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Abstract

This ethnography examines how Accident and Emergency (A&E) operates as both
threshold and gatekeeper. The study draws upon field work undertaken in the accident
and emergency department of a major UK teaching hospital. Focussing on patients’ and
staffs’ everyday practices and interactions, the study shows how, and in what moments,
medical, administrative and cultural classifications are drawn upon to legitimate and
contest different interests. The exploration of categorisation and classification practices
is important, not only for a better understanding of A&E as a site in which access to
important life chances are negotiated, but also for understanding more about the relations
between medicine and socio-cultural classification, and the consequences for those
enrolled in their re-making.

A&E is shown to be an important sociological site in which forms of knowledge, moral
values and relations of power are produced. The thesis situates itself between a body of
sociological research that focuses on medical practices as socially constructed, and that
pays attention to how medicine re-produces socio-cultural classification, and a set of
literatures that account for medicine as particular forms of knowledge. Building on an
emergent tradition of research that extends and moves beyond this division, the thesis
adopts a particular view of medical knowledge practice that is performative, existent in
and through social relations, not only the social relations that occur between people and
between people and materials, but also the relations that occur with other modes of
ordering such as those produced through clinical governance guidelines.

The thesis shows how staff continually perform ‘real’ emergency medicine. ‘Real’
emergency medicine is shown to be produced in a number of different ways. It is often
accounted for as purely clinical, and as a knowledge practice that relies upon a specific
form of medical perception and clinical practice. However, in their accounts of those
persons presenting at A&E who fall beyond the boundaries of the purely clinical,
members help to accomplish what the ‘real’ is not. In other moments ‘real’ emergency
medicine includes the organisation and rationing of resources through medical staffs’
managing of clinical expertise. Finally, during processes of patient assessments ‘real’
emergency medicine can be accomplished through patient’s own performance of good
citizenship as they negotiate their access to health services. Thus, in developing
‘accessing’ as its central trope, the study shows how A&E as a critical site, is one in
which medicine emerges as deeply implicated in mundane practices of social inclusion
and exclusion.
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Negotiating Access Chapter 1: Constructing the Site

Chapter 1

Constructing the Site

Prelude

‘Each year, patients make over 15 million visits to Accident & Emergency (A&E)
departments in the UK, and about 15% are admitted. A&E departments feel the
pressure of the recent national yearly increase in rates of emergency hospital
admissions. The increased workload and recruitment difficulties, particularly for
junior doctors, place considerable strain on the A&E departments’ ability to maintain
good quality of care. Older people are relatively frequent users of A&E departments,
particularly the oldest old. Perhaps 20% of those over 85 years of age attend an A&E
each year. About half of these attendances follow trauma (a fall or other accident),
most of the remainder with illness. There is no convincing evidence that older people
use A&E inappropriately, although social isolation is associated with an increased
risk of attendance. The proportion of attendances, which could be classified as
primary health care in type, is lower among older patients.” (The British Geriatrics
Society: 2001).

This thesis presents an ethnography of ‘Accident and Emergency’ (A&E) with a focus
on the assessment, care and treatment of older people. A&E's significance as a
political and symbolic space pertains to its ‘place’ in society. On the one hand, it is a
site of ‘social’ or welfarist medicine, developed from the voluntary casualty hospitals
of the 19th and early 20th centuries. As such it has a history of treating a city’s poor
and working class sick and injured: a health service that is ‘open’ to all. On the other
hand it is ‘a curious specialty’ because, unlike most medical specialties that originated
from increasing sub-specialization, A&E evolved from the need to provide immediate

and broad coverage of acute disease and injury across all body systems (Guly 2005).

A&E emerges in my study as a messy space, where people from all walks of life can
cross paths and where no one kind or severity of medical condition is encountered.
Significantly, the people who come in and out of A&E still include those more
vulnerable members of the community: the poor, the homeless, those addicted to
drugs or alcohol, prostitutes, self-harmers, the mentally ill, people suffering domestic
violence, the frail elderly. On a Friday or Saturday night, the number and variety of
people seeking help increases, arriving at the hospital doors on foot, in cabs, in cars,

and by ambulance or sometimes police cars. Some people can be very drunk, stoned
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or threatening. The needs of those who attend A&E are, as a consequence, also
enormously diverse: with RTA’s (Road Traffic Accidents) and other extreme cases
being rushed through to the resuscitation rooms, passed those in the waiting areas.
Indeed, I came to realise in my study that for many waiting is what A&E mainly

consists of.

A&E thus can appear, at times, as a space for containing the mad, the bad and the sad.
But, in a National Health Service under increasing strain, A&E is being reconstituted
as a threshold, a site of access to medicine and treatment. In this view A&E is a place
where people are ‘sorted out’, but not necessarily in terms of treatment and care for
illness or injury. Rather, what seemed to me to be extraordinary energy, time and
effort goes into people being ordered into categories of ‘need’ according to complex

medical, administrative and socio-cultural systems of classification.

Thus while A&E staff have historically had problems with their status as belonging to
a proper, that is well-defined, clinical specialty, in its alignment with trauma medicine
and the constitution of emergency medicine as a specialty in its own right, accident
and emergency seems to have been gradually increasing its professional status. This
thesis shows that this status, that of ‘real” emergency medicine as a specialty in its
own right, is the precarious accomplishment of the minute and complex day to day
work of people interacting in A&E. Critically, what the study shows is that what gets
abandoned in this work of accomplishing ‘real’ emergency medicine, is the notion of
the hospital as a community service that can provide shelter and care to the poor, or
where treatment and welfare provision can be offered to those who have limited
possibilities to seek help. Indeed, the particular A&E department under study, as part
of a hospital striving to be a ‘centre(s) for excellence’ (Vetter 1995), emerges as a
space for the performance of expert clinical work that seems to involve excluding
traditional notions of social medicine and marginalising any expression of community
responsibility. On the contrary anyone except the visibly critically ill or injured is

taught that they should ‘sort’ themselves out.
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Introduction to the Thesis

This chapter introduces the thesis through establishing A&E as a ‘critical case’. In
addition to providing a brief overview of the thesis’ main content, some context for
the research is offered through a biography of the research questions. These are
followed by an account of the study’s analytical framework. This study explores the
complex categorical work involved in medical practice and decision making in an
Accident and Emergency (A&E) department and asks: what specifically does this
work accomplish? The organisation of medical work is analysed as a means with
which practitioners within A&E align themselves to, and reproduce particular
classification systems or modes of ordering that enable them to achieve and perform
identity. The contribution offered by this work is in showing the complex
negotiations that occur between those working in A&E and the attending patients and

how these negotiations produce ‘real’ emergency medicine.

A&E is shown to be an important sociological site in which forms of knowledge,
moral values and relations of power are produced and reproduced. The thesis situates
itself between a body of sociological research that focuses on medical knowledge
practices as social processes, paying attention to how medicine re-produces socio-
cultural classification and a set of literatures that account for medicine as particular
knowledge forms. Building on a tradition of research that moves beyond this division
the thesis adopts a particular view of medical knowledge practice that is performative,
existing in and through social relations; these social relations not only occur between
people and between people and materials, but also between other modes of ordering,
such as those produced through forms of governance or technologies of managing

health care provision.

Although a description of this study as first and foremost an ethnographic study of an
A&E department may be efficient and concise, it does not fully explain the scope of
this work. Firstly, the research site is more than the physical place of A&E, and
includes medicine, morality and governance that are (re)produced through a place
such as A&E. That is not to suggest that the characteristics of A&E as a place are not

also highly significant. The specificity of the research setting is crucial in as much as
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it is only through close and detailed observation of language, talk and text that
moments of significance in social action are elicited (this is discussed in more detail
in Chapter Three). However it is what emerges from the accumulation and
comparison of these significant moments that is important, as these are often drawn

from and produce forms of knowledge that reflect a wider socio-cultural landscape.

This study therefore analyses A&E as a critical case; a site of potential crisis, where
access to life chances are accessed or denied through the ordering work carried out by
medical staff. This thesis does not seek merely to provide a detailed description of
older people in A&E, but rather attempts to create an analytical account of A&E as
such a critical case, a local specific site where it is possible to observe, in aspects of
talk, language and text the creation and manifestation of specific cultural practices
and values such as those embedded in the current conception of ‘good citizenship’

(see Chapter Eight).

Specifically A&E can be understood as standing at a threshold between providing
emergency care and as a gatekeeper over the distribution of ‘acute care medicine’ as a
highly valued resource. A&E offers a space of negotiation, a threshold between two
domains, the outside domain of subjective illness, represented by those individuals
who define themselves as in need of emergency care, and the inside world of medical
expertise, represented as medical staff acting upon objective knowledge of disease.
Access to this domain of expertise has become increasingly protected with the fears of
mounting demand for limited resources; a fear compounded by the narrowing frame
within which the task of emergency medical services is understood. A&E is therefore

problematic as a space in which medicine can be performed as purely clinical.

A&E is also a site in which the access and flow of patients must be managed, not only
the attempted access of potential patients to the expertise of emergency medicine, but
also the access of emergency patients to hospital wards. This task creates a space of
potential conflict between the valued work of A&E (that of highly pressurised expert
medical intervention with fast, measurable results), and the needs and demands of
those who attempt to pass through this threshold. A&E is therefore a site of particular
interest for sociological attention. As Douglas (1966) points out, it is in the margins,

the spaces between categories where society’s energy lies; it is these in-between
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spaces that problematise the usually taken for granted categories and boundary lines
that order and make up our worlds. Specifically, it is through the contested space of

A&E that categories and social orders can be made and remade.

This thesis thus examines how A&E operates as both threshold and gatekeeper. As a
result A&E emerges as social space where socio-cultural classification is produced
and reproduced and where interests are accounted for and contested; it is a ‘critical
case’ through which the generation of cultural material can be observed. The
exploration of these categories and classification systems is important, not only for a
better understanding of A&E as a site in which access to important life chances are
negotiated, but also for understanding more about the relation between medicine and
socio-cultural classification, and the consequences for all those enrolled in these

categorical processes.

The research takes a specific interest in the assessment and treatment of older patients
in A&E in order to elicit accounts of patients who have traditionally been constructed
as problematic to medicine. Significantly, older patients with complex health and
social needs are often problematic to the work of doing medicine, offering less
opportunity to showcase the possibilities offered by ‘pure’ medical intervention. This
problematic status of older patients to health care systems has been shown to have
intensified because of the fiscally and organisationally driven concerns with efficient

health care delivery, faster throughput and measurable output (Latimer 1999, 2000).

Emergency services have historically been a focal point for the problematisation of
older people. The establishment of the emergency service following the Second
World War saw patient numbers in hospitals being an issue for concern, especially in
relation to older and chronically sick patients who were first identified as patients
more likely to block scarce hospital beds (Evers 1993). Furthermore the creation of
geriatric medicine was spurred by the problematisation of long-stay care, of which the
elderly and chronically sick were the majority. The specialism was therefore in part
born out of professional interests regarding the concern of the quality of life of older
patients but also encompassed concerns about the costs to society of ever increasing

numbers of chronically sick aged people in publicly paid for hospitals (Sidell 1995).
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In the current context contemporary policy is directed at, on the one hand, the
rationalisation of A&E to the treatment of acutely ill patients, in order to achieve
maximum throughput and efficiency, and, on the other, the development of a more
health promoting primary care system that also manages the health and social care
needs of the chronically sick and disabled (DOH 2004): for example, in the document
‘Achieving improved access to services through better hospital care for older people’

this dual function is described as follows:

‘If the NHS and social care services get it right for older people, then this helps tackle
the ‘problems’ of the acute sector i.e. by avoiding unnecessary admissions and by
achieving the shortest appropriate lengths of stay, this reduces pressure on A&E and
on acute beds, and thereby helps to tackle waits, cancelled operations, waiting times
etc.’(DOH 2004).

Chew-Graham et al (2004) suggest there has been a growing recognition that if the
right alternative services were in place, then inappropriate referrals to A&E could be
reduced. Their study suggests that due to this recognition A&E departments are less
likely to undertake processes of ‘victim blaming’. This current research pays
particular attention to the construction of appropriateness in A&E and in particular
how this works to mediate processes of negotiation for access to services, specifically

through the accounts made by patients themselves.

This study suggests that a difficulty arises when some groups presenting at A&E with
acute symptoms also have more complex health and social care needs which do not
easily fit into the forms of regulation or categories currently organising emergency
medicine and acute hospital care. This is particularly true of older people: it is the
high attendance of older patients (categorised as those over sixty five) at A&E that
form a significant part of the yearly increase in rates of emergency hospital
admissions that has been flagged as a major factor placing strain on acute medical
services, resulting in limited resources (The British Geriatrics Society: 2001). Two
thirds of acute in-patient days are taken by people over sixty five years of age and the
admission rates for this group are three times higher than those between the ages of
sixteen and sixty four. The length of stay of patients presenting at A&E is also a
concern, with those in this higher age bracket experiencing stays that are significantly

longer than younger patients (DOH: 2004; Welsh Assembly Government: 2003).
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It is therefore evident that although these policies of rationing emergency medicine
are based on the parallel availability of primary health care services, patients with
complex health and social needs, such as the elderly, also experience acute medical
symptoms and thus continue to access health care/social support through presentation
at hospital emergency departments. Some of the consequences of this positioning of
older people in the organisation of emergency health services are becoming
increasingly newsworthy.  The reports on the findings from the Healthcare
Commission investigating the care of older people in hospitals carried out this year
(2007) have suggested that older patients are being denied their dignity, with stories
that tell of people’s basic needs not being met by hospital staff, such as help not being
given to those patients unable to feed themselves or use the toilet facilities (BBC,
2007). It is the discontinuity between which patient categories are being
organisationally constituted as appropriate to emergency medicine, and those
individuals who arrive at A&E, particularly the elderly, that marks A&E as a space of
contestation: a threshold space through which negotiation must occur either to help or

hinder patients’ subsequent trajectory through emergency health services.

To develop further the problematic status of older people within health care services
more generally, Latimer (1999) identifies two difficulties older people have in gaining
entry into positive staff constituted categories. Firstly, developing Jeffreys (1979)
observation, she suggests that patients can provide materials with which to construct
staff identities. Patients who can be assessed, diagnosed and successfully treated
provide useful materials for demonstrating good medical practice. Older patients’
needs are often complex: they are difficult to diagnose quickly, often with no clearly
visible outcome or recovery and most significantly their recovery is often one that
cannot be identifiable as a consequence of a given treatment. In other words older

people are not easily ‘transformed’ into a medical disposal that is a solvable problem

(Berg 1992).

This problem is partly exaggerated by the difficulty in ascribing older people to a
patient category. Often older people have both chronic health problems coupled with
serious acute symptoms; these troubles may be exacerbated by older people suffering
difficult social circumstances. This complexity poses challenges for medical

professionals to construct older people into a medically successful disposal and it also
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creates problems when ascribing older people to an organisationally constituted

patient category.

Secondly, Latimer (2000) argues that the incorporation of social factors influencing ill
health in ageing have become so inherent in the understanding of older patients that
illness and disease in old age are ceasing to be seen by medical professionals as
matters that are of medical concern at all:

‘Discourses that ‘socialise’ illness risk being enrolled in a policy context in ways
which permit recategorising illness and suffering in older people as social problems,
and which thus marginalize the place of disease in an ageing life.” (Latimer 2000:
385)

This infiltration of the social into the medical problems of older people means that
older people’s troubles are categorised as social rather than medical and subsequently
hospital care is denied to them. By obtaining inclusion into a positive medical
category shelter is provided for the older person to ‘keep at bay their effacement as

merely a ‘social problem’ (Latimer 2000: 383).

This problematic status of older patients in health care services is particularly
significant when viewed in relation to the heightened rationalisation of A&E, an
emergency service providing acute medical care for trauma patients. It is therefore the
bringing together of A&E as a medical space that is in-between, a threshold in which
the movement of patients is managed, and older people as patients in-between, with
multiple health care needs compounded by poor social circumstances, that establishes
the observation of older people within an A&E service as a critical case. It is through
this critical case that it is possible to observe the local, specific aspects of medical
knowledge practice, health service organisation, delivery and use in a way that makes
visible the wider cultural values, and forms of knowledge and power that mediate

them.

The emphasis on A&E as gatekeeper and as threshold allows the issue of access to
come into view as a central theme. Forms of classification or modes of ordering are
brought into play around the problem of access. All moments where staff and patients
are in negotiation over interests, where accounts are made to justify or legitimate

place, actions or decisions are understood as moments of accessing. The particular
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modes of ordering that are vital to the arguments of this thesis were elicited through
focussing on these moments of accessing, taking an ethnographic approach that pays
attention to the work undertaken by the members of the research site to make actions
and decisions accountable. This approach, discussed in Chapter Three, also brings to
light how these accounts were aligned to, and constitutive of, significant forms of
classification. Furthermore, taking a critical approach the thesis shows how the
production and reproduction of these orders also (re)accomplishes specific relations of

power.

Conceptually this thesis locates the research, the research setting and the research
participants in a wider socio-cultural context. The coming together of forms of
knowledge that inform and are informed by health service organisational practices is
traced; in particular medicine and management as domains of thought are examined in
order to appreciate the complexity of their relations to one another in the current
context of health service delivery and use. The advancement of medical ideas is
important to show how medicine influences and is influenced by ways of thinking
beyond the boundaries of the clinic. An understanding of medical knowledge as
culturally and historically constituted is important for the purposes of this research in
order to appreciate better the forms of medical practice that occur in A&E and to
make sense of the interrelations of medicine as a set of ideas within wider socio-
cultural contexts. These interrelations both frame and are created in the social

relations of staff, patients, relatives, managers and material objects in A&E.

Medical staff within A&E are shown to undertake the continual task of producing
‘real’ emergency medicine as ‘purely clinical’ and as only responding to ‘true’
emergency cases. However, this construction is continually undermined as particular
patients impede the production of ‘real’ emergency medicine. Its openness and
accessibility as an emergency medical service is complicated by those individuals
who believe themselves to be in need but who are constructed by staff as ‘not
medical’ cases. In addition as well as a treatment centre, A&E as gatekeeper to the
distribution of resources further exaggerates the problem of producing ‘real’
emergency medicine. In producing what is ‘real’, emergency medicine and non-

emergency medicine are continually being re-made collecting and re-constituting
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those aspects deemed integral to the work of emergency medicine while those aspects

that are deemed ‘pollutants’ are held apart.

Much work has already been done that shows the significance of socio-cultural
classification for medical work and decision-making. Specifically for this research,
revisiting and bringing together the following literature in Chapter Two provides
important analytical tools through which the situated practices of those undertaking
medical work in A&E can be observed: the significance of the institutional,
administrative and managerial organisation of medical work; the performative nature
of medical knowledge and practice; the perception and judgement of patients’ moral

and social worth; and the usefulness of patients to staffs’ identity work.

Previous studies are significant for this research in understanding the complex
relations of categorical work undertaken by medical staff, particularly in emergency
settings, and as such provide some building blocks through which to better observe
and illustrate the ways in which medical work is accounted for in multiple ways and
for a variety of purposes. Some important conceptual work about the understanding
of medical knowledge practice is also developed in this chapter. Importantly, through
identifying medicine as performance, its boundaries are reconfigured and become
more permeable so that it can not only spread beyond the physical and professional
limits of medicine and medical practice but it is also understood as a form of
knowledge that is able to shift and alter its shape in order to incorporate other ideas

that may be useful to its performance.

The substantive and conceptual interest of the thesis has now been established with
brief reference having been made to the literary and methodological tradition in which
the research is situated (these are discussed in detail in Chapters Two and Three). The
remaining chapters are summarised below in order to provide an overview of the
thesis’ main arguments that have been generated from the research materials gathered
in the field and interpreted through an analytical framework that is described in the

latter part of this chapter.

Chapter Four develops the importance and significance of access both

methodologically and substantively for this research. It illustrates through extracts

10
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from fieldnotes how the researcher moved from moments of becoming a partial
member to becoming ‘matter out of place’ (Douglas 1966). This ambiguity occurred
at moments of accessing, where the researcher sought to gain entry to observations,
spaces or social networks, and it was the replication of this experience in the
experiences of patients and members of the public in their own moments of accessing

that is central to the appreciation of A&E as a site of contention.

Moments of accessing are developed in Chapter Five which provides a detailed
account of the practices and processes of assessment that occur in and through the
various spaces and sectors of the emergency department. This chapter works to
construct and explore the place of the threshold where the work of ‘managing’ is most
intensely felt. The chapter pays particular attention to forms of regulation and
practices of self-checking that mediate the actions and decisions undertaken by staff
and bring to the fore issues of rationing and managing resources. The work of
managing patients is also shown to be organised upon a particular division of labour
whereby those staff working at the threshold bear more responsibility for sorting and

prioritising in order to protect the work of ‘real’ emergency medicine.

The consequences for those working at the threshold is the central focus of Chapter
Six, where an analysis of the ways and means with which medical staff cope with
competing calls upon them to respond to patients as full persons in need of care, and
to the needs to manage and prioritise those patients in order to ration limited
resources. The particular conditions of working at the threshold, some of which are
described in Chapter Five, are developed in order to show the difficulties staff
experience in creating and maintaining moral proximity to their patients. The chapter
suggests that in some contexts staff efface patients as full persons through strategies
of distancing in order to meet the demands placed upon them to manage patients as

well as treat them.

Chapter Seven re-examines the importance of typificiations, and the ways in which
staff construct patients as types prior to their assessment of the patient as a full
subject, for the ordering and categorising of patients in A&E. Moral judgements
about social worth as an available means with which to order patients is the focus of

attention in this chapter. Social worth in this A&E department is shown to pertain to

11
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specific understandings of service use and good citizenship. Alongside the
developments in medical ideas and the interrelations these have with wider socio-
cultural frameworks discussed through the previous literatures in Chapter Two and
analysed through materials from the field in Chapter Eight, the establishment of a
particular moral order, based around ideas of citizenship, is traced for the purposes of

this chapter.

This moral order is viewed with specific reference to how these ideas provide
frameworks through which the work of organising health care services, as well as the
work of accessing and obtaining these services, can be achieved. Through utilizing
ideas of governance, the continual construction of ‘citizenship’ is discussed. It is how
these discourses are produced and reproduced in and through the social relations of
A&E that are explored. The practices of ordering patients according to these notions
are shown to be carried out through processes of negotiation that patients participate
in, either through being enrolled in and reproducing these modes of ordering, or in
their attempts to produce other accounts that make up the world in a different way.
These practices of accounting are shown to have very different and important

consequences for emergency patient careers.

Chapter Eight, drawing on the conceptual considerations outlined in Chapter Two,
explores the relations between clinical governance and medicine in the actions and
accounts of medical staff. The chapter illustrates how medical professionals are able
to account for their work in a number of different ways that are aligned to
classification systems of both medicine and management. Significantly this chapter
shows how these two ways of performing ‘real’ emergency medicine have merged
together in some of the accounts made by medical staff. However, what this means
for the everyday practices of ordering and organising medical work is shown to be
more complex and is explored in relation to the multitude of purposes for which staff
provide accounts, in particular aspects of identity and membership work are taken into

consideration as part of the process of accomplishing ‘real’ emergency medicine.

All these classification systems are explored for how they are achieved. As well as
moral judgements and typifications, the thesis explores the mediation of

organisational, administrative and managerial ordering principles with a particular

12
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focus on clinical guidelines and regulation. These are explored for their effects upon
the actions and decisions made by staff, but are also explored for how they assist in
the specific production of medical knowledge practices and notions of moral or social

worth within A&E.

None of these ways of organising and accounting for the work of A&E medicine is
presented in this thesis as being separate and distinct from one another. Rather these
accounts provide different facets of the social organisation of A&E. What the thesis
shows is the importance of situation and context in the deployment of modes of
ordering. Importantly the thesis shows how staff within A&E are able to use and
deploy multiple modes of ordering in order to achieve the successful performance of
‘real’ emergency medicine and furthermore how, at moments, patients themselves

become enrolled in this performance.

Biography of the Research Questions

It is useful for the understanding of the content and focus of this thesis to briefly
explore the process through which the research came into being, to provide some
further context for thinking about A&E as a site of interest. As with much other
qualitative research, my interest in the substantive area sprang from a combination of
personal and intellectual curiosity. Throughout my undergraduate studies I had
become increasingly fascinated by medical sociology, perhaps spurred from a more
general attraction to medicine that had been with me since school. Many aspects of
medicine, as social and cultural practice, were interesting to me, particularly the study
of such practices through an analysis of categorical work undertaken by medical staff.
The development of this academic attention was accompanied at the same time by the
experiences of my family in the care and treatment of my chronically and acutely sick
grandmother. Watching as my grandmother moved continually in out and through
various health and social care systems brought to light how her sickness and the
sickness of many older people had become increasingly placeless. I therefore began
to think generally about older people and specifically about the available categories

through which the place of older people in medicine could be accomplished.
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It is difficult in hindsight to establish what came first in the development of this
research endeavour; an academic awareness or a personal response to social
phenomena. Coming across Latimer’s (1999, 2000) work on older people in an acute
medical unit is a significant part of the telling of this story. The way in which
categorisation work was shown to have real and significant consequences for
vulnerable older people, as well as providing a re-telling of the significance of
categorical work for the accomplishment of medical staffs’ identity work, brought

together my personal concern and intellectual interest.

This does not however explain why it was that I selected Accident and Emergency
(A&E) as the setting in which to explore these issues. This decision was founded
upon the particular ways in which older people had already been framed, in both
academic and policy literature, as problematic to medicine, which was the subject of
my masters dissertation. The separation of acute and chronic, and social and medical,
as organisationally constituted categories of assessment, with the important
consequences these categories have for the care and treatment of patients, seemed
particularly relevant to the work of A&E. This was mirrored in the increasing
rationalisation of emergency medicine towards the treatment of acute trauma patients.
It seemed to me highly appropriate to study the impact of medicine as cultural
practice, situated within complex social relations, in a setting where the work of
accomplishing medicine is highly pressured and resources are more intensely rationed

than in other health care settings (Vassy 2001 see Chapter Two, p.37).

This research explores these interests through focusing upon the following set of

questions:

e What are the available categories through which medical staff order and

organise their work?

e How and why do staff engage in ordering work?

e What is accomplished through the categorical work undertaken by staff?
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How and why do patients and relatives perform in processes of assessment?

e What are the categories and classifications through which patients and

relatives act?

e What systems of classification are the available categories aligned to?

e How do these systems of classification create and re-create relations of

power?

e Who benefits and who is disadvantaged as a result of the ordering work that is

accomplished?

Analytical Framework

The previous sections have provided an overview of the thesis’ main content and
arguments with a specific focus placed on the complexity of the research site as a
critical case. This critical case has been set alongside the researcher’s own personal
and intellectual interest in undertaking the research and the subsequent development
of the research questions. With this in mind, it is necessary to determine how and
why categorical work is integral to the understanding of A&E as a “critical case’: a
space in which modes of ordering are produced and reproduced with important
consequences for medical staff and patients who both embody and participate in their

continual construction.

In order to develop this argument, it is important to think about what we mean by
categories, classification and ordering. It must be made clear that such an analytical
focus on categories and classification does not sustain a search for the underlying
social order of emergency medicine: it is orderings, situated and embodied in social
relations that are the primary interest of this research. It must also be acknowledged
that within these social orderings, materials of all kinds can be implicated, including
talk, bodies, texts and machines (Law 1994). This is exemplified in the subsequent

chapters.
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To comprehend the extent to which classifying and ordering are integral tools through
which the social world of A&E is made, we must first establish the socially and
culturally contingent nature of categories and classes of things. This is the first step in
understanding the role such an analytical framework can play in understanding the
meanings and interpretations that are formed by and through the everyday social

relations of A&E.
The Construction of Categories

In order to think about categorical work within A&E as accomplishing ‘modes of
ordering’ (Law 1994)' it is important to make clear the form and nature of categories
as they are represented in the research. Categories do not exist as entities in
themselves separate from and acting upon the social world; they are accomplished

through the work undertaken in social relations.

As an illustration of this, it may be useful to look first at the work of structural
anthropologists such as Edmund Leach (1964) and his essay on animal categories and
verbal abuse which contested the commonly held belief that orders of things were
simply given in nature. Leach puts forward a theory that places categories and
classification systems firmly in the social domain. He suggests that since a child
cannot distinguish between things as a grown adult does, the child must go through a
process of learning these distinctions through the acquisition of names so that it is in
fact language that structures our world rather than the other way around:

‘I postulate that the physical and social environment of a young child is perceived as
a continuum. It does not contain any intrinsically separate ‘things.” The child, in due
course, is taught to impose upon this environment a kind of discriminating grid which
services to distinguish the world as being composed of a large number of separate
things, each labelled with a name. This world is a representation of our language
categories, not vice versa.” (Leach 1964: 34).

A further example can be derived from the work of Durkheim & Mauss (1963) who
describe the way in which we understand and practice the ‘classification function’ as
a relatively recent phenomenon. To classify, the way we understand it today, is to

arrange things, animals, people into groups that are distinct from each other and

' Modes of ordering is an important concept that is developed in more detail on p.22 of this chapter.
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clearly separated by definite lines of demarcation. This in itself is a historical
development. This form of classification, that holds all things together while at the
same time clearly separating them and depositing them into strict, defined groups, is
based on a science of taxonomy. This systematic, tree like structure places a single
classification that refers to all objects at the top and below are categories that refer to
the subgroups making up the whole classification. A good example of this structure is

the family tree, charts that show family relations.

The roots of taxonomy are found in the work of Swedish medic Carl Linnaeus in his
classification of living things, the Systema Naturae. His work involved the grouping
of species according to shared physical characteristics and, more importantly, by
doing this he created a new scientific classification that has since dominated modern
western thinking about the world and all things in it. In particular the hierarchical
grouping of all organisms, from the larger Kingdom to the specific species, has had
strong influence on conceptual frameworks of what it means to classify (Koerner

2001).

This particularly modern conception of classification does not allow for huge void
like spaces between classes of things whilst at the same time it encapsulates a model
that has fixed and definite outlines. This, however, was not always the case. Aristotle
was the first known to have proclaimed the existence of specific differences between
forms, particularly in his theory of universals. He sought to separate the naming of
those things that can be shared by many (universals) indicating the sort of thing it is
such as man, and those things of substance which are particular such as the sun
(Russell 2005). Those before him and indeed others of his time had far less sense of

this distinction.

Foucault (1966) at the very outset of ‘The Order of Things’ uses as an example a
passage from Borges that quotes a certain Chinese encyclopaedia in which animals
are divided into seemingly strange categories, including: ‘belonging to the Emperor’
and ‘frenzied’. This example seeks to ‘disturb and threaten with collapse our age-old
distinction between the Same and the Other’ (Foucault 1966: Xvi). Through such an

example we immediately question another system of thought, but more importantly in
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doing so we are forced to experience the limitations of our own system of thought, in

the impossibility of thinking in this different way.

Durkheim & Mauss (1963) were among the first to suggest that to find answers to
such complex questions about the way we order and classify our world, we must look
outside the limitations of nature and the perceptions that occur in singular minds and
we must look instead to society itself, the social and cultural elements of life. Their
work on ‘primitive’ classification makes clear that it is not simply in the past that we
find blurred, confused understandings: there are examples of weakened distinctions
even in contemporary society. In literature, mythology, and religion there are
fundamental confusions of images and ideas: stories, myths, tales and beliefs that see
the substantiation of persons, souls and bodies. In religion in particular we witness
the spiritualization of material objects. These are clear examples of ideas that could
not arise if things were represented by determined concepts of classified, separated

forms.

Re-incarnation, the idea that the form an individual takes in this life is merely the
caterpillar to the butterfly - the butterfly they will become in the next - reflects this
blurring of the distinctions between different forms of life. These blurred distinctions
between sign and thing, name and person, work to fuse people, animals and inanimate
objects ‘in relations of the most perfect identity to each other’ (Durkheim & Mauss
1963: 7). In other words, it is the signification of a thing, person or object to the

beliefs and values of the society that work to uphold its place within it.

This is illustrated in the work of Levi-Strauss (1966) where he represents the ‘native’
thinker who claims that all sacred things must have their place. What Levi-Strauss
illustrates is that in fact the reverse is true: objects are sacred as a result of being in
their place, for if they were taken out of their place even in thought, the entire
universe would be destroyed: ‘Sacred objects therefore contribute to the maintenance
of order in the universe by occupying the place allocated to them’ (p.10), thus
indicating the powerful nature of ordering work and what accomplishments are made

possible. They make up the world.
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Durkheim and Mauss provided the foundations from which sociology began to
identify and investigate further the social basis of all forms of knowledge. Important
questions have since been posed regarding the social construction of reality: how far
should the belief in the construction of reality be followed and what can be known
about the kinds of reality that are construable? For Durkheim and Mauss, although
they drew many comparisons between the way in which we understand our world and
the forms of classification of so-called primitive societies, they saw limits to these
similarities, claiming that primitive classification was more weighted and therefore

distorted by social concerns than that of modern scientific thought.

However, as Bowker and Star (2002) argue, the principles of ordering so ingrained in
the consciousness of modern western scientific thought, centre on ideals that are
significantly flawed: the first of these is that each category must be mutually
exclusive, ‘into which any object addressed by the system will neatly and uniquely fit’
(Bowker & Star 2002: 10); the second of which is that a system of classification must
have total coverage of the world it describes. As many of the previous accounts have
shown, these ideals are particularly problematic and are certainly not objective

reflections of the natural world.

Furthermore studies and research that have since descended from these earlier
anthropological works of Durkheim & Mauss and Levi-Strauss seem to support the
contrary viewpoint:

‘Even in the laboratory, the researcher has options open to him. There are options for
following this line of inquiry rather than that, of referring to these other works or
omitting them. He must choose for the sake of structuring his own contribution. It is
fitted into a conversation between scholars and so is pared down here and blown up
there. The categories of valuable and useless areas of work are identified, ranked and
bounded, elements assigned to the classes and sub-classes, rules made to hold the
framework of knowledge steady. The alleged gap between what we know about the
construction of everyday knowledge and the construction of scientific knowledge is
not as big as is supposed.” (Douglas 1973: 12).

This way of thinking about categories and classification, in contrast, is embedded
within a wider conceptual framework that views all forms of reality as existing in and
produced through social relations. However, understanding how we are able to
comprehend the world around us through our social context is a problem that has been

left to artists, novelists and poets rather than to social scientists; instead, sociologists
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have splintered into narrow fields of expertise thus ‘bounding the reality they wish to

investigate’ (Douglas 1973: 10).

What the earlier anthropological accounts sought to show were the ways in which
things, materials and people exist through the identification and perception of others;
a well established argument within the interactionist tradition. However, they were
also extremely important in beginning to show how and why categorical work is
undertaken and its integral role in the organising of social relations. Where these
arguments were limited, particularly in the earliest work of Durkheim and Mauss’
‘Primitive Classification’, was in their structuralist sensibility. There is a lack of
recognition that definitions, perceptions or meanings of things are unstable and
changeable. This instability exists not only through history and across cultures but
also within cultures, societies, institutions, situations and even within moments: they

are ‘drawn from the consequences of the situation’ (Bowker & Star 2002: 290).

Social categories must therefore be understood in relation to their dependence upon
the judgement of social groups; the example of religious beliefs is again a good
illustration of the changing definition of objects according to particular groups of
people. This does not only hold true for simple definitions of things or people but
also for social behaviour: as Goffman makes clear in his work on behaviour in public
places, psychiatrists bring attention to behaviour in their patients that are deemed to
be ‘inappropriate in the situation’ (Goffman 1963: 3). However, as Goffman points
out:

‘An act can, of course, be proper or improper only according to the judgement of a
specific social group, and even within the smallest and warmest of groups there is
likely to be some dissensus and doubt.” (Goffman 1963: 5).

What is important about what Goffman is arguing here is that whether an act is
deemed to be appropriate or not must often be worked at, it is not simply given. It
must be recognised, acknowledged by others in the groups and furthermore this
recognition must be shared and performed by the members of the group; in other

words it must be accomplished.

Accomplishing the Social, Categories and Classification in Action
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These earlier anthropological accounts challenged the modernist paradigm by
providing the means through which interpretation and meaning became important
explanations for how the world is ordered: time and culture, for all societies, were the
contingencies upon which these meanings and interpretations were fixed. However, it
was this fixedness that caught these accounts in a modernist trap: meanings and
interpretations within society were deemed to be stable, making it possible to reveal a
social order that acted upon individuals. In contrast this current research is interested
in social orderings, the work? that is done to make up and perform the social. Rather
than attempting to reveal the makings of an ordered world, this approach takes as its
starting point the understanding that the social world is complex and messy. The
illusions of order, that are themselves fleeting, are understood to be the product of a
lot of work;

‘work that may occasionally be more or less successfully hidden behind an
appearance of ordered simplicity. This is not however to suggest that orderings
cannot have significant effects, it is rather to enable a more intricate understanding of
the complexity of the social world, whereby truths can be made and unmade, and
understanding the conditions in which these makings are possible.” (Law 1994: 5).

This research therefore builds on the premise that order is something which members
of any organization, or in any setting, must work at to produce (Bittner 1973). It also
works on the basis that orders have a temporal clause; orderliness is not binding and
shared for all time. These considerations have therefore led to an emphasis on ‘the
importance of negotiation, the process of give-and-take, of diplomacy, of bargaining-

which characterizes organizational life’ (Strauss et al 1963: 148).

It is in the intricacies of the everyday way people organise, order and classify their
worlds through speech, actions and materials, that understandings of a social space
and institution can be found: through this work A&E, as particular orders, can be
accomplished and re-accomplished. —Therefore by making these processes of
classification within A&E problematic we make visible the ‘ordinarily invisible’
(Bowker & Star 2002: 3) entities that can also help to reveal relations of power -

something I return to in more detail later in Chapter Three.

? Work in this context refers to the practices that individuals and social groups perform in order to
make knowledge claims stable.
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Categories and classification are essential components through which it is possible to
organise social life, as has been shown. Within all areas of social life there is order,
or more accurately, order must be accomplished, an accomplishment involving an
immense amount of work. The work of accomplishing social order can serve
particular purposes (examples of which are offered in subsequent chapters), so that it
is not the case, as Law shows, that viewing social life as accomplished orderings, is to
discount power relations, or to attempt to suggest that ‘anything goes’. There is
merely an appreciation that it is through the work of individuals that order is
accomplished and that this order is not an order at all but one of many sorts of

ordering possibilities.

The significance of these orderings are also not reduced as a result of such a premise;
orderings are significant in understanding how and why social life is organised the
way it is. Furthermore, orderings may and can become patterned, recurring within
social relations and hence become ‘modes of ordering” (Law 1994). Modes of
ordering are ‘recurring patterns embodied within, witnessed by, generated in and
reproduced as part of the ordering of human and non-human relations’ (p.83) and as is
shown in subsequent chapters, it is possible to distinguish these orderings in social
groups, networks and relations. As Law shows through his research, categorical work
can become enrolled in and can enrol members in particular modes of ordering:

‘it is possible to impute several modes of ordering to the talk and the actions of
managers. And I’m saying that people are written into them in varying degree...I’'m
saying that agents are effects which are generated by such modes of ordering’ (p.75)

Up until now the discussion has remained quite abstract in focussing on the need for
social groups to perform categorical work; there is a need for such work to be done
for the accomplishment of social organisation or social orders. However, the
participation of individuals in categorical work, or more significantly in the
production and reproduction of particular modes of ordering, are essential means
through which people are able to perform identity work and often are a means through
which membership can be accomplished (Latimer 2004). In this sense, ordering
modes are used for sense-making, but are also tools that may usefully do certain jobs

for certain purposes.
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In Latimer’s (2004) paper on multi-disciplinary work in a British hospital trust, she
reveals how consultants are able to (re)accomplish hierarchy and dominance through
aligning cultural materials with social processes. The focus of the paper is on
establishing the place of materials in the ordering of social relations, as objects that
provide tools for constituting, as well as expressing social relations. What is of
significance for the purpose of this research in what Latimer is showing is the way in
which a specifically medical mode of ordering that can be discerned in talk and
materials provides the means through which to (re)accomplish medicine as a
dominant authoritative voice; it is a means through which to perform identity, to
achieve membership and specifically in the example of multi-disciplinary work in a

hospital, to aid the re-establishment of medical power.

The classifications from which to comprehend relations between people and between
people and things, as modes of ordering, can sometimes seem unquestionable; they
are understood to be naturally so. It is within these taken for granted meanings that
relations of power, existent in hierarchical systems of classification, are both
produced and manifest themselves. Illusions of order hide the processes through
which they were generated and as such can be understood by members as facts, truths
that become reproduced in the actions and interactions of those members who
interpret them to be ‘true’. This has important ramifications for how researchers go
about accessing these modes of ordering, a point I return to in greater detail when
discussing the purposes of undertaking ethnographic research and in particular
participant observation (see Chapter Three).

The Significance of Categories

Classifying and ordering works are not simple, logical reflections of the best way to
organise people and things; rather they are a reflection of complex rules and values
that exist in and are created through social relations (in fact they ‘embody moral and
aesthetic choices that in turn craft people’s identities, aspirations and dignity’
(Bowker and Star 2002: 4)). In studying these modes of ordering sustained through
categorical work it is possible to distinguish particular recurring discursive practices
that help to order social relations and, on occasions, modes of ordering become more

matters of fact, thereby (re)accomplishing dominance as a means of organising
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people, objects and things. As a consequence these modes of ordering serve to
subvert or exclude other potential ways of ordering. Therefore, the work of
categorising should not be ignored as simply arbitrary notions of common sense or
logic but rather they should be identified as political actions that deserve attention and

in some cases justification.

So far the discussion has been mainly focussed upon what systems of classification
and ordering work can reveal to us about how social relations are accomplished.
However, as well as actively doing the work of categorising in our daily lives we are
also victims of our encounters with classification systems often in extreme and
negative ways. Those systems that exist within bureaucratic organisations can work
to constrain individuals and can even be ‘a direct tool mediating human suffering’
(Bowker and Star 2002: 26). The difficulty arises when individual lives and
circumstances conflict with the categories affixed to them by these systems of

classification.

As has been previously discussed, while systems of classification are commonplace in
our everyday lives, as modes of ordering they remain invisible. However, what is
important to acknowledge - and indeed analyse - are those systems of classification
that exist in large bureaucratic organisations, or that exist in systems of government
that have become standardised and are therefore conscious, visible forms of
classification and as such can create objects of contention. These standards are just
as important when recognised as further modes of ordering, identified and analysed in
precisely the same way as those more implicit, everyday orderings. Although
standards are overt systems of classification, the meanings attributed to such standards

are often just as complex.

Through this discussion, we can begin to see the usefulness of understanding
categories and classification within a setting such as A&E, as a means through which
to make visible the production and accomplishment of orders which uphold specific
interpretations of values, morals and ideals. This ordering work is also useful for
individual members to perform identity work and achieve membership. Furthermore,
through the building of particular modes of ordering, these can become forms of

knowledge or ideas understood by members as matters of fact, placing objects, people
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and materials in hierarchical relations to one another, while subverting the political

nature of the processes that accomplish such orders.

In understanding the social world of A&E and the categories that exist within it we
begin to understand the extent to which medical staff and patients produce and
become enrolled in particular modes or ordering, creating and recreating victors and
victims in ways that have ‘enjoining deep consequences for those touched by them’

(Bowker & Star 2002: 290).

The significance of A&E as a critical case has been explored in this chapter through
providing detail of its complex position as threshold and gatekeeper, particularly in
the current context of health service provision. Furthermore, the analytical approach
developed in this chapter is important for underpinning the way in which the research
materials have been considered and for the advancement of the thesis’ argument. In
view of this approach and the research questions posed, the next chapter seeks to
explore some of the literatures that have provided important insights into the
categories and classification systems available to medical staff in the organising of

their work and the assessing of patients.
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Chapter 2

Medicine and Its Relations

‘Medicine is a social science and politics is nothing more than medicine on a larger
scale.” (Rudolf Virchow 1821-1902).

Introduction

It has been suggested in the previous chapter that as a critical case, A&E may be a site
in which the (re)production of socio-cultural classification occurs. This chapter builds
on that contention and seeks to clarify the complex relationship between wider socio-
cultural orderings and the practices of emergency medicine carried out in A&E. In
order to do this the chapter provides an analysis of literatures that account for the
production of medicine and importantly how this production is accomplished through
the complex relations that occur between medicine and other modes of ordering. The
literatures presented in this chapter have therefore been selected for their contribution
to the consideration of how medicine is produced and, in particular, how this

production is accomplished through its relations with other classification systems.

Through the drawing together of multiple accounts of medical knowledge practice
this chapter explores the particular categories and systems of classification that inform
and produce medical knowledge practice. These accounts have been drawn from
within medicine itself and from within the history and philosophy of medical science,
medical sociology and medical anthropology. The literatures gathered and analysed
are treated as research materials through which particular accounts of the medical
domain can be explored and critiqued in order to situate the research within its own

conceptual framework for understanding medical knowledge practices.

The analysis illustrates some important divisions between those who treat medical
perception and the clinic as ‘pure’! domains, as distinct and separate from the politics
of organisation, and those who choose to account for medicine as social processes

without paying attention to knowledge production or its consequences. Accounts that

' The term ‘pure’ used in this chapter refers to Douglas’ (1966) notion of purity that reflects something
that is whole, complete and self contained, that has definite hard boundaries that separates it from other
forms.
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move beyond this division are particularly useful for the purposes of this thesis’
interest in the relations between medicine as productive of epistemology and the
consequential politics of organisation these epistemologies produce. This thesis
suggests that it is not logical or useful to view either separately, particularly as these

relations have important implications for patients.

The purpose of this analysis is in part to show how disciplines involved in the study of
medicine are as much enrolled in the work of producing the medical domain as
medicine itself and what is produced through these accounts can also take on similar
forms. The social sciences, much like medicine, are performative; they produce reality
(Law and Urry 2004). More importantly the chapter examines the relations that
medical knowledge practices have with other systems of ordering such as managerial
concerns, notions of moral worth, and systems of health care organisation and the
consequences of these relations for patients. The chapter builds upon accounts that
are deemed helpful to this understanding but also makes clear where, why and in what

way this thesis departs from some of the realities that have previously been made.

It must be acknowledged that the ordering of ideas will always involve a certain
degree of pragmatism, particularly in making decisions about how to group and
organise literatures to produce a coherent story. For the purposes of this chapter and
for setting up the conceptual understanding of the production of medical knowledge
practices employed in this thesis, the separations and distinctions have been made for
argument’s sake while being mindful of the complexities and nuances of the

literatures discussed as well as their relations to one another.

Medicine as Socially Constructed

This section illustrates how medicine reproduces socio-cultural classification.
Specifically the section deals with the notion of deviance through an exploration of
the ways staff categorise patients on the basis of their perceived adherence to wider
socio-cultural rules of behaviour and moral values. This notion is developed to offer
a more nuanced interpretation that helps us to understand the importance of

organisation and institutional structures as well as patient typification and moral
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judgements in the categorising of patients. The role in which staff’s perceived job
function plays in the categorization process is discussed in detail providing insight
into the ways in which staff’s own professional interests are implicated in the
organisation of medical work. While drawing on the concepts of categorization and
ordering the section illustrates that patient categories are fluid and ambiguous rather
than fixed and stable. The purpose of this section is therefore to illustrate the
significance of these studies for this thesis’ understanding of categorisation work
while indicating moving beyond this tradition of work that does not account for the
relationship between socio-cultural ordering and the production of patient’s bodies as

diseased.

Socio-Cultural Classification

Within medical sociology, particularly within the interactionist tradition, research has
attempted to illustrate how medicine is socially constructed. In particular these
studies are interested in how medicine helps to reproduce socio-cultural classification.
As is discussed, such research is useful in accounting for the multitude of complex
socio-cultural orderings through which medicine is practiced; however, where this
study departs somewhat from this tradition is in its concentration on the bridging of
knowledge and practice. Thus this study pays particular attention to socio-cultural
orderings, including the production of medical knowledge as one of these ordering
systems: it thus treats the production of diseases and bodies themselves in relation to,
rather than as distinct from, socio-cultural classification which expands the

researcher’s field of vision.

For example, Jeffrey (1979) reveals how specific social rules determine the legitimacy
of patients’ attendance within casualty departments. Members of staff are shown to
produce socially constituted patient categories that interact with scientifically
determined medical diagnoses. It is those patients who break the rules who are
labelled negatively: these include those who are responsible for their particular illness
or responsible for a slow or difficult recovery such as ‘drunks’ or ‘overdoses’; those
who are not restricted in their activities by their illness and could therefore be
considered ‘trivial’; or those patients who are uncooperative with staff and are

subsequently interpreted as patients who do not want to help themselves. These types
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