensen, 2022).  

Summary 

 In this chapter, an overview of the literature review search strategy was provided. several 

themes were derived from the literature reviewed, presented through a discursive critical lens. 

These included an overview of the construction of the APN role in relation to QI, how nurses and 

nurse leaders are prepared (and not prepared) for QI, the exclusion of nursing leaders in QI 

planning, incongruencies in nursing and healthcare organizational values, nursing experiences 

with hierarchies in QI, the emotional and psychological impacts of change on the nursing 

workforce, and an overview of how HCOs benefit from organizational integration of QI. 
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Chapter 3: Theoretical Framework  

 In this chapter, theoretical underpinnings are conceptually presented and explored, 

providing a foundation in which the methodology is grounded an in which the results and 

discussion are presented in this thesis. First, Foucauldian Critical Theory is presented with 

respect to its historical and philosophical orientation. Next, key concepts that ground this thesis’ 

critical analysis, specifically discourse, knowledge/power, and governmentality, are presented, 

reviewed, and conceptually clarified. 

Introduction to Foucauldian Critical Theory 

Critical theory is a broad intellectual tradition that originated in the fields of philosophy 

and social science, notably associated with the Frankfurt School in the mid-20th century. It 

encompasses various approaches and perspectives, but at its core, critical theory is concerned 

with analyzing and critiquing society, culture, and power structures (Hoy, 1994). 

Frankfurt School critical theory aspires to be self-reflective, grounded in the way research 

is embedded in specific social and historical contexts, interdisciplinary, combining domains of 

sociology and philosophy, materialist, always ensuring that theory comes back to the social 

reality it represents, and emancipatory, remaining directed towards emancipatory action and 

social justice (Celikates & Flynn, 2023). Critical theorists seek to understand how social 

institutions, norms, and ideologies shape and influence individuals, often with a focus on issues 

related to power, inequality, and social justice. They explore the ways in which dominant 

ideologies maintain and reproduce social hierarchies, and often they aim to uncover hidden 

mechanisms of oppression (Rasmussen & Swindal, 2004).  

Postmodernism emerged within critical theory largely vis-a-vis the work of French 

philosophers in the1970s. The term postmodern was first coined in a 1979 publication by Jean-
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Francois Lyotard titled “The Postmodern Condition.” In this book, he defines postmodernism as 

an absolute rejection of grand narratives, or “metanarratives” which predominantly align with 

modernity (Lyotard, 1984). This represents a significant break from Frankfurt School and 

Marxist traditions which embrace overarching political themes of emancipation. 

It is important to distinguish that postmodernism represented both a break and a continuation 

of the traditional critical thought grounded in the Frankfurt School of Critical Theory. 

Postmodernism remains grounded in an interdisciplinary approach to theory, combining social, 

political, economic sciences and philosophy to guide thinking (Best & Kellner, 1991a, p. 215). 

Postmodern theory continues with turning criticism towards instrument rationality, or means-end 

reasoning, which they consider a bureaucratic instrument of domination (Best & Kellner, 1991a, 

p. 215; Celikates & Flynn, 2023). It also remains critical of divisions and classifications within 

society (Best & Kellner, 1991a, p. 215). And while postmodernism rejects metanarratives 

surrounding grand societal emancipation, it does still embrace emancipatory methodologies and 

remains directed towards political action and practice (Best & Kellner, 1991a, p. 215). Where 

postmodern theory diverges from more classical thought in critical theory is the way in which 

postmodernists absolutely reject all grand narratives: “the historical ontology of ourselves must 

turn away from all projects that claim to be global or radical” (Foucault, 1984, p. 46). 

Postmodernism also moves towards a social philosophy which embraces multiple truths and 

incoherence over societal coherence (Aylesworth, 2015; Best, 1994, p. 29). 

One of the most recognizable names in postmodern thought (albeit he rejected such labels) is 

French scholar Michael Foucault. Born in France in 1926, he studied at the renowned École 

Normale Supérieure before establishing a career in academia working in various Universities 

across Europe and France in the 1960s until gaining a permanent position as Professor of the 
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History of Systems of Thought at the College de France in 1969, where he worked until he 

passed away in 1984 at the young age of 57 (Best, 1994, pp. 26–27; Gutting & Oksala, 2022). 

Foucault’s critical scholarship is often described as difficult to classify, nonetheless is closely 

associated with postmodern thought. Foucault himself rejected all labels associated with his 

scholarship, including postmodernism, instead describing his work in the following way: “my 

objective ... has been to create a history of the different modes by which, in our culture, human 

beings are made subjects” (Foucault, 1982). Despite Foucault’s insistence on turning away from 

labels, a look into his scholarship reveals his close ties to the philosophical school of 

postmodernist critical theory. Re-examining previous articulated arguments for what defines 

critical theory, specifically theory that is self-reflective, interdisciplinary, and materialist, 

Foucault’s work is strongly aligned. An examination of Foucault’s scholarship within genealogy 

reveals a multidisciplinary methodology that aims to uncover societal and historical contexts that 

inform taken-for-granted truths at different points in time (Best & Kellner, 1991b, pp. 49–50). 

To see the ways in which Foucault’s work breaks away from traditional critical theory and 

grounds itself in postmodernism thought, it is helpful to examine how Foucault’s scholarship 

adopts the rejection of grand narratives and metanarratives (Best, 1994, pp. 29–30). Foucault’s 

examination of the relationship between knowledge and power, which will be explored further in 

this chapter, aligns with postmodern thinking in the sense that he examines the way in which 

knowledge is not conceptualized as grand, universal truths but rather a tool used to in the 

subjugation of power in the population (Nola, 1994).  And while Foucault rejects the grand 

themes of emancipation seen in modernist theory, his work is viewed as emancipatory in nature 

due to his commentary on oppressive discourses that exist in institutional bodies including 
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prisons and psychiatric hospitals, creating space for emancipatory action, which remains 

consistent with postmodern thinking (Moussa & Scapp, 1996, p. 93).  

Foucault’s contributions to social philosophy helped to significantly move forward the 

field of critical theory. These contributions can be examined through his research and 

publications. In 1961, Foucault published “History of Madness in the Classical Age,” an 

examination of the tracings of mental illness and institutionalization over the course of history. 

In 1966 he published “The Order of Things” where he historically traces and analyses the 

changing nature of knowledge and ways of thinking of society over time. His work on the 

examination of knowledge is furthered in his 1975 publication “Discipline and Punish,” where he 

provides commentary on modern prisons and examines the ways in which knowledge, power, 

and control, inseparably intersect with each other. In 1976, he publishes “The History of 

Sexuality,” which can be seen as an extension of his examination of control, knowledge, and 

power through the lens of discourses on sexuality traced over time.  

Having explored the historical context that grounds critical theory, postmodern thought, 

and particularly the scholarship of Michael Foucault, this author will now turn to the theoretical 

framework that guided this thesis’ research. This research is grounded in the critical scholarship 

of Michael Foucault, more specifically, Foucault’s theory and conceptualization of discourse and 

its relation to governmentality, knowledge, and power, from which the research methods and 

analysis of this thesis are derived. Each of these topics will now be examined further to provide 

conceptual clarification for the theoretical framework of this thesis.  

Discourse 

 Creating a clear conceptual definition of discourse can be challenging as many scholars 

have adopted different definitions over time. For this thesis, this author draws from Michael 
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Foucault’s definition of discourse: a structured way in which thinking, speaking, and relating to a 

topic are organized that both enable and constrain what we know about that topic (Cheek, 2004; 

McHoul & Grace, 1993, p. 37). When introducing the concept of discourse during a lecture, 

titled “The Order of Discourse,” Foucault made the following statement: “in every society the 

production of discourse is at once controlled, selected, organized, and redistributed by a certain 

number of procedures whose role is to ward off its powers and dangers, to gain mastery over its 

chance events, to evade its ponderous, formidable materiality” (Foucault, 1981, p. 52). This 

statement reveals the way in which Foucault conceptualizes discursive systems in various facets 

of society. Close attention must be given to the word “production,” as a closer examination of 

Foucault’s conceptualization of discourse reveal the way in which the production, or control of 

discourse at any given time, is not controlled by any individual person, group, or institution, but 

rather a product of relational forces in society (McHoul & Grace, 1993, p. 54). Discourses are 

often assumed, or taken for granted, impacting the way that society and individuals see, think 

about, and relate to ideas, events, and phenomena (Cheek, 2004). They can be conceptualized as 

an examination of “the way the world is and has been for actual historical individuals,” or “the 

real institutions of social life” (Miller, 1990, p. 116).   

Discourse can embed itself or reveal itself in the speech and language mobilized in the 

societal context where the discourse is observed. In The Order of Things, Foucault describes the 

ways in which discourse is revealed through language: 

When this discourse becomes in turn an object of language, it is not questioned as if it 

were saying something without actually saying it, as if it were a language enclosed upon 

itself; one no longer attempts to uncover the great enigmatic statement that lies hidden 

beneath its signs; one asks how it functions: what representations it designates, what 

elements it cuts out and removes, how it analyses and composes, what play of 

substitutions enables it to accomplish its role of representation (Foucault, 1970, p. 88).  
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In this interpretation, Foucault suggests that through speech and language, discourse can be 

examined via attenuation to the content, absence of content, rules, and assumptions that are 

located within the speech and language of interest (Felluga, 2015). Discourse impacts the way 

we speak about things, the thoughts and ideas that are and are not acceptable in the way ideas are 

shared, and the implicit rules around the expression of thoughts, ideas, and language; in this way, 

per Foucault, “speech may be of little account, but the prohibitions surrounding it soon reveal” 

the ways in which discourse interweaves itself into language (Foucault, 2005, p. 316). 

The way in which discourse is so thoroughly embedded in speech, social practice, 

imagery, art, and expression reinforces the argument that “discourses are a real social practice” 

(Keller, 2011, p. 49). 

Multiple discourses can exist around individual topics, however not all discourses have 

the same level of authority or presence at any given point in time (Cheek, 2004). This creates 

inherent power imbalances between dominant, or widely accepted discourses, and subjugated or 

alternative discourses (Hook, 2001). Foucault, reflecting on his studies and examination of the 

history of mental illness and institutionalization, brought attention to the presence of alternative 

discourses. He described the expressions of the marginalized as “one whose discourse cannot 

have the same currency as others,” highlighting the hierarchical nature of discourses within 

society (Foucault, 1981, p. 53). Alternative discourse, also coined “counter-discourse,” can be 

interpreted as a way in which marginalized or counter-cultural voices can clear space to vocalize 

their desires, “begin to speak a language of their own making,” and begin to “resist the power 

seeking to oppress them” (Moussa & Scapp, 1996, p. 89). An examination of discourse, counter-

discourse, and hierarchies reveals the way in which discourse allows for the legitimization of 
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some forms of knowledge over others, and such, discourse becomes irrevocably linked to power 

(Hook, 2001). 

Discourses are not fixed, but instead are fluid and susceptible to transformations over 

time (McHoul & Grace, 1993). The transformations of these discourses are tied to political 

practice, not in the sense of any individual political authority figure, but in the sense of greater 

political and societal landscapes that influence the meaning, emergence, insertion, and 

functioning of discourses in society (McHoul & Grace, 1993, p.54). Foucault, when describing 

the way in which discourse evolves over time, states that over history “a certain division was 

established, separating true discourse from false discourse: a new division because henceforth 

the true discourse is no longer precious and desirable, since it is no longer the one linked to the 

exercise of power” (Foucault, 1981, p. 218). Foucault describes the history and evolution of 

discourse over time as uneven, fragmented, with no clear path forward or backward; he describes 

how discourse develops and presents itself in society at uneven intervals and uneven 

development over time (Best & Kellner, 1991a).  

Each discourse has its own history of emergence and history of transformations (Felluga, 

2015). These emergences can be traced via examination of the rules, restrictions, rituals, and 

subjects that exist alongside the discourse and are subject to the discourse over time (Felluga, 

2015). Foucault describes the tracing of discourse as it reveals itself in society via order in the 

following statement: “experience of order… its developments… in the mainstream of a culture 

such as ours: in what way, as one traces… language as it has been spoken, natural creatures as 

they have been perceived and grouped together, and exchanges as they have been practised; in 

what way, then, our culture has made manifest the existence of order” (Foucault, 1970, p. xxiii). 
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The transforming nature of discourses allows the discourse and its evolution to be traced 

through time. According to Foucault (1970), “our thought, the thought that bears the stamp of 

our age and our geography” (p. xvi), revealing the way in which he identifies understanding the 

thoughts, speech, language, of society over time as key to understanding the discourse of that 

epoch. The practice of historically tracing discourses via genealogical means can create an 

understanding of the power and political relations that enabled the conditions of the discourse to 

form and emerge over time (Mahon, 1993). This process of tracing and analyzing discourse can 

be accomplished via a structured methodology known as Foucauldian Discourse Analysis, or 

FDA (Cheek, 2000). To engage in FDA, the person must identify and bring to emergence  the 

“dynamic and conflicting miscellany of discourse” that has taken place via a genealogy (Miller, 

1990, p. 117). The genealogical practice of examining discourse has become one of the 

fundamental underpinnings of FDA, which will be explored further in the methodology section 

(Mahon, 1993). 

Power and Knowledge 

 Foucault’s conceptualization of knowledge and power form further theoretical 

underpinnings to ground this thesis’ discourse analysis. Foucault defines power not as an entity 

held by individuals or governing bodies, but as relational forces within social bodies; per 

Foucault “power is not… one individual’s domination over others or that of one group or class 

over others… Rather power must be analysed as something which circulates… It is never in 

anybody’s hands” (Foucault, 1980, p. 98).  Power is something that is “diffused through multiple 

social sites” via what are the accepted forms of knowledge in the social milieu (Best & Kellner, 

1991a, p. 44). Power does not have a subject; it is not directed towards anything in particular, 
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rather it passes through networks where individuals are subject to the relational forces of power. 

In the words of Foucault: 

…[power] is never appropriated in the way that wealth or a commodity can be 

appropriated. Power functions. Power is exercised through networks, and individuals do 

not simply circulate in those networks; they are in a position to both submit to and exercise 

this power. They are never the inert or consenting targets of power; they are always its 

relays. In other words, power passes through individuals. It is not applied to them 

(Foucault, 2003, p. 29).  

 

Foucault’s conceptualization of knowledge and power can be studied closely and better 

understood via his writings in the History of Sexuality,  where Foucault explores how the 

“deployment of sexuality” in society, inclusive of medical, social and political domains, over 

time resulted in the production of various perversions and categorizations of sex and sexuality, 

which then are disseminated in accordance with normalizing strategies of power (Best & Kellner, 

1991a, p. 52). Power can carry through normalization processes, where understanding and 

behaviours are shaped and influenced via the power that exists everywhere in the social and 

political milieu. Aptly, “power is everywhere; not because it embraces everything, but because it 

comes from” (Foucault, 1978, p. 93).  

Foucault sees knowledge as the disseminator of power, and as such views the concepts of 

power and knowledge as inseparably linked and fully entangled (McKinlay & Pezet, 2019; Mills, 

2003). According to Foucault, power produces and legitimizes knowledge and produces what is 

considered to be truth or reality in society; simultaneously, knowledge legitimizes and reinforces 

power structures (McHoul & Grace, 1993, p. 59). Foucault’s conceptualization of knowledge 

disregards claims of accuracy, objectivity, and what is true or false; instead, at its core, 

knowledge consists of the widely accepted views and perspectives of a group or society (Miller, 

1990, p. 117). Knowledge is not internal, or something that belongs to any agent, but rather 
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knowledge acts externally on agents as they are subjected to the statements and regiments of 

knowledge.  

The significance of the power/knowledge dyad cannot be understated, as it allows for the 

normalization and perpetuation of accepted forms of knowledge through educational, political, 

and other institutions, while simultaneously erasing alternative forms of knowledge (McHoul & 

Grace, 1993, p.64). Power enables society to “declare certain policies or practices as more 

effective than others” (McKinlay & Pezet, 2019, p. 209). Power acts simultaneously as an 

oppressive and a productive force; power operates to produce knowledge and constrains how that 

knowledge is produced and emerges (Best & Kellner, 1991a, p. 49).  

Power “doesn’t only weigh on us as a force that says no, but… it traverses and produces 

things, it induces pleasure, forms knowledge, produces discourse” (Foucault, 1980, p. 119). As 

per Foucault, the knowledge/power dyad is essential in the production and creation of new 

knowledge; without power, there is no knowledge creation and without knowledge, there is no 

power: 

We should not be content to say that power has a need for such-and-such a discovery, 

such-and-such a form of knowledge, but we should add that the exercise of power itself 

creates and causes to emerge new objects of knowledge and accumulates new bodies of 

information. … The exercise of power perpetually creates knowledge and, conversely, 

knowledge constantly induces effects of power. … It is not possible for power to be 

exercised without knowledge, it is impossible for knowledge not to engender power. 

(Foucault, 1980, p. 51-52). 

 

 The power/knowledge dyad is key to the social functions of discourse. Prominent, 

accepted discourses are established through power relations and legitimized via knowledge 

surrounding these discourses (Cheek, 2000). Knowledge enables specific practices within the 

context of that knowledge, resulting in actions that fit within the realm of the discourse at hand 

(Moussa & Scapp, 1996, p. 90). The relations of power that we see are “indissociable from a 
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discourse of truth, and they can neither be established nor function unless a true discourse is 

produced, accumulated, put into circulation, and set to work” (Foucault, 2003, p. 24). 

Discourse is also central in the way that knowledge and power interact to produce and 

limit what we know. Prominent, accepted discourses are mobilized in ways that both enable and 

constrain what we know by both enabling and driving the creation of knowledge that reinforces 

the discourse while simultaneously de-legitimizing alternative forms of knowledge (McHoul & 

Grace, 1993, p. 33). 

Forms of knowledge and truth are not static; they are dynamic and change over time in 

response to shifts in power and discourse in the social milieu. Present forms of knowledge, 

created by modern discourses, are temporary; with new inventions, new discourses, current 

forms of knowledge will be replaced and take on new forms and be accompanied by new sets of 

practices and new regimes of truth (Gaurav, 2021). 

Because of the power wheeled by discourse and its inseparable relationship to 

knowledge, official discourses hold a strong level of authority and hold the power to over-inset 

this authority through the relations they enable and constrain (McHoul & Grace, 1993). What 

counts as “truth” is a product of discourse and power; “truth” is entirely contingent on current 

forms of the discourse (Hook, 2001, pp. 524–525). Current forms of knowledge and truth, along 

with the accompanying practices and actions that they create via discourse, are vehicles for and 

integral components of power (Best & Kellner, 1991a, p. 44). Foucault both recognizes and 

highlights how the significance of this relationship in the succinct statement: “discourse is not 

simply that which translates struggles or systems of domination, but the thing for which and by 

which there is struggle, discourse is the power which is to be seized” (Foucault, 1981, pp. 52–

53). 
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Governmentality  

The concept of governmentality expands on and draws from the concepts of discourse, 

knowledge, and power. Foucault introduced this concept through lectures delivered in 1978 but 

unfortunately left the concept unfinished in his final years (McKinlay & Pezet, 2019). Later 

scholars, including Mitchell Dean, went on to develop the concept of governmentality further, 

drawing from Foucault’s initial work around its conceptualization (Dean, 2010).We can begin to 

understand Foucault’s conceptualization of governmentality in the way that he examines power, 

as discussed in the previous section. 

Drawing from Foucault’s understandings of power and governance, we can conceptualize 

governmentality as a historically locatable way in which discourse, knowledge, and power 

intersect with specific strategies, technologies, and practices to act on individuals’ own freedoms 

(Dean, 2010). Governmentality is not control of freedom through overt rule, rather it is a way of 

examining how we “conduct the conduct” through explicit and implicit practices including the 

proliferation of ideals, strategies, and knowledge that is socially or institutionally specific (Dean, 

2010, p. 58; McKinlay & Pezet, 2019). Governmentality attempts to direct human behaviour by 

the setting of standards and norms to which actions can be compared and that individuals use to 

govern their own behavior and conduct (Dean, 2010). This can be accomplished by employing 

strategies to frame various problems in such a way that they become understandable and enable a 

certain degree of control over thoughts and actions (Glenn, 2019, p. 26).  

Because of the power wheeled by discourse and its inseparable relationship to 

knowledge, official discourses hold a strong level of authority and hold the power to over-inset 

this authority through the relations they enable and constrain (McHoul & Grace, 1993). Foucault 
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highlights how there are many possible subjects of governmentality, including society, 

community, family, or individuals, and that these subjects can all be governed and have their 

behavior regulated via strategy and tactics (Foucault, 1996, p. 410). 

The standards, norms, technologies, and other methods used to achieve a state of 

governing are embedded into organizations’ practices, strategies, and structures, and also 

embedded into the guiding social micro-practices of individuals in their decision making and 

conceptualizations of knowledge (Dean, 2010; McKinlay & Pezet, 2019). Thus, the technologies 

of governmentality can be conceptualized as both practices of individualization, where the 

individual is the subject of governing practices, and practices of institutionalization, where larger 

organizations or social structures are the subject of governance (Lemke, 2015, p. 30). 

Through governmentality, discourses, knowledge, technologies, and practices are weaved 

to construct the social realities of individuals in different settings, and guide the understanding of 

what is acceptable practice versus non-acceptable practice (Dean, 2010). Discourse creates a 

state of “strategic relations that constitute a collective will that did not exist beforehand” (Lemke, 

2015, p. 32). Via discourse and discursive practices, a distinct inside the state versus outside the 

state situation is created in which technologies of governmentality can act  (Lemke, 2015, p. 32). 

Governance rests on “modes of thinking and knowing” which enable the technologies and 

practices of governmentality to be effectively enacted (Perron & Rudge, 2015, p. 57). 

Despite this, an essential component to the conceptualization of governmentality is the 

concept of subjectivity, in which the free subject is acknowledged as having authority and 

freedom over their own actions, and has the freedom to resist the social structures of 

governmentality that are in place to regulate their conduct (Dean, 2010). Thus, free subjects are 
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able to engage in resistance of governmentality and discourse by presenting alternatives to 

current practices (Dean, 2010). The use of speech and language, in the form of criticizing 

governing structures, is identified within a governmentality framework as means of challenging 

and overturning repressive governance (Moussa & Scapp, 1996, p. 93). 

Under the umbrella of governmentality, drawing in particular from History of Sexuality, 

Foucault conceptualized a form of governance that relates specifically to governance and 

discourse on human life and health: biopolitics and biopower.  Foucault examines the governing 

strategies used to achieve “power over life” (Foucault, 1978, p. 139). Specifically, he analyses 

the ways in which power is exerted on human health via knowledge and regulation of the “body 

as a machine” and the body “serving as the basis of the biological processes” (Foucault, 1978, p. 

139). The ways in which we mobilize to supervise, categorize, and enable the utilize of the 

human body and its biological processes are conceptualized as forms of regulatory controls, 

which Foucault calls “a bio-politics of the population” (Foucault, 1978, p. 139). 

Biopower is the employment of governmentality to organize, monitor, govern, and 

optimize human life (Perron & Rudge, 2015, p. 58). Biopolitics enables us to examine processes 

of life and in turn govern individuals and groups utilizing governance technologies including 

correction, exclusion, normalization, disciplining, and specific to the realm of health activities, 

therapeutics, and optimization (Lemke, 2015, p. 5). Under biopower, discourses are employed to 

engage in various healthcare related activities, including the management of health conditions 

and the management of healthcare providers and associated works structures. As such, biopower 

can be used to govern APN roles and role functions, which include engagement with QI driven 
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initiatives, making this a highly relevant theoretical grounding to explore the chosen research 

topic. 

Governmentality is strongly tied to the promotion of official forms of knowledge and 

discourse. Through its complex, interwoven implicit and explicit practices, governmentality can 

construct what is understood as “expertise” of a certain topic, give authority to knowledge 

experts around specific topics and thus act to delegitimize alternative forms of knowledge and 

discourse that may challenge or be opposed to this “expertise” (McKinlay & Pezet, 2019). In the 

context of this research, this theoretical framing offers an opportunity to examine the 

positionality of APNs in QI to answer the research question: what are the forms of subjugated 

knowledge and discourse that emerge in QI-centered spaces in healthcare organizations? This 

theoretical foundation allows an examination of what lies beneath existing, taken for granted 

assumptions and the dominant discourses that drive QI in healthcare. 

Summary 

 Foucault’s conceptualization of discourse, knowledge, and power provide the 

foundational theory necessary to ground the methodology of this thesis. As has been reviewed in 

this chapter, discourse, or the ways in which a person or group thinks about, speaks about, and 

relates to a topic, is inseparably linked to the concepts of knowledge and power. Discourse 

enables and constrains our forms of knowledge, simultaneously legitimizing widely accepted, 

mainstream ways of thinking while de-legitimizing alternative forms of knowledge. 

Concurrently, emerging forms of knowledge can influence, shape, and transform discourse at 

any given period. This bilateral relationship between knowledge and discourse enables discourse 

to wield tremendous power, as discourse influences what thoughts, behaviors, and forms of 

knowledge are desirable and acceptable within an individual or a group. The power that 
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discourse possesses can be wielded via strategies, technologies, and practices, knowingly or 

unknowingly, to regulate the thoughts, speech, behaviors, actions, and restrict the freedoms of 

individuals and groups via processes collectively known as governmentality. Governmentality 

and its associated discourses are contingent on historical context, and as such, are historically 

locatable and can be historically traced via a discourse analysis, thus allowing us to uncover the 

social contexts from which discourses are formed and the evolution of these discourses over 

time. In the next chapter of this thesis, the structured methodology for undertaking a 

governmentality-founded FDA, which was utilized in this thesis to explore discourses on quality 

improvement in healthcare via the lens of APNs, will be reviewed in detail.    
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Chapter 4: Methodology 

 Dean’s Governmentality Analytic (Dean, 2010) was selected to ground this thesis’ 

methodology. This analytic methodology is reviewed in detail in this chapter. To accomplish a 

fulsome review of the thesis’ methodology, several sections are explored in this chapter. First, 

the author introduces the concept of Foucauldian Discourse Analyses (FDA) and an overview of 

Deans’ Governmentality Analytic, a specific type of FDA that was selected to guide the analysis 

of this study’s data. Next, genealogy, an FDA strategy used to historically trace the emergence 

and transformation of discourse over time, is presented; a description of how genealogy was used 

to uncover and select this study’s key historical documents is provided. Next, the author reviews 

ethical considerations of this study. An overview of the inclusion/exclusion criteria for study 

participants and a summary of the recruitment strategies used to engage study participants is 

described. The author then provides a description of the participants who engaged in this study. 

Next, detailed instructions for how Dean’s governmentality analytic was used in the analysis of 

participant and historical document is reviewed. Lastly, the author provides an overview of the 

means of ensuring trustworthiness in this thesis’ research process. 

Note of acknowledgement: in the proposal development phase of this thesis, this author 

had difficulties identifying a methodology that well suited the research aim. Many methods used 

in the completion of Foucauldian discourse analyses (FDA) do not incorporate experiential forms 

of knowledge in the form of participant interviews in their methodological approaches and rather 

rely exclusively on document analysis. In a search for an approach that fit both the research aim, 

questions, and theoretical underpinnings of this thesis, this author came across a PhD dissertation 

by Dr. Rene Wong in which discourses of “good diabetes care” were explored using an FDA 

methodology that incorporated both document analysis and participant interview data as a means 
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of uncovering discourse (Wong, 2020). This dissertation is the source from which this author 

drew inspiration for the methodology of this thesis and adapted it accordingly to suit the specific 

aims of this research. 

Foucauldian Discourse Analysis 

 Foucauldian Discourse Analysis (FDA) aims to uncover and expose taken for granted 

information that is generally accepted as truth within specific social bodies, to understand the 

historical influences and practices that led to this information becoming accepted as truth, and to 

offer an alternative to the dominant discourse (Cheek & Porter, 1997). There is no prescriptive 

methodology for the completion of a FDA as Foucault himself did not identify any set way to go 

about a discourse analysis; his own methodology varied significantly throughout his career 

(Cheek & Porter, 1997). Per Foucault, “discourse… is so complex a reality that we not only can, 

but should, approach it at different levels with different methods” (Foucault, 1981, p. 72). 

 The evolution of Foucault’s methodologies for undertaking discourse analyses can be 

tracked via the evolution of his works. In Foucault’s 1969 publication, The Archaeology of 

Knowledge, he historically traces the modern foundations of knowledge and examines how 

knowledge is organized via a methodology known as archaeology (Yates & Hiles, 2010). 

Foucault describes archaeological methodologies as a means of uncovering the rules and division 

which govern language, knowledge, and thought and how these rules change throughout history 

(Garland, 2014). Foucault is not interested in assessing the veracity of discourses as they occur 

throughout history, rather is interested in the historically traceable rules that gave validity, 

power, and meaning to discourses throughout different epochs (Sampath, 1995). A researcher 

utilizing archaeology aims to uncover the discontinuities, or abrupt historical transformations, 
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which emerge over time and how these discontinuities create shifts in the traceable discourse, 

knowledge, and thought of those time periods (Garland, 2014).  

 Foucault later expressed a shift in his conceptualization of discourse and how to 

historically trace discourse, turning away from previous archaeological methodologies towards 

new methodologies that he felt could address some of the limitations he felt existed under an 

archeology framework (Garland, 2014). Specifically, we can see this shift in methodological 

approach to discourse analysis leading up to the research and publication of Discipline and 

Punish in 1977 (Garland, 2014). Foucault identified that archaeology failed to account for and 

consider the social aspects of discourse, specifically how discourse emerges from and acts within 

social milieus; he suggested that archaeology failed to capture the essential social aspects of 

discourse (Garland, 2014; Yates & Hiles, 2010). He went on to abandon previous archaeological 

methodologies for discourse analyses and instead turned to genealogy. Genealogy aims to trace 

the gradual, evolving emergences of discourses over time via power struggles relating to the use, 

meaning, and role of discourse, where a discourse proceeds to emerge as victorious over others 

(Garland, 2014; Yates & Hiles, 2010). Per Foucault, “genealogy … seeks to reestablish the 

various systems of subjection: not the anticipatory power of meaning but the hazardous play of 

dominations” (Foucault, 1984, p. 84). Genealogy explores how present-day knowledge, 

discourse, and social practices are a result of the historical evolution of discourse, in which 

evolution occurs gradually via power and knowledge relations rather than in a discontinuous 

fashion that was previously described under archaeology (Sampath, 1995). Genealogy aims to 

reveal the historical conditions and evolutions that allow discourse to hold legitimacy and 

practice in current contexts (Garland, 2014).  
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Grounding this research in the Foucauldian lens of power and discourse allowed this 

author to examine the ways in which healthcare workers, or in the case of this research, APNs, 

are both subjected to, and exert power via discourses surrounding QI in healthcare and also act as 

vehicles in which discourses surrounding QI in HCOs are transmitted and consolidated. Using a 

Foucauldian discourse framework where multiple alternative and subjugated discourses around a 

topic exist at any point in time, the author also had the opportunity to uncover alternative 

discourses surrounding QI in HCOs and how different subjects may define quality in healthcare 

in ways that may challenge prominent, widely accepted discourses that surround quality at this 

time. Using a Foucauldian lens, this author was able to uncover the behaviors and comportment 

of individual APNs and the ways in which they both conform to and resist the widely accepted 

discourses around QI in HCOs. 

To accomplish the thesis’ research aims of identifying the dominant discourses in HCO 

QI, exploring how these discourses impact the experiences of APNs, and identifying the 

subjugated discourses that exist in healthcare QI, this author utilized a FDA-grounded 

methodology that allowed for the exploration of discourse, power, and knowledge via the lens of 

governmentality. This was accomplished using Dean’s (2010) framework for governmentality-

founded discourse analysis, which helped examine how APNs were governed and the way in 

which they govern themselves in their QI work. Dean’s (2010) framework also supported the 

exploration of alternative discourses and potential acts of complacency or resistance to 

governmentality practices that systematically support the current status quo around HCO QI. Per 

Dean, “an analytics of government takes as its central concern how we govern” (Dean, 2010, p. 

33). Therefore, a governmentality analysis places a high degree of importance on answering how 

questions: how have current forms of knowledge come to be constructed, how is this knowledge 
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translated into practice and behaviors in the social milieu, and how to the conditions in which 

regimes of knowledge and power emerge, operate, and transform (Dean, 2010). 

Utilizing a governmentality lens, the analytical process allowed for the exploration of the 

forms of knowledge and technologies mobilized to regulate conduct, and the conditions in which 

“regimes of practice” are developed, transformed, and sustained (Rose, 1993). A 

governmentality lens allowed the author to concentrate on the relationship between strategies of 

governing, the technologies of the self and how individuals self-regulate behavior, and the 

strategies through which individuals are transformed via discourse (Rose, 1993). It also allowed 

for the examination of the ways in which individuals, in their subjectivities, may engage in forms 

of resistance to widely-accepted discourses and governing techniques used to uphold them 

(Rose, 1993). 

Genealogy  

The first step of Dean’s governmentality analytic framework comprises of a genealogy of 

healthcare QI documents. Genealogical analysis is a methodological approach to discourse 

analysis developed by Michael Foucault in the 1970s which can be used to uncover the “history 

of the present,” allowing researchers to deconstruct the historical and political influences that 

have formed current discourses (Foucault, 1979, p. 31; Mahon, 1993; Roberts, 2017). By 

performing a historical analysis of the discourses surrounding healthcare organization quality 

improvement, the widely accepted truths, knowledge, and associated power surrounding HCO QI 

could be broken down to trace a lineage of power, knowledge and politics that influenced the 

formation of the present state of discourse. Pezet (2019) articulates the result of a FDA-

influenced genealogy in the following statement: “truth moves from being universal and timeless 
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to local and temporally specific, a fiction verifiable through historically specific regimes of 

power and knowing” (p.209).  

To accomplish this genealogical analysis, key documents were selected that outline QI 

frameworks widely utilized in healthcare organizations. These documents were traced back to 

the initial emergence of quality improvement in healthcare, and utilizing Foucault’s concept of 

archaeology probes, were analyzed with the intention of exploring the various factors and 

influences that shaped the emergence of things that otherwise may appear to be “natural,” over 

time (Foucault, 1972). Consistent with genealogical methodology, the author systematically 

sought out documents that aimed to highlight the historical, political, and social influences as 

well as key turning points that may have helped to form the current discourses surrounding 

healthcare QI.  

To achieve a genealogical analysis examining QI in healthcare, documents exploring 

Lean methodologies in healthcare were selected and historically traced. Lean is a set of QI 

methodologies originating from post-World War Two Japan in the Toyota Production System 

(Pyzdek, 2021, p. 3). Lean methodologies broadly focus on waste reduction as a means of 

achieving QI (Pyzdek, 2021). Lean methodologies have been adapted to be utilized as tools for 

the guidance of QI in HCOs and are widely used across North American healthcare settings. The 

Institute for Healthcare Improvement, an organization with a mandate to guide and further QI in 

HCOs globally, has validated Lean as effective tools for the guidance and implementation of QI 

projects in HCOs (Scoville & Little, 2014). As such, “Comparing Lean and quality 

improvement” (2014), an IHI publication guiding the application of Lean in healthcare 

improvement was selected as the starting point for the genealogical analysis from which other 

documents were historically traced. The genealogical process of historical document 
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identification for all other documents used in this analysis and rationale for the selection of these 

documents will be discussed in detail later in this chapter.  

Scholars examining governmentality have critiqued traditional FDA’s over-reliance on 

document analysis, suggesting that it allows for an analysis of content from the lens of the 

authoritarian structures while neglecting the subjective experience and perspective at the micro-

social level of those subjected to power structures (Kerr, 1999). Given that the purpose of 

genealogies is to probe, uncover, and explore discourses and their impacts on the subjectivities of 

individuals within the social milieu, exclusion of subjective data introduces the risk of not 

gaining full depth of understanding of these discourses. Therefore the use of interviews was 

included to provide a tableau for the analysis of discourse at a social, micro-level, by providing 

an opportunity for participants to relay their experiences and point of view (Polit & Beck, 2021, 

p. 514). As this author aimed to explore dominant and subjugated discourses surrounding HCO 

QI, interviews were conducted with a select group of APNs, who provided a unique lens and 

perspective to how QI discourses emerge in HCOs and how these discourses impacts their 

nursing work. The characteristics of the participant sample will later be described in the results 

chapter of this thesis. The interviews with the APNs were then analyzed in parallel to formal QI 

documents using the analytic steps process which will be outlined later in this chapter.  

Selection of Historical documents 

 A total of 7 historical documents were selected for genealogical analysis. A list of the 

historical documents, including author details and dates of publication, can be found in Table I 

below.  
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Table I: Historical Document Details  

Document Name Document Type Author Details Year Published  

Evaluating the quality 

of medical care  

Journal article  A. Donabedian 1966 

Curing Health Care Book D. Berwick; A.B. 

Godfrey; J. Roessner 

1990 

Crossing the Quality 

Chasm 

Book Institute of Medicine  2001 

The Breakthrough 

series  

IHI white paper   Institute for 

Healthcare 

Improvement  

2003 

Saving 100 000 lives 

in US hospitals  

Journal article McCannon et al. 2006 

Comparing Lean and 

quality improvement  

IHI white paper Institute for 

Healthcare 

Improvement  

2014 

Quality improvement 

plan guidance 

document 2025/2026 

Healthcare 

organization 

instruction 

document  

Ontario Health  2024 

 

 As discussed earlier in this chapter, completing a genealogy involves historically tracing 

the emergence of a specific concept with a goal of uncovering the evolution of the knowledge, 

thoughts, and behaviors that surround that concept over time. For this research, Lean in 

healthcare was selected as the starting point for genealogic tracing of QI in healthcare. Lean was 

selected because Lean tools, including value-stream mapping, increasingly guide large-scale 

quality improvement initiatives in healthcare organizations; literature exploring QI in healthcare 

frequently cites Lean in their methodologies (Fine et al., 2009). Given these ties between Lean-

informed QI and the healthcare sector, Lean in healthcare was selected as a starting point to 

which discourses around HCO QI could be explored.  
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 Using this as a starting point, a search for “Lean quality improvement healthcare” was 

performed on Google search engine, as the goal of this genealogy was to uncover documents and 

information that is open, easily accessible, and available to anyone who may encounter or engage 

with the subject matter. The 2014 IHI White Paper, Titled “Comparing Lean and quality 

improvement,” was identified and selected as the starting point for historical tracing (Scoville & 

Little, 2014). The IHI represents an established body in the field of HCO QI advocacy, as 

previously established in the introduction of this thesis, and thus content from the IHI represents 

a good starting point for the examination of how discourse around HCO QI functions. This 

document outlined the history of Lean, theoretical foundations that guide Lean principles and 

how Lean has been utilized to guide QI in healthcare. It then goes on to compare Lean to IHI’s 

own QI framework. 

 While reading through “Comparing Lean and quality improvement” references to other 

authors or documents relating to HCO QI that appeared in the document were noted, thus 

allowing for historical tracing to occur. By doing so, the author identified three further historical 

documents: the 1990 book titled Curing Health Care, an additional 2003 IHI White Paper titled 

“The Breakthrough Series: IHI’s collaborative model for achieving breakthrough improvement,” 

and the IHI’s 2004 “100 000 lives campaign.” 

 “The Breakthrough Series…” is a document that reviews how the IHI’s QI framework 

was developed, the theory and history that grounds the framework, the dissemination of the 

framework that had taken place at the time of publication and its plans for rapid expansion of the 

framework across HCOs globally. Published in 2003, it allowed for the analysis and onlook of 

the state of knowledge and governance of HCO QI as it existed more than 20 years ago.  
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 Curing Health Care, published in 1990, is largely considered a seminal publication of 

healthcare QI. Curing Health Care put forward recommendations for integrating formal QI 

frameworks and methodologies previously used in business and manufacturing sectors to the 

improvement of healthcare. The book identifies ways in which healthcare was deemed to be 

deficient at the time of publication and suggested that importing manufacturing-based QI 

methodologies to healthcare could help address these deficiencies. The author selected chapter 1, 

titled “Symptoms of stress in the health care system” for analysis in this research.  

 The “100 000 lives campaign” examined the post-implementation of a national, large-

scale QI project. This document allowed for the author to access the language used in reflections 

on and evaluations of QI implementation. 

 In this author’s attempts to locate an online copy of Curing Health Care, a review of the 

book was located, in which the reviewer referenced a second seminal book in healthcare QI 

published in 2000 titled Crossing the Quality Chasm. This book addresses the rapidly changing 

nature of the healthcare system and makes additional calls to “bridge the gap” between the 

current state and the authors’ ideal state of quality healthcare (Institute of Medicine, 2001). This 

author selected the executive summary of the book as a historical document that could provide 

insight into the state of healthcare QI a full decade following the initial calls for formal HCO QI 

action outlined in Curing Health Care. 

 While reading Curing Health Care, significant references to the 1966 paper titled 

“Evaluating the quality of medical care” were made. The authors described how Donabedian was 

the first to make a formal attempt at defining quality in healthcare and critiquing QI evaluation 

methods. Given this work is largely recognized as the first formal attempt at appraising quality 
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and quality evaluation, it was selected as the starting point from which discourses around HCO 

QI would be traced in the analysis. 

 Finally, given the geographical specificity of this research, identifying a document that 

captures the local context was important. For this reason, this author turned to Ontario Health, an 

Ontario crown agency with a mandate to “connect, coordinate, and modernize our province’s 

health care system” (Ontario Health, 2025). When searching for “Ontario Health quality 

improvement” in Google’s search engine, this author was able to locate Ontario Health’s 

2025/2026 “Quality improvement plan guidance document,” which outlines the mandatory 

quality improvement plans (or QIPs) that all HCOs in the province of Ontario must submit to 

Ontario Health annually. 

 All seven of these documents were selected and analyzed using Dean’s governmentality 

analysis framework, allowing the author to engage in discourse analysis via analysis of historical 

texts in conjunction with interview transcripts.  

Ethical considerations and participant data management 

Research Ethics Board (REB) approval for this thesis research was obtained through the 

University of Ottawa on April 29th, 2024. This certificate allowed for participant data collection 

to be completed over a period of one year, ending April 28th, 2025, conditional on several ethical 

provisions being in place, which are outlined as follows.  

Data was collected via virtual semi-structured interviews on Microsoft Teams, conducted 

by this thesis’ author, allowing participants to respond in a narrative, descriptive manner, thus 

being able to relay their experiences with the subject matter (Polit & Beck, 2021, p. 282). The 

interview guide (Appendix C) was designed with questions that aim to gain an understanding of 
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the professional and work-life experiences of CNSs as they relate to quality improvement 

initiatives in hospital settings. Note that the interview guide was meant to act as just that - a 

guide, rather than a script, for the author to utilize to capture data that answers the research 

questions directly, but to also allow research participants the freedom to fully share their 

experiences in a non-inhibited way that does not limit their capacity to share their knowledge and 

experiences. Diverse interviewing techniques, including introductory open-ended questions, 

probing or clarifying sentences, and use of silence were utilized during the interviews to 

encourage open dialogue and sharing of subjective experiences (Adams, 2015). 

The author of this thesis utilized Microsoft Teams transcription software to aid in 

transcription. However, this author also performed manual transcription of the interviews for the 

purpose of correcting errors and to allow for strong immersion in the data. During the 

transcription process, the names of the participants were removed and replaced by numerical 

codes. Additionally, names of the hospitals or other potentially identifying organizational 

information were also removed from transcription and replaced by codes to protect the research 

participants from being identified. A separate password-locked document was kept, organizing 

the hospital code names by important organizational details (size, type of hospital, rural vs 

urban) so that this information could be later referenced. This document did not link workplace 

characteristic to participant codes or organization codes. This document, the interview 

recordings, and all transcription records were all stored in password protected electronic files on 

the author’s personal laptop, which was stored in the author’s locked home office. The author 

was the only person to have access to raw data which included participants’ identifying 

information; all original transcripts with personal information redacted were provided in full to 
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the thesis supervisor; the thesis advisory committee had access to a select sample of quotes and 

aggregate data which was selected to highlight the results of the analysis.  

Given that paper consent forms were not utilized as all communication was virtual in 

nature, the author obtained informed verbal consent from all participants after reviewing the risks 

and benefits of the research to participants and prior to commencing the interviews; this 

informed verbal consent is reflected in the recorded interview transcripts. Original interview 

audio and video recordings were kept confidential and remained password protected, only 

accessed by the author for the purposes of transcription. The names of participants as well as the 

names of hospitals and other identifying information were removed during the transcription 

process and replaced by codes. Any and all dissemination of data in the form of presentations, 

webinars or written materials (publications, conference papers, etc.) only include assigned 

numeric codes and no identifying information (name of employee, name of any colleagues, city, 

any scenarios that would identify participant or their site of employment) appear in 

dissemination products. The author was and continues to be responsible for conserving the data 

in line with best practices in data conservation as they evolve, and as stipulated by the University 

of Ottawa’s REB. The video and audio data were deleted immediately following transcription of 

the interviews. Data disposal was done through secure deletion processes. Transcripts, researcher 

notes, and analysis will be stored indefinitely.  

Inclusion and exclusion criteria  

The including criteria for this research were as follows: any Registered Nurse who a) 

self-identifies as a Clinical Nurse Specialist and who engages in quality improvement work in 

their scope of practice AND b) who has worked as a CNS in an Ontario hospital setting for at 

least one year AND c) who are able to comfortably relay their experience in English. Any CNSs 
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who in addition to quality improvement roles/responsibilities holds a position in hospital senior 

management/leadership will be excluded. Examples of hospital upper/senior management 

include (but are not limited to) roles such as Chief Nursing Executive, Director of QI, Director of 

Professional Practice.  

Several considerations were held when deciding inclusion and exclusion criterion. CNSs 

were selected as the APNs of choice because, as previously discussed, while NPs are also 

considered to be APNs their professional duties are often mostly or exclusively related to clinical 

care, which may limit their abilities to effectively relay experiences relating to QI in HCOs. 

Hospital settings were selected for this research as hospitals are larger HCOs that are likely to 

have structured QI departments and processes integrated into their organizational structures. 

CNSs in a position of senior management/leadership were excluded as their mandates and 

responsibilities relating to QI are more directorial than the responsibilities of those who are 

tasked with engaging in and implementing QI into their daily workloads; this directorial lens, 

while unique, is inherently different than the governmentality-focused lens the author sought to 

explore in this thesis’ research and the author and thesis committee felt that inclusion of these 

groups could cloud the data.  

Recruitment  

Purposive sampling was utilized in this research, as it allowed the author to select 

participants who have exposure to the phenomenon of interest (Polit & Beck, 2021, p. 265). A 

recruitment poster (Appendix D) that clearly and concisely stated the goal of the research, 

inclusion criteria, as well as anticipated time commitments was developed. Recruitment posters 

were distributed via social media, professional and social networks of the author and the 

members of the author’s thesis committee, and relevant professional network organizations. 
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Recruitment poster distribution comprised of circulating the recruitment poster in APN and CNS 

interest groups on Facebook and LinkedIn, sharing the poster on the author’s personal social 

media pages (LinkedIn, Facebook, Instagram) and emailing the poster to individuals in the 

author and thesis committee’s social and professional networks with the expressed request to 

share the poster with potential participants. The author also attempted to engage in snowball 

recruitment when initial participants were recruited and participated in the study, whereas the 

author requested that the participants voluntarily share the recruitment poster with potential 

participants within their own social and professional networks.  

Individuals who were interested in participating were asked to contact the author via 

email (as noted on the recruitment poster), at which time the author confirmed inclusion criteria 

was met. Once confirmed, an interview was arranged at a date and time that was convenient for 

the participant. Interviews were conducted virtually (MS Teams). Due to the limitations of both 

the timeline and the budget of this thesis, and to broaden the geographical scope of potential 

participants, in-person interviews were not conducted.  

Consent forms that reviewed the research’s purpose, participation requirements, ethical 

and confidentiality measures were sent to potential participants via email for review. Consent 

was sought prior to scheduling interviews and verbally reviewed with the participant before each 

interview commenced. Interviews were conducted by the author of the thesis and recorded using 

MS Teams’ voice and video recording function. It was expected that interviews would last 30-60 

minutes; in reality, the interviews were between 52-88 minutes in duration. Even though some 

interviews went over the expected time range, all participants were given ten- and five-minute 

warnings to allow them to conclude the interviews or continue if they wished. These recordings 

were later used for transcription.  
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The sample size was not pre-determined but was rather to be decided upon by the author 

and thesis committee based on the point at which richness in the data supported a substantive 

answering of the research questions. The author initially estimated that the sample size would be 

8-10 individuals to fit the data needs of this research. Due to recruitment challenges, which will 

be discussed in depth in the discussion section of this thesis, only 7 interviews were conducted. 

Despite this, the author and thesis committee agreed that due to the richness and quality of data 

obtained in the 7 interviews, the research questions were able to be answered in a substantive 

manner.  

Overview of participant interviews 

 A total of 7 participants engaged in one-on-one interviews between July to October of 

2024, at which time all recruitment efforts were exhausted, and the author ceased to collect 

further interview data.  

 Participant characteristics presented with significant diversity in terms of educational and 

professional backgrounds. All participants completed their undergraduate nursing degrees at 

Canadian universities. Participants completed their Master’s degrees at Universities in both 

Canada (n=5) and the USA (n=2). The nature of the Master’s degrees varied from participant to 

participant, with three completing thesis-stream nursing degrees, and four completing course-

based degrees, one of which focused on nursing education, and three of which were generalized 

nursing streams. All participants completed a Master’s of Nursing. Some participants completed 

their Master’s education prior to working in CNS roles (n=5), whereas others began working in 

CNS roles prior to the completion of their Master’s (n=2). Those that worked in CNS roles prior 

to the completion of their Master’s degrees identified that Master’s completion was a condition 

for ongoing employment in their CNS role. The working experience of the participants varied 
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significantly as well, with participants ranging from 9-35 years of working experience as 

Registered Nurses in various capacities.  

The nature of CNS roles differed from participant to participant. Some participants 

identified that their roles were more oriented towards clinical assessment and provision of 

clinical expertise; more specifically, two participants identified that most of their role was 

oriented towards the provision of direct clinical care and that they engaged in other spheres of 

the CNS role only when they had capacity to do so. One participant identified that staff 

education was their primary role mandate; their leadership activities centered around staff 

education initiatives, and they did not provide any direct patient or client care. Others identified 

that system capacity building and QI was their main mandate; two participants described 

working primarily on system improvement initiatives, with one also participating in some direct 

clinical care while the other did not engage in direct care capacities in their role. Two 

participants described roles in which they engaged equally in all pillars of the CNS role and had 

responsibilities that varied between clinical care, education, leadership, system improvement, 

and research. Two of the participants worked in CNS roles that were non-unionized leadership 

roles, whereas the others worked in roles that were unionized. 

Discourse Analysis using Dean’s analytic framework 

To extract data from interviews and historical documents, Dean’s (2010) analytic 

framework was utilized. This framework aims to examine how “taken-for-granted ways of doing 

things and how we think about and question them are not entirely self-evident or necessary” 

(Dean, 2010, p. 31). Keeping consistent with traditional FDAs, Dean’s analytic framework does 

not concern itself with assessing the validity or veracity of the discourses used in governing, 
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rather it looks to explore the thoughts, strategies, and techniques that govern human conduct and 

shape individual social reality. This framework follows the steps that are outlined below.  

Step one is problematization. Problematization involves “calling into question” some 

aspects of governing in specific regimes of power (Dean, 2010, p.38). To govern, conduct must 

first be shaped as a problem in which techniques of governance, or regimes of practice, are 

deployed to address the problem or “conduct the conduct.” Problematizations occur with a high 

degree of specificity, occurring at specific dates, places, locales, and institutions (Dean, 2010). 

Problematization allows researchers to shine light on the very specific contexts in which 

governance is called in to “conduct the conduct” and to effectively engage in an analysis of these 

contexts (Dean, 2010, p. 38). 

Problematization focuses on answering the “how” questions. It involves examining how 

the “governors,” or authorities, and “the governed” conduct themselves (Dean, 2010, p.38). It 

involves asking questions that reveal how governing is conducted in specific contexts and how 

the governed conduct themselves when subjected to this power. Problematization highlights the 

ways in which governmentality, or the strategies and technologies used to empower individuals 

to self-regulate and engage in subjectivities, can be used as tools to secure the goals of 

government.  

In this thesis’ research, the problematization of “quality improvement in healthcare 

organizations” was completed to examine the “conduct of conduct” of QI in HCOs, specifically, 

who governs QI in HCOs, what techniques, language, methods are used to govern QI in HCOs, 

and how healthcare workers, particularly APNs, respond and conduct themselves in response to 

the QI HCO governing techniques that are deployed (Dean, 2010, p. 38). The problematization 
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of “quality improvement in healthcare organizations” will be reviewed in the results section of 

this report. 

Step two is interpretive analysis. Dean (2010) provides a methodology that allows 

practices of governing to be uncovered and understood via the analysis of language and texts (in 

the case of this thesis, formal documents and interview transcripts). This analysis was done 

through examination of Dean’s (2010) four pillars of governmentality analytic: visibility, 

episteme, techne, and identity. Each are described below.  

Visibility concerns examining the ways in which regimes of power exert their influence 

through making things visible and by introducing elements that make it possible to “picture” the 

different elements of government (Dean, 2010, p.41). Visibility includes the physical tools, 

charts, and visual aids that are used to establish an understanding of what constitutes obedience 

or correctness within governance (Dean, 2010). Questions that were asked to uncover this pillar 

include: how is this discourse made visible? What is illuminated by this discourse and what is 

obscured? Where are these discourses located? 

Episteme aims to examine the forms of knowledge, thought, content, and strategies that 

are used in the practice of governing (Dean, 2010, p. 42-43). Episteme makes up the connection 

between thought and governance, and how forms of knowledge are used to achieve various 

objectives of governance (Dean, 2010). Questions that were asked to uncover this pillar include: 

what forms of knowledge and expertise form current discourses around QI in HCOs? What 

forms of knowledge and thoughts define how QI work in HCOs is or should be carried out? 

Techne aims to uncover the means, procedures, instruments, in which the governing 

agents carry out discourse (Dean, 2010, p. 42). Techne can be conceptualized as the various 
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“technologies of the government,” or the ways in which governance limits what can or cannot be 

done in a given milieu (Dean, 2010, p. 42). Questions that were asked to uncover this pillar 

include: what are the mechanisms through which QI in HCOs is achieved? How is practice in QI 

regulated? How are truths that form discourse in HCO QI established and validated? Which 

organizational agents are key in achieving QI in HCOs and how are they discursively 

constructed? 

Identity aims to understand the “individual and collective identity through which governing 

operates” and how governing forms and transforms identities that discourse act on (Dean, 2010, 

p. 43). The identity branch explores not how governance determines the subjectivity of 

individuals, rather how it elicits, facilitates, and fosters certain ideal qualities, behaviors and 

attributes (Dean, 2010). Some of the questions that the author asked to uncover this pillar 

include: how do HCO QI discourses influence how we think about healthcare workers, including 

APNs and other QI professionals? How are identities related to HCO QI enabled? Are these 

identities resisted in any way, and if so, what are the consequences? What forms of conduct are 

expected of these “identities” in HCO QI? How are identities in HCO QI formed and 

maintained? 

The analysis of the interview transcripts and formal documents took place in three phases, 

described as follows: 

1. Literal reading of the texts for content and context where texts were read and catalogued 

in a descriptive manner (for formal documents, the type of document, intended audience, 

source, date produced; for interviews, role of APN within HCO, type of HCO setting they 

work in). This allowed an initial uncovering and insight into some of the discourses being 

explored. 
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2. Interpretive reading of the texts for overarching themes and interconnections with other 

documents. Documents and interview transcripts were examined for overarching themes, 

repetitive motifs, consistent language. Intertextuality, or the examination of how the texts 

relate to one another, was the primary goal for this reading and stage of analysis 

(Fairclough, 1992). 

3. Interpretive reading of the texts through the lens of the four pillars of Dean’s 

governmentality analytic (visibility, episteme, techne, and identity), utilizing questions 

previously identified, in order to examine how regimes of practice relating to HCO QI 

function. 

Trustworthiness 

 There is no standard or formally established methodology for the completion of a 

Foucauldian Discourse Analysis (FDA), as Foucault himself did not identify a standardized 

approach to discourse analysis (Cheek, 2004; Springer & Clinton, 2015). As such, the evaluation 

of trustworthiness in a FDA is complicated due to the multiple, situation-specific approaches that 

can be applied to a FDA (Nixon & Power, 2007). It has been suggested that epistemologically, it 

is more congruent to take a post-positivist parallel approach to the evaluation of “rigor” in 

discourse analysis research, as uncovering truth or fact is not the goal of a FDA (Nixon & Power, 

2007). Rather, a FDA’s goal is for the researcher to uncover meaning and interpretation in the 

texts that are analyzed, which the author from hereon out refers to as trustworthiness (Nixon & 

Power, 2007). This parallel approach to rigor aims to establish a means of evaluating whether the 

analysis conducted is of high quality, grounded, sound, and coherent, rather than whether the 

conclusions are “true” in the positivist sense of the word (Nixon & Power, 2007). It has been 

suggested that one way to accomplish this type of trustworthiness is through visibility of the 



 
 

76 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
research process, where researchers can transparently illustrate their analytical process to readers 

(Sandelowski, 1993). Hence, to establish trustworthiness, this author documented all decision-

making processes of the analysis and interpretation of the data throughout the analysis portion of 

the research, a strategy identified as “chronicling” (Greckhamer & Cilesiz, 2014). 

 It has also been suggested that for FDA research, researchers can achieve trustworthiness 

through increased accountability. This can be actioned by thoroughly detailing decisions and 

logic regarding the selection of texts, how researchers move between texts and interpretation, 

and what methodology is being used to guide analysis (Cheek, 2004; Greckhamer & Cilesiz, 

2014). Guided by the identified need for accountability in decision-making in FDA research, the 

following questions have been presented by Crowe (2005) to help establish trustworthiness, 

which are answered by the author below. 

1. Is the research question a good fit for discourse analysis?  

As previously described, the aims of this research are as follows: to explore and identify the 

dominant discourses that structure QI in healthcare, how these discourses impact the nursing 

work and experiences of APNs, as well as to identify and bring attention to alternative or 

subjugated discourses regarding QI that may exist in healthcare. The research questions that were 

used to achieve this aim are as follows: what are the prominent discourses that shape current 

understanding of and experience with QI in healthcare? What forms of subjugated knowledge 

and discourse emerge in QI-centered spaces in healthcare organizations? How do QI discourses 

in HCOs shape the experiences of APNs in their professional capacity? Given that the 

uncovering of dominant and subjugated discourses as well as their impact on APNs in the 

healthcare system is central in the research questions, they are a good fit for a discourse analysis 

as they provide an opportunity to explore the social and political milieu where discourse occurs, 
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thus allowing researchers to both uncover discourse and its influence on the individuals within 

the milieu. 

2. Do the texts support the analysis of the research question?  

The selection of texts supports the research aim to identify and bring attention to discourses 

surrounding QI in healthcare. This author aimed to uncover the discourses via exploration of two 

different types of texts, CNS interview transcripts and historical documents. The selection of 

these texts allowed for the discourse analysis to be approached from two different lenses. It 

allowed for the author to historically situate the discourses surrounding this topic, consistent with 

genealogical approaches to discourse analysis previously presented in Foucault’s research. It also 

allowed for exploration of the discourses in the present social milieu of participant experiences, 

allowing for discourse analysis to occur at a micro, social level. 

3. Have sufficient resources been considered?  

During phase 2, interpretive reading, of Dean’s interpretive analytic framework, this author 

read between the interview texts and historical documents with the goal of identifying common 

themes, motifs, and language. During this phase, chronicling was completed, where the author 

made note of new themes that emerged from the data as they appeared, noting the commonalities 

between the various data sets. During this process, rich data and intertextual themes were drawn 

from the resources; a point was reached where no further themes emerged and rather the data 

continued to present with repetitions in the intertextual themes that were previously identified. 

The chronicling of this process and consideration that was given to the data in the research 

supported the author’s conclusion that sufficient data (both historical and interview data) had 

been collected to support achieving the thesis’ aims.  

4. Has the interpretive paradigm been explicated?  
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The interpretive paradigms, both in the foundational theoretical concepts of the thesis and the 

conceptual pillars that ground the thesis’ analytic framework, were explored in depth. The author 

provided conceptual definitions of discourse, knowledge/power, and governmentality in the 

theoretical foundations chapter of this thesis. The author went on to define the pillars of analysis 

used in the thesis’ analytic framework, visibility, episteme, techne, and identity, thus 

demonstrating evidence that the interpretive paradigm has been sufficiently explored. 

5. Are all of the processes used in the study congruent with this paradigm?  

All the research’s processes are congruent with the selected paradigm. The research is 

grounded in the Foucauldian concepts of discourse, knowledge/power, and governmentality. 

Dean expanded on Foucauldian conceptualizations of governmentality in his own work and went 

on to develop an analytic framework that provides a stepwise process for discourses and the 

technologies of governmentality to be uncovered. Careful consideration to the theoretical 

paradigm of this thesis have been given in its methodological design.  

6. Does the author provide a detailed analysis of the data and analysis processes?  

Yes, the author reviewed the analysis processes thoroughly in the methodology chapter of 

this thesis. Furthermore, the results of the analytic process were described in detail in this 

chapter.  

7. Are the descriptions adequate for the reader to follow and understand the contexts 

thoroughly? 

Descriptions of the analytic processes were detailed in a stepwise fashion in the methodology 

chapter of this thesis. Along with the step-by-step descriptions of how analytics took place, 

definitions for the foundational pillars of the analytic framework were also provided.  



 
 

79 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
Detailed chronicling of the research was completed throughout the analysis of the texts, 

ensuring that the above questions were thoroughly answered in all stages of the research process 

via a reflexive journal. This chronicling, as well as the detailed answering of the questions 

relating to accountability of the selected methodology identified above, are presented in the final 

thesis to achieve trustworthiness. Additionally, the thesis supervisor, who has experience in 

conducting critical discourse analyses, supported every step of the research process, also serving 

as a means of upholding trustworthiness.  

Summary  

 In this chapter, an overview of the thesis’ methodology was provided. This overview was 

comprised of an introduction to FDA methods and strategies, including genealogy, as well as a 

detailed description of Dean’s Governmentality Analytic, the analytic method used to guide this 

thesis’ intertextual analysis. A summary of how both textual and participant data was collected 

was provided, as well as an overview of the textual data (7 selected historical documents) and 

participant characteristics (7 CNS participants) that resulted from data collection. Ethical 

considerations for the study were discussed; additionally, the considerations that were taken by 

the author and thesis committee to ensure trustworthiness of the study and analytic methods were 

provided.   
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Chapter 5: Results 

 Following through with the methodology of this thesis, results were obtained in the form 

of historical documents via genealogy, semi-structured interviews with eligible participants, and 

intertextual analysis of these documents. The results of this thesis are presented in four sections. 

First, to provide the historical context in which QI moved from the managerial/industrial sector 

to the healthcare sector, a historization of healthcare QI is provided. Next, a chronological 

overview of the historical drivers of healthcare QI are reviewed. Next, the author accounts the 

results of Dean’s governmentality analytic framework, which, recalling from this thesis’ 

methodology chapter, is broken down into two sections: problematization and interpretive 

analysis (Dean, 2010). The problematization of QI in healthcare is reviewed and supported with 

historical data., and finally, the results of the interpretive analysis, presented as three distinctive 

overarching discourses, hierarchy, regulation, and performance are presented. The results of the 

interpretive analysis are presented in a way that reflects the intertextual analytic framework of 

this research, in which the author moves between evidence from historical documents and 

interview transcripts in a fluid manner.  

Historization of Quality Improvement in Healthcare 

 In the late 19th and early 20th centuries, healthcare quality was disorganized and largely 

dependent on the skills of individual practitioners (Luce et al., 1994). There was large variation 

in the training provided to healthcare practitioners and in the services that they delivered (Luce et 

al., 1994). To address the large variation seen in healthcare delivery, the organization of quality 

assurance regulatory bodies in healthcare began forming in the mid 1900s, including the Joint 

Commission on Accreditation of Hospitals, founded in 1952 as a collaborative initiative between 

Canadian and American physician associations, which established and evaluated what they 
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determined to be minimum standards and optimal standards of healthcare delivery in hospitals 

(Luce et al., 1994). Healthcare organizations (HCOs) electing to participate in accreditation 

processes could subsequently be measured based on these pre-determined standards; any 

shortcomings identified guide HCOs quality improvement (QI) initiatives to subsequently meet 

the standards outlined by accrediting organizations.  

With the formation of healthcare quality regulatory bodies, including accreditation 

bodies, came pressure to standardize the evaluation of quality measures in healthcare (Luce et 

al., 1994). One individual who largely drove the movement towards health quality evaluation 

standardization was Avedis Donabedian, a physician and scientist. Donabedian’s 1966 paper 

titled “Evaluating the quality of medical care” is largely considered to be one of the foundational 

guides for health quality evaluation in healthcare. Donabedian’s work served to establish three 

guiding principles for quality evaluation: structure, process, and outcome (Ayanian & Markel, 

2016; Banerjee et al., 2012; Donabedian, 2005). Donabedian also identified ideals to guide the 

assessment of quality in healthcare, including the need for reproducibility in standards of care, 

“patient-centered” outcomes, and a focus on metrics and measurable standards when evaluating 

quality (Donabedian, 2005). Donabedian’s principles of quality evaluation continue to inform 

how HCOs and the healthcare sector define quality to this day (Ayanian & Markel, 2016; 

Banerjee et al., 2012). 

Quality assessment and evaluation discourse in healthcare became widely accepted and 

unquestioned in the mid to late 20th century. Around this time, healthcare administrators 

identified the need for structured QI as a way to address gaps in quality uncovered in health 

quality assessments and to meet the cultural shift in healthcare towards Evidence-Based Practice 

(EBP) that had begun to take place in the 1960s (Banerjee et al., 2012; Schroeder et al., 2019). In 
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1991, the Institute for Healthcare Improvement (IHI) was founded in the USA with the goal of 

pursing QI in healthcare on a global scale (Banerjee et al., 2012). The IHI initially tasked itself 

with the goal of rigorously uncovering what were deemed the “best” approaches to healthcare 

delivery and translating these approaches to “practice guidelines” that could be utilized to 

improve the practices of healthcare practitioners worldwide (Banerjee et al., 2012). As QI and 

EBP continued to take hold in the healthcare sector, nearly a decade later, the Institute of 

Medicine (IOM) declared that QI would lead the direction of healthcare moving into the 21st 

century and identified six guiding principles for the improvement of quality in healthcare: safe, 

effective, efficient, patient centered, timely, and equitable care (Koyle et al., 2018). 

QI has, and continues to be, largely been driven by external and organizational pressures 

rather than by individual healthcare clinicians and practitioners (Koyle et al., 2018). These 

external agencies and HCOs rely on various structured methodologies and frameworks to guide 

QI in healthcare which have origins in business and management frameworks rather than 

healthcare frameworks (Koyle et al., 2018; Migita et al., 2018). Healthcare QI frameworks 

widely accepted and utilized today include the Plan-Do-Study-Act (PDSA) framework, Lean 

principles, and Sigma Six principles (Koyle et al., 2018; Migita et al., 2018). These healthcare-

adapted QI frameworks have origins that can be tied back to industrial and manufacturing 

management scholars and leaders, including W. Edwards Deming, Walter Shewart, and Joseph 

Juran (Koyle et al., 2018; Migita et al., 2018). These methodologies, guided by their 

manufacturing and industrial roots, utilize frameworks aimed at improving quality by reducing 

variation, cost, and waste, while increasing efficiency and standardization (Koyle et al., 2018; 

Migita et al., 2018). Healthcare QI has historically and continues to be guided by business, 

manufacturing, and industrial principles rather than principles with foundations in healthcare. 
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Chronology of quality improvement drivers in healthcare  

 Since QI became widely accepted and utilized in HCOs in the 1990s, there has been a 

multitude of drivers for QI related changes and initiatives in the healthcare sector. One of the 

principal drivers of healthcare QI has historically been and continues to be cost reduction 

(Banerjee et al., 2012; Koyle et al., 2018; Luce et al., 1994). With growing concerns over fiscal 

pressures and shortcomings at organizational, provincial/state, and national levels, value-based 

care, where healthcare performance is defined as a ratio of quality to cost, has been identified as 

a model to move healthcare forward in a cost-conscious environment (Koyle et al., 2018). In the 

USA, QI efforts were also identified as a means to potentially drive down costs associated with 

medical malpractice on the healthcare system (Luce et al., 1994). 

 The large-scale acceptance and desire to implement Evidence-Based Practice (EBP) in 

the healthcare system has also been a driver of QI.  With the cultural shift towards EBP in the 

1990s, furthered by the founding of the Cochrane Collaboration, a charitable organization 

dedicated to aiding the promotion and translation of EBP, in 1993, QI was looked to as a way to 

ensure the delivery of EBP in the healthcare sector (Banerjee et al., 2012; Parry, 2014; Schroeder 

et al., 2019). QI was largely regarded as the “translational” tool that could move EBP into 

practice using standardized frameworks and implementation strategies (Banerjee et al., 2012). 

 Large external organizational pressures for QI also exist in the healthcare sector. These 

external drivers for QI predominantly include external accreditation organizations. HCOs are 

required to utilize QI in order to meet growing numbers of accreditation standards around quality 

and safety (Schroeder et al., 2019). There are also a number of external organizations who are 

founded with the purpose of moving HCOs towards QI, including the Institute for Healthcare 

Improvement, whose organizational goals include helping HCOs achieve improved patient and 
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community outcomes, improved patient experience, and lower cost through QI (Schroeder et al., 

2019).  

 The changing healthcare landscape in North America has also driven a turn towards QI. 

Significant changes to population demographics, population health and epidemiology continue to 

require change and improvement in healthcare systems (Oksuzyan et al., 2020). Rapid, 

unprecedented changes in healthcare and health records technology have driven the need for QI 

in HCOs (Salmond & Echevarria, 2017; Schroeder et al., 2019; Shannon & French, 2005). 

Downsizing of the healthcare provider workforce in Canada (as a result of sweeping austerity 

measures), particularly during the 1990s has also further driven the need for QI to increase 

efficiency in light of the gaps left by a reduction in health human resources (Shannon & French, 

2005).  

 There is also strong desire at organizational, provincial, and federal levels for healthcare 

organizations to achieve the desirable outcomes of quality improvement projects, which include 

better patient outcomes, better system performance, and better professional development (in the 

form of enhancing “scientific knowledge” and “the knowledge of disease biology”) (Batalden & 

Davidoff, 2007, p. 2). Researchers highlighting QI implementation across different healthcare 

organizations often tout measurable successes and improvements in specific quantitative 

outcomes, contributing to further drive for HCOs to engage in QI activities. For example, a 

systematic review found that 88% of studies that examined the effectiveness of Lean and Sigma 

Six methodologies in improving surgeries found significant improvements post-QI intervention 

in measures including reduction of cost, reduction of length of stay, increasing operating room 

turnaround and improvements in prophylactic antibiotic use (Mason et al., 2015). A second 

systematic review examining the application of Lean and Sigma Six QI methodologies in the 
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field of radiology found positive benefits associated with the QI interventions in all of the studies 

examined, including reduced cost, reduced wait time, and improved patient satisfaction 

(Amaratunga & Dobranowski, 2016). There has been evidence to demonstrate that QI projects 

have led to benefits including improved antibiotic management, decreased adverse drug events, 

and increases in childhood immunization rates (Shortell et al., 1998).  

As previously discussed, healthcare QI has evolved significantly over the last century. In 

the early 1900s, QI frameworks in healthcare were non-existent, and gradually over the next 100 

years there has been a movement towards defining, structuring, organizing, and accepting the 

role of QI in the healthcare field (Koyle et al., 2018; Schroeder et al., 2019). Today, QI is widely 

accepted as an integral piece of healthcare delivery and its position within healthcare remains 

largely unchallenged, allowing healthcare organizations to continuously implement QI related 

practices, initiatives, and policies that impact all levels of healthcare delivery (Koyle et al., 

2018). 

Problematization of quality improvement in healthcare 

Dean identifies the first step of an analytic of government as “problematization.” For the 

author to engage in a governmentality analytic of healthcare organization quality improvement, 

problematization of quality improvement in healthcare must first occur, where the author 

uncovers when and how healthcare quality was initially conceptualized as a problem in which 

governance strategies needed to be deployed. Problematization of HCO QI was achieved via 

examination of historical texts, which allowed the author to appraise the language used to 

discuss, describe, and contextualize HCO QI when discussions around HCO QI first framed 

quality in healthcare as a problem in need of governance. Berwick’s 1990 book Curing Health 
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Care was found to be the first chronological point in the document analysis in which quality was 

framed as a problem, and as such was selected to ground the problematization of QI in 

healthcare.    

A readthrough of the preface and first chapter of Curing Health Care allowed the author 

to problematize healthcare quality improvement; more specifically, it allowed the author to 

contextualize how quality in healthcare became framed as a problem in need of addressing by QI 

governance strategies. In the 1970s, with the introduction of neoliberal-ideologically driven 

policies and restructuring of the healthcare system in the USA and abroad, attention turned 

towards healthcare costs as an issue in need of addressing (Berwick et al., 1990, p. 5; Sakellariou 

& Rotarou, 2017). In line with neoliberal ideologies, healthcare policies were put in place to 

drive down the cost of care, including market-driven solutions such as “foster competition… let 

market forces drive down prices” and “limit the total payment… using the force of regulation 

and the power of the checkbook” (Berwick et al., 1990, pp. 5–6). The focus on cost-containment 

within HCOs continued throughout the 1970s and 1980s and was a focal point in defining the 

problems associated with quality in need of addressing via governing strategies, as identified in 

Curing Health Care.  

Within the body of text in Curing Health Care, variability was prominently framed as the 

second problem with quality within healthcare organizations.  Variability of care in HCOs is 

framed as a “rampant” and “slam-dunk variation” issue in need of addressing via governance 

strategies (Berwick et al., 1990, p. 7). At the point in time of publication of Curing Health Care, 

variation between healthcare providers and between individual organizations is irrevocably 

linked to quality and to the public’s ability to trust HCOs: “the evidence on variation makes 
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simple trust in the quality of care seem naïve” (Berwick et al., 1990, p. 8). Variation is a problem 

in quality to be addressed, whereas standardization is the goal. 

 Practitioner-led judgement and decision making occurring within individual healthcare 

organizations is also framed as a problem in quality of care within HCOs. Control over decision 

making in care trajectories is conceptualized as an issue of accountability, as justification for 

clinical choices was framed as informal and non-regulated. This is framed as a problem with 

consequences including malpractice, inefficiencies, and fears that individuals will “cut quality 

corners” to maximize their own profits in a pay-per-service payment system (Berwick et al., 

1990, p.7).  

Within this problematization, quality in HCOs, is thus framed as “providing superior 

service at lower prices” (Berwick et al., 1990, p. 15). In 1990, the problematization of quality in 

HCOs frames the problems with quality as high cost, highly variable, and practitioner-led care. 

The call for strategies of governance to address these problems of quality can be seen initially in 

1990, with the publication of Curing Health Care and henceforth since.  

This problematization of quality thus grounds the results of the governmentality analysis 

of this research and allows the author to center the discourses uncovered in the analysis, 

specifically hierarchy, regulation, and performance, in their governance of the conduct of 

quality in HCOs.  

Discourses of hierarchy in governance   

 Via analysis of the interview transcripts and historical texts, discourses of hierarchy in the 

governance of QI in HCOs were identified in all spheres of governance. Grounding the concept 

of hierarchy in Foucauldian theory can help guide the definition that will be used in this analysis, 
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particularly the relationship between power and knowledge grounds how hierarchy is 

conceptualized. As previously discussed, power is not wielded by individual people or entities 

but is rather transmitted through the social and political milieu (Foucault, 1980). Foucault does 

not conceptualize hierarchy as an entity held by any one individual or structure but rather links it 

to processes of normalization in forms of knowledge and the ways in which some forms of 

knowledge are embraced while others are rejected (Foucault, 1978). This results in a hierarchy of 

acceptable language and acceptable forms of knowledge. This hierarchy of acceptability wields 

power and governs over individuals and institutions via normalizing actions where expected 

behaviors, thoughts, attitudes, and processes are established within social and political structures, 

and where those that transmit acceptable forms of knowledge hold power. Through this 

conceptualization of hierarchy, findings which highlight the ways in which hierarchy is 

emmeshed in the governance of QI in HCOs are presented.  

Hierarchy within healthcare organizational structures   

Both interview participants and historical documents highlight the ways in which QI is 

governed via hierarchies embedded within the organizational structures of HCOs. These 

hierarchies are essential in governing QI practices, activities, and priorities in HCOs. 

Participants positioned HCO executive management at the top of the QI hierarchy, 

identifying the high degree of authority that leadership holds with regards to vision setting, 

priority determination, and decision making in QI activities. This hierarchy creates conditions 

within HCOs where senior and executive management act as gatekeepers to QI. As one 

participant vocalized, to get approval and support for any QI initiative, you need “the right 
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stakeholders at the table, [to make] sure that you have senior management buy in, that you have 

buy in from the organisation” (P7).  

And while the authority that management holds in QI governance was a recurrent theme 

amongst participants, they also identified the ways in which executive management in HCOs are 

also subject to pressures from the provincial health authority, adding an additional layer of 

complexity to the hierarchical structures of governance in healthcare QI. Participants discussed 

the ways in which the QI priorities of senior management must line up with the priorities of 

regulatory and health authority bodies. One participant summated the deep entrenchment of 

hierarchy in QI authority that they have witnessed in their experiences as a CNS in the following 

statement: “I have never, in the last 10 years, seen any initiative taken that wasn’t mandated by 

somebody above them (P6).” 

Participants reviewed how hierarchy within HCOs limits how effectively different 

professionals can engage in QI. Participants highlighted that organizational hierarchies create 

barriers to QI engagement and priority determination, particularly among patient-facing staff:  

The majority of the big quality improvement decisions are generally made from top 

down. I think that if a patient-facing worker came up with a quality improvement 

initiative, it would be much harder for them to get traction and be heard when talking to 

leadership because leadership decides where funding goes and it’s what they ultimately 

decide (P1) 

Participants also reflected on how HCO hierarchical structures regulate their identities as 

CNSs within the organizations. When analyzing data, a stark difference was noted in the 

experiences of CNSs who were unionized compared to the experiences of non-unionized, 

leadership-based CNSs. The unionized CNSs identified that they hold less authority in QI 

compared to management and leadership within their organizations as they are left out of crucial 
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strategic planning conversations. The unionized employees reflected on how, within their HCOs, 

strategic planning and large-scale organizational improvement planning occurs within the 

confines of management teams due to the limits that organizations set on who can participate in 

planning; there is a perception that unionized employees must be left out of strategic planning for 

reasons relating to confidentiality and insufficient authority to engage in larger organizational 

planning. One participant highlighted this while reflecting on their professional constraints as a 

unionized employee, “[this] makes my position unique because I have no authority. I’m a nice 

employee; I’ve absolutely no authority, but yet you need to implement change” (P2). Another 

participant described being excluded from conversations relating to QI evaluation and planning, 

stating that “you’re left out of all of that because you’re unionized, or at least in our organization 

you are” (P2). These experiences contrast with the experiences of non-unionized CNSs, who 

highlighted that they benefited from organizational hierarchies in their roles as they could 

leverage their positions within the organization to move forward nursing-centered priorities in QI 

leadership conversations: 

The CNS role is something that can bridge that [hierarchy] and allow us to have a seat at 

the table for these types of decisions and these types of discussions that normally are 

usually like, you know, executive level people in positions of leadership, but then no 

nursing representation (P4)  

Visibility plays a large role in the legitimization of organizational hierarchies in QI. 

Several participants identified the presence of formal QI committees and working groups that 

guide QI decision making. Names of these groups varied from organization to organization as 

identified by participants, ranging from titles such as “quality improvement team” to “advisory 

councils” to disease-specific working groups. These groups provide a setting for visible, formal 

QI conversations to take place and legitimize the processes involved in the planning, 
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implementation, evaluation and dissemination of QI; “we have quarterly meetings where we talk 

about our statistics and performance and get feedback” (P7). 

The role that executive management hierarchical structures play in governance of QI 

activities in HCOs is not surprising upon examination of the historical documents, which review 

the forms of knowledge that guide QI processes. Historical documents outlining QI theory and 

methodology, including Crossing the Quality Chasm, “Comparing Lean and QI,” and “The 

Breakthrough series,” and Ontario Health’s “QIP guidance document” all place organizational 

management at the center of QI. Language mandating strong, sustained, committed leadership in 

HCO QI activities persist across all documents. For example, “Comparing Lean and QI” states 

that “creating a truly Lean health care organization requires a transformational commitment by 

leadership, followed by a steadfast, long-term commitment to building improvement capability 

throughout the management hierarchy.” The documents also place an emphasis on the inherent 

responsibility of management to sustain QI activities within organizations, emmeshing 

accountability for QI success within the identity of the QI leader in HCOs. Looking specifically 

at the Ontario context, Ontario Health stated that “clinical leaders are critical to improvement 

efforts and developing a culture of quality within an organization… all those in leadership 

positions are accountable for implementing and supporting the organization’s QIP” (Ontario 

Health, 2024). These documents highlight the ways in which hierarchy and identity in HCO 

leadership intersect in the governance of QI. 

Hierarchy in physician authority in QI 

Participants repeatedly relayed experiences which highlighted the hierarchal positionality 

that physician identity holds within HCOs QI spaces. Most participants described ways in which 

physicians are seen as voices of authority with regards to QI priority setting. Physicians are seen 
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to “always have more pull in the hospital” with regards to setting QI priorities (P3). One 

participant highlighted this while reflecting on how a specific QI initiative that they were 

working on was initially brought forward: “the only reason that got put in is because [the 

physicians] said it had to come in” (P6). This voice and authority sharply contrasted that of 

nurses in HCOs, who, per the participants, are not seen to have the same level of authority in QI 

determination:  

the last QI project I did was 100% motivated because a physician complained to our 

medical director. So the need was identified by a physician… it was really one complaint, 

and that was impressive, because it’s an issue that everybody knew about for a long time 

and it wasn’t until a physician complained that it was like ‘oh, we’re gonna fix this’ (P5) 

Participants highlighted that often, nurses alone do not have the voice or the authority to 

bring forward QI priorities or areas of concern, and instead require the collaboration of physician 

colleagues to gain traction on issues of concern. One participant, reflecting on the ways in which 

HCOs perceive nursing, expressed that “[nursing] expertise is not recognized or valued unless 

it’s in conjunction with a doctor” (P6). Another participant highlighted how the hierarchical 

nature of physicians in HCO QI both enable and constrain what becomes an issue of priority 

within the HCO, identifying that “when we have experienced success at [quality improvement] 

work, it’s been when a patient-facing staff identifies something, and a physician also thinks it’s 

interesting” (P5). Contrarily, nurses or other patient-facing staff may run into difficulties gaining 

support and resources for QI initiatives if they do not impact physicians, or as P5 voiced, nursing 

issues are “not a priority… because it is not a physician problem.” 

Physician authority within HCO QI hierarchies is enabled in multiple ways. Physicians 

hold positions of authority and sit at tables on various committees and groups in HCOs which 

enable the construction of their identities as leaders and voices in QI. Participants identified that 
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the roles that physicians hold as department heads, medical directors, leaders of larger regional 

care groups, and others allow legitimize their identities as QI leaders and allow them to have a 

table to voice their own QI priorities. This hierarchy is also reinforced structurally in the job 

expectations, roles, and responsibilities that physicians hold in addition to their role in clinical 

care. Scholarly responsibilities, often mobilized in the form of research and/or QI, is entrenched 

in the job descriptions of many physicians and as such the dedicated time and resources to carry 

out QI are provided to physicians, further legitimizing their authority in QI leadership. As one 

participant related, “physicians are highly motivated [to conduct QI], often they have academic 

appointments to maintain. QI is a part of their professional obligations in many places, and they 

get reimbursed for it” (P5). 

Historically mapping the prevalence of physicians in QI literature increases 

understanding of the ways in which hierarchies in physician authority in QI have been developed 

and reinforced over time. This can be traced back to the origins of QI in healthcare in 

Donabedian’s 1966 “Evaluating the quality of medical care,” a paper whose explicit purpose was 

to evaluate the quality of physician centered care and critically appraise the evaluation methods 

used to evaluate physician care.  Physician centered conceptualizations of quality and quality 

evaluation persist throughout other historical documents analyzed and is particularly evident 

when examining the roots of QI methodology development and dissemination via the IHI. The 

IHI was founded by a physician, Donald Berwick, who helped to set out a transformative vision 

and roadmap for QI work in healthcare. The IHI places a high degree of focus and attention on 

leadership as the center of QI within HCOs. In HCOs, emphasis on leadership translates to 

physician leadership in the form of medical directors, research leadership, and committee 

leadership, which is mirrored in participant experiences within Ontario HCOs. 
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Contrasting the high level of emphasis placed on physician knowledge and authority in 

QI spaces, there is a notable absence of nursing-centered knowledge and authority in the 

historical documents. Tracing back to the first chronological document from the thesis’ 

genealogy, “Evaluating the quality of medical care,” the document focuses on quality relating to 

medical care exclusively. This is reflected in the stated purpose of the paper, which identifies 

that it “deals almost exclusively with the evaluation of the medical care process at the level of 

physician-patient interaction” (Donabedian, 2005). There is no reference to nursing care or 

nursing knowledge; the only reference to “nurse” in the entire document is when the author 

refers to “nurses’ notes” as a source of medical records that can be used in QI evaluation. This 

exclusion of nursing from QI discourse in healthcare endures over time; there is no reference to 

nurses or nursing in the sections of Curing Health Care that were appraised in the genealogy, 

while “physician” and “doctor” are referenced extensively through the document. In Crossing 

the Quality Chasm, nurses are only referenced when listing examples of healthcare professionals, 

but always in conjugation with other professionals including physicians and never as a 

standalone. Nurses are not referenced in either IHI white paper document studied.  

 Ontario Health’s QIP document identifies that patient-facing care providers, including 

nurses, must be engaged in the QIP process as “early involvement in identifying and defining the 

scope of actions for improvement is critical to the success of any quality improvement 

initiative.” However, no standards on how these professionals are engaged and how their 

feedback is integrated into the QIP are identified, demonstrating further evidence of the absence 

of nursing identity is in QI centered spaces.            
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Hierarchy in acceptable forms of knowledge  

Data from participant interviews and historical documents reveal a hierarchy in 

acceptable forms of knowledge relating to QI in healthcare. Forms of knowledge grounded in 

positivist epistemology hold a higher degree of authority compared to other forms of knowledge 

and experience. Positivism is based in the idea that knowledge is grounded in observable and 

measurable phenomena which can be obtained via empirical research (Steinmetz, 2005). 

Positivist school of thought holds high authority in the knowledge hierarchy in QI and is 

reflected in the forms of knowledge that direct QI priorities, such as practice standards, best 

practice guidelines, and disease specific standards of care. Participants frequently cited best 

practice as the core driver of QI, “I would like to point out that best practices are best evidence… 

I think it makes sense that our work goes back to that” (P7).  Positivist realms of thought that 

ground HCO QI work can be historically traced to Donabedian’s “Evaluating the quality of 

medical care,” where Donabedian identifies the following:  

Empirical standards are derived from actual practice and are generally used to compare 

medical care in one setting with that in another, or with statistical averages and attainable 

levels of care and, for that reason, enjoy a certain degree of credibility and acceptability 

(Donabedian, 2005). 

Through the decades following the publication of “Evaluating the quality of medical 

care,” organizations critical in moving forward HCO QI initiatives continued to reinforce this 

hierarchy of knowledge, holding best practice guidelines and standards of care to a high level of 

authority. In their publication of Crossing the quality chasm, the Institute of Medicine defined 

effective care as “care that is based in scientific knowledge” (Institute of Medicine, 2001). In 

2004, with the initiation of the IHI’s “Saving 100 000 lives in the USA” campaign, the IHI 

encouraged the implementation of six specific evidence-based interventions across hospitals in 
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the USA; they went on to attribute implementation of these positivistic-knowledge grounded 

guidelines to lives saved, adding an element of visibility to the legitimization of this knowledge 

hierarchy (McCannon et al., 2006). 

Participants reflected on how this hierarchy of acceptable forms of knowledge can limit 

what constitutes improvement in HCOs. Specifically, participants reflected on how quality is not 

defined by the users of the system, including patients and nurses but instead is defined by 

physicians, executive managers, and governments, who as noted, disproportionality utilize 

positivism to determine QI measures and metrics. One participant reflected on how qualitative 

and experiential forms of knowledge that ground nursing care are not translated to QI in HCOs, 

resulting in neglect of subjective understandings of quality in healthcare: 

it’s [nursing] very much qualitative, that art of actually caring and being present as 

Watson [nursing theorist] would say, for the patient and the value that brings to humans 

and people. But it’s not measurable within medicine and money, and so it’s not as valued 

(P6) 

Participants identified beliefs that the focus on empiric measures in HCO QI is also a 

result of convenience, as alternative measures of quality are perceived as more difficult to 

capture in quality evaluation. One participant, in reference to qualitative patient experiences, 

described them as “subjective and not as measurable and take an extreme amount of time to 

measure” (P6), thus resulting in them not being considered in QI initiatives. Another participant 

described the same challenges with regards to measuring non-quantitative aspects of  nursing 

care, stating “I’m really passionate about the soft skills in our job, that I think are maybe more 

important than some of the other things but harder to measure” (5), going on to describe how the 

difficulty with quantifying these skills translates to them not being prioritized in QI. This results 

in definitions of quality being reduced to individual empiric outcome measures rather than a 
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more fulsome, multifaceted conceptualization of quality. Rationale for using empiric outcome 

measures as indicators for quality can be traced back to the publication of Donabedian’s 

“Evaluating the quality of medical care,” where he goes on to describe that “many advantages 

are gained by using outcome at the criterion of quality in medical care… outcomes tend to be 

fairly concrete and as such, seemingly amenable to more precise measurement.” Participants 

identified examples where empiric outcome measures in the form of highly specific clinical care 

protocols and care pathways establish organizational QI priorities, with one participant 

succinctly remarking that “[the ministry’s] perspective is so general and so high level that they 

almost can’t give a specific mandate unless it’s to treat a very specific situation. You know, like 

gestational diabetes will have such and such a protocol [with specific outcome measures] and 

then everyone has to implement it” (P6). These hierarchies act at the individual and larger 

healthcare system levels to regulate the conduct of QI in healthcare, deeming some QI activities 

as acceptable while rejecting others. 

In summary, through Dean’s governmentality analytic framework, an analysis of data 

from historical document data and participant interview data revealed the ways in which 

discourses of hierarchy appear and are enacted and enabled throughout HCO QI spaces. 

Hierarchy in QI appears throughout HCOs in the form of structural hierarchies enabled by multi-

tiered leadership systems, with each tier holding varying levels of discursive authority. There 

was also evidence of hierarchy in HCO professional identities as evidenced by the high degree of 

authority and visibility in HCO QI held by physicians, contrasting with the largely absent 

nursing voice and authority in the context of HCO QI. Lastly, the data revealed hierarchies in 

acceptable forms of knowledge within HCO QI spaces, as evidenced by positivistic, empiric 

forms of knowledge dominating healthcare QI discourse, while silencing alternative forms of 
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knowledge. Having examined data in this thesis’ research relating to discourses of hierarchy in 

HCO QI, attention will now be turned to discourses of regulation. 

Discourses of regulation  

 Discourses of regulation were identified via a governmentality analytic of participant and 

historical data. Once again, the author turns to the thesis’ theoretical underpinnings to ground 

understanding of what constitutes discourses of regulation.  

 Foucault and Dean’s conceptualizations of governmentality provide a strong foundation 

for understanding discourses of regulation. Recalling from previous chapters, governmentality 

can be understood as an intersection between knowledge, power, discourse, and the strategies 

used to regulate subjects within a social or political milieu (Dean, 2010). The subjects of 

governmentality are not necessarily individuals, but are also families, social groups, and political 

structures (Dean, 2010). Governmentality regulates behaviors not by overt controlling practices, 

but rather via implicit practices and proliferation of acceptable forms of knowledge within a 

specific milieu (Dean, 2010). As such, discourses of regulation in the context of this thesis can 

be conceptualized as the observable incidences where power, knowledge, discourse, and 

governing strategies intersect to control, change, or limit the actions or behaviors of HCOs or 

individuals within HCOs.  

Regulation of QI via governing bodies  

 Examples of QI regulation via governing bodies were prevalent throughout participant 

interviews. Participants identified Accreditation Canada, the provincial health authority, and 

external organizations such as the Registered Nurses Association of Ontario (RNAO), as bodies 

that govern and regulate QI within HCOs in Ontario. Participants described how these governing 
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bodies achieve regulation by mobilizing a multitude of technologies. For example, accreditation 

organizations regulate by establishing pre-selected accreditation standards that organizations are 

required to meet to garner organizational accreditation and remain compliant. As a result, many 

QI initiatives are targeted to meet and maintain accreditation standards. As one participant stated, 

“some of [QI] is just based on, what are the accreditation standards [that need to be met]?” (P2). 

The provincial health authority in Ontario, also referred to as the ministry of health, achieves 

regulation via various mandates, many of which are tied to HCO funding, thus ensuring HCO 

compliance. Per the participants, the ministry of health mandates HCOs to collect and report on 

specific quality indicators, which results in organizations tailoring their QI efforts towards 

improving these metrics. These mandates can result in QI compliance for the sake of compliance 

rather than for the sake of improved care, as one participant describes: 

it’s definitely more outside pressures, like accreditation, or funding… I don’t think it’s 

really reflective of best practice either… things have not been considered that we have 

glaringly huge gaps for standard of care... but it’s [QI priority setting] coming from 

outside, it’s coming from I think, more of the punitive ‘we need to do this or else’ instead 

of reflection of you know, ‘we can provide better care for patients and ,how can we go 

about that to provide better care for them?’ (P4) 

Desire to improve an organization’s reputation results in regulation of QI activities within 

HCOs. One participant explains how there are “different accreditations you can apply for as a 

centre” (P1) and how desire to achieve these reputational accreditation statuses drives QI targets.  

Historical documents also reveal the ways in which discourses of regulation related to 

governing bodies have evolved over time. In Curing Health Care, Berwick (1990) discusses the 

increased role of government in the regulation of HCOs, highlighting that “almost every level of 

government is moving more deeply into surveillance of both care and finance in medicine (p. 

9).”  
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Historical document data reveals how the regulation of HCOs by government agencies 

emerges over time. In 2001’s Crossing the quality chasm, the Institute of Medicine puts forwards 

the recommendation that government bodies should “continue to authorize and appropriate funds 

for… monitoring and tracking processes for use in evaluating the progress of the health system,” 

reinforcing the role of government health authorities in QI regulation (Institute of Medicine, 

2001). Ontario Health’s quality improvement plan (QIP) guidance documents highlight the 

technologies that are used in the local context by the provincial government to regulate HCO QI. 

Ontario Health requires all provincial HCOs, including hospitals, to develop annual QIPs where 

priority issues are pre-selected from a set of themes established by Ontario Health that “describe 

province-wide areas of focus” (Ontario Health, 2024). Furthermore, Ontario Health pre-

establishes “standardized, evidence-based measures of health care quality” that hospitals must 

use to evaluate QI outcomes (Ontario Health, 2024). 

Regulation of QI methodology 

Participants and historical documents both highlighted the ways in which the methods 

used to guide QI activities are regulated within HCOs. Participants identified that within their 

organizations, highly regulated QI frameworks were used to guide QI activities. One participant 

described how Lean-informed daily huddles are built into the daily activities on patient-facing 

units within the hospital: “each unit has their daily huddles, which is all part of the lean 

methodology” (P3). Participants also describe how Lean strategies and IHI-informed PDSA-

cycle improvement strategies are used to guide improvement, “our hospital is very keen on using 

[QI methodologies], some Lean methodology” (P2). These QI frameworks hold a lengthy history 

of regulation; historical documents identify that organizations that led the development of QI 

frameworks pulled from managerial science frameworks to guide the development of guidelines 
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that have since become well-established QI frameworks. In “Comparing Lean and quality 

improvement” the IHI specifically describes the ways in which Lean and IHI QI drew from 

automobile and manufacturing QI experts including Juran, Deming, and Shewart, and translated 

manufacturing QI models be applicable in the healthcare sector (Scoville & Little, 2014). 

Visibility enabled the proliferation of and organizational compliance to these QI methodologies, 

as QI leaders developed visually pleasing, easily shareable QI toolkits and materials, with step-

by-step instructions on how to successfully apply these models within HCOs.   

Despite participants identifying that highly regulated QI methodologies are used within 

their HCOs, participants described varying degrees of individual training in these methodologies, 

contributing to wide-ranging experiences. Some participants identified that their organizations 

paid to have them trained in QI frameworks, including one participant whose organization paid 

for them to have Lean certificate training, despite their role being primarily clinical care 

oriented: “I did take my Lean Greenbelt” (P3).” Other participants identified that through their 

own personal interest and educational pursuits, they had achieved certification, education and 

training in QI methodology and translate this training to their professional duties, “[my research 

experience] is where I learned about quantitative and qualitative analysis. This is where I learned 

the basics of how to do a study, the PDSA cycle, all those things” (P5). This participant, despite 

being in a leadership-oriented CNS role, identified how essential their prior educational 

background and interests were in being competent in QI and in being able to independently move 

forward QI initiatives. Other participants, however, identified that they had not had opportunities 

for training in QI methodologies in their educational or professional experiences. One 

participant, whose roles and responsibilities encompassed both direct clinical care and system 

leadership, reflected on how this limited their ability to effectively engage in QI work despite QI 
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being a significant part of their work portfolio: “how do you improve quality when they haven’t 

necessarily given you the tools to know how to do it? How do you change practice when you 

never really have been taught how to change practice and improve quality” (P1). 

Participant data also revealed how regulation of QI methodologies contributed to issues 

of workplace satisfaction among staff. One participant discussed how the more rigid QI 

frameworks used in their hospital contributed to a degree of discontentment from patient-facing 

nurses. Participants described the perception that due to the regulated QI structures employed by 

HCOs, patient-facing nurses’ contributions towards QI priorities exist in theory but do not 

necessarily translate to reality: “[patient-facing staff] say to us ‘wasn’t QI supposed to be bottom 

up?’ We don’t feel like there’s space for us to bring things towards the table because 

everything’s coming from top down” (P4). This participant expanded on this sentiment, 

explaining the following:   

I think largely it is senior leadership who decides on QI objectives and I think that the 

intention of … CQI is supposed to be more of a grassroots movement where we’re 

hearing from the patient-facing staff and moving things through QI so that we can 

improve their work experience and workflow and work safety… and we’re not able to do 

it in a way that is meaningful for staff, and so it’s hard to get them to connect with it (P4)  

Regulation of QI evaluation  

The data revealed the ways in which QI evaluation within HCOs is also heavily 

regulated. To explore how specific forms of knowledge have legitimized regulation in QI 

evaluation, an examination of Donabedian’s “Evaluating the quality of medical care” is 

insightful. Specifically, Donabedian, in his accounts of how to evaluate quality in healthcare, 

identifies that using pre-selected outcome measures allows for convenient measurement in 



 
 

103 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
quality evaluation, stating, “outcomes tend to be fairly concrete and as such, seemingly amenable 

to more precise measurement” (Donabedian, 1966).  

QI evaluation regulation is further reinforced by the QI frameworks used in healthcare. 

Lean management outlines that evaluation in QI should be centered around outcome measures. 

Per such instruction , QI project designers should: “specify one or more measures that 

characterize the current state and the ideal state… Specify the goal as target level(s) of the 

measure(s)” (Scoville & Little, 2014, p. 11). Additionally, IHI’s QI model identifies that to 

evaluate quality, outcomes must first be selected. In IHI’s step-by-step QI guide, one question 

asks: “How will we know that a change is an improvement? …team members identify 

appropriate measures to track their success” (Institute for Healthcare Improvement, 2003, p. 7). 

Participant experience further highlights how using predetermined outcomes in quality 

evaluation in healthcare is normalized among individuals in these spaces. One participant, 

reflecting on their own process in QI determination, identified, “I can identify the problem based 

on data, I can identify the problem and know where I want to get to” (P2). 

Benchmarking, another metric-centered evaluation tool, is also used in the regulation of 

QI evaluation HCOs. Ontario Health’s QIP guidance documents identifies that when selecting QI 

targets in HCOs, each QI target must be justified and identifies benchmarking as an acceptable 

tool for QI target justification:  

describe why your organization selected the quality improvement targets for the coming 

year. Explain if this target is based on meeting recommended benchmark performances, 

aligning with provincial performance, or evidence-based best practices (p. 13).  

Examples of benchmarking are also mirrored in participant data; one participant 

described using benchmarking to set their own priorities and to evaluate their QI efforts: 
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“comparing yourself to another organization is another way to see that… if you have a peer 

who’s really performing highly, how can we do what they’re doing?” (P7).  

Regulation in QI evaluation is also evidenced by the ways in which QI is conceptualized 

as an ongoing, continuous cycle of improvement. The predominant manufacturing and assembly-

line QI philosophies that ground modern HCO QI frameworks, as outlined in “Comparing Lean 

and QI” stress that for QI to be effective, there must be “Kaizen,” which translates to a 

continuous search for opportunities for improvement and an ongoing commitment to change 

(Scoville & Little, 2014). Lean frameworks stress “an organization’s cultural commitment to… 

continuously improving the work delivered by teams of people, leading to measurable better 

value for patients and other stakeholders.” QI models invoke continuous change cycles, 

including IHI’s Plan-Do-Study-Act (PDSA) cycles of learning as described in detail in IHI’s 

“The Breakthrough series,” which involves cyclical trial and evaluation of QI initiatives. At the 

local health system level, regulation of evaluation is further reinforced by Ontario Health’s 

mandates on annual renewals for QIPs for all HCOs in the province, which translates to a 

legislated requirement for HCOs to engage in regulated, cyclical evaluation of quality measures.  

Participants reflected on the impacts of continuous, cyclical QI evaluation on patient-

facing staff experiences with QI, identifying that it can limit staff engagement with QI. One 

participant noted that predetermined QI measures were reviewed with patient-facing staff 

continuously on a weekly basis. This contributed to a sense of frustration in staff as they felt 

limited in their ability to explore quality issues outside of these specific QI measures:  

it’s not to say that staff don’t care, it’s just that they have different priorities in their day 

to day… they’re like ‘okay, why are we spending every week talking about this when I 

am having other issues not addressed that do affect me and my ability to do work’ (P4) 
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Another participant reflected on how the focus on continuous cycles of improvement 

limited their organization’s ability to effectively evaluate their QI projects. They discussed how 

the continuous nature of QI evaluation limited the organization’s ability to dedicate time to 

reflect, explore potential process shortcomings and understand staff experiences with QI, instead 

evaluation was perceived as superficial and inconsequential:  

it’s gonna cost us more money to try and do the evaluation piece, [fulsomely] so they just 

don’t… it just ends up getting like kind of forgotten… [leadership] just moves onto the 

next one [QIP], they find another, they don’t think too hard about it [evaluation], they just 

abandon the initiative and move on to the next QI initiative (P1)  

CNS regulation of self in QI 

CNSs, both as individuals and as a group within the healthcare system, can be seen as 

subjects to a discourse of regulation as it relates to QI. They are subject to the various power 

structures and technologies of governance that exist within the social and political milieus that 

constitute HCOs.  

CNSs within this milieu are exposed to a series of expectations surrounding acceptable 

behaviors and thoughts; this enables conditions in which CNSs conform to these expectations via 

self-regulation practices (Rose, 1993). However, grounded in Foucault’s conceptualization of 

subjectivity lies the idea that CNSs have the freedom and ability to self-regulate their own 

thoughts and actions in resistance to accepted norms and practices (Dean, 2010). Examples of 

both can be seen throughout the interview data of this thesis. Interview data highlighting 

regulation of the self of CNSs was rich, as interview questions were designed to explore the 

experiences of CNS participants. However, as previously discussed, nursing and nurses were 

largely absent in historical document analysis, with most attention turned towards the identities 

and forms of knowledge held by physician and healthcare leadership. As such, data supporting 
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this section is largely derived from participant interview data rather than historical document 

data. 

Conforming to QI. 

Participants identified the ways in which they regulate themselves, both consciously and 

subconsciously, to conform to the expectations of QI leaders within their HCOs and to be 

effective in their QI work. 

During interviews, many participants explored the ways in which they embraced their 

subjectivity as QI leaders and professionals within HCOs. Participants discussed the ways in 

which they self-regulated their professional interests and educational pursuits to increase their 

knowledge in QI methodologies to be better QI leaders. This was true for participants, regardless 

of their work portfolios and consistent with CNSs who engaged primarily in system leadership 

and those who had portfolios which included patient care domains. One participant reviewed 

how this pursuit of skills in QI methodologies is essential to garnering support for their QI work 

within their organization: “I feel like I have to have my own skill set when it comes to QI if I 

want to get that stuff done” (P5). One participant described how she embraced her roles both as a 

QI leader and as a CNS and noted that by linking these two identities together, she is able to 

assert herself as a QI authority within her HCO: “because my position is a CNS, I can argue that 

these are the pillars of being a CNS and [QI] is just part of it and I can advocate for that” (P2).  

Some participants described some of the ways they gain internal validation and role 

satisfaction from engaging in traditional QI activities. Participants described satisfaction from QI 

activities involving problem identification in HCOs via quantitative data analysis, satisfaction 

from cost savings QI outcomes, and achieving best practices and standards of care through QI 
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mobilization: “I just have such a drive to see people having the opportunity to identify a 

problem, then measure it in different ways” (P7). Participants also described seeking out 

opportunities for integrating QI into their daily work even when it is not mandated, 

demonstrating a form of regulation of the self in participants. One participant conveyed this by 

describing the following: “I’ve always been able to have a QI project on the go, partly because I 

am interested in it, partly because I believe education should be done in a scholarly way and 

continuously evaluated” (P5). 

Participants revealed that to successfully move forward their own QI priorities, they had 

to strategically self-regulate the way in which they presented their priorities to HCO leadership, 

ensuring they fit within greater organizational priorities. This strategic form of self-regulation 

ensured that they could self-determine QI priorities while still garnering organizational and 

resources, “If you were to come in and do a project and you were like ‘how could I get buy in,’ 

I’d say focus on something that will decrease our wait times and you’ll get buy in right away” 

(P5). One participant described the role of strategically self-regulating in relation to timing of QI. 

This participant describes how pushing forward or delaying a QI initiative, depending on current 

corporate priorities, can make or break whether support is obtained: 

to get engagement with the facility, it either has to line up with standards that are out 

there or has [to line] up with your corporate standards, right? There are corporate 

priorities and if it’s not gonna line up with those, it’s just not going to happen… you just 

have to sit on it a little bit before you can move forward because the timing has to be 

right for it (P2) 

Participants explored the role of autonomy in QI determination within their scopes as 

CNSs. While participants did identify that working within and conforming to HCO QI 
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frameworks was essential, they described how autonomy and self-determination of priorities 

contributed to satisfaction in their roles and in their QI work: 

I’m happy that I also get some influence and freedom over that because you notice 

problems in your day-to-day work that you’re like ‘we can solve this.’ So being able to 

kind of put that forward and develop a quality project… is also really rewarding (P7) 

Other participants identified how self-regulating their time and task management was 

essential for ensuring that QI work could be effectively completed in their roles. Participants 

described how despite their organizations’ acknowledgment of CNSs as clinical experts and 

valuable QI professionals, that value did not always translate into resources such as protected 

time for QI work. Many participants described how in order to accomplish QI work, they need to 

engage in self-regulation by either framing their QI work as relevant to the organization’s larger 

strategic plan or by actively scheduling time for QI in their busy workdays, “if there’s a clinical 

need you either have to be really dedicated to kind of protecting it [time] or making sure it’s in 

your strategic plan” (P7). This sometimes included doing QI work in their own unpaid time, such 

as during unpaid meal breaks, after work hours or on weekends: 

sometimes the QI is on my own time because I want to get it done… there may be times 

where I am doing it on the weekends just to make it happen. It is a nice to have, but not a 

need to have… so if I wanna be engaged in QI, sometimes it’s up to me to just make it 

happen on my own time (P5) 

These experiences further highlight the way in which nursing identities and nursing 

knowledge are not consistently given authority or legitimacy within QI spaces, adding additional 

context to previous discussions around discourses of hierarchy and hierarchy of knowledge.  

Resisting QI 

Participants also demonstrated various behaviors consistent with resistance towards some 

of the governing QI discourses. One participant discussed the way that they engaged in strategic 
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protesting within their HCOs to move forward their own QI priorities. They discussed how 

intimate knowledge of the QI drivers within their HCO enabled them to engage in acts of protest 

with the goal of mobilizing their own priorities. Strategically utilizing these QI drivers ensured 

that leadership would move forward QI priorities that were important to the CNS, when these 

priorities were previously dismissed when framed in ways that less explicitly aligned with 

institutional QI priorities: 

leadership would not support us enough to get it done and as a result we had to start 

putting in safety calls… so basically we went above our leadership and said, ‘no, you’re 

gonna do something about this’ (P6) 

This example demonstrates resistance to the discursively created identity of good agent of QI and 

rather reveals how this participant embraced their own subjectivities to strategically mobilize 

change in the HCO milieu.  

Other participants reviewed the ways in which they challenged the widely accepted 

discourses that define quality in healthcare, instead internally embracing alternative definitions 

of quality of care, “it’s quality if it’s saved the hospital money, which I think is a little messed up 

because quality should be determined by the level of care that we’re providing patient, right?” 

(P1). Participants identified that the widely accepted discourses around quality in healthcare did 

not resonate with their own definitions of quality, and how these divergences brought forward 

conflicts with their fundamental nursing values: “as nurses, that’s our core, we want people to 

feel good, we want them to be well beyond disease, we want them to feel healthy fully, mind, 

body, soul” (P6). They did identify that holding alternative definitions of quality made it difficult 

to mobilize QI priorities, “if you really are doing it truly on the side of your desk as, like, I don’t 
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know, a pet project that’s of interest to you, but your team, your manager, your patients haven’t 

said “yeah, this is important, we need to do it,” it’s a lot harder to be successful” (P7).  

Participants discussed the ways they leverage their clinical expertise and the scope of 

their roles to enable participation in QI work that is relevant to them, “[my QI work] is very 

focused on my specific role… I’m rarely forced into something that I don’t think is of value” 

(P3). Other participants, however, identified feelings of disconnection and decreased motivation 

when being pressured to engage in QI work that is not meaningful to them, or when “being 

pigeonholed by the organization” (P4). Experiences where the participants were implicitly and 

explicitly pressured into QI work that was not meaningful to them by HCOs contributed to 

dissatisfaction, disengagement, and internally resisting their identities as QI leaders: 

When being pressured to do something that you don’t believe in, it makes it a lot harder 

to carry out for sure… those are things that motivate you to not like your job anymore 

and want to change and leave and go back to school… it does create a resentful sort of, 

you would lose your purpose and job satisfaction… it would be grounds for changing 

jobs for a lot of people I think (P1) 

In summary, evidence of discourses of regulation, understood as the ways in which 

behaviors, thoughts, and actions are implicitly and explicitly controlled in the intersection 

between knowledge, power, discourse, and regulation strategies, are found throughout this 

thesis’ research data. Discourses of regulation appear in many forms in HCO QI spaces, 

including the regulation of QI activities in healthcare via explicit and implicit forces from 

multiple healthcare governing bodies. It is also observed through the regulation of QI 

methodology, where via the ways in which QI activities are carried out is highly regulated. 

Discourses of regulation are further evidenced in the sphere of QI evaluation, notably via 

discursive constructions of what QI evaluation is and what “good” QI outcomes are. Finally, 
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evidence of regulation of self in CNSs as it relates to QI in healthcare was explored, with a focus 

on the ways in which “positive” behaviors relating to HCO QI are enabled in CNSs and, 

contrastingly, exploring the ways in which CNSs engage in implicit and explicit acts of 

resistance to the discourses that dominate HCO QI.  

Discourses of performance   

 Discourses of performance were identified throughout historical and participant data. To 

more effectively describe how discourses of performance are observed in research data, the 

author first grounds the definition of “performance” in Foucauldian conceptualizations of 

knowledge, power, and governmentality. Foucault explores how the power that knowledge 

wields enables it to be both a productive and a limiting force, both enabling the production 

knowledge that is deemed acceptable and simultaneously limiting alternative forms of 

knowledge (Best & Kellner, 1991a, p. 49). Acceptable forms of knowledge wield significant 

power in the social and political milieu (Foucault, 1978). Governmentality sees that acceptable 

behavior is enabled by setting acceptable norms and standards that are tied to acceptable forms 

of knowledge; acceptable practice is established and differentiated from non-acceptable practice 

(Dean, 2010). With these conceptualizations in mind, performance can be viewed as varying 

degrees of adherence to the acceptable forms of practice and knowledge within a specific social 

or political milieu. Good performance can be understood as strong adherence to established and 

accepted norms and forms of knowledge. The author will now explore the ways in which 

discourses of performance were observed in the data.  
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Cost reduction as performance in QI 

Within the frameworks of QI in healthcare, cost reduction is synonymous with 

performance. Interview participants made statements including the phrases “cost-savings,” “cost-

effective,” and “money saved” to describe HCO performance indicators in quality improvement. 

One participant, when describing their own performance in a QI initiative, identified “I can go 

back and I can look at my day and look at how much money we’ve saved” (P2).  Historical 

document analysis reveals that a high level of attention has been placed on cost reduction as an 

indicator of performance in QI for decades. In Berwick’s 1990 Curing Health Care, the author 

highlights that “cost, more than anything, is driving the change” (p. 5). He identifies that QI can 

be enabled to “foster competition… let market forces drive prices down” and “encourage better 

management of care… create financial incentives to encourage efficiencies,” mirroring many of 

the fundamental underpinning philosophies of neoliberalism including the promotion of free-

market solutions to problems of inefficiencies in healthcare (Berwick et al., 1990, pp. 6–7; 

Sakellariou & Rotarou, 2017).  

Increased costs are framed as wasteful and indicative of inefficiencies, whereas cost 

reduction is framed as increased performance in the healthcare system. A decade later, in 

Crossing the quality chasm, the IHI identifies efficiency, or avoiding waste, as one of their six 

specific aims for improvement, further reinforcing the link between cost reduction and 

performance in the healthcare system and highlighting how performance discourses penetrate 

HCO QI. Historical document tracing also reveals the strategies and mechanisms used to enable 

performance discourses around cost reduction in HCO QI, including the ways in which 

government agencies engage in systematic surveillance of finances, with a notable focus on cost 
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reduction. As Berwick identified in 1990, “almost every level of government is moving more 

deeply into surveillance of both care and finance in medicine.”  

Both participants and historical documents reveal that while quality healthcare remains a 

priority, quality is not prioritized unless it is coupled with cost savings performance. IHI’s 2003 

“Breakthrough series” identifies that its goal as a QI framework is to “help health care 

organizations make ‘breakthrough’ improvements in quality while reducing costs.” One 

participant, reflecting on how HCOs define performance, identified that cost efficiency remains a 

top priority in performance alongside maintenance of a minimum standard of care: 

I think that hospitals and organizations define success by how much money a quality 

improvement initiative has saved them and not sacrificed patient care. So it’s like a 

balance of the two of them, how much money have we saved versus the level of care 

stayed the same (P1) 

Quantitative results as performance in QI 

Links between performance in QI and measurable, quantitative results permeated both the 

interview and the historical document data. Participant data and historical document data frame 

performance in QI as statistically improving measures relating to desirable quality indicators or 

reducing measures relating to undesirable indicators.  

The prominence of the relationship between quantitative results and QI performance can 

be seen throughout participant interview data. One reflected on the prominence of quantitative 

data in all realms of QI in HCOs: “I don’t think the average nurse or patient-facing staff realizes 

how much data the hospital pulls from the electronic charting and how that is used for numbers 

to support quality improvement” (P1). Participants discussed how quantifiable measures and 

targets are set by HCOs to guide QI initiatives, including “patient, patient stats, patient outcomes, 

infection outcomes, follow up outcomes, discharged from service outcomes” (P1). Another 
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participant reflected on how meeting these quantitative targets would constitute good 

performance in HCOs: “the metrics are where they are looking at in terms of how they can prove 

that their system is improving (P4).” 

The link between quantitative results and performance has been discursively enabled for 

decades, dating back to Donabedian’s “Evaluating the quality of health care,” where he identifies 

that in healthcare, there is a search for “discrete, readily measurable data that can provide 

information about the quality of medical care” so to avoid a “costly and laborious” 

multidimensional assessment of care. Donabedian’s reflections around linking measurable data 

to quality performance is mirrored in participant data, as one participant identified “I think we 

are skewing towards quantitative. I think it’s easier to be like ‘hey, we decreased the amount of 

consult we did by this much’ and then pat ourselves on the back or whatever” (P5). 

As QI experts sought to develop more formal healthcare QI models in the 1990s and 

early 2000s, they turned towards statistics as a means of measuring performance. In “Comparing 

Lean and quality improvement,” the IHI identifies how both IHI-QI and Lean rely on 

manufacturing QI leader Shewhart’s “statistical process control” to determine QI goals and 

measure QI performance. This is further evidenced in Ontario Health’s QIP guidance document, 

which states that all HCOs in Ontario must measure and monitor improvements via process 

measures which “must be quantifiable and reportable as rates, percentages, or numbers over 

specific timeframes.”  

The identity of “QI leader” within HCOs is also linked to quantitative performance. 

There is incentivization of desirable leadership behaviors related to achieving performance 

targets. One of the most explicit examples of this type of governance is seen in Ontario Health’s 
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QIP guidance documents, which review that “executive compensation must be linked to the 

achievement of performance improvement targets outlined in the QIP.” This financial 

incentivization of quantitative-based performance reinforces discourses of quantitative results as 

performance in HCOs and further normalizes behaviors relating to quantitative performance in 

QI leadership. Perceptions relating to expressions of these discourses are observed in interview 

data, as one participant identified, when topics of performance management arise in HCOs, “it’s 

not ‘how can we support your staff to provide better care in a safe way’… it’s, ‘how can we 

support you to hit this number?’” (P4). 

Discourses of performance rely on using visibility tools in governance to discursively 

uphold the concept of performance as quantitative results. One example that highlights this 

visibility was identified in the historical document data, in reference to the IHI’s 100 000 lives 

campaign. In this campaign, we see the way in which the IHI visibly links quantitative outcomes, 

specifically the claim that 100 000 lives were saved via the implementation of QI initiatives, to 

positive performance in QI. This campaign, used as a marketing tool for the IHI’s QI initiatives, 

helped to visually spread messages around HCO QI performance to the public and to HCOs 

across the USA. Furthermore, additional historical data, including the IHI’s Breakthrough Series 

and Ontario Health’s QIP guidance document recommend utilizing visual tools including charts, 

progress reports, and presentations that easily communicate quantitative changes in QI 

evaluation metrics, reinforcing the role that visibility plays in governance of performance in 

HCO QI. Participants relayed experiences that further suggested that visibility is linked to tying 

quantitative results to performance in QI; many discussed how improving the way that 

quantitative results look in various measurement tools including charts, presentations, and 

spreadsheets is prioritized in the communication of “good performance” in QI. As one 



 
 

116 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
participant succinctly stated, “there isn’t a lens of, how can we provide best care for patients, it’s 

like, how can we make sure that we’re fitting numbers appropriately in a spreadsheet, we’re 

hitting this target?” (P4). 

 In summary, evidence of discourses of performance in QI were revealed through the 

analysis of this thesis’ results, where, grounded in Foucauldian knowledge, performance is 

conceptualized as adherence to acceptable forms of knowledge and practice within a specific 

social or political milieu. Discourses of performance in QI are actualized and enabled in the ways 

in which healthcare organizations conceptualize what is good performance in QI. Specifically, 

discourses of performance in QI are enabled via the conceptualization of cost reduction and 

quantitative result achievement as good performance in QI.  

Summary of results  

Throughout this thesis’ results chapter, many topics were explored. First, the historization 

of healthcare QI and a chronology of the historical and current drivers of healthcare QI were 

presented. Then, using Dean’s analytic framework to guide understanding of problematization, 

this author engaged in the problematization of healthcare organization quality improvement, 

where the author pulled from historical document data to uncover and describe when and how 

quality in healthcare was conceptualized as a problem in which governing strategies needed to be 

executed to address the problem. Here, the author examined how in the 1990s, following the 

widespread adoption of neoliberal policies in healthcare, highly variable, costly, and practitioner-

led care were constructed as problems in healthcare in need of fixing. Lastly, an exploration of 

the major discourses uncovered in the research’s analytic process, notably discourses of 

hierarchies in QI, regulation in QI, and performance in QI, were discussed. Specific examples of 
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where these discourses were constructed, enabled, and enacted within the social milieu that is 

healthcare organizations, were explored using data from both participant and historical document 

data.  

 Keeping these discursive themes in mind allows a deeper exploration into the impacts of 

predominant QI discourses on the nursing profession and on the provision of care within HCO 

spaces; it allows for consideration of how these discourses are immersed in HCO spaces and 

allows for the consideration of implications for nursing education, research, practice, and 

healthcare governance. The implications of this thesis’ results will be explored further in the next 

chapter.  
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Chapter 6: Discussion  

This thesis’ research aims were broadly to explore and identify the dominant discourses 

that structure QI in healthcare, how these discourses impact the nursing work and experiences of 

APNs, as well as to identify and bring attention to alternative or subjugated discourses regarding 

QI that may exist in healthcare. The following research questions: what are the prominent 

discourses that shape current understanding of and experience with QI in healthcare, what forms 

of subjugated knowledge and discourse emerge in QI-centered spaces in healthcare 

organizations? and how do QI discourses in HCOs shape the experiences of APNs in their 

professional capacity, answered via participant interviews and historical document analysis, 

allowed the research aims to be met. 

Using Dean’s governmentality analytic framework to analyze participant interviews and 

selected historical documents, discourses of hierarchy, regulation, and performance were 

uncovered as the dominant discourses that structure and influence QI in healthcare. Evidence of 

these discourses emerged throughout the relayed experiences of CNSs as they encounter QI in 

their workplaces and was further grounded via the examination of documents related to 

healthcare QI in a genealogic analysis. Research findings will now be re-rooted in this thesis’ 

theoretical underpinnings and will be further contextualized in existing literature and 

contemporary nursing practice issues. Recommendations for nursing practice will be presented 

under each subheading of this chapter rather than as a standalone section due to the iterative 

nature of this discussion and the recommendations that subsequently emerged from this space. 

Finally, the limitations of this research and concluding statements are presented. 
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Governance of the Clinical Nurse Specialist Role  

Recalling Foucauldian conceptualizations of governmentality allows for CNS participants 

experiences to be theoretically contextualized. As Dean (2010) reviewed, an analytic of 

governmentality is the exploration of the technologies, instruments, and mechanisms employed 

to “conduct the conduct” within a social or political milieu. Dean (2010) identified that in the 

study of governmentality, in any given space, there are many intermeshing regimes of practice 

that act in and direct conduct within these spaces. As such, looking within the space of healthcare 

QI, there are a large number of regimes of practice acting to direct and regulate the conduct of 

the individuals and groups within that space. Examining specific technologies employed within 

healthcare QI processes relating to CNS practice provides insight into the experiences of CNSs 

in the QI space. Reflecting specifically on identity, defined by Dean (2010) as “the forms of 

individual and collective identity through which governing operates” (p. 43), the identity of the 

CNS as it is situated within healthcare QI can be explored as a technology of governance within 

this space. 

Identity is a tool of governance employed which aims to regulate the statuses, attributes, 

capacities of those who are governed, as well as their conduct, the duties that they have, and how 

these duties are fostered and ensured (Dean, 2010). CNS identity shapes internal and external 

understanding of what the CNS role is (and is not), what knowledge a CNS holds (and does not 

hold), what their capacities are (and are not) and what types of roles and responsibilities they 

should (or should not) engage in. 
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CNS participants discussed the roles and identities of CNSs in hospital settings, including 

insight into the roles and capacities that they hold in the HCO QI space. Reflecting on the five 

pillars of Advanced Practice Nursing, as outlined by the CNA pan-Canadian framework-which 

serve to structure key elements of identity construction, APNs are expected to engage in direct 

clinical care, education, leadership, research, and consultation and collaboration competencies in 

their workplaces (Canadian Nurses Association, 2019). As previously reviewed in the 

introduction and literature review chapters of this thesis, APNs leadership competencies and 

intimate knowledge of clinical care issues position APNs to be uniquely qualified leaders in QI 

spaces in healthcare (Aplin, 2020; Diaczun & Miller, 2023; Lewandowski & Adamle, 2009; 

O’Sullivan, 2022; Schoales et al., 2018). Through examination of interview results, it becomes 

clear that the participants had broad ranges of work experiences, duties, and scopes within their 

individual workplaces, notably in the context of participation in QI-related work, despite all 

identifying as CNSs who work in Ontario-based hospitals. This highlights the large degree of 

variability in CNS roles in Ontario hospitals that are largely dependent on individual 

organizations and leadership within HCOs. These results demonstrate how identity of CNSs is 

not consistent throughout different spaces in Ontario healthcare, and how this lack of consistent 

understanding of CNS identity contributes to difficulties in the governance of CNSs in Ontario 

HCOs; without a clear identity, the conduct, capacities, and attributes of CNSs are not well 

understood and subsequently not well governed in HCO spaces.  

These experiences are also reflected in extent literature examining CNS roles and 

experiences in Canada. A survey of CNSs in Canada and internationally found large variations in 

the understanding of the CNS role among members of the healthcare team, HCO leadership, and 

health legislators, impacting the working experiences of CNSs in HCOs (Donald et al., 2010). A 
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second study explored how CNSs engage in the different pillars of the CNS role and found that 

the more the CNS engages in direct clinical care, the less likely they are to engage in other 

pillars, including leadership and research (Kilpatrick et al., 2016). In a different study, authors 

explored factors that contribute to CNSs choosing to leave CNS roles and found that lack of role 

clarity and inability to implement all dimensions of the CNS role were key factors in decisions to 

leave CNS roles (Kilpatrick et al., 2014).  

This thesis’ results demarcate a difference in the way that identity of CNS is governed in 

academic and regulatory settings compared to various practice settings. This thesis’ research 

highlighted themes surrounding lack of voice and authority in CNS identity construction and 

enactment, noting how CNSs lack “authority” or a “seat at the table” with regards to quality 

improvement initiatives (P2). It also revealed themes surrounding CNSs lower hierarchical 

positionality in HCOs compared to those with alternative identities, such as senior leadership or 

physician. Identity governance in these healthcare settings limits the ability of CNSs to fully 

utilize their scope of practice, notably limiting their capacity to engage in leadership spheres of 

the CNS role, which minimizes their ability to share nursing expertise and knowledge in QI 

spaces. The governance of CNS identities within Ontario hospital structures in ways that 

minimize their abilities to contribute to QI negates existing literature, which consistently brings 

attention to how CNSs are uniquely and well positioned to be leaders in QI spaces in healthcare 

(Aplin, 2020; Diaczun & Miller, 2023; Lewandowski & Adamle, 2009; O’Sullivan, 2022; 

Schoales et al., 2018). 

Examining identity as a technology of governmentality for CNSs in HCO spaces has 

resulted in the creation of the following policy recommendation: Ontario healthcare authorities 
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should engage in a strategic deployment of a CNS workforce optimization plan. There is 

significant lack of role clarity for CNSs,, variations in competency expectations, and variations 

in educational preparation for individuals working in CNS positions. All these factors are 

reflected in the experiences of this thesis’ research participants. Furthermore, as evidenced by the 

experiences of research participants, this lack of role clarity contributes to inconsistencies in job 

descriptions and working experiences of CNSs; CNSs roles vary greatly from one organization 

to the next and are highly dependent on who is managing individual CNSs and individual 

manager understandings of the CNS role. A structured CNS workforce optimization plan, such 

as the one being recommended by nurse leaders in British Columbia (BC), would promote 

increased consistency of CNS roles, responsibilities and better support engagement with 

necessary competencies (Lambert & Lauck, 2025). The provincial deployment of such an 

optimization plan, which includes policy recommendations such as “standardize the CNS job 

description and center CNSs in recruitment and hiring decisions,” “CNSs must report to a senior 

nurse leader (or designated leadership body, e.g., a CNS Council) who understands and supports 

the role…,” and “CNSs and senior nursing and organizational leaders must prioritize strategies to 

promote CNS role clarity, and the role of each CNS must be aligned with organizational 

priorities” would contribute to greater role clarity among healthcare professionals and would 

more effectively promote the creation of CNS roles which incorporate all spheres of CNS 

practice, including leadership and health systems optimization (Kilpatrick et al., 2013; Lambert 

& Lauck, 2025). Improved understandings of CNS identity would enable CNSs to have a voice 

and increased authority in QI spaces in HCOs, allowing them to lend a much needed nursing 

voice at QI tables. The framework presented by BC’s health authorities provides 

recommendations for issues impacting the CNS profession, including role definitions and role 
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requirements, minimum academic preparation for the CNS role, and organization specific 

onboarding and continuing education guidelines to support ongoing CNS competency, 

leadership, and skills development (Lambert & Lauck, 2025) This optimization framework 

draws attention to the dynamic capacities of CNSs and the ability for CNSs to positively 

contribute to clinical leadership and to bring a nursing lens to healthcare system-level 

improvement and innovation (Lambert & Lauck, 2025). ;  

Weaving a CNS workforce optimization framework into HCO spaces via provincial 

health authoritieswould serve to support improved understanding of the capacities and attributes 

that make up CNS work, and in turn allow CNSs to practice their full scope in workplace and 

practice settings in a manner that more closely aligns with the ways in which nurses 

conceptualize their own CNS identity. Such a framework could be used as a tool to disrupt 

current the discursive construction of CNS identity and enable the construction of a discursive 

identity which lends itself to increased authority and increased capacity to disseminate nursing 

knowledge in healthcare QI spaces.      

The Subjugated Knowledge of Nurses  

 The results of this thesis’ research brought attention to the theories and models that 

inform QI work in HCOs. Genealogic analysis revealed that HCO QI models are derived 

primarily from industrial management forms of knowledge and have been adapted over time for 

applicability to the healthcare sector.  The consequences of this include change management that 

is hierarchal, top-down management driven, and that focuses primarily on measurable empiric 

metrics to evaluate improvement. QI priorities are structurally determined at the upper-

management level within HCOs; the IHI’s 2003 “Breakthrough series,” provides instruction that 
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“leaders identify a particular area or issue in health care that is ripe for improvement.” Language 

from participants, including “management priorities,” “provincial priorities,” “corporate 

standards,” corporate priorities,” and “strategic plan” are all further indicative of hierarchical QI 

structures in healthcare (P2, P7). These QI models also reinforce a hierarchy of knowledge, in 

which positivistic epistemological thought holds a higher degree of authority in QI spaces 

compared to other forms of knowledge.  These dominant QI discourses also inform QI drivers, 

which focus primarily on the identification of measurable numeric improvements, cost-reduction 

opportunities and the standardization of care.  

Simultaneously, the results of this thesis’ research demonstrated how nursing knowledge 

and nursing voices do not carry the same currency as the positivistic forms of knowledge that 

ground HCO QI practice. In the results section, this translated to QI priority setting, methods, 

and evaluation metrics fitting within the boundaries of the accepted forms of knowledge in 

healthcare QI, notably positivistic knowledge, while concurrently neglecting other forms of 

knowledge, which often included the knowledge, expertise, and priorities held by nurses. 

Participants regularly discussed barriers in bringing forward grassroot, nurse-led QI initiatives, 

identifying that management and/or physician buy-in to QI initiatives act as structural safeguards 

in the QI determination process, resulting in further reinforcement of the status quo in HCO QI 

spaces. 

Drawing from this thesis’ theoretical underpinnings, the significance of Foucauldian 

knowledge/power dyad can help situate knowledge hierarchies relative to QI in healthcare. 

Foucault understood knowledge and power to be inseparable, as power enables the production of 

certain forms of knowledge while simultaneously oppressing others; power “doesn’t only weigh 
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on us as a force that says no, but… it traverses and produces things, it induces pleasure, forms 

knowledge, produces discourse” (Foucault, 1980, p. 119). The knowledge and discourses found 

within HCO QI methodologies construct the social realities of healthcare professionals and 

guides their understandings of what are acceptable versus non-acceptable practices in QI work. 

Different forms of knowledge wield different degrees of power, where the thoughts and forms of 

knowledge held by subjugated groups do not hold the same level of authority as the widely 

accepted discourses, or accepted truths, at any given point in time. Recalling his examinations of 

hierarchy, Foucault described the expressions of the marginalized as “one whose discourse 

cannot have the same currency as others” (Foucault, 1981, p. 53). 

 This thesis’ results were indicative of nursing knowledge being a form of subjugated 

knowledge within the HCO QI space. Participants reflected on nursing (as a discipline) and 

nursing staff holding differing priorities than management with regards to QI, “it’s not to say that 

staff don’t care [about QI], it’s just that they have different priorities in their day to day” (P4). 

These findings are similar to existing published research.  For example, despite evidence 

suggesting that nurses contribute positively towards QI when they are actively engaged, they 

remain “one of the most underutilized assets for leading QI initiatives” (Alexander et al., 2021). 

Strategic ignorance marginalizes knowledge to productive and maintenance the status quo; in 

other words, “certain claims have been excluded or marginalized for the sake of coherency of the 

system” (Cooklin, 2024). Ignorance of nursing knowledge is a strategically deployed in HCOs, 

allowing the status quo, which centers neoliberal forms of knowledge that prioritize cost 

reduction, decrease variability, and quantitative improvements, to be upheld (Sakellariou & 

Rotarou, 2017). 
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Despite the experiences of participants being largely exclusionary with regards to nursing 

participation in QI priority setting, intent to engage multiple levels of collaborators, including 

nurse leaders and patient-facing nurses, is built into HCO QI methodology. At the local level, 

Ontario Health’s QIP guidance document dictate that HCOs must “engage key stakeholders,” 

including patients, clients, and patient-facing staff, in their QI planning processes. These 

intentions, however, do not necessarily translate into actual involvement or perceptions of 

involvement on behalf of CNSs. The QIP guidance document does not provide guidance on how 

HCOs should engage these key collaborators, placing them at risk of tokenistic, or non-

meaningful, engagement. Tokenistic engagement puts collaborators at risk of QI encounters that 

are “patchy and slow and often concentrated at the lowest levels of involvement… consultation 

is more often the norm, than collaboration” (Ocloo & Matthews, 2016).  

This gap between intention with regards to QI engagement and actual experience with QI 

engagement, as evidenced in participant interviews, demonstrates fundamental flaws with the 

current QI process. Current methodologies, rooted in knowledge derived from the industrial 

management sector, do not give space for meaningful collaborative goal setting and collaborative 

QI planning where alternative forms of knowledge can be shared and valued. Instead, they 

reinforce hierarchical power structures and neoliberal forms of knowledge in HCOs while 

fronting an appearance of collaboration.  

Participant data revealed that QI engagement with nursing knowledge through 

engagement with CNSs still requires nurses to engage in QI in a manner that fits within the 

confines of the acceptable QI models. Cost-reduction, standardization, numeric measurement 

improvements still need to be central to any nursing contributions to QI to gain traction; this was 
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particularly evident in the ways that CNSs strategically self-regulated the presentation of their 

priorities to HCO leadership to ensure that they fit within pre-determined organizational QI 

priorities. This style of engagement acts as a means of safeguarding the status quo; tokenistic 

engagement safeguards organizations from criticism of top-down style decision making by 

providing a form of superficial evidence that they engaged in collaboration, even when the 

collaboration is not meaningful (Ocloo & Matthews, 2016). 

Thus, there is a need to abandon the industrial management derived QI models that 

currently govern HCO QI methodology and instead create new improvement models that are 

rooted in the subjugated knowledge and experiences of those who access and work in the 

healthcare system. Under current QI models, neoliberal thought and knowledge govern process, 

which strategically silences subjugated forms of knowledge including nursing knowledge which 

prioritizes caring over cost effectiveness and efficiency. Nurses bring a valuable voice and strong 

background of knowledge in patient care to the table and wish to see improvement in their 

workplaces as a QI outcome. Currently, however, nurses must align themselves with widely 

accepted QI discourses to participate in QI. 

The technologies that reinforce the status quo of HCO QI, including the financial 

incentivization of leadership-driven QI in Ontario where executive compensation is linked to the 

achievement of leadership-led QI priorities, as demonstrated by Ontario Health’s 2024 QIP 

document, need to be abandoned. Instead, HCOs and authorities that regulate HCOs should 

incentivize new QI models – built by and for all who are impacted by QI, models that promote 

meaningful knowledge sharing and distribution of power among various system collaborators, 

including CNSs 
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Such a foundational shift in QI discourse would be highly disruptive to the current system 

and would also disrupt and challenge the ways in which quality is understood relative to QI. To 

rectify this disruption, a reconsideration of what quality in healthcare means and what quality 

improvement in healthcare looks like is necessary  

A Counter Narrative of Quality  

Lastly, attention is turned towards gained understanding of how quality in healthcare is 

discursively defined in healthcare QI spaces. Examination of historical documents and 

participant data underpin that in healthcare QI, quality is synonymous with standardization, 

reduced variability, waste reduction and cost containment. Improvements in quality are closely 

linked to achieving measurable, quantitative improvements. Documents that outline widely 

accepted QI frameworks, including the IHI’s “Breakthrough Series…,” “Comparing Lean and 

QI,” and Ontario Health’s “QIP guidance document,” all identify that to measure quality, you 

must be able to statistically measure the quantitative impact of improvement initiatives.  

This thesis’ research highlighted the ways that CNS conceptualizations of quality do not 

necessarily align with widely accepted discourses of quality in healthcare and brought attention 

to the ways in which the forms of knowledge held by CNSs are strategically subjugated in the 

context of QI. Participants eluded that for them, good care grounds their definitions of quality: 

“as nurses, that’s our core, we want people to feel good, we want them to be well beyond 

disease, we want them to feel healthy fully, mind, body, soul” (P6); “I define care by the level of 

care I think my patients are receiving” (P1).  

Nursing literature has brought attention to how conflicts between organizational 

conceptualizations of quality and nursing conceptualizations of quality contribute to moral and 
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ethical dilemmas amongst nurses and nursing leaders. Specifically, nursing professionals have 

concerns with how metric-based definitions of quality neglect to consider complex factors that 

contribute to quality nursing care, including patients’ right to individualized care and right to 

refuse care (Ericson-Lindman & Strandberg, 2021). Nurse managers have identified how current 

QI structures contribute to moral and ethical dilemmas internally, as they feel pressure to 

abandon patient care and compromise their core nursing values to fulfil their employers’ 

expectations in QI work (Frilund et al., 2023; Morrison & Jensen, 2022).  This conflict can be 

framed as an ethical rupture resulting from tensions between ideologies of caring, which ground 

nursing values and culture, and ideologies of service and managerialism which currently 

dominate organizational change management (McMillan & Perron, 2020b). A closer look into 

the philosophical roots of this ethical rupture allows a more fulsome understanding of this 

conflict. Nursing scholars have situated the ethical practice of nurses within a framework of 

relational ethics, centering the relational nature of nursing care and using mutual respect, 

engagement, and embodied knowledge as grounding themes to guide ethical relationship 

development and decision making (Deschenes & Kunyk, 2020, p. 770). Within relational ethics, 

there is deep nuance, shying away from objective right or wrong; rather, what is ethical is rooted 

in a “commitment to care about those involved in the situation and to actively engage in the 

relationship” (Deschenes & Kunyk, 2020). Contrasting relational ethics to the values which 

inform neoliberalism, notably rigid attention to the identification of inefficiencies, cost-

reduction, opportunities for standardization and empiric improvement measurements, the source 

of frustration and ethical and moral conflicts among nurses in QI spaces becomes apparent. The 

goals of relational ethics, which relies on subjectivity and uncertainty in a given situation, 
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contradict directly with the goals of neoliberally run health systems, which aim to take objective 

control over situations to garner improvements focused centrally on cost reduction. 

Widely accepted definitions of quality in HCO QI do not align with nursing 

conceptualizations of quality, notably outcome measures that “[fail] to capture the heart of 

nursing and the meaning of quality nursing care for practicing nurses” (Burhans & Alligood, 

2010, p. 1690). There are several articles that explore nursing perceptions on quality in 

healthcare, and they consistently identify the nursing value of caring as integral to how nurses 

define quality (Burhans & Alligood, 2010; Larrabee & Bolden, 2001). Burnhans and Alligood 

(2010) suggest that nurses define quality in six unique ways: advocacy, caring, empathy, 

intentionality, respect, responsibility (Burhans & Alligood, 2010). Contrary to standardized, 

metric-based conceptualizations of quality care, quality care for patients in a patient-centered 

manner results in care that is “highly customized” and can “improve the outcomes that patients 

desire” (Institute of Medicine, 2001, p. 49). This dissonance in discursive framing reflects 

struggle that Foucault discussed in the context of discourse. For Foucault: “discourse is not 

simply that which translates struggles or systems of domination, but the thing for which and by 

which there is struggle, discourse is the power which is to be seized” (Foucault, 1981, pp. 52–

53). Through this struggle, CNSs have built what can be understood as a counter-narrative, 

outlining a definition of quality grounded in care-based knowledge and values. Such a definition 

may serve to build a necessary counter-narrative that challenges current discourse on quality in 

QI spaces in healthcare. Counter narratives can be understood as marginalized views which resist 

another, more powerful narrative (Lueg et al., 2021). Counter narratives are productive forces of 

change, which act in ways that destabilize the status quo (Lueg et al., 2021). Nursing scholars 

have described counter narratives as “attempts by people to prevent the loss of their identity and 
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not passively accept the ideas that others impose on them” (Holloway & Freshwater, 2007, pp. 

708–709). In this sense, a counter narrative of quality, derived from nurses, can be used to de-

stabilize the status quo surrounding current discourse in HCO QI and realign quality discourse. 

With this in mind, the following recommendation for healthcare scholars are presented:  

Calls to better define quality in healthcare are not new. In Donabedian’s 1966 document 

“Evaluating the quality of medical care,” he suggests that studies of quality in healthcare are 

limited: 

most studies of quality suffer from having adopted too narrow a definition of quality. In 

general, they concern themselves with the technical management of illness and pay little 

attention to prevention, rehabilitation, coordination and continuity of care, or handling the 

patient-physician relationship. Presumably, the reason for this is that the technical 

requirements of management are more widely recognized and better standardized. 

Therefore, more complete conceptual and empirical exploration of the definition of 

quality is needed (Donabedian, 1966, p.716). 

Unfortunately, this thesis’ findings suggest these calls to redefine quality have not yet 

been sufficiently met. In the decades following Donabedian’s call to action for improved 

conceptual clarity, the healthcare system saw growing pressures to turn to the free market to 

reduce costs and improve efficiency as a result of neoliberal restructuring of government and 

health agencies (Sakellariou & Rotarou, 2017). Under the pressures of neoliberal discourse, the 

healthcare sector saw the emergence of industrial-management derived QI models and 

conceptualizations of quality as a response to and means of addressing financial shortcomings in 

the healthcare sector. This, again, can be seen as an apt reflection of how discourse acts as a 



 
 

132 
QI IN HEALTHCARE: A FOUCAULDIAN DISCOURSE ANALYSIS 

 
productive force in the promotion of knowledge that maintains and advances the status quo, and 

an indication of the necessity of the disruptive force of a counter narrative to shift the status quo. 

When considering the results of this research and themes identified in outside literature, current 

forms of knowledge that inform discourses of quality in HCO QI are too narrow and do not fully 

capture the care-based values and relational ethics that guide nursing practice. Nursing scholars 

would benefit from engaging in a strategic analysis of what constitutes quality in healthcare and 

using that as a basis from which nursing groups can advocate to re-align QI work towards 

nursing-centered goals and priorities, as opposed to neoliberal and industrial management goals 

and priorities. Studies examining the ideological tensions that nurses currently face in managerial 

driven healthcare settings would suggest that such conceptual re-alignment of quality could 

attend to some of the moral dissonance nurses experience in their work (McMillan & Perron, 

2020b).  

Summary of Discussion  

 By means of a governmentality analytic of discourses related to QI in HCOs, this thesis 

called attention to issues surrounding the experiences of CNSs in Ontario-based hospitals. 

Exploring CNS experiences in HCO QI revealed issues around the lack of clarity with respect to 

the governed identities of CNSs, enabling an understanding of how lack of clarity in CNS 

identity hinders CNSs ability to fully engage in their scope of practice as expert nursing leaders 

and clinicians and brings attention to the need for increased CNS role clarity. This examination 

of CNS experiences in the sphere of HCO QI also revealed the ways in which nursing knowledge 

is subjugated in these spaces where managerial and neoliberal forms of knowledge dominate, 

drawing attention to the need for a re-balancing of knowledge and power within these spaces. 

Lastly, this discussion drew attention to the ways in which CNS and nursing conceptualizations 
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of quality differ from dominant HCO QI conceptualizations of quality, contributing to ethical 

and moral crises in the nursing workforce; these discussions underscore the imminent need to 

bring forward a counter narrative of quality in these spaces as a means of rectifying the current 

gap.  

Limitations 

As discussed in the literature review (Chapter 2) of this thesis, the literature review was 

conducted using methods more aligned with traditional thematic analyses rather than critical 

discourse analyses. As previously reviewed, the literature review was presented in this thesis as it 

unfolded chronologically in the author’s research process; the methodology of the thesis was not 

known at the outset of the literature review. The author’s knowledge of FDA structure and 

methods developed as the research progressed, reflective of the author’s learning and growing as 

a graduate student. As a means of respecting the academic integrity of the research process, the 

literature review is presented in this thesis as it occurred. If the author were to complete similar 

research in the future, a literature review that is more aligned with methods associated with 

discourse analyses would be undertaken to increase the theoretical cohesiveness of the research. 

Recruitment for this research proved to be difficult. One of the significant limitations 

during recruitment was the high level of specificity identified in the inclusion/exclusion criteria. 

CNSs represent a small portion of the nursing workforce in Ontario; reliable data on the number 

of CNSs employed in the province is also not available as CNS is not a protected title. 

Opportunities for employment as clinical nurse specialists are not equally available across all 

hospitals in Ontario and instead trend towards being clustered to larger health networks and 

hospital systems in the province; one study examining CNS employment trends in Canada 
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identified that 93% of self-identified CNSs were working in large urban centers (Kilpatrick 

2013). Furthermore, this research excluded any clinical nurse specialist who had gone on to work 

in positions of hospital senior leadership, excluding potential participants who may have chosen 

to pursue higher management opportunities in their careers (this particular exclusion criteria 

resulted in three interested participants being excluded from participation). Attrition was also a 

limitation; two participants who reached out to the author via email expressing interest in 

participation could not be reached for further communication after informed consent documents 

were sent. One further participant withdrew from participation, citing scheduling/time 

limitations. 

 Snowball-method recruiting from participants who took part in interviews proved to be 

less effective than initially anticipated as well. These recruitment challenges are consistent with 

literature on recruitment of nurses as participants in research studies. Nurses are a difficult to 

reach study population, with work-related fatigue and high volume of requests for participation 

in surveys and studies in their professional roles being cited as some reasons for these 

recruitment difficulties (Bethel et al., 2021; White, 2012). 

 Generalizability is further limited by the highly specific work locales of the participants 

who took part in this research. All participants worked in urban hospital settings; this is 

consistent with national trends, as previously identified (Kilpatrick et al., 2013). Furthermore, 

due to the desire to recruit CNSs from workplaces that were more likely to have structured QI 

processes integrated within the organization, participants working in other settings such as 

community health or public health care organizations were excluded. These factors limit the 

research’s generalizability as they do not account for factors such as geographical isolation, 
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resource limitations, or smaller-sized leadership structures that may impact rural hospitals or 

non-hospital-based healthcare settings. When considering these variables, discourses around 

HCO QI may emerge differently in such spaces than the ways that were identified in this thesis’ 

research. 

An additional limitation relates to the generalizability of the results across different 

jurisdictions. Due to the complexities of the Canadian healthcare system and the differences seen 

across health authority bodies with regard to a multitude of factors including healthcare funding 

structures, professional licensing bodies, and authorization of title protection, this author was 

intentional in the restriction to only include participants working in hospitals in Ontario. This 

allowed the author to explore discourse relating to a single identifiable locale. Ontario is a single-

payer healthcare system that receives funding from the provincial health authority; the funding 

structures in Ontario may differ from other provinces under Canada’s universal health system 

and do differ significantly from other countries which may not have publicly funded, single-

payer, universal healthcare. Differences in funding structures may create differences in the 

pressures and conditions which influence and drive QI. Furthermore, differences in professional 

licensing requirements and differences in jurisdictional title protection may also contribute to 

difficulties with generalizability of how CNSs experience their work and are positioned within 

HCOs. To address this limitation of generalizability, researchers may consider replicating this 

research in an alternative setting where the aforementioned variables differ from the conditions 

that are seen in Ontario hospitals.  
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Concluding statements  

Through a discursive exploration of key QI documents and CNSs experiences of QI, this 

thesis has brought attention to the ways in which discourses of hierarchy, performance, and 

regulation permeate QI in HCOs. Impacts of these discourses are seen in the ways that CNSs 

engage with and are limited in how they can engage with QI within their workplaces. Dominant 

QI discourses permeate the methodologies and frameworks which inform QI work in HCOs, 

resulting in the healthcare system widely embracing managerial, industrial-management derived 

QI models rather than considering or creating models that more suitably align with the values 

and ethics of healthcare providers, including nurses. Dominant QI discourses in healthcare also 

contribute to a narrow conceptualization of what quality means in these spaces, limiting how 

improvement is defined and thus impacting the types of initiatives that can be brought forward as 

QI.  

The discussions around HCO QI so far in this chapter have centered on the challenges 

experienced and the constraining effects QI discourse has on CNSs abilities to engage in QI 

work. It is important to note, however, that the critiques presented are of the discourses that 

inform QI, not QI itself. QI remains an essential endeavor within the healthcare sector. 

Healthcare is not static; the sector must flow and adapt in response to the complex pressures of a 

landscape of ongoing changes to public health demographics, technologies, political 

environment, and treatment advancements, among others. Discourses that inform QI are 

dependent on power/knowledge relationships, whereby it is important to remember that while 

power can a limiting force, it is also a productive force in which knowledge is created; power 

“doesn’t only weigh on us as a force that says no, but… it traverses and produces things, it 

induces pleasure, forms knowledge, produces discourse” (Foucault, 1980, p. 119). With 
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Foucault’s conceptualization of power in mind, there is opportunity to challenge current QI 

discourse in ways that are productive, that reflect the values and knowledge of nursing 

professionals, notably CNSs. Ways in which CNSs may engage more centrally in QI, including 

influencing the discourse that drives it, are reflected in the three central recommendations made 

in this thesis: the deployment of a provincial CNS workforce optimization plan, replacing current 

HCO QI frameworks with frameworks grounded in nursing knowledge and expertise, and to 

further develop and mobilize a nursing-driven counter narrative of quality in HCO QI. These 

recommendations in action enable a disruption of the discursive status quo in this QI space, there 

is an opportunity to mobilize existing nursing knowledge in ways that are productive: that bring 

nurses and to the metaphorical and physical QI table to carry out QI in ways that benefit the 

nursing profession and the patients and populations that nurses care for.  
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Appendix B: Interview Guide 

Katelyn Bouffard – APN FDA Interview Guide  

1. Can you tell me about your education and background as an advanced practice nurse? 

a. Where did you study? When did you study? What inspired you to become an 

advanced practice nurse?  

2. Was quality improvement work a part of your undergraduate or graduate nursing studies? If 

so, what was this experience like? 

a. Did you anticipate QI as a part of your undergraduate/graduate studies? Is this 

something you were personally inspired to do? Or was it a program requirement? 

3. Can you tell me about your current job/role at your hospital? 

a. How do you engage in QI work?  

b. How much of your workload consists of QI initiatives? 

4. Can you tell me a bit about what a previous QI project/experience looked like for you? 

5. At your hospital, who decides what QI initiatives will be brought forward? 

a. Does hospital management and administration move drive QI initiatives, or are these 

projects brought forward by patient-facing, patient facing staff? 

6. What kind of pressures do you think primarily drive QI initiatives at your hospital?  

a. Are they patient driven? Patient-facing nurse drive? Management driven? Driven by 

outside factors such as accreditation standards?  

b. Why do you think the dominant drivers of QI are what they are? 

7. How would you define success of a QI project? 

a. Is success in peoples’ (nurses, patients) experiences? Or is success defined by 

numbers and statistics? 

8. In your experience, are QI projects successful?  

a. If so, what makes them successful? If not, what are the barriers to their success? 

9. If projects are not successful, who is blamed for that? 

a. Does the blame fall on management, on the APNs and other professionals 

implementing the project, or on the patient-facing nurses and patient-facing staff? 

10. What kind of language is used to describe the failures of QI? 

a. If the failures are blamed on patient-facing nurses, how are patient-facing nurses 

described in a situation of QI failure?  

b. What kind of language is used to describe the failures? 

11. Do you personally connect with the QI work that you do? Do you find it meaningful? 

12. Do you think the patient-facing staff find the QI work at the hospital meaningful? Do they 

connect with it?  

a. If not, how would you describe their views on QI work? 

13. Is there anything we haven’t addressed that you think would be important for me to know? 
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Appendix C: Informed Consent Document  

 
 

INFORMED CONSENT DOCUMENT 
 

Quality Improvement in Healthcare: A Foucauldian Discourse 
Analysis Examining through the lens of Advanced Practice 
Nurses  
 
Investigator:   Katelyn Bouffard, RN, MScN student 

University of Ottawa, School of Nursing  
Email: xxxxxxx@uottawa.ca 
Phone: xxx-xxx-xxxx 

Supervisor:      Kim McMillan, RN, PhD, CHPCN (C)  
University of Ottawa, School of Nursing  
Email: kim.mcmillan@uottawa.ca 
Phone: 613-894-0672 

 
 

 Researchers’ Statement: We invite you to participate in a research 
study. The purpose of this form is to give you the information you will 
need to help you decide whether to be part of the study or not. Please 
read this form carefully. You may ask questions about the purpose of 
this research, what we ask you to do, the possible risks and benefits of 
participating, your rights as a participant and anything else about the 
research or this form that is not clear by contacting Katelyn Bouffard, 
MScN student, at the email address given above. You should keep this 
form for your records. 

 
Background Information: The purpose of this research is to explore 
the perspectives and experiences of Advanced Practice Nurses (NPs 
and CNSs) working in hospital settings in Canada as they relate to 
quality improvement (QI) in healthcare. We are particularly interested 
in exploring the experiences and challenges that APNs face in their 
professional roles as it relates to QI in healthcare organizations.  

 
Procedures: If you agree to be a participant in this research study, we 
will ask you to participate in one interview. All interviews will be 
conducted virtually via Microsoft Team, a virtual meeting platform that 
provides both audio and video. Interviews will be audio recorded for 
analysis purposes. We anticipate the interview will last between 30 and 
60 minutes about. 

 
Eligibility: You are eligible to participate in this study if you are a 
Canadian Advanced Practice Nurse (APN) (Nurse Practitioner or 
Clinical Nurse Specialist) who 1) has a graduate degree in nursing and 

mailto:xxxxxxx@
mailto:kmcmi009@uottawa.ca
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2) currently or previously worked in a hospital-based setting as an 
APN. You are not eligible for this study if you currently hold a position 
of senior leadership (i.e. Chief Nursing Executive, Director role) in a 
hospital setting.  
 

 

Risks and Benefits to Being in the Study: Your participation will involve talking about your 
experiences as an APN as it related to QI work and initiatives in healthcare. You may 
experience emotional discomfort during these conversations as they are of a sensitive nature. If 
you feel uncomfortable during the interview, we can stop at any time. You may choose to 
continue with the interview, reschedule it, or withdraw from the study. We will debrief at the end 
of our meeting. There is also a risk of negative social repercussions for you if the comments 
you make in the context of this study become known, either to your employer, or within your 
professional community. However, please note, this project is being conducted independently 
from the organizations and agencies from which participants may be recruited. We will keep 
everything you tell us strictly confidential. We will not keep any record of who your employer is, 
and your identity as a research participant will not be known to anyone outside of the research 
team. It is up to you whether or not you choose to disclose to others that you are participating 
in this study. Potential benefits to being in this study include the opportunity to reflect on your 
perspectives and experiences about this topic. There is also a potential benefit to the nursing 
community in studying perspectives and experiences relating to QI in healthcare. 
 
Compensation: There is no compensation for participating in this study. 

 
Confidentiality and Privacy: The records of this research study will be kept private and 
confidential. All research records, including audio recording and transcripts will be kept on a 
password secured computer in the home offices of the principal investigators. Access will be 
limited to the researcher and their supervisor. All data (digital recordings, paper and electronic 
copies of the researchers’ notes, and transcribed interviews) will be kept securely, stored in 
password protected electronic files for at least five years. After this period, the data may be 
destroyed. This will be done securely through secure deletion. Data will be anonymized, in that 
numerical codes will be assigned to all participants; your name will not appear on any data 
relating to this study. Any and all dissemination of data in the form of presentations, webinars 
or scholarly publications will only include assigned numeric codes. All potentially identifying 
information will not appear in any dissemination materials. 
 
Voluntary Nature of the Study: Your participation is voluntary. If you choose not to 
participate, it will not affect your current or future relations with the University or anyone 
associated with this project. There is no penalty or loss of benefits for not participating or for 
discontinuing your participation. You may choose to withdraw your participation from the 
study at any time. Should you choose to discontinue your participation after the interview has 
taken place, your interview data be promptly destroyed. 

 
Contacts and Questions: The researcher responsible for this research is Katelyn Bouffard. 
You may ask any questions you have now. If you have any questions later, you may contact 
the researcher at the contact information indicated on page one (1). If you have questions 
regarding the ethical conduct of this study, you may contact the Protocol Officer for Ethics in 
Research, University of Ottawa, Tabaret Hall, 550 Cumberland Street, Room 154, Ottawa, 
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ON K1N 6N5; Tel.: (613) 562- 5387. Or by e-mail at ethics@uottawa.ca 1 
1 During University closures related to the pandemic, e-mail is the best way to reach the Protocol Officer 

 

 

 

Statement of Consent 

(To be obtained verbally and audio-recorded immediately prior to the interview.)  Name 

of Participant ________________________      Date: ___________________ 

 

“I have read the above information. I have received answers to the questions I have asked. I 
am aware that my interview is being recorded. I consent to participate in this research. I 
understand that my participation is voluntary and that I can withdraw at any time.” 

 
Participants should keep a copy of this form for their personal records. If you wish, you can 
write your name/date on the lines above for your own records, but you do not need to send this 
form back to us. 
 

  

mailto:ethics@uottawa.ca
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