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ABSTRACT
Research involves a complex network of universities, external funding bodies and industry, and 
researchers are increasingly faced with pressure to produce outcomes within tight temporal deadlines. 
This offers fresh challenges to research practice, including ethnographic research, which is tradition-
ally based on long-term engagement in the fi eld. This article details challenges to our ethnographic 
assumptions as a result of working on a highly time-bound video project in an Australian hospital. 
We frame the unexpected challenge to our latent ethnographic mores by forming a framework of two 
approaches to research: the descriptive-analytic approach and productive-refl exive approach. The 
article reveals how the unexpected foregrounding of our ethnographic mores played a critical role in 
questioning research practice. This article highlights the importance of researcher biography and the 
plurality and fl exibility required of researchers in contemporary collaborative networks.
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INTRODUCTION 

Research is now a complex network of uni-
versities, external funding bodies and indus-

try (Coyle, 2009) and researchers are increasingly 
faced with pressure to produce outcomes within 
tight temporal deadlines. This offers many fresh 
challenges to research practice, including ethno-
graphic research, which as a methodology is tra-
ditionally based on long-term engagement in the 
fi eld (Pink, 2007). With increasing entanglement 
between funding bodies, fi eldsites, and researchers, 
there are now new opportunities for the researcher 
to inhabit complex roles involving research, 

facilitation, innovation and results translation. 
Linkages between university-based ethnographers 
and industry reinforce the value and relevancy of 
both ethnographic research and researchers with 
multiple skill sets in providing answers and insights 
into the workings of contemporary culture. Here, 
through an account of our participation in a short-
term research project as ethnographers, we show 
how the unexpected foregrounding of our ethno-
graphic norms played a critical role in our question-
ing of research practice, particularly in highlighting 
the plurality and fl exibility required of research 
approaches in contemporary collaborative research.
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not to evaluate and prioritise one approach over 
the other. Instead, we examine the consequences 
of our working within these research approaches 
during THP, and argue that an awareness of one’s 
embodied ethnographer biography assists ethnog-
raphers to transition between different approaches 
to research work. This is important. Today’s col-
laborative networks require researchers to embody 
multiple identities and enact multiple ways of 
doing research.

VIDEO-ETHNOGRAPHY IN HOSPITAL-
BASED RESEARCH
Video-recording has been long recognised for its 
ability to capture the intricacy of everyday life. 
Video-recording is considered a strong qualitative 
research data-gathering tool and is used exten-
sively in many research areas (Forsyth, Carroll, & 
Reitano, 2009; Lomax & Casey, 1998; Penn-
Edwards, 2004; Pink, 2001; Santiano et al., 
2008).3 However, using a video-camera for collect-
ing data involves more than just ‘capturing reality’ 
(Bloustien, 2003). Images are ‘potent persuaders’ 
(Penn-Edwards, 2004, p. 266), and the creation, 
editing and viewing of images require elaborate 
preparation and attention to the representation 
of what is being recorded. The literature on video 
in qualitative research reveals detailed discussions 
on the modes of operation of video-cameras and 
raises questions of validity (Penn-Edwards, 2004); 
on data analysis (Heath & Hindmarsh, 2002); the 
consent process (Santiano et al., 2008); on setting 
and background (Leinhardt & McCormick, 1996) 
or on technicalities like lighting and audio-require-
ments (Grimshaw, 1982).4 However, the method-
ological challenges of video-recording involve more 
then lighting requirements or shooting and editing 

This paper is drawn from our experience as hos-
pital ethnographers who, as part of ‘The Handover 
Project’ (THP), collected video data of medical 
and nursing handovers in an Australian Emergency 
Department (ED). During a handover the respon-
sibility for the care of a patient is passed to another 
clinician, a process that requires detailed and 
accurate information exchange (Manias & Street, 
2000). It has been found that using video-footage 
of local handover situations enables frontline clini-
cians to observe and refl ect on the effi cacy of their 
own handover practices, and redesign them if neces-
sary (Carroll, Iedema, & Kerridge, 2008).1 The aim 
of THP was to develop a video-based tool that the 
clinicians could use for themselves to improve their 
own handover communication.

As part of THP research team, we collected 
audio-visual footage by video-recording differ-
ent kinds of handovers in the ED over a period 
of 4 days. The comparatively short time span 
within which we were required to collect foot-
age for THP, we initially thought, clashed with 
the normative ethnographic modes we carried as 
researchers who trained in a form of hospital eth-
nography predicated on sustained time in the fi eld 
and taking time to build trust relationships with 
participants. This article conveys the practical 
tasks involved in on-the-ground problem-solving 
when collecting video-data of complex ED hando-
ver communication. In doing so, we refl exively 
foreground, utilise and challenge our own ethno-
graphic practice assumptions in light of the prac-
tical research requirements of THP. We examine 
the effect of being caught within, and transition-
ing between two ‘ways of doing’ research which we 
heuristically label the ‘descriptive-refl ective’ and 
the ‘productive-refl exive’ approaches.2 Our aim is 

1 This methodology was developed into the HELiCS product (Iedema & Merrick, 2008) to assist clinicians to improve 
their own communication practices.

2 We would like to thank Rick Iedema for pointing out this distinction in research approaches in our initial text.
3 In their historical overview of the development of ethnography Denzin and Lincoln (1994) locate the emergence of 

video-recording as a data-gathering tool in their ‘third moment’ (1970–1986). See for a critical review of their historical 
framework Atkinson et al. (1999). 

4 The growing number on special issues regarding video-ethnography underlines the signifi cance of this methodology. (e.g., 
Bloustien, 2003; Forsyth et al., 2009; Xiao & Mackenzie, 2004).
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Casey, 1998; MacDougall, 1998). In this style of 
videoing therefore, the camera and the presence 
of the researchers need to be continually negoti-
ated directly with research participants.

In the fi eld of health services research in 
Australia, researchers have worked closely with 
clinicians using digital, hand-held video-technol-
ogy ethnographically in large tertiary hospitals.5 
Instead of acting to monitor practices from afar, 
these ethnographic uses of video work with clini-
cians who, for instance, explain practices to the 
camera and the researcher in an expert-apprentice 
model (Bate and Robert, 2007). The practices 
explored in these projects include formal com-
munication during ward rounds, the impact of 
corridor space on non-formal conversations, and 
the implementation of new technologies in ward 
environments. These research studies also provide 
formal occasions where researchers and clinicians 
view and interpret the video-footage together. 
Called ‘video-refl exivity’, this method results in 
new discourses about, and new ways of seeing the 
complex work practices involved in hospital life 
(Carroll, 2009; Iedema, Long, Forsyth, & Lee, 
2006; Iedema et al., 2009b). THP aimed to fur-
ther develop this video-based method into a tool 
for clinicians to use for themselves to improve 
their own handover communication practices.

Handover moments have been a topic of inves-
tigation for many qualitative studies although 
most studies use a non-video-based means of data 
collection, like audio recording (e.g., Broekhuis & 
Veldkamp, 2007; Chaboyer, McMurray, & Wallis, 
2010; Kerr, 2002; Manias & Street, 2000; Sexton 
et al., 2004; Wilson, 2007). The video-methods 
used in THP feature collaborative engagement 
between researchers and hospital-based clini-
cians. It commenced with the researcher utilis-
ing ethnographic methods to identify (with 
clinicians) selected areas of ‘everyday’ handover 
practices to video-record, then video-recording 
these  handover moments, followed by refl exively 

procedures. This is exemplifi ed in discussions about 
the meanings of the visuals and their ontological 
positions and epistemological choices (Bloustien, 
2003; Rakic & Chambers, 2009).

Video is increasingly common in hospital-
based research and its strengths as a method of data 
collection are also recognized (Lomax & Casey, 
1998; Xiao & Mackenzie, 2004). Pertinent to this 
study, video has been successfully used in com-
munication training (e.g., Guerlain, Turrentine, 
Adams, & Calland, 2004; Heath, Luff, & Sanchex 
Svensson, 2007), and in highly acute hospital 
environments such as the intensive care unit, the 
operating theatre (OT), and the ED (Adomat & 
Hicks, 2003; Williams, Jones, Richardson, Jones, 
& Richmond, 1996; Xiao, Seagull, Mackenzie, 
& Klein, 2004). Yet video-methods are diverse, 
and the range of use gives rise to research prac-
tices that produce different types of audio-visual 
data. One fundamental difference is the degree 
of active interaction between the researchers, 
the video-equipment and  clinician-participants. 
Video has been used without researcher presence. 
For example video has been ceiling-mounted in 
ED triage areas (Williams et al., 1996), in ED 
resuscitation bays, and over intensive care beds in 
order to record and analyse clinical work (Adomat 
& Hicks, 2003; Xiao et al., 2004). Video has also 
been used with researchers present, but with-
out the researcher actually recording the foot-
age (Guerlain et al., 2004). These video-research 
projects often deem the presence of the researcher 
and the camera in the research environment 
problematic in terms of the Hawthorne effect and 
research ‘objectivity’ (Caldwell, 2005; Guerlain 
et al., 2004). In contrast, a more ethnographic 
use of video draws participants together with the 
researcher and the camera to form relationships 
(Pink, 2001). For example, researchers and par-
ticipants  construct and represent  clinical practices 
actively to the video-camera (e.g., Forsyth, 2009; 
Lammer, 2009), whether overt or not (Lomax & 

5 For work in this area see: Carroll, 2009; Carroll et al., 2008; Forsyth 2009; Iedema & Merrick 2008; Iedema et al. 2006, 
2007, 2009a; Long, Forsyth, Carroll, & Iedema 2006; Long, Iedema, & Lee, 2007.
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in which norms of precision, comprehensive-
ness, completeness, triangulation and knowledge 
accretion are prominent (p. 557). In sharing these 
results, the problem for the descriptive-refl ective 
ethnographer is ‘one of verifi cation of observa-
tions and reliability of interpretations’ (p. 556), 
typically solved through extended exposure to the 
fi eldsite and participants.

In contrast, the central tenet of what we have 
labelled the ‘productive-refl exive’ approach is 
practice change. In the hospital context this 
results from the clinicians working with video 
data of their own work and communication to 
uncover for themselves the crucial aspects for 
practice improvements (Iedema & Carroll, 2010, 
2011). In these so-called participatory research 
projects practitioners do not only have a say in the 
research agenda but also in the outcomes of the 
research (Park, 1999). This approach, therefore, 
involves norms about the accomplishment of the 
task at hand, and engaging with the rapidity of 
cultural or practice change and data interpreta-
tion within organizations. Rather than compre-
hension, completeness, and the development of 
a fi nal knowledge, the communication of results 
from ethnographic research in the productive-
refl exive approach is a dynamic and unpredictable 
fl ow of co-produced knowledge between research-
ers and practitioners (Carroll, 2009; Iedema & 
Carroll, 2010). Participants are facilitated to artic-
ulate a meta-discourse about their daily work and 
develop tools for analysing future events as part of 
the research (Iedema et al., 2009b). Therefore the 
focus is on the development of skill rather than 
knowledge, that is, the skill of being able to see 
and talk about one’s own practice in a way that 
is applicable to not only the ‘here and now’, but 
the future practices as well (Iedema et al., 2009b). 
THP’s focus on communication change and the 
development of a tool for improving handover in 

exploring the video-footage more closely with cli-
nicians.6 This was achieved by editing the video-
footage into a selection of short clips, which were 
then played back to clinicians using the video 
refl exivity method. Thus THP follows in the tra-
dition of the interventionist video-ethnographic 
and video-refl exive model. Importantly, these 
methods move away from taking knowledge from 
the fi eld to make a repository of knowledge that 
may, or may not be used in practice change.7 This 
is an important distinction in research approaches 
that each entails a particular set of norms. Let us 
take a closer look at them.

Two ways of doing ethnography
In exploring the historical roots of ethnogra-
phy, Willis (2010, p. 557) states ‘ethnography 
is assumed to provide a deeper, more informed 
account gathered via long-term observations and 
conversations with informants in their milieu’. 
She goes on to argue that ‘the task of ethnog-
raphy is to deepen the communicative process 
with the aim of understanding how a particular 
social world is constructed, operates or changes’ 
(p. 558). The typical results from this type of eth-
nography are written accounts that form a ‘linear 
conversation’ between the participants who have 
talked to the researcher who, subsequently talks to 
the scientifi c community (p. 559). For example, 
researchers have conducted video-ethnographic 
studies which involved spending extended periods 
of time in the fi eld, gaining knowledge of local 
complexities and forming trust relationships with 
participants before and during video-recording. 
Such studies centre on comprehensive cultural 
knowledge accretion and the researcher acting as 
a voice for participants. This corresponds with 
what we have labelled a ‘descriptive-refl ective’ 
approach. In its purest form, this approach is 
about researchers seeking knowledge saturation 

6 In line with the video-refl exive ethnography methodology we draw on Iedema (2009, p. i83) who distinguishes refl exivity 
from refl ectivity in a clinical context by defi ning refl ection as an individual practice of ‘revisiting specifi c behaviours 
by focusing on substandard performance’ and refl exivity as collaborative with a ‘broad-ranging attention to everyday 
behaviours’ such that the outcomes and effects of refl exivity are more diffuse and socially distributed in its effects.

7 We are aware that in practice the boundaries between these two approaches are not that neatly packaged.
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The kind of handovers we videoed were both 
regular shift handovers, such as those between 
the night staff and day staff (time triggered) and 
those handovers caused by the transfer of patient 
care to another professional or team (event trig-
gered).9 We recorded intra-professional handovers 
such as those occurring between ED doctors, and 
inter-professional handovers between ED doc-
tors and nurses or between ED nurses and nurses 
from other departments such as the Orthopaedic 
Department in case of bone fractures, or the 
Surgery Department in case of internal trauma. 
We videoed not only handovers that occurred 
person-to-person in the hospital, but also those 
that involved information exchange over the 
phone. In most cases these handovers concerned 
patient referrals to other hospitals. Although we 
captured handovers at various locations within 
the ED, we focused on handovers associated with 
two particular types of patient trajectories: from 
triage into the ED, and between the ED and the 
Operation Theatre (OT).

While preparing ourselves to video patient 
trajectories and their corresponding handovers, it 
never occurred to us that our personal academic 
trajectories would be a major ‘catalytic’ factor for 
refl ecting upon ethnographic norms. While both 
of us were thoroughly trained in the descriptive-
refl ective approach to research, with its specifi c 
academic and behavioural norms, we now had to 
engage in data collection in a productive- refl exive 
project. One can argue that we could have 
thought beforehand about the research practice 
implications of these two different research aims 
and research designs. However, we argue that this 
requires a full awareness of one’s own internalized 
methodological and theoretical mores. In most 
cases implicit aspects of one’s professional identity 
surface only when under pressure. Therefore the 
incongruence we are now about to describe is not 

the ED rather than the collection of comprehen-
sive evidence about handover means that THP 
clearly fi ts the characteristics of the productive-
refl exive approach to research. The following 
section discusses how we worked within the two 
research approaches during data collection for 
THP.

METHODOLOGY: VIDEO-RECORDING 
FOR THP
Using a hand-held video-camera we collected 
real-time video-data of handover communica-
tion practices in an ED, located within a large 
Australian tertiary hospital.8 The data collection 
period spanned 4 days, commencing Friday and 
fi nishing on Monday, thereby allowing handover 
data to include weekend practices. Considering 
this short time span we could only allocate the 
fi rst day, Friday, as a non-video-recording day to 
introduce ourselves to clinical staff, gain consent, 
and familiarise ourselves with handover practices. 
The following 3 days we spent video-recording 
handovers.

There were multiple tasks and locations associ-
ated with patient care in the ED, which in turn 
shaped handover. We needed to video-record 
handover in many locations and with many teams 
in the ED. Nurses performed handover at differ-
ent locations, for instance the nurse unit manager 
handover was located at the patient whiteboard in 
the ED, while nursing staff in ‘Team A’ handed 
over near the resuscitation bay, and another group 
of registered nurses, ‘Team B’, did their hando-
ver near the paediatric area of the ED. We also 
video-recorded a variety of handovers at the point 
of patient admission into the ED, including 
handover between ambulance offi cers and triage 
nurses in the ambulance bay, and between self-
presenting patients and the triage nurse at the ED 
triage desk.

8 The Handover Project involved four different hospital wards, each from separate hospitals. These wards included an adult 
intensive care unit, an ED, a paediatric intensive care unit and an acute spinal injury ward. The authors only collected 
data in the ED. Other project researchers were involved in data collection at the other three hospital sites. Therefore, this 
article refl ects solely on our data collection experiences in ED.

9 For the notion of time triggered and event triggered handovers, see Broekhuis and Veldkamp (2007).
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most doctors and nurses had no idea who we 
were, being seen with the staff specialist – we 
hoped – assisted to legitimate our presence. Little 
did we know that the next time we were to meet 
him would be 3 days later when we were almost 
fi nished with our data collection and were about 
to leave the hospital.

Vignette 1: Chasing signatures

After Greg leaves we are on our own in the ED. 
Nobody takes any notice of us, nor feels responsible 
for us. What are we to do next? Introduce ourselves, 
hand out the consent forms, and try to gets every-
one’s signature on the form? After all, that was the 
strategy we had set out before arriving in the ED. 
We only had 4 days and the weight of what we had 
to achieve was bearing down on us. But here on the 
ward we felt reluctant to follow our original strat-
egy of chasing signatures on consent forms. We are 
complete strangers and ‘to chase signatures’ after 
being on the ward for only 10 minutes just did not 
feel right.

What was it that made us reluctant to deal 
with the consent forms after we had entered the 
ward? Were we intimidated by the ED environ-
ment? No, this was not the case. We are expe-
rienced  hospital-ethnographers in different kinds 
of critical care units and have a clinical back-
ground. As such we were not overawed by the ED 
environment. Therefore what was it that made 
us so unwilling to introduce ourselves and hand 
out consent forms immediately to clinicians? We 
propose that the source of our reluctance can 
be attributed to the normative structure of our 
ethnographer biography. We were practised at 
being on a ward for several days, or even weeks 
prior to videoing and asking for consent. Thus 
being in the hospital to collect data activated our 
‘ethnographic self ’ and our latent ethnographic 
norms such that handing out consent forms and 
requesting offi cial approval to be videoed just 

the result of being ill-prepared but of the unan-
ticipated impact of our ‘being on the ward’ and 
our latent normative ethnographic mores. This, 
as we will argue, is more a matter of ethnographic 
biography than of methodology. In the remain-
der of this article we detail our transition between 
the descriptive-refl ective and productive-refl exive 
approaches and examine how our embedded eth-
nographic mores surfaced, and were made explicit 
during the data collection phase of THP, primar-
ily as a result of the temporal limitations on our 
data collection period.

DAY ONE AND TWO: ENTERING THE ED
Entering an ED as a patient requires an emer-
gency, but as a social researcher it requires among 
other things, the approval of an ethics commit-
tee and the support of a local gatekeeper. In our 
case the chief investigators had been granted 
Human Research Ethics Committee approval10 
for the project, and had already worked collab-
oratively with senior ED clinician-stakeholders 
to negotiate our entry into the fi eld for data 
collection. However, we had yet to negotiate 
consent with the individual clinicians who we 
would be video-recording during their handover 
communication.

On Friday morning, our fi rst day, we were wel-
comed and orientated to the ED by the medical 
staff specialist ‘Greg’.11 After 10 minutes, Greg 
our ‘inside man’, returns to his work. The ori-
entation on the ward with Greg gave us our fi rst 
impression of what this particular ED was like. 
We saw nurses attending to documentation and 
talking to patients, curtains surrounding patients 
were closed and opened, the telephones were 
ringing, medical staff walked in and out of the 
ED as they attended to their work. Our welcom-
ing orientation also served another purpose: the 
 clinicians saw us ‘outsiders’ with the staff special-
ist, the ‘chief insider’.12 Although at that moment 

10 NEAF application titled National Clinical Handover Initiative, HREC Reference 17/09/19/5.08.
11 All names are pseudonyms.
12 This meeting with the chief gatekeeper was prearranged by the research team leader. 
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more personally invested in the success of THP. 
Daniel regularly informed the OT clinicians 
about the project and emphasised the impor-
tance of clinician participation in order to gain 
the most value from their practice improve-
ment project. Being seen with Daniel by other 
clinicians throughout the weekend assisted 
both THP and us as researchers gain legiti-
macy with participating clinicians, and this 
in turn helped us gain access to the locations 
and documentation that we needed in order to 
capture handover moments on video. Daniel’s 
constant presence had positive implications for 
trust building, the ease with which we obtained 
handover data between the ED and the OT, and 
the ease of our participation in the ED.

Familiarising ourselves with the ED
In descriptive-analytic ethnographic studies it is 
common to devote the fi rst weeks or months of 
one’s fi eldwork to a context-based orientation 
which enables the researcher to begin to under-
stand the fi eldsite. In productive-refl exive stud-
ies, like THP, site-orientation is also common 
practice. Our pre-video-recording orientation 
included informing ED clinicians about THP 
and gaining consent. We also needed to get a 
sense of the ED handover, who was doing what, 
when and where. On the basis of our 1 day of 
orientation we would plan our videoing strategy 
for the next 3 days.

Vignette 2: Pole position

We introduce ourselves to individual clinicians and 
ask the nurse unit manager and some doctors what 
time and location the handovers are usually done. 
On the basis of these sources of information we 
decided upon ideal positions for videoing hando-
vers within the ED. The ideal position for event 
triggered handovers, we conclude, is next to a large 
pole at the centre of the department’s workstations. 

10 minutes after arrival felt incompatible with our 
ethnographic mores.13

In the descriptive-refl ective approach to 
research it is standard practice to include an 
extended period of non-video observations to 
develop trust relationships with those that are 
studied. In productive-refl exive projects, like 
THP, the timeframe is very different. Due to 
its collaborative nature, the formation of trust-
ing relationships is not limited to the time spent 
in the actual fi eldsite. Instead, clinicians and 
researchers meet months in advance while dis-
cussing the research agenda and possible means 
to improve practice. As a result, the visible pres-
ence of a senior clinician-stakeholder who was 
involved in the planning of the project during 
data collection becomes symbolic of the collabo-
ration between researcher and clinician and is 
essential in video-recording in complex hospital 
environments (Santiano et al., 2008). The pres-
ence of a clinician-stakeholder provided explicit 
‘visual proof ’ of collaboration between research-
ers and clinicians, which, in turn, gave legitimacy 
to the research. What we quickly learnt, however, 
was that the consequences of not having a senior 
 clinician-stakeholder present in the ED dur-
ing data collection was problematic due to the 
absence of time to build a deep rapport with indi-
vidual participants.

The signifi cance of this was made appar-
ent by contrasting degrees of engagement by 
the clinician-stakeholders ‘Greg’ and ‘Daniel’. 
‘Greg’, a senior ED clinician and our ‘offi cial’ 
insider clinician-stakeholder left the ED after 
he gave us an introductory tour. ‘Daniel’, a 
senior anaesthetist from the OT provided sus-
tained and regular support throughout data 
collection. ‘Daniel’ had recently seen the ben-
efi cial changes to  communication in the inten-
sive care unit as a result of video-ethnography 
and video refl exivity interventions and seemed 

13 The anthropological approach to gaining consent is at least equally about gaining a ‘dynamic and continuous’ negotiated 
consensual relationship as it is of signing a specifi c informed consent form (American Anthropology Association, 1998; 
Carnevale, 2008, p. 24).



Katherine E Carroll and Jessica Mesman

INTERNATIONAL JOURNAL OF MULTIPLE RESEARCH APPROACHES  Volume 5, Issue 2, October 2011162

we move on to our fi nal days of video-recording 
in the ED.

DAY THREE AND FOUR: ONE PATIENT, 
MULTIPLE HANDOVERS, TEAM RESEARCH
Our fi rst day of video-recording was conducted 
in an individual shift-style manner. One of us 
took the video camera to record time-triggered 
handovers from the night to morning shift and 
event triggered handovers throughout the day 
shifts. The other researcher covered the event trig-
gered handovers during the afternoon and video-
recorded the time-triggered handovers from the 
evening shift to the night shift. With one camera 
to record data, and one researcher to build rap-
port and gain staff consent we soon realised that 
it was too complex to individually juggle the mul-
tiple factors required in video-recording hando-
vers in the ED. We were frequently required to do 
three things simultaneously: introduce ourselves 
and then the project, ask for consent, and then 
immediately video the handover (c.f. Santiano 
et al., 2008).

Erickson and Stull (1998) describe how his-
torically ethnography was typically a team event, 
often featuring husband and wife. Erickson and 
Stull also state that it is common to maximise 
time and increase coverage by scattering the team 
over the fi eldsite, or work at different times. They 
also stress that at times it is useful for a research 
team to witness the same event or location at 
once. Therefore, on day two of video-recording 
we decided to adopt a team-based approach 
to data collection. This enabled us to deal with 
the complex and highly dynamic work environ-
ment in which we did our research and assisted 
us to create the time we needed to adopt a con-
sent approach that was more closely modelled 
on the time-rich descriptive-refl ective approach 
to research. In practice, this meant that one 
researcher acted as a scout in the ED for potential 
handover occurrences, while the other captured 
current handovers on the camera. To ensure that 
we were preparing the same patient trajectory, 
we needed to coordinate our work by regularly 

From here we can see the many clinicians who look 
at test results, phone specialist medical teams, and 
consult one another. The second position we decide 
upon is in front of the large wall-mounted white 
board that lists all the patients currently admitted 
in the ED, their bed number, time of arrival, and 
suspected diagnosis. It is here that time-triggered 
handovers will occur between day and night staff. 
We decide that by standing beside the pole in the 
middle of the ward’s workstations we will be right 
‘on the spot’ when handovers happen, and ready 
to record with our camera. With this strategy in 
mind we go home happily, looking forward to the 
next day.

Commencing video-recording 
in the ED
The next day, Saturday, we commenced video-
recording. The act of video-recording made us 
aware of the insuffi cient time that we had spent 
observing the handovers in the ED during our 
1-day orientation. Handover moments were not 
always self-evident. In fact they were quite discreet 
with many informal handovers happening con-
currently. We were not always able to recognize 
event triggered handover moments, and when we 
did recognize them we were often too late to cap-
ture the handover on video. We found ourselves 
wondering if clinicians were doing a handover, 
just talking to each other about practical matters, 
discussing a patient, their Saturday evening plans, 
or a combination of all of the above. The strategy 
of videoing from only two locations devised after 
a quick conversation with a few clinicians and 
some hours of observation was not connecting 
with the complexity of communication practices 
in the ED. Despite allocating half of 1 day from 
the total of 4 days from which we were to collect 
data, we had greatly underestimated the impor-
tance of dedicating time to the non-video-record-
ing phase of the temporally bound Handover 
Project. Yet could we have avoided these problems 
had we spent a considerably longer time on the 
ward prior to the actual videoing? Is long-term 
ethnography ‘one-size fi ts all’? Before we scruti-
nise this in the discussion section of this article 
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DISCUSSION: DOING ETHNOGRAPHIC 
TIME AND NORMS
Being in a hospital setting with the aim of gath-
ering information on handover provoked us to 
move automatically into our usual (descriptive-
refl ective) ethnographic mode: a mode that, 
for both of us, put emphasis on trust and time. 
Our embedded ethnographic norms triggered us 
to question our research practice. We asked, ‘Is 
it ethnography to video for only 4 days among 
strangers who we did not get acquainted with, 
or is this simply videoing moments of everyday 
work?’ What constitutes ethnography is hotly 
debated (Atkinson, Coffey, & Delamont, 1999; 
Tsourvakas, 1997). Certain factors such as the 
formation of trusting relationships, time spent 
in the fi eld, and coming to terms with the com-
plexity of the culture and environment are often 
indicated as determinants as to whether research 
is ‘ethnographic’ (Forsythe, 1999; Hammersley & 
Atkinson, 1995). But how long should one spend 
in the fi eld? Is it several months or years? Maybe 
even a lifetime? Although there is no agreement 
about the ideal length of time, almost every text-
book on ethnography refers to the notion of 
time as a long-term engagement, for example, 
‘a prolonged period of investigation is essential 
for an ethnographer to get to know the way of 
a culture’ (Massey, 1998, p. 3). These efforts of 
gaining trust, building relationships and long-
term engagement are all aimed at gaining precise 
knowledge about the culture under study and this 
requires time.14

Should we consider the adage that ‘ethnogra-
phy needs lots of time’ as anachronistic given that 
there are now quicker ways of connecting with 
people and multiple fi eldsites? Some, like Jeffrey 
and Troman (2004), point out that long-term 
engagement in research fi eldsites is a luxury that 
only doctoral students can permit since tenured 
academics are too busy ‘to leave their job’ for such 
a long time. Moreover, they argue, most research 

updating one another on the future movements 
of patients in the ED and the status of staff and 
patient consent. Vignette 3 demonstrates our use 
of the team-based approach.

Vignette 3: Baby M

We decide to split up in the ED. Researcher 1 
goes to the triage area of the ED to try to identify 
potential patient admissions into the ED, while 
Researcher 2 spent time informing and consent-
ing the nurse and doctor in the paediatric wing of 
the ED about the project. Researcher 1 identifi es 
a patient admission involving an infant with con-
stipation, gains consent from the infant’s parents 
and triage staff involved, and videos handovers 
at the point of triage. Meanwhile inside the ED 
researcher 2 builds trust with, and gains consent 
from the paediatric nurse and paediatric doctor. 
As researcher 1 enters the paediatric ED from 
the triage area with the camera, she manages to 
video a smooth, seamless and fully pre-consented 
handover.

This vignette reveals the importance of build-
ing relationships with participants in advance of 
the entry of the video, and the challenges of try-
ing to obtain smooth handover while simultane-
ously trying to provide participants with informed 
consent. By having two of us focused on just one 
patient, it enabled the multiple and simultane-
ous activity lines that make up the handover to 
be followed and video-recorded. Vignette 3 dem-
onstrates that this was only made possible due to 
the simultaneous teamwork mode we adopted on 
day two and three of video-recording. Therefore 
through teamwork – two researchers simultane-
ously working within the ED – we generated the 
time that we felt we were short of. We could now 
scout for optimum events, gain consent from cli-
nicians, and spread the word among clinicians 
about what we needed to videotape. We began to 
work within both the research approaches that we 
now embodied.

14 By listing these attributes we do not intend to defi ne what ‘real’ ethnography is.
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ethnographic methodological norm, but can be 
enacted, as Jeffrey and Troman propose, in differ-
ent ways in distinctive research projects. However, 
the hospital, being our ‘usual’ ethnographic set-
ting, catalysed the foregrounding of our embed-
ded ethnographic biographies and associated 
norms and practices, like processual consent, tak-
ing time to learn the local environment, and to 
form trust relationships with clinicians. Therefore, 
ethnographic time, in our experience, turned out 
to be more than a methodological issue. We already 
knew that the project entitled us to four research 
days in a fi eldsite remote from our city. We also 
knew that we as researchers (as distinct from proj-
ect managers) had not yet personally met or estab-
lished relationships with key stakeholders in the 
fi eld. This seemed a small methodological differ-
ence that could be rationalised intellectually. But 
in reality it was actually an embodied normative 
issue as a result of our internalised ethnographic 
mores. The way our ethnographic mores surfaced 
and made themselves explicit over the 4 days 
prompted us to keep asking: ‘Isn’t it good ethnog-
raphy which builds relationships that are personal 
in nature?’, ‘How can we possibly do that in only 
this short time span?’, ‘Is what we are doing cor-
rect?’ These questions are all posed as a result of 
the ethical imperative of the descriptive-refl ective 
approach, while THP, instead, sought in a timely 
manner to intervene and draw clinicians into 
improving clinical and communication practices. 
In other words, our questions refl ected the tension 
between our personal focus on ‘we need time to 
get to know them’ (descriptive-refl ective mores) 
and the THP focus on ‘they need to know new 
aspects about their practice and do something to 
improve it’ (productive-refl exive project).

In hindsight it seems simple: our ethnographic 
mores belonged to another research approach 
that could be intellectually rationalised and 

funding does not allow for spending a year or 
more in the fi eld because funding bodies prefer less 
time-consuming methods (e.g., Savage, 2000).15 
However, Jeffrey and Troman argue that these time 
constraining circumstances should not deprive 
ethnographic research of its quality. For them, 
ethnographic time is not only a matter of length, 
but also of frequency with which the sites are vis-
ited. As such, they argue, ethnographic time is not 
just a matter of long-term engagement but should 
be appropriated to the circumstances and purpose 
of the research project. Therefore, they propose a 
differentiation of ethnographic time modalities to 
compensate the lack of extensive time. They dif-
ferentiate between three different time modes: a 
compressed mode, a selective intermittent mode, 
and a recurrent mode. Doing research in a com-
pressed form of time ‘involves a short period of 
intense ethnographic research in which research-
ers inhabit a research site almost permanently for 
anything from a few days to a month’ (p. 538). 
The second mode of time involves a longer period 
of time, ranging from 3 months to 2 years. In this 
selective intermittent time mode the researcher 
visits the site frequently. These visits are selected 
on basis of the focus of the study while it devel-
ops (p. 540). The last form of ethnographic time, 
a recurrent time mode, is aimed at sampling the 
same temporal moments. For instances, the start 
and ending of a shift (p. 542). For Jeffrey and 
Troman one form is not superior over another. 
Although we concur, we should not limit our 
focus to quantity of time, but, instead focus on 
the quality of time spent in the research setting.

Ethnographic time arguably is at the basis of 
participant-researcher relationships, processual 
consent and trust, and understanding the cultural 
context of the research fi eldsite.16 In other words, 
time spent, and the quality and ethical establish-
ment of relationships with participants is a general 

15 Sperschneider and Bagger (2003) introduce the idea of ‘design-in-context’ as a participant observation research strategy in 
an industrial setting where there is neither time nor resources for long-term engagement.

16 The ethics of ethnography and the morals of anthropology have been debated and made explicit on several occasions and 
platforms (e.g., AAS, 1998 code of ethics, AAA statements on ethics; Castaneda 2006; Dingwall, 1980; Goodwin, Pope, 
Mort, & Smith, 2003; Murphy & Dingwall, 2001).
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refl ecting on our project as a form of ‘Blitzkrieg 
ethnography’ (Rist, 1980), Jeffrey and Troman’s 
analysis of ethnographic time offer us a more 
positive perspective on the short duration in 
the ED by recognizing brief visits as productive 
ethnography.

However as researchers trained in a 
 descriptive-refl ective approach we also have to 
confi gure the demands of a project and reconcile 
it with our own identities and experiences. We 
were engaged in a productive-refl exive research 
project yet we brought with us ethnographer 
biographies and hospital-ethnography experi-
ence biased toward the descriptive-refl ective 
approach – which has its own style of working 
and norms. The ethnographic norms that we had 
embedded within our conscious practice were 
initially foregrounded and ‘othered’ as a result of 
what could and could not be enacted in THP. It 
was at this stage that we refl exively turned to our 
own biography to examine this.

Roberts and Sanders (2005) demonstrate a 
researcher’s biography to be a resource that infl u-
ences research practice. Contexts, they argue, 
‘trigger particular mechanisms: resources, struc-
tural as well as individual, that provide individu-
als with the means to conduct research’ (296). 
In our case one of the mechanisms triggered 
was our ethnographic biography, and it acted 
as both a productive and disruptive resource. 
Unbeknownst to us, descriptive-analytic norms 
were more embedded in our identity and con-
scious practice than we initially realised. As hos-
pital-ethnographers, time, timing, trust and the 
formation of relationships with clinician-partic-
ipants and with their environment are the crux 
of our ‘practice ethics’ during ‘fi eldwork’. We 
do not mean to say that very short-term visits 
imply a disrespectful entry into the fi eld. On the 
contrary, we want to stress how compressed time 
required us as researchers to be refl exive about 
our norms, work with them to fi nd solutions, 
and then transition to be able to work within the 
multiple research approaches required of us in a 
contemporary and participatory society.

furthermore, a different set of norms should be 
taking their place. Yet instead of arguing that one 
should ‘just’ switch to the appropriate mode of 
research, we would like to argue that internalised 
norms are not that easy to intellectually ration-
alise, and moreover, that this is not a problem. 
One’s ethnographic mores and experience are a 
resource that can be utilised in data collection and 
for us, this required us to reconcile the descriptive-
refl ective approach with the productive-refl exive 
approach.

In the productive-refl exive approach, the 
researcher presence in the fi eld is just one of many 
different points of contact between researchers, 
project managers and clinicians. Over time there 
are meetings with hospital and clinical manage-
ment in which the research agenda is negotiated, 
introductory meetings with the clinicians on the 
ward, interactions between researchers and cli-
nicians on the ward during data collection, and 
then subsequent discussions with clinicians dur-
ing the video-refl exive analytical stage. As we were 
not involved in the early set-up phase and nego-
tiation of THP with the ED clinicians, we were 
heavily reliant on the involvement of clinician- 
stakeholders throughout the short time of data 
collection in the ED to assist in legitimating the 
project with participating clinicians. In addition, 
we utilised a synchronous team model of data col-
lection to assist us in creating more time for video- 
recording the complexity of handover moments 
and to enable us to draw on a consent processes 
that we felt comfortable with as ethnographers.

CONCLUSION
The Handover Project is emblematic of an inno-
vative research partnership with a tight-turn-
around time. THP was also research that was 
deemed by the senior clinician-stakeholders as 
highly relevant and as having important impli-
cations for communication, patient safety and 
quality care (Iedema & Merrick, 2008; Iedema 
et al., 2009b). The productive-refl exive approach 
embodied by THP does not only involve specifi c 
norms, but also shorter timeframes. Instead of 
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