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PROLOGUE
It is June, 1981, on a warm summer night in an inner city emergency room. As a newly hired
psychiatric social worker, I am thrown off balance by the sights, sounds and smells of activity in the ER
(emergency room) as the staff attend to a myriad of human suffering.
An elderly man with chest pain comes to the emergency room via EMS (Emergency Medical
Service), and is accompanied by his wife of 50 years. While physicians attempt to discover the source of
his pain, he goes into cardiac arrest. The patient advocate takes the wife into a designated family room to
prepare her for the possible death of her husband. The patient advocate comforts her while moving her
toward the real possibility of the death of her husband. He paves the way for the doctor to come and speak
to her, pronouncing the death of her husband. The patient advocate helps her organize in her grief, so that
she can contact family to be with her.
At the same time, and due to a raging drug war, the emergency room receives two young men,
shot multiple times. One of the young men dies in the trauma room. His friend, not seriously injured by
the gunshot, is approached by the social worker to ease him into the process of grief. As she comforts
him, his pager goes off and he tells her he has to use the phone. He is also demanding that the emergency
room release the large amount of money found in his deceased friend’s pocket. It becomes obvious that
the call is about the traffic of drugs. His tears dry as he conducts business.
A young suburban girl drives her car into the dock of the ambulance entrance, with her
windshield shattered. She is distraught, speaking in short, rapid sentences, conveying that she has been
raped and held hostage by her assailant. Though she escapes from the house where she was held captive,
her assailant chases her down the driveway, shattering her windshield with a bat. The emergency room
staff finds it hard to believe that this “pretty white girl” from the suburbs, was an innocent victim, raped
by an acquaintance, despite her obvious bruises and superficial cuts. In my role of social worker, I assist
her, offering her support and comfort to ease her through the further trauma of a sexual assault exam, evidence
gathering and questioning emergency room staff, and hostile police officers called to take her report.
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Heroin overdoses arrive in brief periods of increased incidence. There are deaths, but thanks to
the drug, Narcan, the opiate receptors in the brain can be stripped of the heroin, allowing breathing to
resume. Within hours, the overdoses cease to arrive, as the word is now out on the street that the doses are
too strong. The young man, who has been revived by the Narcan, awakes surrounded by physicians,
agitated and swearing, “You goddam mother fuckers,” conveying his feelings as his “high” has been
taken from him. He is unable to absorb the news that he would have died without their intervention. The
emergency room staff shrugs off this anticipated response and moves on, awaiting the possibility that
there will be more overdoses arriving shortly.
The young man arrives with traumatic injuries suffered in a multiple vehicle accident (MVA).
While doctors in the trauma room assess his injuries and need for treatment, the patient advocate searches
his belongings for identification and, hopefully, a next of kin. The advocate has developed numerous
ways to find family, often in creative ways. When the next of kin arrives, he will inform him or her of the
patient’s severity of injury, and provide the necessary comfort and intervention for the anticipation of loss
of life, limb, or body function. This may be the third family the patient advocate has had to comfort in this
work shift.
Selma, the bag lady, lives in the emergency room waiting area. She receives social security
benefits, but comes to the emergency room at night, because the “lasers” in her apartment are so thick,
that she cannot enter. She not only serves as the emergency room mascot, but also receives care for her
basic human needs. Selma becomes acutely agitated at times, storming the radiology department of the
emergency room, looking for Yen Chen. She believes that this radiology technician, who speaks little
English, is responsible for the lasers that cause her (human) suffering. She is escorted out of the
emergency room at these times by security officers. She returns weeks later, at about the time the
emergency room staff begins to wonder, out loud, where she has gone. On Selma’s 70th birthday, the
emergency room staff surprises her with a cake and the emergency room director joins in the birthday
celebration.
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The cacophony of human distress signals and fever-pitched medical staff response and the
constant overhead PA calling “Physicians to Room 1”, “We need an EKG in Room 12”, “Patient advocate
to Room 1 to assist family,” all converge in a small space, an emergency room built in 1938. I am both
excited and appalled by this scene. Where will I fit in and how will I become part of this strangely tired
orchestra of human distress signal and response? And, how will I learn to intervene with mental patients
who are delusional, suicidal, estranged from society, and in need of human contact to ease them through
their acute episodes of illness? What is a nice kid like me, doing in a place like this?
As a clinician, I will either adapt and find my niche, or leave this place. I come to this position as
an experienced social worker, having learned my craft and professional language from an educational
institution, but this alone, is not enough. I quickly learn who my supports are going to be. Not only do I
have to learn the language of interaction, but I have to learn the emergency room way of being. I have to
be accepted into this circle of language and how to make sense of this place, what I see, what I do. I have
to learn the emergency room way of being. This I will not accomplish on my own.
One night, I am called on the overhead to come to the triage area. There, a nurse points out, is a
patient, dressed in army fatigues and wearing a trench coat on this hot summer night. He is sitting on the
edge of his chair, with all muscles in his body clenched, and ready to defend himself against danger. I
don’t know if the body odor of fear is his or mine. He proceeds, “Lady, if you don’t help me right now,
I’m going to tear this place apart”. I respond in a confident tone of voice, “Okay, come with me.” The
nurses have notified security, and as I walk with the patient through the hallway of patients on gurneys,
nurses, and physicians, I count on the intervention and safety from my fellow workers. I can feel my
knees shaking and a strange feeling in the pit of my stomach; but I proceed to lead the patient to Room 8,
the designated “agitated psych patient” room, the only one in the ER with a door. The room is small, with
green tiles running a quarter of the way up the wall. I let the patient enter the room first, placing myself
between the patient and the escape doorway. His agitation is palpable. He stands nervously, with his hand
in his pocket, standing as he is unable to relax enough to sit down. After a minute, which seems like an
hour, he gestures with his pocketed hand, and says, “I gotta get out of here”. I make a decision that as
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dangerous as this patient perceives his world, others are in danger if he leaves this room. I slowly move
my head out into the hallway and calmly call for “Security!” Immediately, security is at my side, having
been posted just out of view of the patient, in the hallway. They skillfully manage to place the patient in
restraints, while trying to assure him of his safety. After he is restrained, the security officer checks his
trench coat pocket, producing an 8 inch butcher knife. At this point, I begin to follow the psychiatric
evaluation and disposition protocol and the patient is medicated for his agitation and fear.
I am overwhelmed with the connection I begin to feel to this group, both co-workers and patients.
I begin to talk their language and anticipate the frenetic Friday nights in the ER. There will be multiple
vehicle accidents, gunshot wounds, victims of abuse, psychiatric patients threatening homicide and
suicide. I feel confident that, in this sea of human suffering and apparent chaos, the emergency room staff
will rise to the occasion, providing structure and meaning. This group of medical care providers will have
their own personal conflicts and divisions within, including differing professional training and roles, and
hierarchical positions. They will put aside their differences, or coordinate their individual skill sets and
evolve into a formation necessary to meet the demands of the emergency room. Medical protocols and
procedures will provide a sense of structure, as will organizational form. Medical knowledge and medical
protocol is necessary to form the paradigmatic model for emergency medicine, but it is not sufficient in
providing an explanation for the dynamics of coordination and accomplishment of emergency medicine in
this inner city location.
I acquire the medical language and psychiatric expertise required for my new role as an
emergency psychiatric social worker. I learn the procedures and protocols, and have them in written form,
should I need a roadmap. More importantly, I learn to improvise with those around me. I feel part of an
essential human drama of healing in Western medicine. I become immersed and enmeshed within this
group. At the same time, I am significantly marked by how I have changed in becoming an emergency
psychiatric social worker.
Time passes, and I grow weary of the stress and its effects on my personal life. I flee to another
job, better in terms of income and in less stress.

But I become restless again, and enter a graduate
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program in anthropology. I return to the emergency room for a variety of reasons. I am struck anew with
the strangeness of the place and wonder if I will be able to fit in again. There are new technologies, in
fact, a new emergency room facility. The old staff is complimented by new personnel, new procedures
and protocols, but elements of familiarity emerge. There is a saying among the staff that once part of the
group; you are always part of the group. It is extremely difficult to bridge the transition in to, and out of,
the emergency room. In this instance, as I re-enter the emergency room, I am re-immersed in this coterie,
as once again, I am invited into this circle of language. It feels as though I had been engaged in a game,
stepped out, and stepped right back in. The game was in play before I ever entered and remains when I
step out.
I am thrown off balance again, as I submerge myself in the study of medical anthropology, a new
game. Medicine as a culture becomes the focus of my study. I am introduced to concepts of classification,
both of medicine and anthropology: anthropology conceptualizing Western medicine as a cultural form,
and medicine conceptualizing the body as the focus of study and projecting onto the body, the cultural,
political and moral dimensions of Western classifications of disease and disorder.

For example, the

social and economic origins of disease are exemplified by Nancy Scheper-Hughes (1988) in The Madness
of Hunger, ethnography of Brazilian cane cutters who, with symptoms of hunger, are medicalized as
symptoms of nerves and stress, thereby mystifying the origins of poverty in Western medical diagnoses.
Or, we consider the geo-political forces behind the early epidemiological accounts of AIDS in Haiti, that
expose the source of AIDS in Haiti as possibly originating as a result of poor Haitians involved in sex
trade with incoming Western tourists, but which were interpreted as originating in the poverty stricken
Haitians rather than imported by tourists, in Farmer’s ethnography, Aids and Accusation (1991).
The cultural construction of disease and treatment, is explored in Learning Medicine by Good
and Good (1993) through critique of the education of Harvard medical students and how they change
through processes of medical education culminating, in the way medicine acts upon reality which is often
in opposition to the experience and perception of the patient’s point of view.
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I am influenced by the post-modern archaeology of the medical clinic, and the body as
historically constructed in space and time: I am informed by the body as situated historically and socially
within the medical institution, the physician imbued with power in knowing the body and the
classification of disease and treatment, all without revealing the underlying historical structures and
processes of power ( Foucault’s The Birth of the Clinic, 1994).
Yet, human suffering and misery remain ubiquitous features of human life yielding to cultural
systems of belief of causation, and with specific forms of remedy intended to restore balance to the body
within a network of social relations. Victor Turner focused on representation in Ndembu rituals for
amelioration of infertility, embedded within a symbolic world in which the principal medicine is in
performance of Isoma (Turner:1969:27). Rituals of healing provide a frame to begin to understand the
activity I am involved in, while I work. Like Turner’s study of Ndembu rituals, the emergency room and
emergency medicine are situated in time and space, within an industrial complex in which the body can
be symbolically represented in light of biomedicine, diagnosed and treated by selected healers toward the
goal of restoration of order.
The political uses of danger, implied in pollution, and the assignment of blame is explored in Risk
and Blame (Douglas 1966) and evident in primitive and modern cultures. Where there is pollution,
purification rituals are required to allocate blame, and restore order by means of ritual healing. In modern
cultures, classification of pollution is symbolically located in the individual body as “disease” and
selected healing through biomedicine is performed to restore order. Risk and blame become processes of
ameliorating ‘disorder’ and ‘disease’ within the specific classificatory systems of culture. Corresponding
concepts of risk and blame are evident, as well, in modern socio-technical systems where large scale
disaster requires political assignment of risk and blame in order to restore order of the endeavor, be it
medical error, or catastrophic airline accidents.
. Ritual healing, in The Ritual Process (Turner 1996) provides a frame to begin to understand the
activity I am involved in, while the conceptualization of pollution and purification and risk and blame
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begin to inform my point of view.

I begin to view my involvement in the emergency room with the

perspective of an anthropologist. Separating the two realms is not an easy task.
In Asylums, Irving Goffman (1961) frames the sufferings of the mentally ill as they are situated in
the institutional arrangement of the mental hospital, having to prove they are better by accepting the
institutional definition of their illness. As I become familiar with the medical anthropology literature, and
focus on doctor-patient interaction, I critically look at the healer as complicit in the human suffering they
seek to alleviate. I am struck by my inability to separate myself and emergency medicine from this
morass of misfortune and critique.
I move from medical anthropology to the world of aviation and industrial safety, invited in by
Allen Batteau and Frances Trix. I see parallels to medicine inscribed in the Western cultural conception
of aviation as engineering, organization and aviation safety, in the assumption that rational models of
engineering and management will increase aviation safety. The assignment of blame to the human
factor/operator can also be captured and controlled by an equation; a linear process and a political
solution that is incorporated in to the study of risk.
Linear models do not suffice in explaining the interconnectedness and complexity of human
enterprise and its incorporation in organizational forms, be it aviation, aerospace or medicine. I attend
aviation safety conferences focusing on human factors as separate from the hard-wired engineering
product culminating in the manufacture of a jet; the equipment is seen as linear and logical while human
factors are seen as any error as a deviation from procedure. The messy human interactive stuff is left to be
behaviorally engineered via individual cognitive strategies and models that will enhance safety and
dampen the effects of the human factor (Helmreich and Foushee, 1993). The separation of human and
machine from organizational structure, seems artificial and misguided. In Cognition in the Wild, the
concept of distributed cognition (Hutchins 1995) provides an increasingly encompassing view of human
and machine interaction. Technology, be it a compass, a Global Positioning System, an aircraft, an EKG
machine or blood pressure cuff, is an accumulation of past human cognition solidified in an artifact; it is
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an accumulation of past human activity, be it individual or group. Human cognition can only become
shared and distributed through language, both verbal and non-verbal, in the form of words or symbols.
Again, I attempt to draw parallels and apply this newly accumulated knowledge to gain an
understanding of the dynamics inherent in this emergency room. I formulate my interest and study and
begin to focus on the accomplishment of this emergency medicine work group as they provide high tech,
highly complex medical care to patients. My intuitive stance is that this human endeavor is accomplished
with an unusual level of safety despite the complexity and pressure from external and internal
environmental factors affecting medicine today.
I approach this study using the Institute on Medicine (IOM) report of 1999 as a catalyst and as a
point of reference in time to begin my inquiry. The unit of study I choose to elucidate in this cultural
analysis is that of the human interaction of this work group. I will attempt to articulate the cultural
process of human interaction and coordination by means of a conversational analysis of the day to day,
face- to- face interaction of this work group in real time. I select to highlight how work groups in this
environment maintain, adapt, or change medical safety practices by means of their daily formal and
informal communication while they provide medical care to patients presenting to the emergency room. I
choose, as my unit of analysis, the “mundane action in the work place (as it) constitutes a most important
locus for the integrated study of language, culture, social organization, and the historically constituted
material world within which these phenomena are embedded” (Goodwin 1996:42).
I gain access to this group as I am one of the group. The trust I have of this work group, is
reciprocated. I have recorded their work and informal communication, observed and taken field notes,
reviewed documents, interviewed and analyzed. This trust, gained through my interaction with the work
group over time, has permitted me to record the interaction of their everyday work world. I was given
informed consent to tape their interaction and did so by placing wireless microphones on their person for
the duration of forty-four working shifts in Category 1, a designated area of treatment for life threatening
illness. I speculate that this trust would not be granted to an “outsider”, but was given to me, based on the
unstated cultural assumption that I would try to do no harm and that I will pursue my study with
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professional and ethnical regard. At the same time, this emergency medicine work group will not prohibit
me from pursuing a legitimate analysis its linguistic interaction as it illuminates the dynamic construction
of safe medical practice through interaction.

xiv
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Chapter 1: OVERVIEW
I. CRISIS IN PATIENT SAFETY
In this study I will an innovative anthropological method to explore the practical problem of
patient safety. I make use of High Reliability Organizations (HRO) in organizational and management
studies as a point of departure and as a source of comparison for theory and method to that of an
anthropological approach.

Additionally, I provide a Conversational Analysis of front line medical

workers in the Department of Emergency Medicine (DEM) at Rivera Hospital as they provide medical
care to traumatized patients in an inner city emergency room, designated as a Trauma Center. With the
form of audio-recordings I will analyze the ‘in vivo’ face-to-face interaction of participants, focusing on
the investigation of the use of mitigated speech in a HRO form of medical organization.
High Reliability Organizations present an alternative approach to the study of organizations that
perform with a consistent and safe record though the technologies are highly complex with uncertainty
that does not increase with complexity and increased workload demands (LaPorte 1991). The potential
exists in HRO for catastrophic outcome should the system of organization fail. Examples of HRO include
aircraft carriers, aviation air traffic control, and nuclear facilities.
Rochlin, LaPorte, Consolini and others formed a multidisciplinary group that sought to discover
the organizational practices and culture contributing to HRO, made up of Rochlin, LaPorte, Consolini,
and others, is known as the Berkeley Group. It

conducted ethnographic study of aircraft carriers, air

traffic controllers and nuclear facilities, all of which emphasized “unexpected degree of structural
complexity and highly contingent layered authority patterns that were hazard related. Peak demands or
high-tempo activities became a solvent of bureaucratic forms and processes.” (LaPorte 1991:31) The
similarity to patterns observed in this ethnography of the Department of Emergency Medicine Rivera
Hospital, provides a point of departure for empirical observation and analysis of the communication
patterns.
Currently, methods adapted from management and organizational theory and studies of HRO are
employed to reduce the risk of patient error; while survey methods and questionnaires have become a
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means by which to measure cultures of safety (Ciavarelli 2005; Fin 2000;Gaba 1996) implementation of
error reporting systems in medicine as in aviation via Aviation Safety Reporting Systems (Barach 2000).
As a point of departure, I draw upon the theory of High Reliability Organizations (HRO) formulated by
the Berkeley group1 which puts forth ethnography as a method to elucidate the qualities of high risk, and
highly complex technical organizations to extrapolate organizational qualities that contribute to a reliable
and safe record of operation.
I propose that patient safety is constructed on the ground while medical workers participate in
both shared cognition and relational patterns that promote optimal care in a high risk and highly complex
Trauma Center. Furthermore, I put forward the method of Conversational Analysis as a means by which
to grasp the relational elements that contribute to a level of patient safety that parallels that of HRO. The
purpose of this analysis is to discover the relational elements of HRO work groups that may contribute to
or diminish safe medical care. The episode of care analyzed is selected for the ‘high tempo’ activities
similar to those studied by the Berkeley Group.
A.PATIENT SAFETY BECOMES A FOCUS OF NATIONAL ATTENTION
The impetus for this study comes from the initiatives to improve patient safety, a focus of concern
arising from Institute of Medicine Report of 1999 (Kohn, et.al. 1999). Patient Safety emerges as a crisis
in healthcare for administrators and medical providers as well as the recipients of medical care, many of
whom became acutely aware of the estimate that medical error kills 98,000 patients per year Kohn 1999).
The responses to the crisis in patient safety and institutional response present an opportunity to explore
alternative methods to reach beyond traditional management strategies currently employed to address the
problem and to gain insight by means of anthropological methods that provide an understanding of and
relational elements of human interaction that contribute or detract from the safe medical care of patients.
1

The Berkeley group of UC Berkeley is a multidisciplinary group who focus on the study of the
organizational and cultural aspects of safety-critical systems. As an emerging theory, the group (Rochlin,
Roberts, Consolini, Schulman) incorporates multidisciplinary methods, such as ethnographic observation and
surveys of organizations in an attempt to discover what organizational and cultural elements promote ultra
safe systems. The original research project ‘the High Reliability Organization” project, initially studied air
traffic control centers, nuclear power plants and US Navy ships, including the seminal ethnographic study of
a naval aircraft carrier.
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The 1999 IOM report was not the first to examine adverse events arising from medical
management of hospitalized patients2, though the methods employed by the Harvard Medical Practice
Study (1990) and the IOM, became the empirical benchmark method for identifying adverse events
through systematic review of hospital records.3 The conclusion, of the 1999 IOM report is that medical
error had reached crisis proportion despite the oversight and adherence to standards of medical practice
established by the Joint Commission on Hospital Accreditation (JCAHO) and despite mandatory
compliance standards of oversight agencies established by state and federal government. Additionally,
the litigation of medical errors failed to impact medical practice and outcome4 in this area.
B.ORGANIZATINIONAL RESPONSES TO THE CRISIS IN PATIENT SAFETY
1. THE TRANSFER OF RATIONAL STRAGEGIES FROM ORGANIZATIONAL THEORY TO
IMPROVE PATIENT SAFETY
a. High Reliability Organizations as Theory and Method
High Reliability Organization (HRO) theory emerges in the discussion of safety related attributes
and experiences of individuals in high-risk and highly complex socio-technological systems, and has been
transferred as strategy to medicine (Gaba 1996, 2001). HRO as a theory of organization provides a
classificatory scheme to capture the features of organizations in high-hazard industries that operate at an
ultra-safe level, although the intent of the Berkeley Group is that of ongoing study of High Reliability
Organizations. The focus of inquiry is in understanding organizational processes of high risk industries
with a nearly failure free operational record. The authors distinguish ‘error free’ from low rate of error in
HRO, though the major failures are avoided. An example of this level of safety is demonstrated on an
aircraft carrier where a crew of 3,000 supports another 2,800 men in the U.S. Navy nuclear carrier group
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The initial reporting, of the high incidence of adverse medical events, arose from a study of litigation of
malpractice suits by the California Medical Association in 1977. Findings were that plaintiffs were
insufficiently compensated for injuries, and, that such suits did little to deter the performance of poor quality
of care (California Medical Association 1977).
3
An adverse event as defined by the Harvard Medical Practice Study (1999) was defined as an injury caused
by medical management rather than underlying medical disease that prolonged hospitalization or produced a
disability at the time of discharge, often requiring additional medical intervention after discharge.
4
California Medical Association 1977.
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with up to ten ships. In a given day of high readiness, there are 300 cycles of “aircraft preparation,
positioning, launching, and arrested landings (at 50- to 60- second intervals). In a period of six months
there will be 10,000 arrested landings with no deck accidents.” (LaPorte 1991:21)
The emergency room at Rivera Department of Emergency Medicine meets the criteria as
described in the literature of HRO (Rochlin 1987). That is, 1) Elements of self-design and self-replication
are realized in the educational and research agenda as residents are socialized according to departmental
protocols for training. Implicit in the training agenda is the role-modeling of senior staff physicians as
well as the whole ensemble of emergency room practitioners, be they technicians, nurses, or support staff.
And, (2) with a paradox of high turnover evident in the explicit temporal order of residency terminating
after three years in certification as Emergency Medicine Physicians. Additional staff turnover occurs as it
does in any organization. The Department of Emergency Medicine exhibits (3) authority and overlay, and
despite the hierarchical order inherent in the institution of medicine, informal oversight takes the form of
supervising staff intervening to capture procedural and diagnostic error, while reinforcing the
development of physician skill and knowledge. Senior staff, as well as non-physician medical staff
monitor for deviations and react immediately to correct procedure deviating from safe operation. And, (4)
redundancy with overlap of function of individual roles and technology is evidenced in multiple
emergency room personnel who grasp the whole of the intended protocols and procedures, often serving
as informal educators and consultants, to emergency medicine residents. Organizational strategies are
made explicit in the “almost constant loop of conversation and verification taking place over several
different channels at once” 5and senior and experienced personnel monitor for deviations and react
immediately to correct procedure as it deviates from safe operation. The level of adaptability to the
unexpected is inherent and implicit in the organization that operates “closest to the edge of the envelope”
of safety in extreme and unstable conditions, as in this inner city Trauma Center.
In an ethnographic exploration of flight operations on a naval aircraft carrier (Rochlin, LaPorte &
Roberts 1987), the authors begin to construct an organizational theory based upon longitudinal
5

Rochlin 1987:

5

observations of a complex, inherently hazardous and technologically complex system with an ultra-safe
record of operation on an aircraft carrier. The point of interest for analysis is that, there is no formal
protocol for communicative interaction and yet, that naval personnel on the carrier implicitly know and
participate in this informal communication. While the communication is observed and reported by the
authors, there is no data in the form of naturally occurring conversation, and yet the observations are rich
and comprehensive.
However, individual performance and communication is abstracted from observations made by
the authors who chronicle the referential use of language to convey propositional content about flight
deck operations.

In this manner, the cognitive processes of the individual are privileged over the

relational elements of team coordination and cooperation. The implicit communicative processes, though
not observed, have yielded to typification and categorization of HRO characteristics in the literature,
moving away from the thick description of the original HRO formulation, with accentuation and emphasis
on categories of safety culture. Safety culture then emerges as a thing to be measured by means of data
acquired through of surveys and questionnaires, concluding that survey and questionnaire data reflect
individual attitudes and perceptions gathered in retrospect. And furthermore, that individual attitudes and
perceptions measure the culture of safety (Ciavarelli 2005: Fin 2000; Weick 1987, 1993).
b. HRO as abstracted characteristics
The transformation from HRO as theory in to fixed categories arising from survey and
questionnaire, and categorization of type of organization with attributes of “cultures of safety” translated
in to management strategies, is intended to intervene and correct errors on the level of the individual
operator on the front line (Helmreich 1998; Weinger 1990: Xiao 1996). Identification of features of
cultures of safety intended to capture or avert human error undermines the insights of Rochlin, LaPorte
and Roberts. The implicit understandings of personnel on aircraft carriers and within the organizational
structure and operation on aircraft carriers, occurs and is observable within the interactive verbal, and
non-verbal conversation during operations. The application of HRO theory as applied to management
strategy with emphasis on roles, rules and oversight, has reinforced the efforts of Human Factors
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initiatives in increasing safety in high risk organizations while ignoring the implicit and informal
communications of operators as they interact with each other.
c. The assessment of HRO and ‘Cultures of Safety’ in improving outcome
To date, there has been insignificant empirical study to support or contradict the effectiveness of
organizational and management strategies to identify and measure the culture of safety or the impact on
realized improvement in operational safety (Guldenmund 2000).6

Guldenmund finds that attitudes and

perceptions of employees toward the identified safety features of operations, that is, equipment, detection
and reporting of error, influence of operational financial goals on safety, are indicators of safety culture,
although the effectiveness and translation in to actual measures of safety remains to be discovered.
d. Human Factors and individual performance in HRO
The application of cognitive psychological theory seeks to understand and explicate the shared
schemas and sense-making processes, and direct the individual in his job performance in high-hazard
industries by capturing the process of error production and providing means by which the individual
operator can be trained and controlled, thereby making operations safer. Civil aviation becomes the
model of safety, given a nearly safe record of operations since the early 1980’s, and the incorporation of
Human Factors, a system to improve individual operators safety performance. Human error is defined as
deviation from procedure, though the relationship of individual error to that of accident causation is not
clearly measured (Rasmussen 1990; Woods 1994; Dekker 2001). Error resistant systems design and
reporting systems are implicated in the operation of ultra-safe systems, and have been implemented not
only in aviation, nuclear facilities and other high risk industries, but have also been instituted in medical
institutions (Hammon 2004; Tamuz 2004; Thomas 2004). Improvements in technological systems design
and accumulated data on errors in aviation, while contributing to operator improvement, do little to affect
the systems management of high risk industries as evidenced in the human catastrophe of Bhopal, and the
destruction of the NASA venture, Challenger (Vaughn 1996).
6
Guldenmund provides a good review of organizational studies, indicating the employment of theoretical frames of social and
cognitive psychology. . He concludes that “there is an overall lack of models specifying either the relationship of both concepts
with safety and risk management or with safety performance.” (2000:215)
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In accordance with the focus on individual cognitive process in error production, Weick adds to
the literature by retrospectively seeking the causation of the deaths in the incident of Mann Gulch,
concluding that 13 smokejumpers perished as a result of collapse of sense-making. Implicated in the
collapse, Weick assigns causation to disintegration of role structure and sense-making in the temporary
crew. Sense-making, a cognitive process of eliminating equivocality, or multiple possible messages,
among group participants, produces greater possibility of collective action toward safety. He concludes
with recommendations to reinforce resilience through improvisation and bricolage, a creative strategy of
finding solutions with the resources at hand, a virtual role system in which individuals grasp the role and
can fill in the gaps when the role is left vacant, the attitude of wisdom and respectful interaction. In this
retrospective examination, Weick relates the significance of team interaction and communication in
temporary crews, with little or no prior history of interaction as in need of cognitive strategies to improve
safety performance, but limits issues of safety to the level of individual cognition and decision making
leading to cumulated group collapse, or conversely, sense-making.
e. Measuring ‘Cultures of Safety’
Individual assessments of safety culture become the methodology to measure organizations
against the characteristics of HROs ( Ciavarelli 2001; Gaba 2003) developing protocols and
questionnaires such as PSYCHO, the Patient Safety Cultures in Healthcare Organizations instrument
employed in studies (Ciavarelli 2001;

Gaba 2003;Helmreich & Schaefer, 1994) as well as CSAS

employed by Gaba, et. al. in application to health care and safety perceptions. Evolving prescriptions for
organizations to improve safety culture in hopes of reaching the safety levels of HRO operations has
been translated in to literature on ‘cultures of safety’.
The classificatory systems developed from HRO and Human Factors are translated in to
typifications of ‘cultures of safety’(Weick 1987 ). The supposition of ‘cultures of safety’ depends on a
shared management strategy providing high uniformity that translates into effective work practices at the
level of operators on the ground. In the application of Human Factors and HRO to management strategies,
the effectiveness and outcomes have been difficult to assess, though focus on causation by individual
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operators in accidents prevails, and the need for further investigation of organizational preconditions is
highlighted (Amalberti 2001: Pidgeon 1997) while the disembodiment of data derived from human
factors strategies in the form of reporting systems, and quality management strategies are emphasized
(Dekker 2001). The methodological strategies exemplified in current literature on cultures of safety,
employing questionnaire and survey (Gaba 2003) to assess culture based upon individual cognition and
perception provide little insight into the “almost constant loop of conversation and verification” as cited
by Rochlin, LaPorte and Roberts in the ethnographic description of ultra-safe operations on a naval
aircraft carrier. Others (Cox and Flin, 1998) heighten concern about the widespread acceptance of safety
culture as an independent concept rather than an indication of cultural climate, based on the results of
survey and questionnaire.
Cultures of safety provide a descriptive and static view of culture in which the status of safety
culture is something to be achieved through management strategies and Human Factors initiatives
intended to increase the safety performance of individuals (Weick 1987; Helmreich and Schaefer 1994).
The memetic transfer of the concept of culture from that of thick description (Geertz 1973) and the
understanding from that of the “native’s” perspective derived from immersion in a culture to that of
organizations, as a static model to measure and as a ‘thing’ to achieve, fails to grasp rich cultural
understandings based on immersion in, and methods of, anthropological fieldwork.
C. PATIENT SAFETY MANAGEMENT STRATEGIES AS IMITATION AND LEGITIMATION
The publication and dissemination of information by the IOM 1999 report on medical error has
prompted an organizational response, on the part of the institution of medicine, that seeks to replicate
homogeneity with the ultra-safe systems of aviation and HRO’s. While imitation may confer legitimacy
(Meyers and Rowan 1991), political pressures and regulatory scrutiny of medical error may have
motivated the recent adaptation of HRO and Patient Safety language as a means of coping with the
inevitable. A managerial and institutional strategy evolves:
“As pressures from the outside grow, organizations are led to find ways to either
diffuse or eliminate this pressure by changing their practices. One of the uncomplicated
ways to change is to adopt those routines and structures that are defined by law or
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government agencies as legitimate…Rather than simply emerging as the product of the
natural interaction of organizations, fields are constructed for a purpose. They are the
ultimate product of coercive, mimetic, and normative isomorphism, and they reflect the
slow homogenization and convergence of organizational forms”. (Frumkin and
Galaskiewicz 2004:285).
While conveying legitimacy of effort in reducing medical error, this method of improving patient
safety, though rational, risks eliminating the opportunity to begin to understand how actors on the front
line produce safety in their daily lives of providing medical care by means of implicit understandings
acquired through interaction over time.
The point is not that increasing organizational reliability and safety are of no consequence.
Rather, that current adaptation of patient safety strategies from other high risk industries and
organizations can be better understood and enhanced for domain specificity from inquiry into reliable and
fairly safe systems already existing in the organization of medical practice. A shift back to ethnographic
exploration can illuminate the social and communicative practices of already reliable and fairly safe
medical care, a step toward developing further recommendations for patient safety. In this vein, an
exploration into ethnographies of the workplace highlighting the inherently ‘social’ practices of
participants in high risk organizations offers a means by which to move beyond typification and
classification of HRO to that of interaction within HRO. The initial intent of HRO and the Berkeley
group was not that of prescribing or measuring safety measures, but that of discovering the how and why
of organizations that perform with a proven record of high reliability and successful performance (Gaba
1996:56).
II. ETHNOGRAPHIES OF WORKPLACE INTERACTION AND SAFETY IN HIGH RISK
ORGANIZATIONAL FIELDS
A.WORKPLACE ETHNOGRAPHIES
Workplace ethnographies have emerged in the fields’ sociology, anthropology, discourse analysis
and organizational studies. While management studies focus on organizational administrative control,
organizational learning (Drucker 1992,Nonaka 1991; Bierly and Spencer1995) and individual
enculturation (Ouchi:1980) as a means of internal organizational control; sociological ethnographies
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provide a perspective on social practices, identities, social participation and learning (Wenger 1998), and
conceptualizing organizations as consisting of communities of practice.
Taking an ethnographic approach, in the study of human/machine interaction, Suchman (1987)
highlights the particular situated and inevitably socially embedded aspects of any highly technical
endeavor. Suchman emphasizes the communicative resources and face-to-face interaction as the locus of
“the everyday business of making sense of each other’s actions” (Suchman 1987:69) toward the
production of highly technical and complex endeavors such as human/computer interaction.
Anthropological ethnographies of workplace are as diverse as those within organizational studies
and sociological ethnographies. Focusing on safety science, Perin (1995) considers context theory, that
is, multiple contexts within an organization overlapping, intersecting and interacting in her ethnographic
account of a high-risk, and highly complex nuclear plant incident.
Combining anthropological perspective with that of cognitive science, Hutchins (1995) provides
a detailed account of naval ship navigation, giving primacy to the cognitive properties of cultural systems
and distributed cognition, while the social is not fully comprehended.
Atkinson, alternatively, takes as his focus, medical talk in the processes of medical work and
medical discourse, reiterating the social construction of medicine, and its objects. In an ethnography of a
surgical service, Bosk (1979) develops the construction of surgical error and its management in the
education of residents, the social control taught and practiced within the service, and the management of
medical error in an uncertain environment.
The compelling ethnographies across theoretical perspectives, inform practical concerns about the
situated realities of workgroup practices both as interactive and cognitive, as well as concerns about
safety in highly technical and complex organizations. The interactive features of workgroup interaction
are given primacy (Suchman 1987) and focus on identity formation and management of uncertainty (Bosk
1979), yet further analysis of face-to-face interaction in the workplace remains within the purview of
Conversational Analysis (Goodwin 2000; Tannen 1994; Drew and Heritage 1992; Schegloff 1992).
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B.ETHNOGRAPHIES IN HIGH RELIABILITY ORGANIZATIONS
Ethnographies in high risk and highly complex systems offer analyses of teamwork as distributed
cognition underscoring individual and distributed cognitive processes (Hutchins 1995). Rochlin (1989)
describes processes involved in complex task completion and operating in conditions of uncertainty,
yielding description of cognitive networking. While acknowledging the importance of individual and
distributed cognitive and networking, the authors overlook many of the interactive, thus, relational aspects
of individuals operating in High Reliability Organizations.
An ethnography of nuclear submarines (Bierly and Spender 1995) moves in the direction of HRO
as a social system, reflecting “the dialectical tension between these positions is the dynamic behind the
stucturation of human and organizational society as a social systems express and are expressed in the
routines of daily life (Giddens, 1984:36)” (Bierly and Spender 1995:648); This is the tension between
collective knowledge and learning with shared context, and that of an individual within the collective
having the ability to individually and critically assess the situation.

The authors focus on submarine

learning and communication as embedded in a closely designed system attributed to Rickover who
created the nuclear submarine service over the course of many years. The “Rickover culture” created a
context of commitment, trust and performance under pressure, with continual commitment to training of
individual operators, while reinforcing the importance of communication and individual responsibility
above traditional naval hierarchical command structures.
The tradition of ethnography in HRO’s is relatively new. As the concept evolves and ethnography
will become a means by which to gain insight into the production of safe operations in highly complex
and high risk human endeavors.

Currently, the tradition of ethnography has been adapted to

organizational study, while the need for an anthropologically oriented approach to HRO’s might provide a
fine-grained analysis of “the social systems expressed in the very daily life” (Bierly and Spender 1995:
642). Ultimately, the authors expand upon the insights of High Reliability Organizational theory (Weich,
Rochlin, Roberts, etc.), highlighting extremely efficient communications as a means which the nuclear
submarine culture maintains a centralized structure while developing a “culturally intensive system which
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coped with this amazing conjunction of threats” (Bierly and Spender 1995:654). While the authors
(Bierly and Spender 1995) question the ability of non-military organizations to achieve this level of high
reliability without the hierarchical structure of the military, further development of communication
beyond the individual’s ability to assess immediate situations and managerial strategies to improve
individual operators on the front line has yet to be explored in the literature of HRO.
C.HOSPITAL ETHNOGRAPHIES
Moving away from the literature of HRO and the emphasis on individual and distributed
cognition and toward an understanding of culture as individuals deriving meanings through interacting
with each other and with medical technologies and objects, hospital ethnographies shed light on an
anthropological agenda for studying patient safety.
The medical practices of interaction of medical personnel and patients with technologies and
medical protocols geared toward standardizing ‘best practices’ and heightening specialization in the fields
of Cardiology with Cardiac Pulmonary Recsusitation (CPR) and emergency medicine with Advanced
Cardiac Life Support (ACLS) is illuminated in ethnographies by Timmermans and Berg (2003),
Timmermans (1998). Based upon ethnographic techniques of observation and interview, the authors in
each instance of ethnographic description, provide a view of modern medical technologies as having
history with elements of power invisibly intertwined with the development of the described best practices.
Additionally, the protocols as evolved in CPR and ACLS help shape a changing meaning of death for
relatives, often postponing the inevitable until after the protocols have been applied to a dying patient.
The authors reveal the underlying truths of postponement of death until it is observed and recorded within
the hospital setting, and the relatively low rate of success in carrying out such protocols.
In keeping with the theme of how hospital settings and medical settings shape death in western
cultures, Kaufman ( 2005) provides a ‘bedside’ ethnography of patients in intensive care units, revealing
the ‘invisible’ hospital bureaucratic organization and its impact on the protocols and technologies used in
‘best practices’. Not only the patient and patient’s family are unaware of the invisible in hospitals, but the
practitioners themselves are unaware of the invisible processes of power inherent in shaping their
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interactions with family and patients during the processes of dying. An alternative to the ‘hospital
induced meaning of death’ noted by Kaufman is the emergence of palliative care in which death is not
postponed or defeated, but is a process full of opportunity for medical practitioners to ease the pain and
discomfort for the patient who must face the inevitable, while maintaining a support for the natural
process of death with dignity and care.
The consequences of protocols and best practices and how it shapes interaction between health
care professional and patient is described in an ethnography based upon observation and interview, of
psychiatric managed care (Donald 2001).

The imposition of bureaucratic structure and change in

managing psychiatric costs of treatment has consequence for the interaction inherent in psychiatric care.
The powerful structures of insurance, government, and hospital bureaucracy shape the limits of treatment
as well as the role of psychiatric professionals who must shape their interactions to meet the cost
constraints of managed care, often producing a crisis in identity for the practitioner as quality in
interaction with the patient
The topic of how medical technologies and protocols shape meaning for individuals is
highlighted by Lock (2007) who conducts an ethnography of organ transplant. Meanings of self are often
intermingled with histories of the organ donors, shaping current identities, though in at least 50% of organ
recipients, as time passes, the recipient views the organ as separate from the donor.

Based upon

interviews with recipients of organs, Lock also emphasizes the role of the professional and their
perceptions of donated organs as tools and technologies that extend life without full comprehension of
personal meanings and identities for recipients.
Related to the topic of organ transplant, Scheper-Hughes (2004) extends the domain of organ
transplant beyond the hospital and into the realm of globalization and profits gleaned in an underground
trade of organs. Serving as an ‘underground’ anthropologist, Scheper-Hughes informs the topic of organ
transplant as a business with repercussions for individuals who either lose or benefit from this globally
scaled organ transplant business.
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In an ethnography incorporating not only observation and interview, Saunders (2008)
incorporates the analysis of text collected through recordings of interactions in computer tomographic
(CT) suite of a hospital. Saunders enlightens not only how CT technologies as a modern medical tool in
diagnosis affects and shapes relations of patients and professionals, but also reaches back to 19th century
agendas of biomedicine, reproducing the gaze of modern sciences into the body, and creating images
paralleling the emergence of modern photography. Imaging of the human body is linked to earlier
periods of medicine and visual arts, yielding a modern techinique and tool employed in the rituals of
diagnostics and perceptions of the body in modern medicine.
In summary, hospital ethnographies emerge with focus on relational elements of culture and how
modern technologies and medical protocols affect individual patients and practitioners, creating and
transforming meanings of self and healing while reinforcing the significance of ritual healing in cultures’
capacity to provide order and meaning the disordered body. The significance of meaning for the
practitioner has been emphasized in review of recent hospital ethnographies.
III.

THE

RELATIONAL

ELEMENTS

OF

COMMUNICATION

IN

HIGH

RISK

ORGANIZATIONS: HUMAN INTERACTION AS A LOCUS OF THE PRODUCTION OF
SAFETY
A.FROM COGNITION TO AN INTERACTIVE MODEL
The supporting ethnographic evidence as indicated by LaPorte, Roberts and Rochlin, highlights
the “almost constant loop of conversation and verification taking place over several different channels at
once” in an environment in which high turnover of shift, and of training cycles (Rochlin: 1987:44)7,
indexing the significance of communicative interaction, as observed and recorded by the investigators.
However, the implicit communicative practices of flight deck crews, observed as individual acts of
participants, has yielded categorizations of systems features contributing to safety, while ignoring the
coordination and collaborative processes inherent in the actors’ co-construction of safe operational action.
7

Rochlin, 1987:44.
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The interpretation of characteristics, based upon the investigators’ reasoning from observation, has
contributed to the literature on “cultures of safety”, while avoiding the very understandings that participants
derive from interactive processes and communicative resources employed in daily interaction.
While the classification of safety culture and its attributes, along with understanding cognition of
individuals and shared cognition within groups and attempts to manage organizational risk are necessary
to begin to increase patient safety, the requisite human interaction required to enact safe practices
provides an opportunity to build upon current efforts in pursuit of increased patient safety.
Cognitive models of human interaction, while informing us about individual thought process,
shared schemas, and ordering of the world, provide an individualistic approach and explanation of the
social world. Yet they diminish the capacity to grasp the socially situated and relational prerequisites
necessary to accomplish human interaction in the pursuit of a common goal, be it survival, or the
accomplishment of a technological project, or medical care.
B.ANTHROPOLOGICAL INSIGHTS IN TO INTERACTION
The paradigm of practice theory offers an alternative means of explanation of human interaction
immersing the individual within fields of interaction unfolding in time and space. “The role of time which
is an essential component in the unfolding succession of “here-and-now” reconstitutions of the actors’
circumstances is ignored. Instead time is treated to use Garfinkel’s expression, as a ‘fat moment’. The
failure to see action as necessarily situated and unfolding in time has major consequences for the shape of
social theory. Not only did it obscure a crucial and constitutive feature of action, it also led to the
construction of abstract, trans-situational, perduring, cognitive ‘models’ which were understood to
“explain human action” (Sidnell 2005:12).
Ortner (2006) illuminates the concepts of “actors with agency”, or the ability to act upon their
environment within a structural system with flexibility, and noting the significance of time and space and
adhering to cultural systems. Bourdieu conceptualizes actors as encompassing ‘routines of the body’ in
which the corporeal, embodied, and contingent stands in opposition to ‘objectivized models and
structures’ (Sidnell 2005:11). Bourdieu has illuminated the actor, embodying routines, based upon prior
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cultural knowledge, with a final cultural model within the actor’s head, although based on prior
interaction, again privileging the structural and transposable nature of individual action within fields of
power, yet leaving unfinished the temporal unfolding based upon the individual interacting with others
and forming an emerging context in that environment.
C .ON LANGUAGE USE AND CONTEXT OF HUMAN INTERACTION
An explanation of interaction based upon human agency, and action as situated and unfolding in
time, supports a need to consider how human interaction unfolds within context, both being shaped by
and shaping an unfolding action. Furthermore, language as a form of social action (Duranti and Goodwin
1992) is embedded in human interaction. Duranti and Goodwin (1992) provide an account of how the
earlier Wittgensteinian “emphasis on the development of a logically coherent, self-contained formal
system had to be replaced by an approach focused on language as a form of action (or form of life, as he
later wrote) and thus used context as a point of departure for uncovering the multifaceted variety of
thought and action made available by the different language games that human beings engage in”
(Duranti and Goodwin 1992:16).
The recognition of human interaction as the locus of cultural form, and the use of language
necessary for that interaction, directs us to consider the elements of human interaction in everyday
speech. As Hoijer summarizes, the Sapir-Whorf hypothesis reflects upon the proposition “that (language
not) only refers to experience largely acquired without its help but actually defines experience for us by
reason of its formal completeness and because of our unconscious projection of its implicit language
functions not only as a device for reporting experience, in the ethnographic sense, but “but expectations
into the field of experience…meanings are not so much discovered in experience as imposed upon it,
because of the tyranny linguistic form has upon our orientation in the world.” (Sapir 1931:578 in
Hoijer1995). Again, the concept of agency and the interrelated effects of agents on structure as well as
the unconscious structures of language and its effects on interaction lend themselves to further study of
human interaction in everyday speech.
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Human interaction is sustained by the structures of specific language rules enabling the
communication of referential content, while the relational elements are of significance in the specificity of
location. Contextualization confers situated meaning and interpretation (Gumperz 1982)8 based upon
shared past experience, and gives nuance to locally produced ways of speaking and interacting. Shared
experience, with socialization implied, of interacting provides for the predictability and orderliness of
human interaction toward a specific end, be it in the ceremonial rituals of wedding, family gatherings,
corporate meetings, doctor/patient interaction, or workplace interaction.
Language use in interaction affords a perspective to be developed when analyzing human
interaction in high risk HRO organizations. Contextualization, conferring meaning and interpretation for
participants, also reveals motivation of actors who chose to interact and participate in high risk endeavors,
whether it be in aviation, on flight decks, or in providing medical care in a Trauma Center.
The prospect of analyzing face-to-face interaction within a medical context similar to that of
HRO presents an opportunity to discover the relational elements of participants’ interaction, moving
beyond the cognitive individual operating at the front line, and toward a model of HRO as an
accomplishment of participants interacting and achieving a mutually meaningful action that is empirically
observable and analyzable.
D.MITIGATED SPEECH AS AN INDICATOR OF RELATIONAL ELEMENTS OF INTERACTION
1 .Mitigated Speech
In keeping with the background of safety in high risk organizations, I draw from the literature of
commercial aviation and the consequence of the use of mitigated speech in aviation safety as an example
of the significance of face-to-face interaction and the consequences that language has as action with
outcome. Linde (1983) draws upon verbal interaction of an aviation cockpit crew obtained from black box
recordings following an aviation accident.

8

Gumperz (1982) elucidates the Gricean principles of cooperation employing maxims relating to “quantity –
make your contribution as informative as necessary: quality – be truthful: relation – be relevant with
reference to what is being talked about: manner – avoid obscurity and ambiguity and obey proper form.
Noted also that when maxims are violated there is need for repair.
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Mitigated, or indirect request, is a universal form of politeness reflecting one of many relational
elements of interaction. Mitigated speech can be sensitive to social rank (Linde 1988), reflecting relational
elements of interaction, and must be understood in the context of its use (Tannen 1994). In local context,
the specificity of interpretation of mitigated speech by participants and the motivation for use can illustrate
the structural hierarchical positions of speakers, or its use can demonstrate the interactive moves of
participants toward a cooperative and collaborative effort in pursuing a mutual course of action. In each
instance the relational processes embedded in locally specific usage can be revealed through recurrent
interaction of participants. Mitigated speech is but one conversational strategy shared by participants that
facilitates and permits synchrony of action toward a specific end, or it can contribute to miscommunication
with catastrophic consequences as has occurred in commercial aviation.
Mitigation has been defined by Linde (1988) as “the use of linguistic forms that convey
propositional content without giving offense”, or indirect speech.

In the investigation of aviation

accidents, mitigated speech has been insinuated and investigated and interpreted as a failure, or as
degradation of coordination of flight crews and is potentially implicated in catastrophic aviation
accidents.

As an analytic category derived from speech act theory, it includes requests, reports,

declarations and acknowledgements, and presupposes that social action takes place at the level of
discourse.
2. .Mitigated Speech as Miscommunication with Catastrophic Consequences
In the event of analysis of National Transportation and Safety Board (NTSB) transcripts of a
United Airlines accident in Portland in 1978, Goguen and Linde’s analysis (1983) demonstrated that First
Officers’ speech acts are more mitigated, often belittling potential or real problems, more than speech acts
by Captains and that mitigated speech acts that do not lead to their intended effect are more often
mitigated than speech acts that do. In the event of the United Airlines accident, the first officer’s
mitigated speech regarding the impending critical fuel situation, failed to have an intended effect as the
message was degraded in transmission of vital information to the Captain (e.g. regarding fuel, “I don’t
think it’s there” and “not very much more fuel”).

In this situation, excessive mitigation by the
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“subordinate” of a correct gathering of flight data is ignored by the Captain. Conversely, Captains are
less likely to fully attend to mitigated speech by first officers, often resulting in catastrophic outcomes.
In another instance of failed communication, Linde investigated the black box recordings of an
Allegheny Airline flight to Rochester in which the aircraft overran the runway by 728 feet. In this
illustration, the conclusion was that the aircraft traveled beyond the recommended speed for landing. The
copilot reported that he tried to warn the captain in subtle ways, (e.g. copilot mentioned the possibility of
a tailwind and the slowness of the flap extension: Copilot “Yeah moves awfully slow” Captain, “We’ll
make it, gonna have to add power.”; Copilot, “I know”. Linde concludes that mitigation is sensitive to
social rank, with utterances going up the chain of command being more mitigated, and stemming from
asymmetric social situations in the cockpit. In the instance of the Allegheny Airline cockpit interaction,
mitigated speech of the copilot served as a miscommunication and failed attempt to give the Pilot crucial
information for landing the aircraft.
The data source for Linde’s analysis is taken from flight recorders as well as simulations of
cockpit interaction under a variety of possible flight scenarios. The implications of her findings and
recommendations for aviation cockpit training take into account the context of aviation and its
hierarchical structure. In the examples studied, Linde concludes that mitigated speech in those instances
constitute a class of miscommunication.

And yet including the study of successful flight crews, Linde

concluded that crews classified as high in safety performance have a higher rate of mitigated speech over
that of poor crews, and that communicative failure accounts for those instances of use of mitigated speech
resulting in aviation accidents.
The conclusions based on Linde’s studies imply that mitigated speech can either facilitate or
obstruct social organization and coordination of flight crews.

The methods employed by Linde

incorporated quantitative analysis of frequency of instances of mitigated speech with further reach in
looking at utterances beyond this unit: that is, follow up interactions in utterance units of speech. Linde
highlights two types of communication: “statements of some proposition about the world and statements
of the relationship among participants in the speech situation. The referential component is that which
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makes some direct predication about the world. The relational component expresses the relation among
the interlocutors, their group membership, the speaker’s feelings about the speech situation, and so forth.”
(Linde: 1988:396).

Linde highlights the significance of relational elements over referential in

coordination of crew interactions. In this endeavor, mitigated speech is considered as the linguistic
variable reflecting either the success or failure of individual communication, and furthermore, mitigated
speech is the “most powerful tool for encoding relational information” (Linde: 1988:396).
In recommendations for flight crew communication training in aviation, Linde suggests that to
view directness, emphasizing the referential function of communication is not sufficient.

She

recommends that the relational functions of speech be a focus of training efforts in order that in the
hierarchical structure of flight crews, subordinates receive training in the use of speech to superiors. The
stress is on the maintenance of hierarchical order while respectfully and successfully challenging
superiors’ interpretation of flight information or misinformation.

An additional feature of training

recommended for flight crews is the use of more directness and the reduction of the use of mitigated
speech as its mis-communicative potential can have disastrous results.

Linde’s identification of the

potential of mitigated speech to facilitate or impede coordination and cooperation in flight crew
interaction has been a matter discussed in the literature of aviation accidents (Weick 1990). The purpose
of her work is to reduce the incidence of aviation accidents caused by problems in crew communication.
The implication of asymmetry in social relations, and its source for miscommunication and failed
coordination in face- to- face interaction in flight crews, articulates its’ significance for the construction of
safe practices in high risk and complex environments. The unpredictable and novel conditions inherent in
this form of environment of human activity can result in failed and disastrous outcomes emerging from
failed human interactions. The potential for failure can be diminished if we begin to understand the
potential for resilience and improvisation in work groups where high levels of safety are attained through
face-to-face interaction. And that mitigated speech as a variable can be examined in the light of fairly safe
complex and high risk environments.
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As a result of discourse analysis in aviation, Crew Resource Management (CRM)9 has evolved in
applied psychology as a method to improve communicative success in cockpits, while mediating the
effects of the hierarchical structural features of aviation.

CRM as a method of improving team

performance has extended its application to other high risk, high workload activities, as a focal point of
Human Factors initiatives intended to increase safety. The application of methods of analysis and CRM
in addition to other Human Factors initiatives have been extended to the field of medicine; They highlight
the complexity of context specific understandings reached in local face- to- face interaction.
The Investigation of Social Interaction in the Cockpit
Krifka, Martens and Schwarz follow in the tradition of Linde and Goguen in studying cockpit
interaction in simulated events by emphasizing discourse analysis and employing speech act theory.
Though data employed for analysis was acquired from simulation of flight and cockpit interaction, they
included contextual features of workload indicators using quantitative measures of medium task load,
high task load or potential danger. The goal was to use analysis of utterance types informed by speech act
theory in an effort to find differences in workloads and speech acts used with the goal of incorporating
speech act types in training programs for pilots (Krifka 2001:22). The conclusion of this effort was that
speech act theory and use of utterance types provided a limited understanding of interactional
organization and meaning of talk in interaction as a process of creation and stabilization of social order.
Rather than prescribing practical utterance types, as in CRM , they recommend conversational analytic
tools in conjunction with speech act theory to illuminate and reconstruct the “practical methods that crews
apply in solving interactional problems” (Krifka 2001:22). Furthermore, the authors conclude that the
methods of CA, as opposed to speech act theory, have always been a strictly empirical approach. Their
main purpose is the investigation of social interaction as a process of creation and stabilization of social
order (Bergmann 2005:525), or the investigation of “interactional organization of social activities
(Hutchby & Wooffitt 2001:14). These authors ( in Krifka, Martens & Schwarz) positioned the key role of

9
Crew Resource Management (CRM) , developed by Helmreich, Merritt & Wilhelm (1999) with the goal of improving crew
performance in aviation and other professional groups who interact in situations of high task load and risk potential. (Helmreich 1999)
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talk in broader institutional processes and “take the essential CA starting point that talk-in-interaction is to
be seen as its own social process, governed by its own regularities” (Hutchby & Wooffitt 2001:21). The
authors suggest that rather than speech act “types”, the methodological conventions of CA allow for the
investigation of repair, face and politeness as reflected in the relational elements of the hierarchical setting
of aviation cockpit crews, and have significance for the local construction of safety. Moreover, the data
that was gathered in flight simulated events may or may not reflect the social processes inherent in actual
practices.
An Anthropological Approach to Cockpit Interaction
Interactive Discourse Analysis (IDA), a method employed by Trix and Psenka (2006) was applied
to cockpit transcripts of black box recordings retrieved from the crash of Singapore 006. The purpose of
the transcription and report was to illuminate “the use of anthropologic research techniques in aviation
safety research” (Psenka, Batteau, Trix 2006:2). That is, linguistic discourse transcriptions of flight
recordings were used to focus on the interactive patterns of the Singapore 006 flight crew prior to the
disastrous loss of vehicle and life.

The Cockpit Voice Recorder transcripts used in the accident

investigation were able to preserve the synchrony and patterns of interaction, and its referential content.
IDA as employed by the authors, focused on the relational elements of discourse. The emphasis of this
IDA sought to analyze ongoing patterns of interaction specific to team performance (e.g. exercise of
authority, correction and confirmation, and miscommunication).

This technique highlighted how

utterances are spoken and how utterances relate to each other. The interest was that of illuminating
multiple meaningful segments of ongoing interaction in the cockpit and ongoing relationships of the
participants.
The subject of analysis, that of the flight and ultimate runway crash during typhoon conditions,
revealed essential patterns of interaction of this flight crew. Features relating to intonation units, latching
(ongoing segments indicating close attunement of purpose and understanding), overlap, silences, and false
starts, topic initiation and correction or repair, were analyzed in order that relational elements and missed
cues are highlighted. The findings included the fact that the flight crew did not appear to display
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miscommunication, though they were confused about the location of their assigned runway for takeoff.
Additionally, the relationship between the Captain and the First Officer, as exhibited in their interaction,
was comfortable as indicated in the lack of use of mitigated speech, and the frequency of direct
interaction with less formality as opposed to that with the Relief Pilot. The unspoken was that the flight
crew misunderstood and believed that the tower could actually see their aircraft. The recommendations
derived from this analysis included that there must be more strategies regarding confirmation of runways
for takeoff.
Of interest for the purposes of this analysis of emergency room workers, is the use of mitigated
speech in the instance of Singapore 006. The lack of mitigated speech between the Captain and First
Officer of this flight indicates a level of personal comfort despite the hierarchical structure of aviation
cockpit crews. The Relief Pilot who did not have the same level of relational comfort as that of the
Captain and First Officer, exclusively used mitigated speech in his interactions with the crew. This
observation is in keeping with the findings of Goguen and Linde (19 (Goguen 1983) that subordinates
tend to use more mitigated speech in approach to superiors. Psenka, Trix and Batteau highlight the
contextual features of mitigated speech and incorporate distinctive features of the relational elements in
the Singapore Six flight crew, providing an analysis that extends beyond the speech act theoretical
categorizations of type to include the whole of the interactive process and its context.
3. Mitigated Speech as an Action to Seek Cooperation
Mitigated speech as a form of indirect request, a form of politeness or as a course of action to
seek cooperation, is taken as a subject for analysis by Deborah Tannen (1994). Tannen challenges the
assumption that indirect speech expresses powerlessness, lack of confidence or is indicative of any
disposition of the speaker. Rather, “Indirectness is a fundamental element in human communication. It is
also one of the elements that varies most from one culture to another, and one that can cause confusion
and misunderstanding when speakers have different habits with regard to using it.”

Tannen also

addresses the use of mitigated speech by superiors in military contexts and observes that a mitigated
statement by a superior was, in actuality, perceived by the subordinate, as a command. Using the
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common indirect statement, “It’s cold in here”, as an example of American indirectness, and has the
intent of getting someone to do something, referencing the command to close a window, fetch a sweater
or blanket.
Tannen reviews the problems that arise when mitigated speech proves to be a built in liability,
increasing risk, as in aviation cockpit crews. She reiterates Linde’s analyses of aviation disasters in which
mitigated speech by the co-pilot, ignored by the Captain, resulted in airline disasters. For example, in the
instance of Air Florida, departing from Washington D.C. during icy and severe weather, the co-pilot
repetitively and indirectly made statements to the Captain indicating that ice on the aircraft wings had
redeveloped as the scheduled departure was delayed. In this instance, the aircraft plunged into the
Potomac River, killing all but 5 of the 79 people aboard. The Captain, less experienced than the co-pilot
in icy weather conditions, repeatedly ignored or challenged the observations and mitigated verbal
communications of the co-pilot.

In a summary statement, Tannen directs our attention to the paradox

found by Linde in that crews who used mitigated speech more frequently, were, in fact, often judged to be
the best crews. Tannen concludes, “In other words, the crashes resulted not only because the co-pilots
tried to alert the captains to danger indirectly but also because the captains were not attuned to the copilots’ hints.” (Tannen 1994:4). The ability to interpret hints , or to understand another’s meaning though
not explicit, is associated with maturity and empathy or insightful interpretation, as Tannen suggests.
4. The Significance of Mitigated Speech in Context
Mitigated speech, as a form of indirect comment, or request, can be indicative of a means of
politeness in seeking cooperation and coordination, or it can be an indirect form of request to comply with
an order. It can serve to facilitate or obstruct coordination and cooperation as reviewed in the literature.
The specificity of context and history of interpersonal interaction and relationship stands in relief when
analyzing and interpreting conversational interaction. In cases of CA of blackbox recordings of aviation
disasters implemented in the works of Linde (1988), Goguen and Linde (1983), Krifka, et.al.(2004) and
Psenka, et.al (2001), mitigated speech is implicated in the most dire failure of interactional achievement
of coordination and cooperation.

Though disastrous results from communicative failure and the
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misinterpretation of indirect utterances, is evidenced in the above analyses, it is recognized that mitigated
speech also provides a means by which interactions in the workplace can be facilitated. The significance
of local context and hierarchy as represented in these analyses suggests that interpretations of mitigated
speech can only be achieved in discovery of socially situated features of the speech community studied.
A review of mitigated speech as investigated in aviation accidents and simulations of flight crews, based
upon speech act theory, neglects to take in to account the situated context of utterances within a larger
frame of speaker adjustments and social orientation (Hanks 1996):
“Even so, the type leaves unexplained most of the features of practice we are trying to get at,
since these involve adjustments made on the spot, like feasibility, timing, improvisation, and
features of reception not predictable by the type of the initiating utterance. At this point one
wonders why the type-level regularities, whatever they are, need to be tied strictly to the unit
"utterance" at all. Why utterance types instead of indexical types, stylistic types, or types of social
orientation.” (Hanks 1996:233)
Tannen puts forth the insight that the process of attunement is at play; that is, participants, in the
specificity of local cultural context, understand and employ mitigated speech, comprehending its meaning
and use, a facility only realized through participation in ongoing local face- to -face interaction.
5. Mitigated Speech as a Variable
Mitigated speech as a variable is of consequence as an action and as an indicator of relational
elements (Linde 1983) with significance for operational outcomes in high risk and highly complex
organizations. The context of its can be observed in face-to-face interaction in commercial aviation
cockpits, and made available for analysis by the use of black box recordings either in context analysis or in a
more finely tuned conversational analysis of verbal interaction of participants.
The significance of the “almost constant loop of communication” in HRO performance can be
viewed as an element characteristic of a category. Or, communication in face-to-face interaction can lend
itself to empirical study of relational elements of participants in HRO, illuminating the interactive and
emergent processes of participants engaged in HRO endeavors.
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IV. SUMMARY STATEMENT
The IOM report of 1999 emphasizes the extent of the problem of medical error despite numerous
oversight agencies and legal requirements. The transfer of management strategies from the literature of
HRO has provided for legitimacy of effort as medical organizations seek to improve the level of
safety of medical care today. The challenge of reducing medical error has resulted in the transfer of
characteristics of HRO to medical settings, and adopting Human Factors strategies focused on improving
the cognitive process and performance of individual operators, but

it has also contributed to the

management strategies of measuring ‘cultures of safety’.
‘Cultures of safety’ are measured by survey and questionnaire, and as in imitating characteristics of
categories of HRO. They provide a static view of safe operation, while giving primacy to individual
cognition and performance over the interactive processes of participants. Additionally, data in HRO
literature has been obtained by the ‘objective observer’ who highlights the significance of communication
observed while losing the opportunity to gain understandings and meaning derived from participants in
high risk and highly complex organizations themselves.
Mitigated speech as a variable provides a foundation to begin to understand the interactive and
emergent elements of face-to-face interaction that contribute to the safe production of medical care.
Whether mitigated speech serves as an indicator of the effects of hierarchy on miscommunication (Linde
1983;1988), or, as an indicator of politeness as a fundamental element of communication to gain
cooperation (Tannen 1994), the interactive context of its use may be of consequence to safe outcomes in
HRO.
Mitigated speech and the development of CRM, specific to the context of aviation cockpit crews
becomes problematic when transferred across contextual borders of high-hazard endeavors. The specificity
of local context reveals the motivations and outcome of mitigated speech for participants. Social order, in
view of context, is created and sustained locally by participants who employ mitigated speech to meet
specific ends. Furthermore, the specificity of use of mitigated speech in context also creates and sustains
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context.

The focus of this Conversational Analysis is the significance of relational elements in the

production of action of emergency room workers.
Anthropological perspectives and methods of data gathering and analysis can further the
understandings of the safe production of medical care, complimenting the understandings of individual
cognitions of participants by reaching beyond the individual toward a comprehensive understanding of the
interactive and relational elements of face-to-face interaction required for the mutually constructed action of
safe medical care. Rather than ‘culture of safety’ as a static category, I will develop a method to elucidate
the significance of emergent local contexts comprised of the interactive and relational elements of
interaction that reveal the implicit, thus cultural, understandings of participants who provide medical care
in a Trauma Center meeting the criteria of HRO. The variable of mitigated speech is of significance in
that as a relational element of interaction it reflects local context and is employed with implicit
understandings

of

participants

toward

producing

an

action;

of

safe

patient

care.
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Chapter 2: LEARNING TO LISTEN
I.PURPOSE STATEMENT
A.ANALYZING INFORMAL COMMUNICATION IN HIGH RISK SITUATIONS
1. Introduction
In this study I present a Conversational Analysis (CA) elucidating the elements of informal
communication of an emergency room work group, highlighting the elements of face-to-face interaction
that contribute to the process of providing medical care in an inherently high risk environment in an inner
city Trauma Center. This Trauma Center has a record of reliability and safety approaching that of highrisk and highly complex organizations as described in the literature of HRO.
I choose mitigated speech as an indicator of relational elements of interaction because it is
meaningful for participants.

Through their use of mitigated speech, they perform the action of

coordination and cooperation illustrating the essential relational, thus social, elements of providing
medical care in this emergency room.
2. Informal Communication
In this instance, informal communication refers to that which is not sanctioned, nor rewarded.
Ethnographically, informal communication is ambiguously in, but not of the organization. That is,
participants’ face-to-face interaction does not enter the medical record though the significance of informal
communication unfolds within the medical and social context of emergency medicine as participants
shape and are shaped by this communication.
3. Data Collection
The data for this analysis was captured by means of digital audio-recordings of medical personnel
in-vivo during the course of responding to a medical trauma in Room 1 and Room 210 of this inner-city

10

Room 1 and Room 2 are designated rooms for immediate treatment of potentially and immediate life
threatening injuries or illness. The rooms are separated from Cat 1, the intensive area of treatment, as well as
from Cat 2, designated for possible admission of patients, and Cat 3, for the treatment of minor illness and
injury. The purpose of Room 1 and Room 2 is to stabilize the patient immediately. Examples of illness or
injury treated in Room 1 and Room 2 include gunshot wounds, stabbing to torso, multiple vehicle accidents,
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emergency room. The episode selected for transcription and analysis occurred within the 6 months of
recordings of events taking place in 2002-2003 during the final month of training for two senior residents.
Additional note taking, review of archival records, and interviews of participants occurred during
the time frame of the recordings, as well as after its conclusion and during analysis of the data. In an
effort to validate the interpretations of data analysis, findings were reviewed with participants in an effort
to seek alternative interpretations of events and informal communication recorded during the study. In
reviewing findings with individuals recorded, I sought to validate my interpretations as did Tannen (1994)
in interpreting mitigation of speakers.
4. Mitigated Speech as a Variable
Building upon the work of Linde (1983), I will make use of the concept of mitigated speech or
indirect request as an indicator of relational elements of interaction of the workgroup in the emergency
room of Rivera Hospital. Additionally, I will provide an analysis of participants’ understanding and use
of the lexical choice of ‘Let’s’ and ‘We’, employed to elicit cooperation and coordination and toward a
collaborative effort, with a shared motivation of producing safe medical care of a patient.
In contrast to the conclusion of Linde (1988), in her analysis of blackbox recordings of flight
crews, that mitigated speech is a source of miscommunication and implicated in catastrophic outcomes, I
argue that mitigated speech is a variable, and, can only be interpreted in its location of use (Tannen 1994)
as it is interpreted and understood by participants in interaction. In the local context of this emergency
room group, mitigated speech not only increases coordination and cooperation, but also diminishes the
difference of status among participants during episodes of patient care. Mutual identity and mutual
purpose becomes privileged over the structural status quo of medical institutions with implications for the
production of safe patient care.
5. Mitigated Speech as a form of Attunement

immediately life-threatening overdoses, stroke, cardiac arrest, and severe accidents. The rooms are the site of
the most intense and time-sensitive treatment of patients in the emergency room.
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This study is concerned with local adaptations as revealed in the conversational analysis of faceto- face interaction of medical workers responding to a Trauma Code in the Department of Emergency
Medicine at Rivera Hospital, an inner city Level 1 Trauma Center.11I examine the use of mitigated speech
as an essential feature of talk- in- interaction, employed by participants, to achieve coordination and
cooperation in an episode of care of two patients with potentially life threatening injuries sustained in a
roll over motor vehicle accident.
I examine the use of “we” and “let’s”, employed to align participants in mutually intelligible
courses of action as they provide care in this highly stressful environment in which quick assessment and
treatment are essential elements of their practice. Furthermore, through the use of mitigated speech and
alignment, a process of attunement occurs in which participants achieve a diminishing of difference of
status required for mutual engagement in this endeavor of pursuing a course of action.
Attunement, or increased coordination, is employed as a means of illustrating the ‘interactants’
ability and proclivity to use experiences of past attunement as grounds for present attunement and
improvisation. As highlighted by Trix, “With recurrent interaction, attunement becomes a recursive
process, ever expanding in reference and subtlety, leading to the creation of a shared language” (Trix
1993:19). Trix makes use of this concept in referencing the shared language achieved through recurrent
interaction and coming together toward a common language, and affective experience as she describes the
murshid-talib (master/student) relationship in a mystic order.
Trix extends the concepts of structural coupling in humans, as a reciprocal coordination
highlighting communication as “coordinated behavior mutually triggered among the members of a social
unity”) (Maturana and Verala 1987:193) and language as a mode of social coupling. Referencing
Wittgenstein, Trix’ concept of attunement is a process or a specific set of personally shared games where
the sharing and the context have significance, theologically, in the event of the murshid-talib relationship.

11

Level 1 Trauma Center is a designation signifying the verification of expertise and specialized care available to handle the most
critically injured patients requiring trauma care, education and research. The process of verification from the American College of
Surgeons is the highest recognition a trauma center can receive in the United States.
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Attunement has been represented in the literature of psychology and psychotherapy as a process
in the normal development of infant and mother, whereby infants learn structures and patterns of speech
interaction, modeled by mother, who in turn, redirects the infant’s speech toward the development of
culturally specific patterns of interaction (Adamson 1996:194-196) and the symbolic order of that shared
world. The infant’s development of sense of self, and a symbolic world in which she participates, creates
an intersubjective understanding of events and interaction.
Affective attunement is a form of intersubjectivity yet distinct as articulated by,
intersubjectivity, as articulated by Trevarthan (1977, 1978, 1979, 1980) approaches the essence of
the problem, although from a different direction as he employs the following: “It concerns the
mutual sharing of psychic states, but it refers mainly to intentions and motives rather than to
qualities of feeling or affects. Its major concern is interintentionality, not interaffectivity.
Intersubjectivity is an entirely adequate term and concept, but it is too inclusive for our purposes.
Affect attunement is a particular form of intersubjectivity that requires some processes that are
unique to it. (Stern 1985:144)
In this CA, attunement refers to the affective, motivational and, derived meaning and intersubjective
understandings, resulting from mutual experiences and relational features of interactions of this work
group occurring over time. Attunement as the diminishing of difference of status is a reflection of
structural social relations as described by Schegloff (1992) in referencing occupations and their power
and status implications in institutional settings while emphasizing participants’ orientation to each other
as features of context that have consequence for courses of action pursued.
6. The Specificity of Context
A CA perspective looks at the particular, providing an empirically based means by which to
identify local contextual features of talk-in-interaction, as social action which may support or contest the
traditional views of hierarchy and social structure, regarded as fixed categories. Furthermore, when
juxtaposed with current interest in patient safety, the possibility exists to discover interactive relational
elements in face-to-face interaction that support safe delivery of medical care.
This conversational analysis reveals the processes of attunement, or the diminishing of difference
of status (Trix 1993), as local adaptations achieved in interaction through of recurrent use of mitigated
speech. Mitigated speech, or indirect request, functions as a means by which participants coordinate and
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collaborate to deliver care in an environment in which immediate decisions must be made within minutes,
to stabilize a traumatically injured patient. In the recurrent use of the pronominal “we” and the deictic
“let’s”, participants align with each other to coordinate their efforts to achieve mutually intelligible
courses of enactment of medical protocol realized in locally situated face- to- face interaction. This
analysis highlights the significance of context and the specificity of locally achieved interactive patterns
that maintain stability, and safe medical practices in this highly complex, stressful environment.
II.CONVERSATIONAL ANALYSIS
Conversational analysis proffers a method for studying naturally occurring interaction to
elucidate the socially situated features of this speech community with emphasis on the sequential
organization and means by which participants achieve understanding of, and accomplishment of a
common course of action (Gumperz 1982). This approach is ethnomethodological in that it is through
language practices that people produce the everyday understandings of social life (Garfinkel 1967). CA,
evolving in the 1960’s, comprehended that through the analysis of verbal interaction of participants, the
fundamental elements of social life can be elucidated through talk in interaction (Sacks 1977; Schegloff
2001).
Two themes emerge from analysis of actual practices of people in interaction: categorization of
interactions by participants, the ways in which people produce utterances in relation to utterances of other
speakers (Ten Have 1999). The concept of adjacency pairs provides a framework for “reciprocal conduct,
action and interpretation…Each participant must analyze the developing course of others’ actions in order
to produce appropriate reciprocal action.” (Schegloff 1995:187). This implies that participants have a
prior understanding and are capable of projecting subsequent actions, and that face- to-face interaction is
a collaborative effort.
The extension of CA as a method of analysis for workplace and institutional interaction provided
a framework for application to organizational study (Drew and Heritage 1992: Goodwin and Heritage
1990). Interaction in medical settings focused on doctor-patient interaction and medical reasoning in
medical anthropology (Cicourel 1986). The focus on collaborative efforts in socio-technical settings
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included CA studies in archaeology (Goodwin 1994), and computer control centers (Suchman 1987), with
emphasis on the conversational moves participants employ to coordinate their efforts revealing the
distributed cognitive characteristic of interaction (Hutchins 1995).
III. SUMMARY
In this study I provide a Conversational Analysis of face-to-face interaction of Room 1 and Room
2 in an inner city Trauma Center, as participants provide medical care to victims of a motor vehicle
accident. The purpose of the analysis is to discover the relational elements and social order produced by
informal communication as highlighted in participants’ use of mitigated speech. Rather than mitigated
speech serving as miscommunication, in the context emerging from participants’ interaction over time, it
becomes a form of attunement, diminishing the difference of status and moving toward increasing
coordination and collaboration, an action and a process necessary for the safe production of medical care.
The relational elements of sustained social order in this emergency room provide for a
comparative analysis, and alternative interpretation of communication in an HRO.

Rather than

categorical elements and cognitions of individuals in HRO, this Conversational Analysis reveals the
social elements of communication in the use of mitigated speech in the form of ‘Let’s’ and ‘We’,
necessary to form the action of safe operations in highly complex and high-risk human endeavors.
By employing the methods of CA, I will provide a context specific interpretation of the use of
recurrent patterns of use of mitigated, or indirect, speech and alignment as represented the utterances
“Let’s” and “we” as communicative resources employed by participants as they collaborate to deliver
medical care in this highly complex, high stress environment.
The significance of context as it is created and sustained in face-to-face interaction, highlights the
specificity of local culture, not as a category, but as a process in which safety is achieved. Furthermore,
intersubjective understandings of participants can reveal patterns that sustain, or interfere with safe
operations, revealing the relational elements of organizations that operate at a safety level comparable to
thatofHRO.
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Chapter 3: RESEARCH SETTING AND METHODOLOGY
I. RESEARCH SETTING
In this chapter I describe the site of research, situating it within the socio-economic context of the
institution as well the Department of Emergency Medicine as it is located within the organization of
Rivera Hospital. I further develop the local context comprised of participants, and their roles within the
Department.
I present the selection of the episode for analysis along with the means and explanation by which
indicators were chosen for that selection. Episode selection was based upon high acuity of patient illness
or injury, and patient volume along with stress levels of participants. I also describe and explain the
methodology of Conversational Analysis and the means by which data collection occurred. The intent is
to provide a frame for analysis by the reader.
A.RIVERA HOSPITAL OVERVIEW
The hospital setting is a non-profit teaching and research facility founded in 1915 with an
endowment from an industrial leader in the community. As such, physicians are salaried employees with
the primary emphasis on research and teaching. The structure and organizational plan of delivery of
medical care is based on this history. The current configuration of the hospital is such that it has 903
inpatient beds and admits nearly 70,000 patients per year. Staffing figures obtained from the hospital
include employment of 2,800 physicians, 14,900 full-time employees including 3,000 nurses and 4,000
allied health professionals providing 2.5 million patient contacts per year. Outpatient clinics in every
specialty of care are present on the “main campus” as well as distributed throughout the metropolitan area
in the form of satellite facilities
B.SOCIO-ECONOMIC CONTEXT
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The site for this study is that of an inner city Level I12 trauma center situated in a declining
industrial center. The socio-economic decline of this city and surrounding county is reflected in current
statistics gathered by the Health Care Stabilization Workgroup (2003).13 The economic constraints
affecting the health status of this largely poor population is demonstrated by statistics indicating that 59%
of the population has an income below the poverty level, compared to 26% of the rest of the state. Male
life expectancy in Detroit is 64.5 years, compared to a life expectancy of 73.5 years in the rest of the state
of Michigan. The income level is inversely related to health status: the lower one’s income, the higher
the incidence of severity of illness, injury and death. This population is likely to be unemployed and selfemployed and with no health insurance. Consequently, patients presenting to the emergency room are
frequently patients who have complex chronic medical conditions requiring emergency room evaluation
and resulting in more hospital admissions, in addition to significant social and psychological problems
(Tokarski 2005).
Along with this staggering view of the socio-economic context of this emergency room, since
1998, the city has experienced the closing of four major hospitals and care providers, with a net loss of
1,220 inpatient beds and 4,400 health care providers (Urgent Matters 2004)14.

At the same time,

emergency room visits have increased by 20% nationally since 1992, while the number of emergency
rooms have decreased by 15%. EMTALA (1986) regulations mandate that a medical screening exam be
performed on every patient presenting to the emergency room. Frequent users of this emergency room
commonly have complex and chronic medical conditions requiring evaluation and treatment. The highest

12
Level 1 trauma center is a designation specified by the American College of surgeons for a period of three years. This designation
indicates that the trauma center provides the highest level of surgical care for trauma patients. It requires a certain number of surgeons
and anesthesiologists on duty, 24 hours a day. On site converge by general surgeons, and prompt availability of specialty care in
orthopedic surgery, neurosurgery, anesthesiology, emergency medicine, radiology, internal medicine and critical care are prerequisites
for this designation.
13
The Detroit Health Care Stabilization Workgroup formed in response to the perceived crisis in health care in the Detroit and Wayne
County region. The major medical providers sought and received support from the State Governor to conduct this report out of
concerns about the shrinking community and the significant economic constraints and poor health status of the population.
14

Urgent Matters is a national program of the Robert Wood Johnson Foundation and addresses the state of health care in the United
States. An ongoing concern is the failing safety net of emergency rooms. The failing safety net has been a subject of study and review
since the first alarms were sounded in the 1980’s.
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percentage of frequent users are that of the psychiatric population (34%)15. Other chronically ill patients
representing the most frequent patients include alcohol related illness (24%), respiratory (COPD, asthma)
(8%), diabetes mellitus (14%), neurological (seizures and headaches) (12%), sickle cell anemia (10%) and
cardiovascular (CHF and hypertension) (8%).
The socio-economic challenges of the community within which this emergency room is situated
are reflections of the larger crisis in health care in the United States as indicated in the literature of the
medical profession. The concept of emergency rooms as “safety nets” for an increasingly stressed medical
care delivery system has emerged in the literature since the 1980’s (Adams and Biros 2001; Lewin and
Altman 2000; Weinick and Burstin 2001;Robin M. Weinick 2001; Lewin 2000). Between 1992 and
2001, emergency department visits in the United States increased by 20% to 108 million visits, while the
number of emergency departments decreased by 15% to 3,934 (Tokarski 2005). It is in this socioeconomic circumstance that data of health care providers’ informal conversation is collected.
The contextual constraints of this DEM as situated in time and space contribute to mutual
intersubjective understandings of this work group as they experience, and anticipate the medical outcomes
of the socio-economic context of this inner city location.
C.THE DEPARTMENT OF EMERGENCY MEDICINE
1. Research and Education
In keeping with the larger institutional agenda as a non-profit hospital with a stated mission of
pursuing research and education, the Department of Emergency Medicine (DEM) serves as a site for
Emergency Room Physician education, during a 3 year residency program. The senior staff physicians of
the department are faculty members who also pursue research interests in their specialty, conducting
research and publishing their results. Research outcomes have been incorporated in the knowledge base
of emergency medicine, and the Residency Program is highly ranked in comparison to similar programs.
15
That frequent users often referred to as “frequent fliers”, are psychiatric patients may result from the fact that the
deinstitutionalization of chronic and severe mentally ill patients has resulted in a form of institutionalization in deteriorating
neighborhoods. In the instance of this emergency room, there are several Adult Foster Care homes within walking distance of the
hospital. Additionally, though not a focus of this study, the funding of services for the mentally ill in the state of Michigan, has
declined steadily since the 1990’s.
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The temporal order of the residency program provides a structure and yearly cycle of events, rituals, and
interaction with the permanent staff of the emergency room.
2. Level One Trauma Center
The DEM provides services annually, to an estimated 92,000 patients with 170 patients per 24
hour period. The configuration of employees is that of 24 senior medical doctors certified in Emergency
Medicine, 25 residents of emergency medicine and combined emergency and internal medicine, 150
nurses, 50 medical technicians, 6 full time pharmacists, 4 psychiatric and medical social workers, 8
patient advocates, a minimum of 12 clerical and registration personnel and a contingency of security
officers on site as well as a minimum of 15 X-ray technicians, and senior Radiology medical staff. As
required of Level I trauma centers, all specialties of medicine are on call to the DEM. The emergency
room is linked to local police, fire and Emergency Medical Service (EMS) accessible to residents of the
city via a 911 service call center.
The DEM holds 70 medical beds and is designated in order that the level of severity of illness is
reflected in specific areas. The triage of patients results in their category of severity and assignment to a
Resuscitation or Trauma code, or Room 1 and Room2, indicating immediate life threatening events;
Category1 (CAT 1) for potentially life threatening medical conditions; Category 2 (CAT 2) for patients
who may be admitted to the hospital; Category 3 (CAT 3) for minor illness; and Pediatrics for those under
the age of 18.
3. The Trauma Code
The sequence selected for analysis, Room 1, begins with an episode of medical care designated as
a trauma code.16 The external bracketing of this episode of care in emergency medicine entails a protocol

16
Trauma code indicates a specific spatial and temporal bracketing of medical care for patients who have sustained injury,
be they motor vehicle accidents, gunshot or stab wounds or injuries sustained that potentially threaten life or loss of limb or bodily
function and caused by external events. The American College of Surgeons have developed and updated codes and definitions of
trauma and have formulated levels of trauma, requirements for emergency rooms designated as trauma centers, and have
established standards for care, required staff composition, and “on call” specialties that are mandatory. Meeting requirements for
the designation of an emergency room as a “trauma center” involves application and review by the American College of Surgeons;
adherence to national standards and protocols; and submission of data to the National Trauma Data Bank on an annual basis.
Standards of care are also established in national nursing format as well as standards set for EMS in cooperation with local
designated Trauma Centers.
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evolving from a history of practice, standardized and updated, by the specialty of Emergency Medicine
and sanctioned by the American College of Surgeons.17
The episodes of patient care occurring in Room 1 are most often initiated in CAT 1, where calls
from EMS are taken by staff. EMS, at this point, is en route with a patient, calling ahead to provide
information necessary to determine level of care needed for the patient. In the event of potentially life
threatening injury or illness, CAT 1 staff initiates the overhead announcement of patient arrival by
announcing, “Physicians to Room 1 (or Room 2). Trauma e.t.a. three minutes” or Room 1 Medical, three
minutes”. The overhead announcement frames the events that are to unfold and alerts all designated staff
to proceed to Room 1. Clerical staff arrives to register the patient for the medical record. The Patient
Advocate is needed to either assist accompanying family of the patient, or to gather information necessary
to contact a family member. The designated nursing and medical staff proceed to Room 1, and at the same
time, have notified Trauma Surgeons in the event that the patient’s need results from traumatic injury, be
it an accident or the result of violence. Security Officers will be on hand to interface with Police Officers
and will assist with medical-legal requirements. X-ray technicians will be available, and as all of the
emergency room has heard the overhead announcement, the level of awareness for this medical event is
palpable throughout the department.
At this point, a subgroup of designated CAT 1 personnel proceed to Room 1 or 2 to await arrival
of the patient. The number of personnel in Room 1, at the time of patient arrival, can range from four to
twelve and more, as the patient arrives. Additional personnel, having been alerted by the overhead
announcement of patient arrival, are ready to respond as needed. Room 1 and Room 2 are each the 22 ft.
X 22 ft. The total size of the Department of Emergency Medicine occupies 35,000 square feet.

17
A Bakhtinian approach of dialogism articulates the reach back to the texts of emergency medicine, thus Western
medicine, emphasizing the past construction of knowledge to current action (practice). The bracketing of Room 1 in its ritual form,
attunes the local participants in this medical event, diminishing the distance between current frames of participation and past
knowledge and practice. Thus speakers’ utterances articulated within this participation framework of medical protocol and
language reflect back to the authors of medical texts connecting to accumulated knowledge and practice of emergency medicine,
and thus, to that of western medicine, reaching back to centuries of evolving texts.
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4. Participants
The research and education focus of this Level 1 Trauma Center necessitates an overview of
personnel involved in this study as it has implications for hierarchical positioning of staff members as
well as providing indications of staff turnover, thus continuous training, a feature of High Reliability
Organizations (HRO). The composition of permanent staff members, that of Nursing, Senior Staff,
Patient Advocates, Clerical, and Security Officers, is augmented by Emergency Residents and Surgery
Residents as well as Residents of adjunct specialties. In order that the reader has an understanding of
differentiation in levels of experience, I provide the following individual description of participants
recorded for this study.
a. Senior Staff
The permanent teaching staff of the DEM are board certified Emergency Room Physicians who
have completed medical degrees and Emergency Medicine residency training programs. The greater
majority of this teaching staff, graduated from the residency program at this site, including three
Physicians who initiated the Residency Program at this medical institution in the late 1970’s and were
involved with the earliest hospital- based research programs in the specialty of Emergency Medicine. As
a group, they are represented in the literature of Emergency Medicine and have contributed to the
development of field research underlying current practices.
Typically, senior staff physicians rotate their assignments, covering three shifts of 8 hours in the
emergency room, twenty-four hours per day. On any given shift, there will be one senior physician in
each of Cat 1, Cat 2, Cat 3 and Pediatrics. As senior staff physicians, they are medically and legally
responsible for all medical care occurring during their shift. Thus, teaching and supervision of medical
care provided by senior and junior residents becomes a normative feature as it is conducted in the public
sphere of the designated “doctor’s office”, an open forum situated in each category of the emergency
room and populated by all emergency room personnel. Teaching by senior staff also occurs in a weekly
format of “rounds”, a day reserved for lectures on topics specific to Emergency Medicine. Although one
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senior physician is designated to oversee the Residency program, all staff contribute to this didactic
element of training.
The recorded shift for this study, was supervised by a physician, Staff.Doc (m), who had finished
his residency two years prior to this episode. He joined the senior medical staff upon completion of his
training program and board certification in Emergency Medicine. Staff.Doc (m) is on a first name basis
with most of the personnel in the emergency room. His nickname, coined during residency, is often used
by emergency room personnel during the course of the day. His style of interaction with nurses, techs and
support staff is informal and gives evidence of his past history of interaction on both a professional and
personal basis. As with other senior staff physicians, there is mutual respect evidenced in informal
conversation during the course of providing medical care to patients. He is easily approachable and
accessible to emergency room personnel, a style typical of most senior staff in Emergency Medicine.
b. Senior Residents
The third and final year of Emergency Medicine Residency is marked by the acquisition of skills
required to “run a code”; that is, to coordinate the events in Cat 1, Room 1 and Room 2. “Running the
code” implies that the senior resident coordinates resuscitation and stabilization of patients in life
threatening medical conditions. As in each progressive year in residency, acquisition of new skills and
responsibilities at a heightened level of criticality for patients is accompanied by equally heightened
anxiety about new responsibilities. This is a recurring feature as residents pass from one level of
expertise to the next in each year of training. Though not formally acknowledged, informally the
permanent staff of the emergency room anticipates this response each July, the time of transition in
training.
First year residents are those physicians who have completed medical school and have an M.D.
degree and license to practice. In the first year of Emergency Medicine Residency, the majority of the
year is spent in other specialties of medicine required of their training.

For example, a first year resident

may only spend three out of twelve months in the DEM. In the second year of Emergency Medicine
Residency, the majority of time is spent in the DEM though rotational months are spent in elective and
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mandatory specialties. In the third and final year of Emergency Medicine training, the resident spends
most of the year in the DEM, with some elective service options in different departments, and in some
instances, different institutions.
The event of this recorded episode for analysis occurred in June, the final month of the academic
year, when the senior residents were approaching their final shifts of residency. Both Res.Doc (m) and
Res.Doc(f) have secured positions upon completion of their training and have scheduled Emergency
Medicine Board certification exams.
Res.Doc (f) is also in the final preparation of wedding plans and will be married in early July.
The emergency room staff has been privileged audience to the anticipation and preparations for the
wedding and elaborate honeymoon plans.

Many have met the husband-to-be informally, at social

gatherings and through knowledge gained in interaction with Res.Doc (f) over the course of three years.
She is focused in work and affable in interaction with staff, and easily engages in typical banter and
joking with emergency room staff.
Res.Doc (m) is planning to take a temporary position in Hawaii in the public health sector. He
has dated an emergency room nurse during the course of residency. This is a common social pattern,
often resulting in marriage between residents and nurses, though not in this instance. His interactive style
is sometimes marked by grouchiness as pressures mount and his anxiety level rises in response to the
events during the course of the day. Through his residency, he has acquired an ability to self-reflect and
correct, publicly making light of his style through joking as a means of recovery. In this final month of
training, his wry sense of humor is more prominent in interaction.
c. Nursing Staff
The nursing staff is often credited with being the backbone of this department. All are registered
nurses as the emergency room does not allow for nurses in training below the level of a fully credentialed
R.N. The experience level varies, though most have several years of seniority. Additionally, there is a
pattern of professional development, in which nurses are constantly in school for the next level of
professional degree.
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The organizational role of nursing is that of direct patient care, and also of carrying out orders
issued by the physicians (i.e. administering medicines, breathing treatments, obtaining labs, etc.). Though
the official roles are designated by the institutional order, it is frequently the case in this Department that
nurses often initiate orders for blood work or treatments, as well as alert physicians of changes in patient
status. Nursing is often an informally endorsed adjunct to medical faculty as they are often instrumental
in instruction of new residents regarding medical procedures, operational procedures and medication
needs of patients. Though not formally recognized, nursing provides an additional source of oversight for
residents, and in general, the safe care of patients.
During the episode of analysis, there are senior nursing personnel, one of whom has recently
completed her M.B.A. and has taken a coordinating role in the emergency room. Her professional sights
are set on management while she is beginning to raise a family. Her style of interaction is one of
reassurance and calm no matter the event at hand and she often intervenes as a stabilizing force when
tensions rise. In contrast, a more recently hired nurse appears to be awkward in interaction as will be
noted in the analysis section of this study. As events unfolded, beyond the period of study, this female
nurse sought and obtained a position in a different department of the hospital.
d. Nurse Technicians
Nurse technicians in this episode have years of experience in the emergency room. Typically,
nurse assistants, or techs, come to the emergency department with a history of work experience and
credentials as emergency medicine technicians, and have often worked for Emergency Medicine Services,
the municipal ambulance service. Currently, nurse technicians are hired with specific experience as
emergency medicine technicians, or they are recently graduated nursing students who have not yet taken
nursing board examinations. As with nursing staff, ongoing schooling for the next level of expertise in
nursing is in process.
The role of the nurse assistant is to quite literally assist the nurses in care of the patients, though
the level of care does not allow for the administration of medications and most procedures. As an
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example, the nurse assistant cleans the patient, makes the beds, empties bedpans, and carries out nursing
orders regarding drawing blood work or collecting urine samples.
In the course of recording for this study, the voice of nurse technicians is not prominent though
they are actively involved in patient care to a lesser degree in the events of Room 1. Significantly, they
were the least likely to consent to participate in this study.
e. Support Staff
In addition to medical personnel, support services include registration clerks, patient advocates,
and psychiatric and medical social workers hired by the DEM with the role of providing non-medical
needs of patients. They are employees of the department and integral to the range of services offered to
patients and their families.
The Patient Advocate program evolved out of necessity in the 1970’s in response to the need for
an interface between family and physicians, and hospital and community in newsworthy events. The
Patient Advocate interfaces with family and physician, apprising family members of patient conditions,
and providing medical staff with necessary information. In the episodes of care originating in Room 1,
Patient Advocates locate and notify family members, and often serve in the role of grief counselors in
events of impending loss. When need arises for information about the community and resources, the
Patient Advocates respond to the needs of the whole of the DEM. Typically, the background of Patient
Advocates varies. While some are hired from within the DEM pool of clerical and technician support,
others are hired with experience in human services.
Clerical staff members initiate and complete the necessary documentation of demographics for
the medical record and medical billing, as well as coordinating the paperwork necessary to transfer
patients in and out of the DEM. They often move to positions within the DEM as well as within the
hospital. In recent years, Information Technology has become more prominent within the department and
their presence in the DEM is now essential as they upgrade and maintain internal computer programming
for an electronic medical record system.
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Psychiatric Social Workers and Psychiatric Nurses provide psychiatric assessment, make
recommendations to physicians, and carry out disposition regarding necessary follow-up care of patients
referred for consultation. Psychiatry provides a liaison service to social workers and nurses and is
available for consultation of medications and diagnoses, as required. This role serves as a support service
to the emergency department, and as a result, education and support of residents is provided informally.
The Radiology department of the hospital maintains permanent facilities in the DEM, equipped to
obtain portable X-rays and CAT scans as needed. Room 1 and Room 2 occupy a specific area of the
DEM. The rooms are separated by a small corridor housing warming and cooling units for IV solutions
and blankets. This corridor also houses an X-ray viewing room, and as X-rays are immediately available
for viewing, X-ray technicians are integral to medical services provided. The Radiology department also
provides training on site.
The voice of the X-ray technicians, and their wealth of experience in viewing results, is
evidenced in the recordings for this study. Though not selected for analysis, recordings reveal the
consultative role that X-ray technicians play with DEM staff who recognizes their expertise. The force of
their voice is required so as to be heard above the multiple voices of persons attending to patients,
warning of impending exposures and need for clearance to x-ray the patient. They are part of the
emergency room and participate in the informal network of relationships and social events of the DEM.
f. Medical Consultants
The Department of Surgery provides a Trauma team on call, for traumatic injuries including
Motor Vehicle Accidents (MVA), gunshot wounds (GSW), and other injury.

As required by the

American College of Surgeons, Level 1 Trauma Centers, Rivera must have on twenty-four hour call, a
full range of specialty medical care physicians, on site, in the hospital.
During the course of residency training for any of the services, relationships evolve with the
DEM. The relationships with consulting services exist along boundaries between departments and the
DEM interacts with each of the departments on a daily basis. Though not a central focus for this analysis,
boundaries between departments often become the site of dispute over resources, responsibilities, and

45

identity.

As the episode of analysis unfolds, the lines of demarcation between departments become

apparent in shifting of alignment of medical staff who are present in Room 1 and Room 2.
g. Community Interface
Emergency Medical Service (EMS) is the municipal ambulance service for the city. EMS is the
most frequent first responder to a medical emergency. The training of EMS technicians occurs in the
local community college, with practicum experience occurring in this DEM as well as other emergency
rooms in the city. The technicians interact with the DEM on a daily basis. Informal social networking
occurs and invitations to departmental parties are reciprocal. Often, EMS technicians (EMT) become
employees of the DEM as they choose to advance their training, often entering schools of nursing. The
DEM has experienced the upward move of EMT’s from the field, in to Emergency Nursing Technicians,
Nursing and Medical Residency. While working in the capacity of EMT’s they present patients to the
DEM, giving medical information gathered on the scene of accidents, shootings, and in homes. The
initial exchange of information with DEM nursing and physicians, proves to be crucial in initiating
evaluation and treatment of patients. Additionally, EMS circulates current information gathered from
their rounds on the streets of the city. This may include information on trends of heroin overdoses in the
advent of deadly doses sold on the streets, past episodes of care with the patient, and status of activity
around the city.
The police department of the city responds to the DEM to take reports of accidents and crimes,
and on occasion, police prisoners are presented for medical treatment.

Overall, the frequency of

interaction with individual DEM staff members is minimal and the boundary less permeable than that of
EMS. The police department of this city has a more formal relationship with an alternatively designated
Trauma Center within the city.
The frequency of face-to-face interaction among DEM staff who share a rich background of
interacting under stressful circumstances, lends itself to be seen as a complex system, sustained not only
by a shared medical perspective of multiple disciplines, but also by recurring and long-standing
relationships among members of this DEM. The ongoing features of this academic DEM program of
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training allows for a continual turnover of personnel in the form of residents and other trainees while the
core Physician and Nursing staff remains fairly constant.
CAT 1 and Rooms 1 and 2 are an extension of the whole of the emergency room. The interaction
between categories of severity of ill patients is fluid as any patient may deteriorate and require the care of
CAT 1. This movement is reversed in the event that a patient’s condition is downgraded to less than life
threatening. The interactions around the transfer of patients are also captured in the recordings. The
boundaries between the DEM and EMS, as well as that of consulting medical services, are also
demonstrated in the collection of recordings. All patients come from the community in which the hospital
is physically located and the DEM serves as a major point of entry.
II.MEASURING PATIENT SAFETY
The problem of measuring patient safety became a logical step to validating my contention that
the DEM operates at a fairly safe level of operation. In an attempt to find such measures existing within
the organization, I reviewed systems that would reveal major medical error occurring during the recorded
shifts of this study.
Attempts to discover shifts in which significant adverse events occurred included review of
Quality Assurance and Risk Management records for the dates recorded. Of interest is that there were no
incidents reported on the recorded shifts. Reports of incidents (Red Forms) by employees within the
department were also deplete of incidents for the shifts recorded. Red forms are narrative reports made
anonymously by any employee witnessing an error, incident or accident. In the case of this hospital’s
narrative report, the system of reporting is in an “online” format. It is not well understood by employees,
and from personal experience, it is most difficult to use.
A.FINDING MEDICAL ERROR
1. Expert Chart Reviews
The Institute of Medicine report of 1999, To Err is Human (Kohn, Corrigan Donaldson eds.
1999) concluded that between 44,000 to 98,000 patients die as a result of medical error each year, making
this the 8th leading cause of death in the United States. Deaths attributable to adverse events rather than
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underlying medical conditions were extrapolated from data collected during expert chart reviews. The
measure of adverse events used as one standard of estimating medical error, was established in the
Harvard Medical Practice Study (HMPS) (Brennan, Leape, Laird 1991; Thomas Studdert, Burstin 2000).
The HMPS method of identifying adverse events and their incidents were based on a two stage
medical chart review; first by nurses to screen for adverse events and then by physicians who determined
the extent to which these events indicated sub-standard care. Medical error was defined by either error of
execution, meaning an incorrect action, or failure to act (Reason 1990). In keeping with this standard,
expert chart reviews were performed for those patients who granted consent.
2. The Limit of Chart Reviews
I submitted charts for review. The reviews conducted by two DEM nurses, one an administrative
nurse, and the other, a staff nurse. Errors were formulated as either errors of omission (not executing a
plan) or commission (an incorrect action).

The findings were inconclusive in that the capture of error

type was not severe enough to result in an adverse event for the patient. A more significant finding from
this exercise in determining medical error is consistent with the literature of critique of this method.
Namely, documentation in the record is incomplete for some adverse events escape notice, and inter-rater
reliability is poor. In this study, inter-rater reliability was tested by presenting the same group of charts to
two reviewers with a result of different outcomes. Additionally, one reviewer incorrectly picked up a
duplicate package of charts that she had already reviewed. In comparing the two results, intra-reliability
produced different outcomes. Given the degree of disparity between medical chart reviewers, as well as
within one reviewer, the conclusion is that the medical chart reviews were not indicative of significant
medical error occurring during recordings of shifts. This critique is also offered in the literature of
medical error. Furthermore, the construction of the electronic record frequently occurs some time after
care episodes have been completed, and, often, it does not accurately reflect the amount or time of care,
the competing tasks that physicians and nurses are attending to simultaneously, task interruption, and
chronology of actual care.
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More significantly, the role of error in adverse outcomes is tentative in the literature of cognitive
psychologists (Amalberti 2000) and human factors specialists (Dekker 2001). Of equal significance in
measuring error is that the frequency of error becomes meaningless until we can determine the number of
non-errors. To date, this figure has not been captured in the literature on measuring medical error.
2. Rivera Reporting Systems
In addition to having medical charts reviewed with focus on capturing medical error I also had
Quality Assurance and Risk Management documentation searched for incidents. Revealing no major
incidents, DEM Morbidity and Mortality reports were made available for review, and proved to capture
events compromising patient safety. The reports were reviewed within the DEM, and remained in the
department. Notes concealing identity of participants were kept within the data set and analyzed in light
of all data collected per shift.
3. Morbidity and Mortality Studies
Morbidity and Mortality (M & M) studies date back to the late 1800’s and refer to case reviews
occurring within the confines of the department of practice, by physicians, and are exempt from legal
liability and publication outside the medical group (Wachter 2004:273-279).

As a form of self-

governance, cases of error, or morbidity, are reviewed and individuals responsible often sanctioned either
in the public format of the group, often resulting in a corrective action by the responsible parties. This
format provides an opportunity for medical practitioners to openly discuss medical mistakes with
opportunity for feedback from peers. It is one of several formats for presenting medical cases with
implicit purpose of learning from error in practice. In the case of this DEM, M & M studies are presented
in the format of Grand Rounds; that is, weekly educational sessions for all DEM residents and staff.
M & M studies are critiqued as a means by which physicians “manage error and mask guilt”
(Millman 1976:97), yet the function of this format is to promote and sustain collegial control and
regulation within the group of practitioners. The limits of M & M conferences are in the lack of
dissemination of information from “lessons learned” beyond the boundary of the department in which the
error occurred. This critique does not diminish the potential of M & M to inform practitioners and reduce
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error, but the information assembled by means of this format could further patient safety if it were
captured in reporting systems as in the Aviation Safety Reporting Systems (ASRS)18
The greater measure of adverse event was found in the DEM Morbidity and Mortality (M & M)
studies. This data is exclusively for review within the department and for the sole purpose of selfmonitoring and teaching (lessons learned). Adverse events as recorded in the M & M during the course
of this study yielded six events on different shifts. Of the 6 shifts, the recordings were reviewed but not
transcribed.

In the initial period of recording, the first shift was lost due to technical error in recording

and reflected the learning curve of the recorder. A major adverse event occurred later in the study, and
though most of the recording of the shift is intact, failure of equipment occurred in Room 1 where the
incident took place. In this event, I realized that the recorder was inoperable and took detailed notes. Of
the four remaining candidates for focus of analysis, the choice was made based upon the level of stress
subjectively measured in the End of Shift (EOS) reports of personnel in CAT 1, the occurrence of an
adverse event resulting in injury of a resident during the course of the shift, and high acuity of patients in CAT
1 at this time.
4. External Regulations
The DEM, as all hospital departments, is subject to multiple oversight agencies. Most notably in
the daily functioning of the hospital is the oversight of JCACOH, the Joint Commission on Accreditation
of Health Care Organizations, assuring compliance to levels of performance regarding medical care.
JCACOH compliance and accreditation assures that hospitals are reimbursed by insurance companies for
services rendered. Additional oversight in the form of Medicare requirements are moving toward a
system in which medical errors, and their consequences, will no longer be reimbursed. Local state, and
government oversight comes into play, and with the multiple levels of external regulatory requirements,

18

ASRS is the narrative reporting system of mishap and errors, initiated in 1975 by the Federal Aviation
Administration who disseminates the information in a monthly newsletter, Callback, alerting operators. The
success of ASRS is in the dissemination of information, as well as upgrades in equipment and procedure as
identified by pilots (Wachter 2004:286)
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the hospital employs ‘Compliance Specialists’ to oversee the compliance with oversight agencies,
insurances, medical licensing bureaus.
Professional regulations requiring adherence to licensing standards apply to multiple care
providers, including nurses, medical doctors, social workers, and radiology technicians. Internal to each
profession, ethics and standards of care are established, and non-adherence can lead to sanction in the
form of fines, loss of license, or re-education. Within the DEM, professional standards and departmental
standards are reinforced by DEM administrators in each of the sub-groups of profession. This list does not
include the tacit understandings between the DEM personnel, about the proper appearance and conduct
which is both obligatory and expected in interpersonal communication while in the DEM.
III. METHODOLOGY
The methodology of Conversational Analysis provides a framework for data in the captured
record of interaction and a form of analysis of actual face-to-face interaction that allows for the
identification of recurrent patterns of interaction. Indicators of participants’ stress, patient acuity and
volume were captured in ‘end of shift’ surveys. Indicators of medical error were studied during peak
stress and workload as indicated by end of shift surveys. The surveys demonstrate the contextual
constraints of volume and stress while safety outcomes were not clearly linked to the indicators.
In this section, I also present the methods of data collection, and the selection of a variable that
represents the recurrent relational elements of a sustained social order that is proposed to maintain patient
safety.
A.DATA COLLECTION
1. Digital Recordings
As part of the data collection, the digital recorder, placed on a movable cart, was moved to Room 1
and Room 2 to record this episode of care. The greater part of recordings for this study, a total of 44
recorded shifts of six to eight hours, took place in Cat 1, a category indicating that the patient was in a
possible life threatening condition. On each shift, three participants were selected to wear wireless
microphones, based upon their role as staff physician, resident, and /or nurse. The choice of data to be
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analyzed is based upon the ability to capture face-to-face interaction as it unfolded during the course of a
shift.
Conversational analysis emerged in the 1960’s within the field of sociology and became more
empirical with the advent of recordings of speech (Sacks, Schegloff and Jefferson 1977).

The

sociological analysis of interpersonal interaction and analysis had been obtained through observation,
note taking and coding for analysis, (Goffman 1961). The technology of audio recording allowed for
innovative analysis of natural data collection of the actual practices of people in interaction.
Digital recordings were obtained with the use of a Marantz Professional PMD690 Portable PC
Card Recorder. Three Shur wireless microphones and a sound mixer were employed to allow for an
excellent recording of all sounds in the immediate area. Wireless microphones were worn by three
medical staff in CAT 1: the senior staff physician responsible for all medical and legal aspects of medical
care, and either/or a resident, and nurse or technician. Recordings were from 6 to 8 hours in length over a
period of 7 months (October 2002 to June 2003) with a total of 44 shifts included. The recordings were
then transferred to a PC via a Belkin card reader and made ready for transcription. The level of technical
difficulty encountered in this process resulted in the total loss of 4 shifts of recorded data. Most difficulty
was encountered in the initial phase of work. The loss of one Room 1 episode was significant in that a
major medical error occurred, although it was captured in extensive note taking of the incident, in
addition to review of the Morbidity and Mortality study that ensued19.
Additional difficulty resulted from the use of Shur wireless microphones due to the fact that both
receiver and transmitter devices required 9 volt batteries with a life expectancy of 2 to 3 hours. This
maneuver resulted in total exchange of batteries up to 12 times per shift. This procedure was costly in
terms of financial consideration and time distracted from the task of note taking, observation and
coordinating tasks. Often the batteries would signal low power during a medical procedure which was

19

Morbidity and Mortality (M&M) studies are investigations of incidents of occurrences of medical error captured internal to the
department or by external organizational monitors. This has been a traditional method of internal audit by the physician group and
results in the DEM are often used for teaching purposes.
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difficult to disrupt, thus delaying exchange of batteries. However, the use of 2 additional microphones
allowed for the recording of the event from the vantage point of a further receiver of sound.
The disruptions of time had consequence in the amount of observation of non-verbal behaviors
and note taking. Video recordings would have both precluded the loss of this data, as well as presenting
additional barriers to maintaining confidentiality and increasing disinclination to participate in the study.
Prior to the study, the DEM had, in fact, mounted brackets for the use of video cameras in Room 1 and
Room 2 with the purpose of monitoring procedures and quality. The cameras were never installed due to
issues of confidentiality and possible use in litigation.
In summary, the difficulties encountered in the use of complicated recording technology were
offset by the richness of the audio record over a period of 8 months. The recordings allow for a preserved
database for this study. This preserved talk- in -interaction provides an opportunity for analysis of actual
occasions of natural interaction in emergency medicine and further illuminates the locally constructed
practices contributing to or detracting from safe medical practice.
2. Informed Consent
Informed consents of recorded subjects were required by Wayne State University Human
Investigation Committee (HIC) as well as the hospital’s internal IRB department. The study, its purpose
and methodology, was presented to the staff in individual sessions arranged around a 24 hour cycle.
Those not available for the presentation were give individual sessions of form and content and all were
given the option to participate or decline. The consent form met the criteria for the HIC of Wayne State
University and the IRB policies of hospital. In addition to the DEM staff, consent was sought from any hospital
or community personnel present in the vicinity of recordings.
A significant outcome is that the staff consent reached approximately 98% compliance for the
study. One staff physician initially declined, but later consented. Two medical technicians declined to
participate as well as nurses who were not familiar with the ethnographer. The high rate of participation
by DEM personnel may be due to familiarity and working knowledge of the ethnographer and elements of
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trust inherent in the relational history of the her work as a psychiatric social worker for the DEM.20
Additionally, given the research and education focus of this medical institution, personnel are continually
exposed to research projects requiring being observed by not only medical researchers, but also policy
and management studies conducted by business interns, independent researchers and management
personnel. The novel circumstance of this study was in the recording of people as they worked, though
anonymity of identity was required for consent to participate in the study.
Informed consent was required of patients, or their legal representatives, to grant permission for
the sole purpose of review of the medical record of their visit and treatment in the DEM. The goal was to
obtain and analyze a 20% sample of the patient care episodes recorded in the DEM record. The consents
for patients did not include permission to record, as the focus of data collection in the form of digital
recordings was on that of interaction of staff during medical care episodes. This dimension of the study
was discussed and reviewed with both Wayne State University HIC as well as the hospital IRB
department. The overwhelming reasoning was that the focus of study was the DEM personnel and their
interactions above patient-doctor interaction. Additionally, there was no potentially harmful or invasive
procedure involved for patients. An expedited review was granted as the research protocol did not
include invasive medical procedures, nor was there a possibility of injury to the patient.
Gaining patient consent proved to be difficult for a number of reasons. Primarily, obtaining
consent was compromised by the condition of patients who were either confused, unconscious and lacked
the presence of legal representatives. Of interest, although the scope of this study does not permit further
inquiry, middle aged black and elderly Caucasian patients were least likely to consent. Therefore, the
projected goal of obtaining consent for a 20% sample of patient charts was not met.
Additional obstacles were encountered during the course of data collection in that in order to
conform to new guidelines of the Health Insurance Portability and Accountability Act (HIPPA)21 new
consent forms were required. During the study, consent forms were revised to comply with HIPPA
20

The relationship of ethnographer to setting is of significance in that it is an experimental approach to ethnography. Given the focus
of study, constraints prohibited a full analysis of this phenomena, although it will be of interest for future writing.
21
HIPPA (Health Insurance Portability and Accountability Act) mandates compliance with federal regulations intended to protect the
privacy rights of patients given the proliferation of information technologies employed in handling medical information.
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regulations and necessitated additional review by both university and hospital. The revision of informed
consent and requirements of HIPPA resulted in the use of difficult and confusing language for both
patient and staff. There is no evidence that this elongated and complicated explanation resulted in change
of rate of agreement to participate in the study, though it was a time consuming process that could not
have been anticipated. All hospital personnel were required to submit to the revised informed consent
process and sign additional permission.
During the course of recordings, and due to individual concerns that they were unaware of
personnel wearing wireless microphones recording their interactions, signage in the area of recordings as
well as badges on those carrying the wireless equipment were instituted. The signage indicated that live
recordings were occurring in the area. The addition of this precaution to protect subjects was not
anticipated as the presence of a significant cart and recording equipment was visible throughout the study.
The signage appeared on badges worn by those recorded, as illustrated below.
I am being recorded as part of a research protocol.
Please inform me if you object.
In instances in which DEM personnel or patients had refused to participate in the study, every
effort was made to protect the rights of those individuals. As a result, there were times when the effort to
record was abandoned for the remainder of the shift. Additionally, there were segments of recorded
personal conversation in which participants requested that those portions not be used for analysis. The
instance of this type of occurrence was rare and limited to brief segments of the recordings with
insignificant overall interference in process and meaning.
3. Confidentiality
The transcription of emergency room work group interaction takes into account the ethical need
to exclude the identity of those who consented to participate in this study. Therefore, all names are
concealed through use of pseudonyms in transcription. Additionally, the location and name of the
hospital have been concealed through the use of fictive identity. The city in which this study takes place
has been disclosed as the significant socio-economic conditions are of consequence to the population this
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emergency room serves. As a result, and by extension to this arena of medical care, the external socioeconomic conditions generate constraints and increase environmental stressors for this work group.
4. Workload Indicators
Work load indicators were captured in the daily records of JCACOH logs22, a database that is
archived by the hospital to meet JCACOH requirements. The method of providing formal indicators of
organizational states and operational events is captured in the review of JCACOH logs and data was
reviewed in an effort to locate and compare high volume workload shifts to that of lighter volume. Staff
ratios were fairly constant throughout the study and did not vary with increased workload. JCACOH
logs were reviewed and analyzed specifically for indicators of workload as captured in number of patients
and procedures in Cat 1. Additionally, the statistics reflective of workload (operational states) were
compared with subjective indicators of stress, to be discussed below. Expert chart reviews were also
conducted with the use of JCACOH logs to identify patients’ charts and DEM medical documentation in
the form of electronic departmental records.
5. Indicators of Stress – End of Shift reports
End of Shift (EOS) reports were collected per shift recorded, with the goal of reaching a number
of 10 stress surveys. The surveys were constructed to ensure that the probability of completion would
occur, thus a Likert scale23 was presented to ten Cat 1 employees as they completed their shift. The Likert
scale asked the respondent to rate the per hour level of stress throughout their shift with choice of
categories as follows; quiet, active but under control, getting intense, barely coping and out of control.
Subjective responses of internal states of stress were recorded and correlated to volume indicators of
number of patients and number of procedures. A significant correlation occurred between the number of
22
JCACOH, or Joint Commission on Accreditation of Health Care Organizations, sets standards and procedures and conducts on site
surveys in order that hospitals comply with requirements of levels of performance regarding the administering of medical care.
JCAHOH compliance is a condition of insurance reimbursement from Medicare and other health insurance providers. It is one of many
oversight agencies intended to insure patient safety. The JCACOH log is a computer base capturing the names of patients, time in
department, and procedures, tests and interactions with patients. JCACOH log databases. JCAHOH compliance is a condition of
insurance reimbursement from Medicare and other health insurance providers. It is one of many oversight agencies intended to insure
patient safety. The JCACOH log is a computer base capturing the names of patients, time in department, and procedures, tests and
interactions with patients. JCACOH log databases
23
Likert scaling, introduced by Rensis Likert (1932) is the most widely used method of measuring personality, social and
psychological attitudes. In this instance, the scale was used to measure subjective reports of stress per hour of work.
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procedures per hour, though the number of patients in Cat 1 did not bear this correlation. The number of
procedures can be viewed as reflective of criticality levels of patients and is used in data review in the
DEM for management purposes (i.e. the more severely ill the patient, the greater number of procedures,
tests).
Below is an illustration of the End of Shift (EOS) Report:
HOW WAS YOUR DAY?

Additional Comments:

(Please check one box from each column)
AM
01

02

03

14

15

04

05

06

07

08

18

19

20

09

10

11

12

Quiet
Active,UnderControl
Getting Tense
Barely Coping
Out of Control
PM
13

16

17

21

22

23

Quiet
Active,UnderControl
Getting Tense
Barely Coping
Out of Control

B.TRANSCRIPTION
Transcription, initially developed by Jefferson (1972) in conjunction with Sacks and Schegloff,
provided a systematic means of visually representing the data for analysis with transcription conventions.
This method of formatting utterances for sequential analysis (Ten Have 1999) became the foundation for
investigation of recorded face- to- face interaction. This study of interaction in emergency medicine
proceeds with the data collection, transcription conventions and analytic methods initiated by Sacks,
Schegloff and Jefferson.
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Transcription conventions attempt to put in written form the conversational management of
speakers and listeners’ use of verbal and non-verbal signs used to convey or understand information and
maintain conversational involvement.

The transcript provides access to the interactive aspects of

conversational management, allowing for the study of language use in its natural setting (Gumperz,
Berenz, 1993).
The selection of a recorded episode of Room 1 and Room 2 foregrounds the interactive work of
emergency room medical providers within the wider context of
“native speech recorded by native agents and concealed machines, (and) is the product of
a moment in an organized encounter among categorized actors. Any verbal event of ethnographic
notice – a kinship term, dialect shift, price agreement, insult, etc, exists as the living creature of
social interaction. Unless we know how occasions of speech are socially organized, we can
neither fully understand nor properly evaluate our data. We collect cultural artifacts that come
mounted in a context that gives them their momentarily enlivened meaning. We preserve their
interactional matrix, not pretend to scoop nuggets from a swamp.”(Moerman 1988:9).
The transcription of the recorded interactions in Room 1 and Room 2 provides a “frozen
frame” in time and space (context), “transformed into description and analysis.(Moerman:1988:9). The
methods employed for this description of interaction are based upon conventions derived from the work
of Trix (1993) and as developed through the works of Sacks, Schegloff and Jefferson (1974). Decisions
were made for the visual organization and display of verbal data; what categories to include and exclude;
and practical consideration for the readability of the text.
I.FORMATTING
Transcription categories were determined based upon dimensions of interest and include practical
decisions about spatial and temporal display.

The orientation for the reader is from left to right, as is

standard for our culture while the temporal orientation is vertical (what comes next). An example of
transcription below, will serve as a reference for interpreting the transcribed speech.
1.Nurse(f)

She’s got an ABRASION?
To her right knee/

2.Res.Doc(f)

Did you see the car?

3.Nurse(m)

NO/
Nurse (f)

She’s got an ABRASION/

58

4.Staff.Doc(m) Tell me where it hurts/

to patient

Open your eyes/
Okay dear?
The transcript is based upon intonation units, that is, the phrasal expression of approximating one
breath in length. Each speaker’s turn is demarked from the next speaker by the use of double space as
indicated in the example above.

Line numbers indicate speaker turns rather than intonation units

(utterance), with the purpose of graphic chronological order representation.
The temporal framing of events in vertical order provides a visual reference and orders the data in
a clear and readable approach and prepares the transcribed recordings for analysis. The unit of analysis,
the utterance and contextual comments, provide the frame for representing and foregrounding the
informal conversation of this work group, which is the focus of this study.
Standardized English spelling and pronunciation is used as it provides for ease of reading though it does
not reflect the use of local pronunciations as in “D”ja know” (Did you know), as used in American
English. There are some features of local context and language, and when meaningful for analysis, these
features will be incorporated (e.g. “Is that her real sat” meaning oxygenation saturation of blood vessels).
Local features of abbreviations of medical terms and procedures are contextually specific and reflective of
this group as a specific language community, and not necessarily standardized along multiple sites of
medical care.
2. Contextual Features
Contextual features and explanations are provided for in the form of Italics as in “Multiple
speakers positioned around the patient and beginning of the medical exam and care”. This convention
allows for explanation and description of context and for those items not readily available from reading of
the transcript of verbal interaction alone. Italics display also includes brief synopsis of parallel
conversations not clearly available for transcription, but important for the understanding of multiple
speakers and multiple conversations occurring in the care of a single patient (e.g. “Res.Doc(f) is asking
questions of EMS about the condition of the car on the scene (of the accident). Although there are
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multiple and frequent overlapping conversations, conventions for representation of this category of event
is beyond the scope of this analysis but significant for further exploration.
Events of non-verbal language are also captured in the use of italics (e.g. (patient) moans as
multiple speakers are heard. Or “cries loudly”). The inclusion of contextual comments, gestures, and
prosody in italicized form allows the reader to capture the features of gaze and non-verbal behaviors
which are indexical, that is, providing implication for speakers as they interpret local meanings. The
placement of contextual comments is interwoven with utterances as described by Jane Edwards as
“Running Text” (RT) (Edwards 1993). It offers clarification information as well as non-verbal gestures,
gaze, and body positioning. Contextual comments providing clarification of events, are placed on the
same line, and attached to the utterance (Utterance Plus Clarification UPC) (e.g.” Where’s my form? “,
referring to documentation sheet.)

Indexicals are traditionally defined as signs of referential and

pragmatic aspects of interaction (deixis)24 and are located in everyday language and traditionally refer to
characterizing features of referential and non-referential functions of speech. Reference to space as well
as person (e.g. “Yeah the other one is coming over here\”) is well understood within context, indicating
that the “other one” is a second patient arriving in the second room, Room 2. Temporal references
understood within the local context and understood by all, occur as in “I talked to him after he got there”.
“After” references the chronological order of events on the scene of an accident as told by a male nurse
who witnessed the accident on his way to work.
Simultaneous talk by two or more speakers is bracketed by the use of ( [ ) indicating the temporal
order of utterances preserved in a vertical dimension. Although the transcription of this episode may only
display two speakers talking at once, in the context of Room 1, there are frequent occurrences of multiple
speakers simultaneously speaking in the background. Multiple simultaneous speakers is a prosodic feature
of this work group interaction and such events are frequently accompanied by high pitch, and rapid

24
Deixis provides for the relationship between language and context (and) is reflected in the structures of languages themselves (in
Rethinking Context (Duranti and Goodwin 1992:46). (Hanks 1992: 46).
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speech marking intense activity of care of the patient. The following example displays this transcription
convention.
a. Simultaneous Speech
Res.Doc(m) {What kind of operation did you have? Question to patient.

Res.Doc(f)

{ALLRIGHT/
Heart Sounds/

Signaling recording nurse.
Speaking rapidly as findings are given to nurse.

Heart sounds are regular/
b. Latching
Latching occurs when one speaker picks up on the previous speaker’s utterance without a change
in timing and is often indicative of close coordination and attunement, or, the diminishing of difference.
The following excerpt of transcribed interaction provides an example of latching marked by [ b ]
diminishing of difference. The following excerpt of transcribed interaction provides an example of
latching marked by ( [ b ] ):
Staff.Doc(m) I mean as long as he’sNurse(f)

[Probably put him ahead no (??)

Staff.Doc(m)

[in four points and Posey

c. Pauses
Res.Doc(m) You’ve gotta-

Response to patient complaining of pain.

I know you are hurting and we’re giving you pain medications\
- The more you carry on the more it hurts/
So just taTake slow deep breaths/

In this event, the physician is frustrated and trying to form a response that conceals his frustration
while gaining cooperation from the patient who has been crying in pain while she is being examined for
injuries.
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In the above transcription, the interrupted intonation (just ta-) may be additional information that
the doctor has reached a level of frustration and must pause to collect his thoughts in forming a response
to this patient in distress. It may also be attributed to the speaker’s style as this resident displays many
instances of interruption.
The interruption of speech may be internal to the individual (as above) or it may indicate that a
speaker’s turn has been usurped by the listener. For example:
d. Interruption
Res.Doc(f)

Right-

Staff.Doc(m)

[Left knee/

The example presented above is indicative of the senior medical staff correcting the resident
in her report of injury to the right knee, which is actually injury to the left knee, a form of repair of
procedure.
Prominence of word pronunciation within an utterance may occur with emphasis on one word or
may be a feature of the entire utterance, as indicated below:
e. Prominence
Nurse(f) She’s got an ABRASION/
To her right knee/
In this instance, prominence represents volume, tone, and pitch and for the purposes of this event,
the nurse is speaking to the recording nurse, and needs to be heard above the general volume and pitch of
multiple speakers around her.

Prominence may also be used for accentuation (e.g. SEIzure) and

clarification.
“Systems requirements” refer to “requirements than an interaction system must have given that
participants have certain anatomical, physiological and information-processing capacities” such as the
need to hear or see..

“Ritual requirements involve rules that govern interaction, given that the

participants are moral beings who are governed by reciprocally held norms of good and proper conduct”
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(Kendon 1988:31).

Participants, both speakers and hearers, are simultaneously engaged in talk

(Gumperz, Berenz 1993) and cooperate in an ongoing basis.
Prosodic and paralinguistic features of speech provide contextual cues to interpret not only
lexical, but verbal and non-verbal signs. Conversational analysts have employed these cues to display
and interpret the ongoing cooperative interaction of speakers and hearers.

In this analysis, the

transcription conventions used and borrowed from prior works make available the descriptive and
interpretive methods necessary for a conversational analysis of this work group. Additionally, use of
methods for transcription allows the reader of this text to make sense of transcribed recorded speech. See
Appendix II for a full transcription of the selected medical care event, the data for this analysis, of Room
1 and Room 2 interaction.
An added note is required regarding speech/utterances in this corpus which were unclear or
inaudible for transcription. When encountered during transcription, the use of [ ?? ] indicates that the
recording cannot be heard clearly and that interpretation might alter speakers’ content and meaning.
C.CONVERSATIONAL ANALYSIS
1. The Orderliness of Interaction
Conversational analysis (CA) presents a method to elucidate the patterns of interaction or
sequential structures evidenced in the transcription of recordings of this work group (Ten Have 1999). In
this investigation, the processes of attunement, or diminishing of difference of status, can be located in
one of several patterns of interaction that lead to increasing coordination, meaning, and safe medical care
in emergency medicine as accomplished by this work group. The inquiry focuses on how an utterance is
spoken, and how utterances relate to each other), forming patterns of interaction over time.
The display of transcribed speech turns must be viewed as a whole to follow the orderliness of
turn taking, or in this case, the tacit agreement to speak simultaneously as need requires. Given the
frequency of simultaneous speakers turns, the orderliness unfolds as the process of care continues,
resulting in assessment of injuries requiring coordination of all participants,

the call for needed
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diagnostics, treatment of injuries, and final disposition (i.e. will the patient be taken to surgery, Cat 1 or
Cat 2).
The adherence to tacit understandings of conversational moves, necessary to accomplish the
stabilization of the patients, are evidenced in the recurrent features of interaction.
2. Socially Organized Practices and Reasoning in Room 1
As an analytic practice, CA affords a framework for the study of talk- in- interaction and the
orientation of medical care providers to each other, to the patient and to the paradigm of modern
medicine. This analysis seeks to illuminate the necessary interactive accomplishments achieved through
face-to-face interaction “in situ”, and as preserved in the written record of transcribed recordings in Room
1 and Room 2 of this emergency room.
The focus of analysis entails choosing of sequences of talk that reflect a recurring pattern,
throughout the transcriptions, notable for inquiry, with patterns of pre-sequential circumstance and that
through the sequence, speakers display a set of action, and understanding, using selected forms and words
to convey and achieve an action. A pattern of turn taking, sequential ordering and repair in events of
failure of action are observed (Sacks, Schegloff, Jefferson 1977).
3. Recurring Patterns of Interaction
a. Processes of Attunement
The recurring element of attunement or the diminishing of difference in status is patterned in an
inverse order to that of structural hierarchy in medicine; that is, the primacy of the authority of the
medical doctor. Medical personnel of this department share a stance that each individual is essential in
the care of patients, and that their contribution to this endeavor is recognized and an implicit element of
coordination in this high stress and high risk environment. Though there is differential status and
compensation within the hierarchical structure of the hospital and department, in the event of medical care
episodes, each person is essential in the construction and delivery of safe medical care. Furthermore, the
resident in emergency medicine will experience the diminishing of difference in status required of this
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ensemble of medical specialists, technicians and support staff who coordinate their interactions to
accomplish the goal of delivery of safe and competent medical care.
The investigation of a particular event occurring in Room 1 and Room 2, provides a model of
ritual process and the category of attunement or, the diminishing of difference of status, necessary for the
accomplishment of meaning and safe medical practice in this emergency room.

This sample is

representative of the recurring patterns of diminishing of difference observed throughout the recordings of
44 shifts of recorded medical care episodes. Attunement is most notable in the sequences of talk- ininteraction entailing mitigated speech; that is, indirect communication.
b. Mitigated Speech
Mitigated speech has meaning only as it is consequential in a specific local context and its
implication emerges over time of repeated interaction. An illustration of mitigated speech in the context
of this specific emergency department is provided below:

Staff.Doc(m)

Let her arm rest up here/
A little bit/

In this instance, the indirect request is made by the supervising staff doctor toward the resident
and the intent of this action is to seek the cooperation of the resident in changing the position of the
patient’s arm to alleviate her pain. Mitigated speech can be facilitative or obstructive, and as a recurring
event in this context, the action of the speaker is that of facilitating cooperation and increasing
coordination of patient care.
The speaker of the utterance is structurally superior in hierarchical status, serving as a teacher
and role model for the proper conduct of a physician in practice. The recipient, a third year resident,
about to graduate, acquires the intent and meaning of this form of speech over time of repeated interaction
with supervising staff and progressively incorporates this way of interacting in relation to other staff, and
patients. The world of emergency medicine is one that exists prior to the entry of the medical student into
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the transitional phase of residency, and upon completion of residency, this world continues to exist with
its shared history, shared reference system of the language and protocols of medical care.
4. Making the Implicit, Explicit
In this analysis, the events of mitigated speech are made explicit and examined in relation to their
interactive context and shared meaning in this work group. Instances of mitigated speech in this selected
event will be analyzed for the actions it produces, with the intent of illuminating the process of
attunement, or diminishing of difference of status necessary for the interactive accomplishment of
providing care to patients in emergency medicine.
The theoretical framework of CA provides an elucidation of the structural features implicit in this
local context as realized in the language of emergency room interaction.

Mitigated speech, or

indirectness, is observed to facilitate patient care by seeking cooperation and coordination among medical
staff, regardless of classificatory position in medical institutional hierarchy.
The contextual features and interpersonal interactions of this emergency room staff differ
significantly from those presented in the works of linguistic analysts who study interaction in aviation
cockpits (Goguen & Linde 1983, Linde 1988, Psenka and Trix 2006, and Krifka, Martens & Schwarz
2004). The asymmetric social situation of the cockpit, as represented in aviation, is highlighted, in the
aforementioned studies by the use of mitigated speech by first officers who are in a hierarchically inferior
position to that of the captain. The implications of the use of mitigated speech by first officers is such
that this indirect approach has often resulted in

catastrophic accidents as the potential of trouble

expressed in indirect speech, is often ignored by the captain. This discourse marker can, again, serve to
facilitate or obstruct the intention of work activity.
In the event of emergency room work interaction, mitigated speech is indicative of attunement,
or the diminishing of difference as observed, and functions to facilitate coordination, meaning, and safe
medical practices. The difference in meaning, intent and action of mitigated speech in this emergency
room group, can be explicated within the framework of CA as an interactive accomplishment, a contrast
to the categorical use of mitigated speech in cockpit crews resulting in catastrophic outcomes.
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The object of this analysis is to illuminate the significant distinction in the function of mitigated
speech as it applies to aviation and to emergency medicine, and to further the understanding of mutually
constructed and understood action as a contrastive element to the literature on aviation safety.
Through recurrent patterns of use of mitigated speech, identified by means of Conversational
Analysis, the implicit becomes explicit as analysis identifies the interactive moves of participants who
diminish the difference in status, achieving attunement.

The implicit, thus local, interpretation of

mitigated speech becomes a process of attunement, bringing participants together in mutual action. This
Conversational Analysis will reveal the specific meaning, for participants, of the use of mitigated speech,
as a recurrent pattern of interaction which furthers collaboration and cooperation, a finding that stands in
contrast to that of mitigated speech and the potential for miscommunication as viewed in aviation
cockpits.
D. CONVERSATIONAL ANALYSIS IN ROOM 1 AND ROOM 2
1. Selection of Episode of Care
The recordings of informal communication were situated in CAT 1, and Room 1 and Room 2.
The criteria for this selection, is based upon the fact that critical episodes of care are most likely to occur
in this area. More significantly, it is a bounded area in which a specific contingent of nurses, doctors and
medical technicians are assigned throughout a shift. This position also affords a cross section of medical
providers employed in the DEM as assignments are designated daily and all staff is represented in this
rotation. CAT 1 staff is also the designated responder to Room 1 and Room 2, and recordings were obtained
from this location as well.
The episode chose for transcription was based upon high workload, high stress of staff, and
typicality of interaction in Room 1 and Room 2. The workload of this Trauma Code was increased by the
fact that there were two trauma patients, thus further extending the stress of participants, who continued to
deliver a high quality of care.

67

2. Frames of Interaction in a Trauma Code
Frame references the signals that clarify message and meaning by means of labeling of type of
interaction, such as a joke, the onset of a ceremony, a task, or play (Bateson 1972). Framing provides the
necessary information for participants to understand the interaction in which they are about to engage. In
the instance of Room 1 and 2, the frame structure is announces by the overhead message “Physicians to
Room 1. Trauma Level 2. ETA 3 minutes. Thus the ritual is about to begin and the designated
personnel respond to the overhead message by proceeding to Room 1. The care of the patient, if she is
conscious, is cued by “Hello, I am Dr. Smith. We are going to take care of you.” As the progression of
the treatment episode unfolds, internal shifts of frame are noted. For example, in the case of utterances
made for the medical record, the physician will announce, “Allright. Okay”, a message understood by
participants that the utterance will take the form of medical record requirements and must be heard by the
nurse recording the episode.
a. Medical Protocol
The sequential framing of a trauma code follows a predictable pattern for participants, a sequence
that is standardized medical practice and meets criteria established by the American College of Surgeons.
The epistemic foundations in the natural sciences and the knowledge required to engage in Trauma care,
are prerequisites, formally established before participants in care, begin to practice in emergency
medicine. It is common knowledge to participants that the ‘golden hour’, that is, the initial 60 minutes
after a trauma, are the most important in terms of intervention and stabilization of a patient. Following
medical protocol provides a means of making sense of what is before them, and applying acquired
medical knowledge to intervene on behalf of the patient. In the transcription and analysis that follows,
the orderly progression of care is notable.
The framing of the trauma code unfolds in a logical progression, providing predictability for
participants and facilitates their understanding of the medical protocols and what the expectations are for
care. The standardized progression of medical care can be attributed to external bracketing, that is order
imposed from outside the immediate context, and reflecting not only the organization of Rivera Hospital,
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but also, the epistemic and formalized foundations of modern emergency medicinal care. Medical
protocol reflects the formal organization of the care episode about to unfold.
The transcript was analyzed for recurrence of medical order of exam, revealing the same cue for
the onset of a Room 1 episode in the overhead announcement “Physicians to Room 1. Trauma, Level 1,
ETA 3 minutes.” The routine of examination was repeated in the transcribed episodes, as well as in
review of 20 additional samples of recordings of Room 1 Episodes. The final cue, though not heard in
this episode, is “Housekeeping to Room 1”, indicating that the patient was no longer receiving care in that
location, and the “code” was terminated.
b. Informal Communication
Informal communication, as defined in this analysis, is characterized by the fact that it is not
sanctioned; there can be no reward or penalty for its messages or silences, for its presence or absence.
Informal communication, as recorded for this study, does not enter the medical record. Yet it is the
essential requirement for relational elements of face-to-face interaction in this care episode, and elemental
in the translation of formal medical protocol in to action.
The formal frames announced to satisfy medical protocol, are frequently noted to shift to informal
and interpersonal frames for jokes, the onset of narrative, the telling of personal information between
participants, the style of interaction, etc. Informal communication, in this analysis, reveals the relational
work necessary to sustain and complete the formal protocol of a Trauma Code. Informal communication
reveals the essential locally produced patterns of interaction emerging from this work group.
Transcripts were reviewed and categories of informal conversation emerged and were coded for
genre; for example, joking, narratives of past episodes resembling the current events, interpersonal
information sharing about events outside of the emergency room, side discussions about medical
evaluation and treatment options, and utterances directed toward cooperation. Repair was noted if an
utterance failed to be conveyed, or was mis-communicated.
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3. Locally Produced Patterns of Interaction
Patterns of interaction were discovered in recurrent readings of the transcript, while
simultaneously listening to actual digital recordings. The initial reviews of recordings and transcripts
revealed cohesive and repetitive order of running the code. As noted, two episodes of care occurred in
overlapping sequence of Room 1 and Room2, both victims of the same auto accident. Repetition of
patterns and sustained order was observed in each of the recordings.
Additionally, comparison of this transcript and recording with a sampling of 20 recordings of
different shifts, revealed very similar sequencing of order, depending on the nature of the trauma, or
medical condition. Significant findings started to emerge in the opening sequence in each of the Room 1
episodes. That is, each episode of care began with the utterance analogous to “Hello, ‘I’m Dr. Smith’,
and ‘we’ are going to take care of you.
Reference to hierarchical status within the institution of medicine, primarily that of Dr. and nurse
were tabulated, revealing that the use of Dr. was a rare occurrence and was most often used when the
physician introduced herself, and the team, to the patient.
a. ‘Let’s’ and ‘We’ as Informal Cooperation and Collaboration
For purposes of this Conversational Analysis, attunement is noted in patterns of interaction in
which participants seek cooperation in the use of “Lets” and “We”, thereby diminishing the difference of
status, toward shared identity and meaning of the events unfolding in this episode of care of trauma
patients. “Lets” and “We” signal common status of participants in this enterprise of care for the patient
and acts as a signal for collaboration required to effect the formal Trauma protocols. As noted in the
transcription, “Lets” and “We”, culminates in the final production of action; that is care of the patient.
Mutual understandings of this lexical choice are locally produced and interpreted by participants who
have shared in past episodes of medical care under the normal constraints of inner city emergency room
conditions.
The formal hierarchy of medicine denotes physicians by the honorific “doctor”, yet this usage is
rarely found in this analysis. Most notable is the lack of use of title “doctor” in this transcript. The
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exception is at the outset of the episode, when the physician announces “I’m Dr. Smith”, but immediately
follows with “we are going to take care of you”.
b. The Variable of Mitigated Speech
Mitigated speech, a form of politeness, is noted in the transcriptions of the Trauma Code to
follow, and takes the form of indirect request as in “Lets” and “We”. In its use, this form of mitigated
speech results in a diminishing of difference of status, or a flattening of the hierarchy, and is noted in use
by most participants. Rather than signaling hierarchical order, as in Cockpit crews, mitigated speech is
used almost universally, by participants, in seeking cooperation and collaboration. When noted in the
transcription, the reader will see the unfolding of cooperation to accomplish an action, be it turning the
patient, or selecting a pain medication for the patient, regardless of status of the speaker.
One of the first obstacles I encountered when I entered the emergency room as a psychiatric
social worker, was the need to enter in to the “ER” way of speaking not only in the understanding and use
of medical language, but also, the need to drop the use of honorifics with medical staff. The exception is
in the faculty/student relationship, in which residents address staff with deference toward a teacher,
“Doctor Smith”
Mitigated speech is highlighted in the transcription, and selected for episodes of discussion. The
recurrence of its use becomes apparent as the episode progresses. The occurrence of mitigated speech
was noted and tabulations of frequency of use were made. The incidents of its use were then categorized
according to staff position (i.e. nurse, physician, consultant, technician) and gender. Due to the fact that
gender did not appear to reflect the frequency of use, staff position was used to tabulate frequency and
percentage of mitigated utterance for each position type. A table displaying the outcome was compiled as
evidenced in Table 1.
d. The Relational Elements of Accomplishing Medical Protocol
The analysis of transcription included a separation of utterances in to categories of referential
content and relational content. Medical protocol and medical language was selected to contrast with
relational content of utterances. Thus, “Hey Joe, can you get me…” is an example of relational and
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personal interaction. When speaking for the medical record, cued by “Allright, Okay”, the utterances take
on the formal language of medicine and are descriptive of medical observation of symptoms, medical
findings, vital signs, medications ordered, and medical intervention taking place.

The delivery of

utterances, for the medical record, is interrupted but continue after interruption, devoid of personal and
relational content.
By virtue of the form and function of medical protocol, the utterances reflecting medical care and
recording, take on the appearance of routines in repetitiveness, and predictability and in keeping with the
epistemic foundations of medical knowledge. Though a limitation of this study, the rituals of medical care
are observed in action as the disordered bodies of the accident victims are presented. Through rituals of
medicine, the disordered body is stabilized through the protocols followed in Room 1 and Room 2.
As in rituals, the order is a repetition of past episodes of healing, though each episode of care is
accented by the participants involved. It is in the face-to-face interaction, that the relational elements of
interaction are noted as utterances conveying relationship of participants, and the means by which
informal communication facilitates the enactment of protocol are noted. In analysis of the transcription
the selection of the use of “Lets” and “We” as examples of mitigation.
E.SUMMARY STATEMENT
This Conversational Analysis is based upon face-to-face interaction during a trauma code,
captured by digital recordings and submitted to analysis of the relational elements of interaction necessary
to enact medical protocol at a fairly safe level. This accomplishment occurs within the context of an inner
city Department of Emergency Medicine that is confronted with high acuity and volume of patients who
have health status compromises related to socio-economic restraints, as noted in the demographics of the
patient population.
The methods of CA yield to an analysis of the interactive achievement of medical personnel who
achieve coordination and cooperation by means of employing language resources in a system of
exchange, thereby producing action and meaning for participants. The medical assumptions of “do no
harm” are challenged as participants work in an environment with high potential for medical error. The
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construction of safe medical practice becomes visible in the face-to-face interaction of this work group.
Conversational Analysis provides a means by which to make the implicit, explicit through this analysis of
face-to-face interaction.
The theoretical and methodological contribution of Conversational Analysis provides a means by
which to gather empirical observation, a contrastive view of patient safety and “cultures of safety”
emerging from the organizational theories of HRO. Rather than employing the methods of evaluation of
safety by means of gathering individual perceptions and cognitive processing of safety culture, this study
seeks to discover the interactive processes and mutually produced courses of action occurring in real time,
in a high-hazard and complex medical environment situated within the organizational configuration of
modern medical care.
The relational elements of interaction are documented in the use of mitigated speech, and
specifically in the recurrent pattern of use of ‘Let’s’ and ‘we’. As a form of attunement, the use of
mitigated speech in the context of this Trauma Center, enables participants to cooperate and collaborate,
producing a mutually constructed action of enacting medical protocol.
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Chapter 4: CONVERSATIONAL ANALYSIS OF A TRAUMA CODE
I.PRIOR CONTEXT OF ROOM 1
A. INTERACTION OVER TIME
Episodes of care in the DEM occur within a temporal order in which the flow of personnel, in and
out of the shift, is continual. While the spatial frame remains the same, the context of each shift is formed
by series of events and participant interactions and shared experiences of the day. Events from a prior
shift and informal interactions have consequence for following, and, future shifts of work. The overlap of
personnel between shifts serves as an opportunity for communication about prior events and contributes
to the context of the current shift.
In addition to the continual interaction during the formal workings of this shift, the informal
content of communication can be heard during episodes of care, at the nursing station where physicians,
nurses and technicians continue interaction during brief times of workload relief. The content collected in
shift notes, and from observations, ranges from the personal of participants’ everyday life outside of the
emergency room, to current events of staff members, such as announcements of pregnancies,
engagements, weddings and picture viewing, dealing with family issues, new jobs, and news that flows
within the community of emergency rooms, conveyed by EMS personnel. In this environment, where
“downtime” is encouraged when the workload lightens, there is an opportunity to form relationships and
have intimate knowledge of co-workers’ everyday lives outside of the emergency room.
The informal events of social life of the emergency room are numerous and relationships between
the staff continue to evolve. Though there is a specific hierarchical structure to some events, as in the
physician staff Christmas party, the opportunities for social interaction are open and all are invited.
Traditional events form out of this flow of interaction, with annual events, such as the “tag football game”
on Thanksgiving morning, July 4th spectacular parties, and numerous annual parties evolving around the
beginning and ending of the ritual cycle of residents’ training, all of which can be anticipated according to
the education and holiday calendar.
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Weddings, showers, and sentinel life events are celebrated or grieved, and observed by the whole
of the department. Sometimes the occasions are informally emerging and conducted during the shift, in
addition to the planned parties outside of the emergency room.
Often activities are organized around a charitable event meaningful to emergency room
participants and patient care. There is an annual “Men Who Cook” event that extends beyond the
emergency room, to the whole of the hospital, an effort to raise funds for indigent patients’ needs for
medications they cannot afford. When funds run out, another event emerges in an attempt to meet this
need. An upcoming event and social gathering is that of a party to be held at a Martini Bar. The
emergency room pharmacists will serve as bartenders, with tips going to the emergency medication fund.
Fundraisers, both benefiting patients in the emergency room, and people who are in need, are a constant
feature and focus of interaction for this workgroup.
The context of this shift for analysis is placed within the ritual cycle of resident training, as it
occurs at the end of the academic year. A significant ritual event is held for the resident’s graduation.
The graduation dinner begins with cocktails, and unfolds in to dinner, and speakers acknowledging
residents’ achievements, granting of diplomas, the annual “Tequila Toast’ by Dr. Alexandro Santos. The
most anticipated aspect of this event culminates in a comical production of skits. The skits are performed
by the residents, and, in turn, the physicians who have served as faculty for three years. Each group
presents parodies of the other, with an element of mocking and acknowledgement of the human qualities
in each.

This event serves as a rite of passage, and analogous to the concepts presented by Turner

(1969).25 The ‘threshold people’, emergency room residents of the past three years, have been separated
from normal life routines to enter this ritual cycle culminating in graduation and integration in to the
group of emergency room physicians.

25

Turner (1969) builds upon the “liminal stage” as conceptualized by Van Gennep (1909), in which ‘threshold people’, the initiants are
“as liminal beings they have no status, property, insignia secular clothing indicating rank or role, position in a kinship system, - in
short, nothing that man distinguish them from their fellow neophytes or initiands. In this final ritual of residency, the residents, who
have formed a ‘communitas’, reverse roles with their structural superiors, the final act of liminality in which all social roles and rules
are off.
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As this shift of analysis unfolds, the residents and physicians are in the process of developing
skits for graduation, and planning moves to their new positions. The skit development is a highly guarded
secret at this time of the year. After the event of graduation, the content of the skits becomes a daily topic
for those who witnessed the event, and those who could not make it to graduation.
B.CONTEXT OF A SHIFT
As background knowledge to the episode of analysis, the DEM staff have responded to four,
Room 1 events; a male who died of cardio-pulmonary arrest; a motorcycle accident victim with multiple
injuries; and a male with an accidental overdose of heroin. An additional male had been treated for heroin
overdose, and is in CAT 1. There is one young male with a gunshot wound to the leg. The remaining
patients in CAT 1 have chest pain, difficulty in breathing, and one patient found unconscious.
At the start of the shift, there are 9 patients in CAT 1, while in the whole of the DEM there are 12
people waiting to be seen; 6 anticipated transferred patients; 31 patients in CAT 2; 8 patients in CAT 3;
and 4 patients in a 23 hour bed unit set apart from the DEM but included in the overall number of 60
patients in the department. Res. Doc (f) is anticipating the gathering of family that she will have to
confront with news of the death of their loved one from cardio-pulmonary arrest and in the period prior to
this Room 1 episode, she states “this is the hardest part of all.” The interaction, prior to the episode of
analysis, is centered on patient care, though a narrative can be heard and regarding the stabbing of a
resident by a visitor at the beginning of the shift. The shift begins with an active patient care load, and in
CAT 1, the acuity of illness overall, is high.
The resident, who was stabbed in the eye, with a pen, was at the beginning of the last shift of his
residency. As he examined a patient in the hallway of CAT 1, a visitor in the emergency room stabbed the
resident in the eye with a pen he had borrowed from an employee in CAT 2. The injury sustained by the
resident involved a laceration requiring stitches, but the eye was intact. The narrative, as a frame break
(Goffman 1981:152), or a shifting in and out of the business at hand, serves as commentary about the
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anxieties and potential risk of practicing in emergency medicine .26 The narrative is ongoing throughout
the shift and beyond. The order of events is discussed among multiple staff members with concern for the
resident, the potential for the loss of his eye, and the institutional response to this event. In the following
weeks, when a patient or visitor asked to borrow a pen, the event is recalled again, and caution ensues in
evaluating the mental state of the potential recipient of a pen. 27
It is with this brief background to the events of this Room 1 and subsequent Room 2, in which the
analysis unfolds: another typical day in the emergency room at Rivera Hospital.
II.THE ORDERLINESS OF ROOM 1 AND ROOM 2
The presentation of the episode of care in Room 1 and Room 2 follows the chronology and flow
of the formal medical protocols utilized for the emergent treatment of two trauma patients.

The

institutional ordering of events of treatment develop with regularity, providing structure not only for the
diagnoses and management of patient illness, but also for the organization of individual medical
personnel and their interactions. I refer to the institutional protocol as that of external bracketing of the
event. The interactive achievement of participants is noted in the internal bracketing of this episode of
care.
A.THE FORMAL PROTOCOLS OF A TRAUMA CODE
Protocols serve as tools, algorithms or practice policies intended to improve the capacity for
physicians to make better decisions in accordance with standards of care emerging from biomedical
research. The knowledge of protocols employed in the emergency room of Rivera Hospital, is distributed
among all participants, though expert knowledge is more finely attuned to a person’s occupational and
educational training (e.g. emergency physician, nursing, X-ray technicians, clerical and support

26
Frame breaks or change in footing is described by Goffman (1981:125-126): “This small talk will probably invoke
matters felt to bear on the “overall” relation of the participants and on what each participant can take to be the perduring concerns
of the other (health, family, etc.) It is the “shifting in and out of the business at hand, a change of tone is involved, and an
alteration in the social capacities in which the persons present claim to be active.”
27
While writing this section, and as I am in continued employment of the DEM, this episode again triggered the response
of evaluating a visitor who approached me to borrow a pen. I hesitated, observed the person, made a cursory evaluation of his
trustworthiness, and proceeded, with caution, to give him a pen.
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personnel) and experience in this context. Through language and knowledge acquisition gained in
practice, the ensemble of medical workers become “competent” participants.28
External bracketing, in the circumstance of Room 1, reflects the formal institutional order of
emergency medicine; that is, it conveys, to participants, the expectation of a series of actions to be
pursued and with a mutual goal of stabilizing the patient and ascribes roles and identities that pre-exist the
present day to day interaction. By inference, local participants attune to past medical text and protocols,
structuring procedures and creating medical records of events, thereby reproducing the institutional order.
The formal framework of this medical protocol, that is Room 1, provides for structuring of procedural
routines, role expectations and professional identity.
The progression of Room 1 interaction, while focusing on the medical exam, adheres to
protocols reaching back to the overarching framework of western medicine and specifically, emergency
medicine and encoded in the standards of practice established by the American College of Surgeons and
Emergency Medicine. This overarching bracketing of emergency medicine serves as a resource that is
either maintained or adapted to local circumstances.
It is in this local practice arena that the interpersonal interactions as presented in this
conversational analysis, revealing the co-construction of meaning and coordination and enactment of
medical protocols involved in stabilizing a trauma patient. Attunement of local practice to a larger
medical model of caring for trauma patients is observed in the bracketing of interaction of Room 1, as
well as the adherence to the progression of the physical exam and medical interventions. Thus, the
bracketing of Room 1 as a trauma code unfolds and attunes the practitioners to a larger institutional order,
as well as to the overarching ritual means of addressing misfortune in our modern Western form.
However, the focus of this analysis seeks to capture the processes of attunement of this work group, with
emphasis on the diminishing of difference in status required for this human endeavor.

28
Ochs and Schieffelin (2001 in Duranti) speak of the process of acquiring language iterating that “The process of
becoming a competent member of society is realized to a large extent though language, by acquiring knowledge of its function,
social distribution and interpretations in and across socially defined situations, i.e., through exchanges of language in particular
social situations.” ( Ochs 2001)
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1. The Golden Hour and Institutional Attunement
The care of traumatized patients unfolds within a temporal order, or the “golden hour”, and
subsumes that the medical team coordination and care of patients occurs under severe time pressure; that
is, that there is a brief window of opportunity for medical providers to significantly improve a patient’s
chance of survival. Upon arrival of the patient, the medical status of the patient is partially known and full
evaluation of this status will only become known through medical exam and interventions in Room 1. In
keeping with observations made of trauma codes in trauma centers across the country, “the room is hectic and
noisy, (and) the trauma codes flow with the precision, minimal confrontations, and few directives delivered.”
Within minutes, the patients’ life-threatening injuries are identified, treatment initiatives are rendered, and
the patients are whisked away to the operating rooms.29
2. Department of Emergency Medicine Protocol
The progression of the exam and treatment of the patient frame this episode of care, though the
division of internal units of the exam can be bracketed as follows:
i. LIFE THREATENING INJURIES ARE IDENTIFIED: Examining the patient for significant
physical findings; subsuming that an unobstructed airway is present in the patient.
ii. TREATMENT INITIATIVES ARE RENDERED: Providing medical intervention as required, while
continuing to examine and order necessary diagnostics (e.g. X-rays, blood work, scans).
iii. THE PATIENT IS WHISKED OFF AND DISPOSITIONS ARE MADE
Stabilization of the patient and decision making about further medical intervention (surgery,
continued diagnostics) and disposition are ongoing topics of discussion. Disposition can refer to the next
site for ongoing care or discharge from the DEM.
In the instance of this analysis, external bracketing will be employed to define the formal
progression and organization of events for the reader.
29

Weldon, et. al., describe the Advanced Trauma Life Support (ATLS) course required and administered by the American
College of Surgeons” Committee on Trauma, with its development in 1978. It is modeled on the Advanced Cardiac Life Support
(ACLS) program and implemented to maximize the “golden hour” of resuscitation in the evaluation of trauma patients. The
training described in this article, is based upon procedures at Charity Hospital, a victim of Hurricane Katrina, and a facility that is
now inoperative as the structure has been condemned.
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B.THE SIGNIFICANCE OF RELATIONAL ELEMENTS WHEN RUNNING THE TRAUMA
CODE
However, the accomplishment of patient stabilization occurs only within the discursive, face to
face interaction of participants as they adjust formal frames to the local circumstances. As such, “Room
1” is a ritual performance in that it is a particular cultural form of action incorporating technical
practices and use of language in interaction toward transforming the disordered body of the traumatized
patient to a state of life sustaining stabilization.30 Room 1 becomes the participation framework for the
events that unfold.31
The participants in this instance of Room 1 have a diverse amount of experience within the
Department of Emergency Medicine. It is assumed that all participants have been instructed in advanced
medical training required for this episode. They share a history of interacting over time, and under
extreme pressure both internal to the context of their work as well as to external constraints inherent in
practicing medicine in this inner city environment. They have acquired “ways of being” and ways of
interacting that are mutually intelligible and mutually predictable, providing a stable structure in which to
practice.
1. Formal Protocols and Informal Interactional Order
The informal interaction of this ensemble reflects the subtle personal adjustments they have made
in order to sustain their roles and their identity in this endeavor. While the external bracketing provides
evidence of shared knowledge of protocol and procedure, informal communication reveals the relational
elements acquired by means of collective witnessing and medical treatment of the frailties of the human
body and the tragic results of violence and unexpected traumatic injury and loss.

30
Tambiah, (in Hall 1997:51) speaks of analogous modes of thought and action in rituals of magic and scientific routine.
As such, he speaks of “particular ways in which symbolic forms of expressions simultaneously make assumptions about the way
things really are, create the sense of reality, and act upon the real world as it is culturally experienced.”
31
Participation frames, as put forth by Wenger, encompasses collaboration and involves cooperation and provides meaning
and identification through social participation. Participation exists in duality with reification in the form of forms and documents,
instruments and points of focus (Wenger 1998). In emergency medicine, the protocols, and medical record reproduce institutional
order, while face- to- face interaction in the events of Room 1 reflect the participation framework giving meaning to participants.
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The internal bracketing of this episode of patient care explicates the local, formal, and informal
features of interactional order that sustain this ritual performance through discursive practices and
conventions of local interaction. It is in the local interaction that adjustments are made by participants
who “attempt to carry out courses of action in concert with each other through talk, while attending to
both the larger activities that their current actions are embedded within, and relevant phenomena in their
surround.” The specific focus of this analysis is on the local relational adjustments made by emergency
room personnel to accomplish their goals
C.THE TRAUMA CODE IS INITIATED
The trauma code is initiated in the field; that is, the arrival of Emergency Medical Services
(EMS) upon the scene of a trauma incident. EMS is in contact with the trauma center/emergency room,
by phone and conveys information about the patient, the traumatic injury, and the status of the patient and
provides an estimated time of arrival (ETA). EMS contact, via radio communication, is captured by a
physician located in CAT 1. The emergency room physician or physicians, make the determination of the
status of a patient as a trauma patient, thereby situating her authority in the events that will unfold. At this
point, an overhead announcement in the emergency room keys the onset of the trauma code, and in the
instance of this study, the overhead announcement is “Trauma times two ETA five minutes.” This
announcement brackets the onset of interaction referred to as Room 1. Thus begins the interaction of
medical personnel, both internal to the Department of Emergency Medicine (DEM), and externally with
EMS and “on call” Trauma surgeons, who are required to respond immediately by locating themselves in
the DEM, Room 1. In this event, a Trauma resident is in CAT 1 as they are caring for a patient who had
been a trauma code, resulting from a motorcycle accident, the second Room 1 of the shift.
1. Keying the Start of a Trauma Code
The keying of “Physicians to Room 1.

Trauma times two, ETA five minutes” marks the

beginning of the episode of care in Room 1. The overhead page prepares those designated care providers
(nurses, residents, senior staff, X-ray techs, Trauma residents, patient advocate and clerks) that their focus
for medical care is now on the patient who is about to arrive. Though not captured in this recording, as the
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team assembles in Room 1, there is preparation of necessary equipment, already in place, and the
interaction is informal. As the patient arrives, the ensemble, of care providers, is situated around a gurney,
and they assist EMS in physically transferring the patient to the care of the DEM in Room 1.
2. Life Threatening Injuries are Identified
The noise level is high and activity is hectic, and participants are in formation to enact the ATLS
protocol. In this episode, the patient, a female with injuries from a roll-over accident, is addressed by
Staff.Doc (m), and announces to all that the care episode has been initiated.
Turn/Speaker
1. Res. Doc(f)

Transcription

Non-Verbal

Explanation

Hold on/
Hold on\
I’ll get it for you\

2. All

Multiple speakers positioned around the patient and beginning the medical
exam and care

3. Staff Doc (m)

We’ll be doing a few things/

Res. Doc(f) is asking questions

Okay?

of EMS about conditions of car

-To make sure you’re okay\

at the scene

Where are you hurting the worst right now?
Your arms?/

Turn/Speaker

Transcription

4. Patient(f-1)

Answers query

Non-Verbal

Explanation
There are multiple speakers overlapping
The

patient is

on

a

gurney

surrounded by the senior staff, two
residents, and two to three nurses
5. Staff Doc(m)

Anywhere else?

The patient is being examined by

Your hands hurt?

multiple doctors and nurses
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6. Patient(f-1)

Responds that hand hurts

While the exam continues, there
are

multiple

conversations

occurring
7. Staff Doc(m)

Your whole left side hah?

When physical findings are called
out, the recording nurse is writing
the findings for the medical record

8. All

Multiple speakers (30 seconds)

9. Nurse(f)

She’s got an ABRASION/ to her right knee/

10. Res Doc(f)

Did you see the car?

11. Nurse(m)

NO/

12. Staff Doc(m)

Tell me where it hurts/
Open your eyes/
Okay dear?

As the exam is initiated by Staff Doc(m), bracketing the episode of medical care, the internal structure
of the episode displays multiple speakers overlapping as in line 4. The decisions made by the
physician, who determines the status of the patient as a “Room 1 Trauma,” prior to the patient’s
arrival, reflects the institutional order of decision making and framing of events that unfold. Staff
Doc(m) in turn 3, initiates the order of exam and defines the role of the patient, the recipient of the
exam, and situates the interaction within the overarching medical order; that is, the primacy of the
physician in “running the code.”
3. Alignment in ‘We’
Of interest in the first utterance of Staff Doc(m), is his alignment with the ensemble of medical
workers in the use of “We’ll be doing a few things” in turn 3. The establishment of frame for Room 1 by
Staff Doc(m) in initiating the exam of the patient, occurs simultaneously with that of alignment of his
identity with that of the ensemble of medical personnel. Though the frame for the interaction to take
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place is established by the physician, he projects that his identity is also subsumed within the work group
of emergency room personnel.
The concept of footing as developed by Goffman, extends the possibility that alignment of status
and identity emerges from interaction, and that though the frame of this interaction follows an
institutional order, as established by Staff Doc(m), his footing, or alignment, can modify the frame
already established. That is, that “A change in footing implies a change in the alignment we take up to
ourselves and the others present as expressed in the way we manage the production or reception of an
utterance. A change in our footing is another way of talking about a change in our frame of events.”
(Goffman 1981:128). The utterance “we’ll be doing a few things” has significance in the action it
produces, establishing the collaborative environment that is to unfold in the interaction between
emergency room workers as they provide care to this patient.
The shifting of alignment is realized in the use of “we” and “you”, also establishing the
boundaries of identity between medical staff and patient in Room 1. As a form of diexis, “we” serves as a
referent to the whole of the medical group assembled in Room 1, while also indicating symmetrical
relational elements inherent in this practice, and designating the asymmetry of the medical “we” with that
of the patient, “you.”32
4. Multiple Speakers Overlapping
Subsequent utterances will reveal this alignment in action as in turn 9, when Nurse(f) calls out “She’s got
an ABRASION/ To her right knee/”. Nurse(f) assumes that she is a participant in the exam, included in the
“we” calling out her physical findings to all participants, and with the ultimate purpose of having this
observation recorded in the medical record as well as providing information to all medical Participants.
The affirmation of her status is such that the Staff Doc(m) reinforces her position as noted in subsequent
turns, but takes this in to account and proceeds with the examination.

32

It can be argued that the lexical use of “we” serves to anchor the interaction in identification with the institutional framing of
interaction. Drew and Heritage (1992:29-30) suggest that “we” serves to invoke institutional above personal identity. In this CA, the
invoked “we” serves a function in diminishing the difference in status, thereby allowing for alignment of staff in a collective form of
“we”.
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Rather than two parallel interactions with speaker/hearer dyads, the speaker is, in fact, addressing
multiple hearers, all of whom need to know the information as the care will be delivered in the formation
of a medical team. The significance of multiple speakers interacting, in this context, is a prosodic feature
reflecting local work group interaction and reflects local social structure embedded within a larger
institutional order of the hospital.

The structural feature of overlapping interactions intimates an

ensemble of medical personnel as opposed to an individual accomplishing the treatment of patients in this
DEM. The alignment of speakers and their orientation to each other, in this setting, is relevant in that a
simple speaker/hearer dyad is extended to encompass all participants within Room 1.
The focused activity, that of examining the patient for injury, ordering needed diagnostic tests,
and providing medical interventions, is the subject of utterances, though relational elements of this
emergency room ensemble are found in the turn by turn interaction, and serve to coordinate care. The
exam is documented by a recording nurse who sits at a table with forms required for internal medical
records for the hospital as well as filling out forms required for the NTDB; an audience not present in the
room, but implicated in the current flow of participation.
The progression of the exam, beyond the initial turns represented above, involves multiple
overlapping speakers, engaged in coordination of action, and illuminating features of attunement as
they progress:
Turn/Speaker

Transcription

10. Res. Doc(f)

Did you see the car?

11. Nurse(m)

NO/

12. Staff Doc(m)

Tell me where it hurts/

Non-Verbal

Explanation

Non-Verbal

Explanation

Open your eyes/
OKAY DEAR?
Turn/Speaker

Transcription

13. Res. Doc(f)

You SAW it?

14. Nurse(m)

Yes?
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I was coming to work\
They hit the grass/
They flipped/
.. .. .. .. (??)
15. Res. Doc(m)

DEEP breath/
Deep breath\

16. Staff Doc(m)

Open your eyes/

17. Nurse(f)

Her hand was (??)

18. Staff Doc(m)

Pupils three and reactive\

19. Nurse(m)

They picked the car up and (??)

20. Res. Doc(m)

DEEP breath/
Come on/

21. Nurse(m)

22. Res. Doc(m)

She was the one that was complaining\

Nurse(m) continues to describe

The other girl was walking around\

accident scene to Res. Doc(f)

Okay\
Good/

23. All

Multiple speakers (30 seconds)

24. Res. Doc(m)

How old are you?

Nurse (m) continues to give his

.. .. ..

account to Res. Doc(f)

How old are you?
25. Patient(f-1)

Responds 44 years old

26. Res. Doc(m)

Forty-four?
Do you any other medical problems at all?

27. Patient(f-1)

I got a plate in my neck\

28. Res. Doc(m)

YOU got a PLATE in your NECK\

29. Nurse(m)

And high blood pressure\

30. Res. Doc(m)

High blood pressure\

Ongoing

You take any medicines?

background

conversation

in
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Do you got any allergies to any medications?
31. Patient(f-1)

Penicillin\

32. Res. Doc(m)

SHE’S ALLERGIC TO PENICILLIN\
.. .. ..
When was your last meal?
.. .. .. ..
When was your last meal?

33. Patient(f-1)

Responds softly

34. Res. Doc(m)

All right\

Res. Doc(m) prods Directing gaze toward recording

Her lungs are clear/

patient

Nurse

Her heart is regular/
Does this hurt at all?

The medical protocol for examination structures this episode and is dominated by the both the
Staff Doc(m) and Res. Doc(m) during this initial phase. Res. Doc(m) is “running the code”; that is, he has
been designated by assignment to cover Room 1 for the duration of this shift. Res. Doc(f) is an additional
resident assigned to CAT 1 today and is on hand as a second victim of the accident is anticipated to arrive
shortly. The occurrence of multiple verbal interactions are in the background, but not available for
transcription. A noted exception is the initiation of inquiry of a male nurse who had witnessed the
accident on his way to work.
5. Narrative Emerges
Res. Doc(f) initiates the inquiry in turn 10, to which Nurse(m) responds with the start of a
narrative that will continue, be repeated and serve as a note for running commentary about the patients
and the circumstances of the accident. Initially, the facts are presented and serve to provide additional
information to the staff about the possible serious of injury sustained by the patients. The mode of
mechanical injury to the body of the patient is significant for anticipation of possible location and severity of
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injury. At this point in the episode, reference is also made to the speed of the car, the role-over of the vehicle,
and the fact that a second vehicle was not involved.
The narrative will serve as a resource for attunement in that participants in the ongoing narrative
each take a position, aligning with each other, and commenting, through insinuation, about the moral
implications of the behavior of the victims.
6. Turn-Taking and the Mutual Construction of Medical Findings
In returning to the progression of the medical exam, the coordination and cooperation of the
participants assembled in Room 1 is representative of the process of attunement; that is, that the
diminishing of difference of status is demonstrated in the verbal interaction of the participants who
coordinate with each other, producing order out of the sequencing of utterances
and referring back to prior episodes of care in Room 1 in recollecting earlier interactions by means of
repetition in style, pattern, and participation status. Again, the Res. Doc(m) continues to direct the exam
of the patient, but as the sequence progresses, the construction of the exam incorporates a shift of footing
in that nurses, doctors and the consulting Trauma resident assume the role of examining the patient and
calling out findings. Note the mirroring by Res. Doc(m) of the patient’s report of medical history “I got a
plate in my neck,” immediately followed by Nurse(f)’s contribution, “and high blood pressure “ in turn 30.
Res.Doc(m) displays a shift in footing with both the patient and the nurse, and in the convention
of mirroring, reflects the mutually constituted construction of medical findings. More significantly, the
rhythm of mirroring is initiated following an utterance by the patient, and continued with response to the
utterance of the nurse, establishes the normative sequence of interaction that will follow in the
progression of examining the patient. Implicit in this segment, is the prosodic flow of mirroring,
incorporating both the patient and the nurse in the action of performing the exam, and contributing to the
construction of the medical record.
The turn taking organization of this example, and in the progression of this episode, establishes
the participation framework that includes multiple speakers, often overlapping. The initiation of topic,
following medical protocol, is dominated by the physician “running the code.” In the opening sequence,
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Res. Doc(m) dominates in the frequency and length of turn taking, though in this local situation, turn
taking organization reflects the participation of nurses, and later, technicians, in the progression of actions
taking place. Speaker selection tends to be either self-selected, as in Nurse(f) selecting to add her findings
to the exam, or by eliciting a response as Res. Doc(f) initiates a response from Nurse(m) to tell of his
first- hand account of the accident as he witnessed it. This “recipient design” as addressed by Sacks,
Schegloff and Jefferson, is locally constructed and managed, displaying the orientation and sensitivity of
participants to each other. (Sacks 1978:42-43).
As the exam progresses, Res. Doc(m) aligns herself with Res. Doc(m) in the action of exam, and
further expansion of the participation framework includes the observations and findings of Trauma(f):
Turn/Speaker

Transcription

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)

Non-Verbal

Explanation

And her arm\

This progression displays a form of attunement in that additional participants join in the exam and
verbal interaction, as if jumping in to an ongoing game. Nursing staff will be represented in this
progression, but as Nurse(f) aligns herself to examine the patient and call out her findings, there is a
notable negative response by Res. Doc(m) as he aligns against the nurse after a hesitation (e.g. “Ah” in
turn 41 breaking his footing, and directing a negative commentary toward her:
Turn/Speaker

41. Res. Doc(m)

Transcription

Non-Verbal

Did your pelvis hurt?

Pointing

When I’m pushing down here?

pelvis

.. ..She’s (??) here\
Ah/

Explanation

to

patient’s
Directed toward Res. Doc(f)
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We can’t tell because you’re pulling her arm\
42. Nurse(f)

Does that hurt?
Okay/
DOES it hurt?
What hurts (??)

43. Patient(f-1)

Patient groans louder

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)
And her arm\

7. The Need for Repair
The attempted and failed alignment of Nurse(f) with the examination interaction is notable in
that the negative reaction Res. Doc(m) in his comment
“We can’t tell because you’re pulling her arm,” indicating that she is interfering with the exam .
Breaking of frame, change in footing and new alignments are an ongoing feature of this work
group interaction and expectations are such that initiation of turns adheres to local rules of
participation. Nurse(f) initiates a turn which is perceived by the group to be “out of step .”
In this instance, Nurse(f) is known to be a new nurse to the emergency room. She is “out of”
attunement with the ensemble, both in action and comment. This verbal interaction is an incident of
communicative trouble and reflective of a change in “footing” indexing a lack of attunement. It can be
argued that this episode of verbal interaction reinforces the authority of the physician in medical
hierarchies, but the lack of a general pattern of negative response to change in footing by physicians,
nurses and technicians in the whole of the text suggests a lack of attunement on her part. It may be
reflective of lack of history of relationship and knowledge, on Nurse(f)’s part, of her role and her
responsibility to maintain the “sacredness” of face as described by Goffman and extended in discussions
in the literature of conversational analysis. Nurse(f) has interfered with the action of exam, revealing her
position as a novice who has transgressed the boundary of her role in the coordinated effort in progress.

90

Similarly, Res. Doc(m) displays not only a break of frame, but a direct and negative comment in
response to Nurse(f)’s turn taking initiative, another instance of lack of face saving, or repair.33 The
alignment of Res. Doc(m) with the “we” of the medical team precludes the possibility of alignment for
Nurse(f) with Res. Doc(m) and the medical ensemble, and marks her identity as “other”, though
ambivalence of this position is evident in that Res. Doc(m) subsequently ends the sequence of
misalignment, shifting his footing again, to proceed with the exam; in turn 47, “All right, Okay,” a
delayed repair of procedure. More likely, Res. Doc(m) re-establishes the normative routine of exam,
bracketing this return to care with “All right, Okay.”
The normative features of adjacency pairs in this episode imply that the exam of the patient
continues and participants again adhere to expectations that utterances initiated by speaker “A” will be
followed by the second pair part in which speaker “B”, and “C” will follow, producing patterns of action
as the exam continues. The subtle local interactive adjustments understood by all (e.g. initiating an
utterance, calling out of findings for the medical record) are competencies required by means of
socialization in to the world of emergency medicine, a process occurring over time, reflecting mutuality
of interaction, and acting through competencies achieved through experience within this group.
8. Speaking for the Medical Record
The subsequent sequences of interaction generated by the participants further the progression of
exam of the patient and as this occurs, multiple participants are aligned in this process. Additionally,
relational features of this work group become more apparent as well as the utterances formed and called
out for the medical record:
Turn/Speaker
41. Res. Doc(m)

Transcription

Non-Verbal

Explanation

Did your pelvis hurt?
When I’m pushing down here?

Pointing to patient’s pelvis

33
Repair is an organized way of dealing with misunderstandings arising in interaction. It can refer to repair of utterance or
repair of procedure. In the illustration provided, a problem of alignment, or footing is indicated by Nurse(f)’s interference in the
progression of the exam. There is no evidence of self-repair or understanding for the need of repair. Res. Doc(m) responds in a
negative remark, and both fail to adhere to an implicit moral code to maintain the face of the other; as in Goffman, the face is a
sacred thing and a moral obligation to uphold.
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.. .. She’s (??) here\

Directed toward Res. Doc(f)

Ah/
We can’t tell because you’re pulling her arm\
42. Nurse(f)

Does that hurt?
Okay/
DOES it hurt?
What hurts (??)

43. Patient(f-1)

Patient groans louder

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)
And her arm\

46. Patient(f-1)

Patient continues to groan

47. Res. Doc(m)

All right\
Okay\

48. Nurse(f)

.. .. .. .. .. .. THIS ARM is broke\

49. Trauma Doc

Call in x-ray\
Right ah\
Right\
(??)
Put your arm down there/

Gaze toward patient

Just let your arm rest (??)
50. Res. Doc(m)

She has good pulses distally/

Multiple interactions in background Very

Wiggle these toes\

direct medical talk

Wiggle THESE toes\
.. .. .. .. Wiggle these toes/
WIGGLE THESE TOES/
COME ON/
Turn/Speaker

Transcription

51. Patient(f-1)

Patient groans

Non-Verbal

Explanation
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52. Res Doc(m)

There we go\

Informal talk resumes while the ER and

.. .. .. Lift this leg up/

Trauma

.. .. Lift up this leg/

Points to leg

staff continue

to examine

Patient(f-1)

Wiggle these toes/
.. .. .. .. .. .. .. .. It hurts her like that\

In this episode, the form and content of the exam is extended in to the discursive practices of
speaking for the medical record. A shift of footing as evident in a change of tone in turn 53., as the Staff
Doc(m) projects his utterance and shifts his intended hearer to that of the nurse recording and
documenting the events of this episode for the medical record. The shift in alignment is away from
interaction with the patient and the interaction established with medical participants around the patient.
Res. Doc(m) displays this shift in footing as in turn 47., with emphasis in intonation and keying the shift
with “All right”:
9. ALL RIGHT/OKAY
The keying of a shift of footing as in “All right/ Okay/” occurs throughout the episode,
announcing either a shift to utterances performed for the medical record, or shift in procedure. In the
episode of care of the second victim of the accident, and with Res. Doc(f) “running the code”, the pattern
of keying to announce medical findings for the record, reoccurs in turn 316.
Turn/Speaker

Transcription

Non-Verbal

316. Res. Doc(f)

.. .. .. .. /ALL RIGHT/

Signaling

Heart sounds/

nurse

Heart sounds are regular/
Lung sounds are (??)
Positive bowel sounds/
Pelvis is stable/
Patient can move all four extremities/
Patient has good distal pulses/

Explanation

recording Speaking rapidly as findings are
routinely given to recording nurse
Background conversation in Room 1

93

Patient has poor dentition/
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ..

And again in turn 327:
Turn/Speaker

Transcription

Non-Verbal

Explanation

327. Res. Doc(f)

No?

Patient(f-2)in C-collar to protect

No C spine tenderness/

neck

Let me put this back on you okay/
Open your eyes Ma’am/

Res. Doc continues to examine

.. .. Now open this eye/

patient’s head region(6 seconds)

ALL RIGHT/
PUPILS reactive bilaterally/
327. Continued

Four millimeters/

Speaking for the Medical Record

Trach is midline/
328. Nurse(f)

Put your legs down.
You need to put your legs down or you’re going to fall off/

A shift in footing, keying of change in procedure is illustrated in turn 422.:
Turn/Speaker

Transcription

420. Res. Doc(f)

Oh this is a mess/

Speaking to all as she is tangled in

{(??) I’m all tangled up

tubing and medical equipment

421. Trauma(m)

(??)

422. Res. Doc(f)

All right/

Non-Verbal

Explanation

Addressed to all to gain assistance

You guys ready to roll?

The action is initiated in turn 430 and completed in turn 431.:
Turn/Speaker

Transcription

430. Staff Doc(m)

We’re just going to roll you on your side/

Non-Verbal

Explanation
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We’ll do all of the work for you dear\
431. Nurse(f)

Hold YOUR ELBOWS/

All gently roll patient to her side

ONE/
TWO/
THREE/

In keying the episode of turning of the patient, and the subsequent action taken, we see the collaborative
effort take place as Res. Doc(f), Staff Doc(m) and Nurse(f) coordinate their utterances and actions to turn
the patient over for further exam of her spine.
The sequencing of verbal interaction and action found throughout this episode is in the routine
occurrence of shift in footing as the medical staff calls out utterances thereby creating the medical record.
This shift in footing is in contrast to the episodes of care in CAT 1, in that the care of the patient occurs in
segments spatially separated from the work desk, where entry into the medical record occurs via
telephoned dictation to an offsite location. Thus, the medical record is constructed after the episode of
care at bedside. As noted in Room 1, the entry is manual, as recorded by a nurse, and is co-constructed
simultaneously while the exam of the patient continues.
9. Ongoing Repair as Relational Elements of Interaction
An incident of repair also occurs in this segment of exam in turn 53., indicating a repair of
procedure which is mitigated by Res. Doc(m) and directed toward Staff Doc(m):

Turn/Speaker

Transcription

Non-Verbal

53. Staff Doc(m)

Got a radial\

Directed toward recording nurse

Good ulnar pulse/

and docs

Explanation

In the right hand\
54. Res. Doc(m)

Well you can see a little bit of aah\
Tendon in there

Pointing to patient’s hand
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55. Staff Doc(m)

Tendon’s in (??)

56. Res. Doc(m)

There’s A LOT of skin stuff in here\

57. Staff Doc(m)

(??) aah medial aspect there\

58. Res. Doc(f)

Hey Sam/
.. .. .. ..
He said they were FLYING/

59. Res. Doc(m)

Wiggle these fingers/
.. sweetie\
.. .. .. ..
This ONE/

Res. Doc(m) initiates a repair of findings and mitigates his finding to Staff Doc(m) in prefacing
his correction with “Well you can see a little bit of aah.” The “Well” in this utterance by Res. Doc(m) also
serves as a mark of disagreement with the observations of the staff, who stands corrected and moves on.
Staff Doc(m) responds in a receptive mode, aligning with Res. Doc(m), who in turn, continues to pursue
this line of medical exam with the patient. Later, in turn 72., Staff Doc(m) continues to pursue the same
action, in attunement with Res. Doc(f):
Turn/Speaker

Transcription

72. Staff Doc(m)

Now that one\

Non-Verbal

Can you move that
-One?
Move your right finger dear/
On your right/
Can you move your ring finger?
73. Nurse(f)

.. .. .. .. .. .. .. .. .. (??)
She said she can’t/

74. Res. Doc(f)

Was the other young lady picked up by EMS as well?

Explanation

96

Staff Doc(m) acts upon the repair of procedure and returns to examining the right hand, further
assessing for tendon damage. This turn is embedded in ongoing examination by Res. Doc(m) and
highlights the cooperative efforts in Room 1. An additional significant utterance by Nurse(f), “She said
she can’t” is ignored in that there is no response to her observation. Again, and in keeping with the
misalignment of Nurse(f) of previous turns, she is also ignored by Res. Doc(f) who is initiating a
sequence with Nurse(m) who witnessed the accident. This is a pattern of misalignment and is significant
in that she is not perceived to be a cooperative participant in coordination with the work group present in
Room 1. As a novice in emergency medicine, she serves as a contrastive participant in not knowing the
rules of timing of her utterances and in her failure to adhere to implicit participation framework
constraints. Nurse(f) poses a contrast in that she has yet to achieve the interactive competencies of the
group yet initiates turns out of time and sequence with no evidence of self-repair or appreciation of the fine
art of face saving strategies, of herself or of others. This example reinforces the patterns of cooperation and
coordination presented above and as will be elaborated in following sequencing of turns of talk, and
highlights the matter of competence, or lack thereof, gained by means of socialization.
10. Shifts in Footing and Locally Produced Order
The exam of the patient continues, and as the episode falls within the initial bracket of exam and
findings, the progression of Room 1 now incorporates an elaboration of alignments, shifts in footing and
an ongoing narrative in development; that is, the relational elements of discourse promoting coordination
and cooperation as well referencing the processes of attunement occurring throughout the episode of
Room 1.
Turn/Speaker

Transcription

Non-Verbal

79. Nurse(m)

She wa-

numbering???

She was walking all over the place\
80. Res. Doc(m)

You got her uuh/

81. Res. Doc(f)

I heard some beer cans were rolling around in the back\

Explanation
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82. Trauma Doc(m)

Yeah I’m sure\

83. Res. Doc(f)

One of the nurses witnessed it first hand/

84. Trauma Doc(m)

Yeah I heard\

Chuckles softly
There are multiple conversations
concurrently
Trauma has arrived

85. Res. Doc(m)

She says she’s allergic to Penicillin/

86. Res. Doc(f)

He said they PASSED him\
And he said they were FLYING/

87. Staff Doc(m)

Ma’am?

Directed to patient(f-1)

(??) is rare/
88. Nurse(m)

They gave her a breathalyzer/
I think she failed\

89. Res. Doc(f)

Oh I bet she did\

90. Staff Doc(m)

Says she went into respiratory distress\

Directed with gaze to Res. Doc(m)

.. Ma’am what did the penicillin do to you?

Directed to patient

.. .. .. Did it give you a rash?
DiDi.. did you get broke out or short of breath or anything like that?
91. Res. Doc(f)

How old is she?

92. Res. Doc(m)

Forty-

93. Trauma Doc (f)

She said she’s like forty-four

94. Res. Doc(m)

(??) a forty-four year old female

Overlap

(??)

surrounding conversation

95. Res. Doc(m)

Some kind of plate in her neck and hypertension/

Response to Trauma inquiry

96. Staff Doc(m)

She just got a rash from the aah\

97. Res. Doc(m)

A RASH only?

and

parallel

with
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98. Staff Doc(m)

Yeah\
(//)

99. Res. Doc(m)

All right lets give her a gram of Ancef/

Directed to RN and Pharmacist

A tetanus shot/
And aah/
Did we get a pressure on her yet?
100. Staff Doc(m)

Looking for morphine Sam?

101. Res. Doc(m)

Yeah/

To Nurses

Two of morphine\
102. Nurse(f)

Come on/

Nurse slaps site for To patient to gain attention
injection

103. Patient(f-1)

Patient moans

104. Trauma(m)

She was 208 over 140/
So lets (??)/

105. Res. Doc(m)

/Okay\

106. Patient(f-1)

Patient continues to moan in pain

Turn/Speaker

Transcription

Non-Verbal

Explanation

107. Res. Doc(f)

This is a rollover MVA/

To Trauma Doc(m)

Speaking for the Medical Record

We’re about to get the other victim here/

Points to Room 2.

Multiple conversations also

This is THE/
THIS is THE aah/
Passenger/

Pointing to Room 1.

The driver’s going over there\
HIGH SPEED down the Herman\
THEY hit a graThe grass embankment/ It FLIpped\

Pointing to Room 2.
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The sequential organization of talk continues throughout the Room 1 episode, with elaboration of
relational elements that increase coordination and cooperation. The overarching institutional order of
medical protocol is reproduced while local interactional strategies contribute to enactment of this order while
reinforcing shared communicative routines of the participants in Room 1 and the emergency room.
11. Narrative Alignment as Attunement
In this ongoing interaction, Res. Doc(f) continues to elaborate the narrative of the conditions
leading to the accident of the two female patients. Though initiated by Nurse(m), in this sequence, Res.
Doc(f) becomes the animator of Nurse(m)’s witnessing account of the accident. In turn 77, Nurse(m)
responds to an earlier inquiry by Res. Doc(f) about the conditions on the scene of the accident (e.g. in turn
74., Res. Doc(f) “Was the other young lady picked up by EMS as well?). Nurse(m) responds that the
second patient was also transported by EMS and was walking around at the scene. Res. Doc(f) picks up
the narrative already in progress and repeats the initial account, reiterating in turn 81., “I heard some beer
cans were rolling around in the back\.”
Nurse(m), having been the witness and giving the initial account, is not the intended recipient of
the utterance, rather, she directs this fact to the Trauma(m), as well as to all participants in the room. His
response in turns 82. and 84., indicate that he has received the message, but does not align himself with
the narrative, as does Nurse(m) and Res. Doc(f). In turn 86., Res. Doc(f) continues to elaborate the
narrative, again repeating the account; “He said they PASSED him\ And he said they were FLYING/”).
Trauma(m) declines this invitation to collaborate in the narrative, terminating the sequence with Res.
Doc(f). This lack of response is contrasted with that of Nurse(m) who continues the sequence initiated by
Res. Doc(f) by elaborating further in turn 88.; “They gave her a breathalyzer/ I think she failed\”). Res.
Doc(f) finishes this round of narrative by commenting “Oh I bet she did\.”
The contrast in response by Trauma(m) to that of Res. Doc(f) and Nurse(m) is significant when
consideration of alignment and its function in establishing mutual collaboration is taken into account.
The collaborative effort of Nurse(m) and Res. Doc(f) in constructing the narrative may be indicative of
alignment of a shared identity versus that of Res. Doc(f) and Trauma(m). This sequence illuminates the
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function of narrative in problematizing the patients’ pre-accident behaviors.34 The patients as protagonists
serve as a topic for comment, running throughout this narrative. In selecting the patient as protagonist of
the narrative, the animator/introducer, also comments on the asymmetrical relationship between Room 1
staff and the patient, reserving moral comment about the patient. The alignment of Res. Doc(f) with
Nurse(m) in retelling the narrative as both animator and recipient, is evident when contrasted with the
response of Trauma(m), who chooses to respond in either a neutral manner, or chooses to not respond at
all, identifying himself as non-emergency medicine staff.
As an illustration of attunement, this narrative develops after the CAT 1 staff has experienced two
heroin overdoses only hours before this episode. Trauma(m) would not have been involved in treating the
heroin overdose incidents, nor is he present for the majority of ongoing medical care in the emergency
room. Though trauma doctors are present throughout this Room 1 episode, the narrative is reserved for
emergency room participants as a distinct group with a shared history of responding to the events
resulting from illicit drug use.
Though Trauma(m) does not choose to become a participant in the narrative, his involvement and
alignment with Res. Doc(m) runs in parallel structure to the ongoing narrative. As the exam progresses,
Trauma(m) aligns with emergency staff when discussion of medication treatment appears in turn 90., and
initiated by Staff Doc(m) and Res. Doc(m) as they search for information about the patient’s past history of
allergies to medication. Trauma(m) aligns in this effort after choices of medication are made by Staff Doc(m)
and Res. Doc(m) in turn 100. He is initiating his participation in the events to unfold.
12. Processes of Attunement at Play
Attunement, as a diminishing of difference, becomes evident in the progression of the exam as
Staff Doc(m) and Res. Doc(m) pursue a line of inquiry with the patient about her history of allergic
reactions to medication. In turn 85., Res. Doc(m) announces “She says she’s allergic to Penicillin.” Staff
34

Ochs & Taylor(2001) discuss the “Father Knows Best” narratives introduced in dinner conversation in family settings,
wherein gender asymmetries are revealed in the choice of protagonist as subject to evaluative commentary through the telling of
the narrative. Certainly, the protagonists of this narrative are the patients, who were drinking and using illicit drugs prior to the
accident. For the purposes of this analysis, the significance of “introducer” of the narrative and the recipient, reflect alignments
between emergency room personnel versus that of emergency medicine and trauma. I am suggesting that in the instance of Room
1, the alignment of introducer and recipient reveals asymmetries between trauma and emergency medicine, though it reinforces the
attunement of emergency room participants to each other by means of participation as both introducer, recipient, and elaborator.
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Doc(m) continues the thought in turn 90. in adding, “Says she went into respiratory distress.” The sequence
of turns in turn 90., which includes Res. Doc(f), through turn 101., reveals a sequential order of further
evaluation of the patient for the purposes of taking the action of giving medication for infection for her
open wound in turn 99., in addition to pain medication in turn 101. In this instance, while Res. Doc(m) is
assessing the blood pressure status of the patient, Staff Doc(m) completes his line of thought in turn 100.,
in asking “Looking for morphine Sam?”, a feature reflecting attunement between the doctors.
Turn/Speaker

Transcription

Non-Verbal

79. Nurse(m)

She wa-

numbering???

Explanation

She was walking all over the place\
80. Res. Doc(m)

You got her uuh/

81. Res. Doc(f)

I heard some beer cans were rolling around in the back\

82. Trauma Doc(m)

Yeah I’m sure\

83. Res. Doc(f)

One of the nurses witnessed it first hand/

84. Trauma Doc(m)

Yeah I heard\

Chuckles softly
There are multiple conversations
concurrently
Trauma has arrived

85. Res. Doc(m)

She says she’s allergic to Penicillin/

86. Res. Doc(f)

He said they PASSED him\
And he said they were FLYING/

87. Staff Doc(m)

Ma’am?

Directed to patient(f-1)

(??) is rare/
88. Nurse(m)

They gave her a breathalyzer/
I think she failed\

89. Res. Doc(f)

Oh I bet she did\

90. Staff Doc(m)

Says she went into respiratory distress\

Directed with gaze to Res. Doc(m)

.. Ma’am what did the penicillin do to you?

Directed to patient

.. .. .. Did it give you a rash?
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DiDi.. did you get broke out or short of breath or anything like that?
91. Res. Doc(f)

How old is she?

92. Res. Doc(m)

Forty-

93. Trauma Doc (f)

She said she’s like forty-four

94. Res. Doc(m)

(??) a forty-four year old female

Overlap

(??)

surrounding conversation

95. Res. Doc(m)

Some kind of plate in her neck and hypertension/

Response to Trauma inquiry

96. Staff Doc(m)

She just got a rash from the aah\

97. Res. Doc(m)

A RASH only?

98. Staff Doc(m)

Yeah\

and

parallel

(//)
99. Res. Doc(m)

All right lets give her a gram of Ancef/

Directed to RN and Pharmacist

A tetanus shot/
And aah/
Did we get a pressure on her yet?
100. Staff Doc(m)

Looking for morphine Sam?

101. Res. Doc(m)

Yeah/

To Nurses

Two of morphine\
102. Nurse(f)

Come on/

Nurse slaps site for To patient to gain attention
injection

103. Patient(f-1)

Patient moans

104. Trauma(m)

She was 208 over 140/
So lets (??)/

105. Res. Doc(m)

/Okay\

106. Patient(f-1)

Patient continues to moan in pain

Multiple conversations also

with
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Both Res. Doc(m) and Staff Doc(f) refer back to the knowledge base of medicine in assessing the
use of pain medication given the medical status of the patient, thus reaching back to prior texts of
emergency medicine. While referring back to prior knowledge, local adjustments are made, reflecting
relational elements of attunement and the ability of participants to follow each other’s reasoning.
The choice of pain relief medication is determined partially by the blood pressure status of the
patient, including knowledge of the patient’s ingestion of heroin as it does cause a drop in blood pressure.
Nurse(m), in turn 29, has already contributed to the unfolding process of history by adding information
about the patient’s history of high blood pressure. Trauma(m), in turn 104., reiterates the patient’s blood
pressure status, already known in prior evaluation by Res. Doc(m) and Staff Doc(m), with evidence that
the patient’s blood pressure is high, a known pre-existing condition and that morphine will not drop her
pressure to a dangerous level, despite the ingestion of heroin. In following this sequential organization,
the action of the utterances is achieved in turn 97, and turn 99, giving the patient medication for possible
infection and addressing her need for pain relief.
Ongoing narrative begins to re-emerge in turns adjacency pairs 79-89, with Res.Doc(f) and
Nurse(m) collaborating in a continuation of moral and social comment on the events leading up to the
accident. In this instance, I take this interaction as evidence of diminishing of status, as physician and
nurse mutually collaborate in pursuing this line of narrative.
It can be argued, that as residents, and initiates to emergency medicine, that their status stands in
opposition to senior staff/teaching physicians and more in keeping with the hierarchical order of
medicine. And yet, in turns 519 to 522, Nurse Sue initiates an often told narrative and in collaboration
with Staff.Doc(m).
13. Contextualization of Context as Multiple Speakers Interacting
Multiple overlapping interactions, not transcribed, occur throughout the initial and current phases of
Room 1 interaction (See prosodic features indicated in turns 2., 4., 23., 30., 50., 82., 90., 102., and 105. This
pattern of interaction is ongoing throughout the episode and the entirety of the transcript. It is a prosodic
feature providing contextual cues about the overall structural organization of both work activities and
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special turn taking organization necessary to achieve the objectives of this work group. In its’ local
production, participants reveal mutual engagement in the activity, based upon a shared history of
interacting and follow an interactional order sustained by current face to face interaction.
To an observer, stepping in to Room 1 at the height of activity, it may appear to be chaotic, given
the level of noise, activity and overlapping speech of multiple participants. Upon analysis of the verbal
interaction taking place, patterns emerge in which each speaker has a participation status and role,
positioned within the overall frame of the care episode of Room1. Each participant shares a normative
orientation toward the taking of turns, displaying a “special turn taking organization”35. In following the
sequence organization, the transcription reveals the utterances captured during the course of direct care of
the patient. The sequential organization demonstrates the patterns of interaction in which speakers,
regardless of their position within the hierarchical structure of medicine, take positions and assume
medical authority in the course of the exam.36 In initiating a turn, and with subsequent response, they
reveal the collaborative and co-constructed course of action that unfolds. The constraints of interaction in
Room 1 reveal the order, illuminated when they are breached, as in the failed communication of the new
Nurse(f). The initial failure to repair, either by self or other, reveals the potential trouble that can arise,
when the unanticipated interrupts the normative sequence of interactional order.
In this course of action, participants in the “multiple overlapping speech”, come to the fore, and
assert their role and participation in the care of the patient. Though asymmetries exist within the
overarching institutional order, in the process of Room 1, participants are expected to interact,
diminishing their difference in status, to accomplish the task at hand.

35
(Heritage 1997) articulates the contextual features of talk in institutions. He describes the specialized norms and turntaking organizations as “creating a unique fingerprint for each kind of institutional interaction, the “specific tasks, identities,
constraints on conduct and relevant inferential procedures” that are used by participants. Through the overall structural
organization, “parties orient to it in organizing their talk.” 1997:163-168, in Ten Have (1999:168-169).
36
The question of medical authority and the construction of diagnosis has been discussed in medical anthropology, giving
attention to the participation of the patient in co-constructing diagnosis. In the event of this emergency medical group, including
all personnel, participation in diagnosis and treatment course decisions, includes the observations of nurses, and technicians, and in
some instances, their knowledge is sought out by the physician, to be revealed as the process of Room 1 unfolds. However, the
institutional order requires that the emergency room physician is both the ultimate authority and accountable for this process
(Perakyla 1998:301-320) and is reflected in both the medical record and in legal liability. (Perakyla 1998)
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D.TREATMENT INITIATIVES ARE RENDERED - Part 1
1. The Sequence of Care Unfold: Patterns Emerge
The opening of the episode of Room 1 is initiated by the CAT 1 Staff Doc(m) and the roles of
participants have been defined as well as the context for care; that is, Staff Doc(m) opens the episode with
initiation of alignment of staff who will care for the patient. He is medically and legally responsible for
the content and conclusion of the patient’s care. Res. Doc(m) is in the assigned position of “running the
code,” with the responsibility of leading the coordination of exam and care. He is aligned with Staff
Doc(m), Res. Doc(f), and nurse(f) and the recording nurse. In addition to the compliment of nurses in
Room 1, Nurse(m) is just arriving to start his shift of work. He is not assigned to Room 1, but as he
witnessed the accident, he enters the code in progress, adding a first -hand account of the severity of the
accident. Procedural routines and role expectations unfold in a sequence of multiple speakers overlapping and
indicating that an emerging course of action is taking place within a collaborative frame.
Patterns of subsequent sequence organization and action take the formatting previously
established in the opening episode of the physical exam with elaboration of an evolving narrative relating
to the possible causes of the event of the roll over motor vehicle accident, and subsequent moral
evaluation by the medical staff caring for the patient. The pre-sequence to the evolving narrative can be
located in turn 58 initiated by Res. Doc(f); “Hey Sam……He said they were FLYING/.” The prominence
of “FLYING” as articulated in this pre-sequence, announces the development of the narrative as an
ongoing moral comment about the patients involved in the accident. The sequencing of the ongoing exam
is punctuated by shifts of topic initiated by Res. Doc(f) who simultaneously participates in the exam:
54.Res.Doc(m) There’s A LOT of skin stuff in here\
55.StaffDoc(m) (??) aah medial aspect there\
56.Res.Doc(f) Hey SAM/
.. .. .. ..
He said they were FLYING/
57.Res.Doc(m) Wiggle these fingers/
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The shift to narrative becomes an emergent pattern as the exam progresses, as will be noted
below.
2. Mitigated Speech, or: How ‘We’ Get Things Done
In the progression of Room 1, mitigated speech is noted to be a constant feature, most notably as
an effort to increase coordination as it is accomplished through the action of mitigating speech. The
utterances incorporating “let’s”, or let us, implies a form of indirect request and incorporates a mutual
alignment of speaker with his hearers:
97. Res.Doc(m) All right lets give her a gram of Ancef/
117.Res.doc(m) We’re going to roll you on your side and get this
Board out\
122.Res.Doc(m) Lets roll THAT way/

In turns 109 through 145, Res.Doc(m) mitigates his request to seek cooperation and coordination
necessary to role the patient on her side. The response of participants results in the smooth transition of
the patient from her back to her side, necessary for further evaluation of injury.
3. The Relational Elements of Enacting Medical Protocol
The presentation of the episode of care in Room 1 and Room 2 follows the chronology and flow
of the formal medical protocols utilized for the emergent treatment of two trauma patients.

The

institutional ordering of events of treatment develop with regularity, providing structure not only for the
diagnoses and management of patient illness, but also for the organization of individual medical
personnel and their interactions. I refer to the institutional protocol as that of external bracketing of the
event. The interactive achievement of participants is noted in the internal bracketing of this episode of
care.
Within the external bracketing format of emergency medicine protocols, the recurrent interactive
patterns of interaction significant for analysis are presented as they naturally occur in the progression of
events in Room 1 and Room 2, signifying internal bracketing of interaction by participants.
The progression of Room 1 interaction, while focusing on the medical exam, adheres to protocols
reaching back to the overarching framework of western medicine and specifically, emergency medicine
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and encoded in the standards of practice established by the American College of Surgeons and
Emergency Medicine. This overarching bracketing of emergency medicine serves as a resource that is
either maintained or adapted to local circumstances. It is in this local practice arena that the interpersonal
interactions as presented in this conversational analysis, revealing the co-construction of meaning and
coordination and enactment of medical protocols involved in stabilizing a trauma patient.
Attunement of local practice to a larger medical model of caring for trauma patients is observed
in the bracketing of interaction of Room one, as well as the adherence to the progression of the physical
exam and medical interventions. Thus, the bracketing of Room 1 as a trauma code unfolds and attunes the
practitioners to a larger institutional order, as well as to the overarching ritual means of addressing
misfortune in our modern Western form. However, the focus of this analysis seeks to capture the
processes of attunement of this work group, with emphasis on the diminishing of difference in status
required for this human endeavor:
57.Res.Doc(m) Wiggle these fingers/
..sweetie\
58.Nurse(f)

She can/

59.Res.Doc(m)

.. .. All right\

60.Nurse(f)

Good girl\

61.Res.Doc(m)

.. ..You feel me touch you down here?
How about this?

62.Nurse(f)

Yes\

While the institutional order if medicine provides a protocol, it is in the face-to-face interaction
that medical care is accomplished, not by an individual, but by the coordination of multiple participants.
Protocols serve as tools, algorithms or practice policies intended to improve the capacity for
physicians to make better decisions in accordance with standards of care emerging from biomedical
research. The knowledge of protocols employed in the emergency room of Rivera Hospital, is distributed
among all participants, though expert knowledge is more finely attuned to a person’s occupational and
educational training (e.g. emergency physician, nursing, X-ray technicians, clerical and support
personnel) and experience in this context.
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Through language and knowledge acquisition gained in practice, the ensemble of medical
workers become “competent” participants.37
External bracketing, in the circumstance of Room 1, reflects the formal institutional order of
emergency medicine; that is, it conveys, to participants, the expectation of a series of actions to be
pursued and with a mutual goal of stabilizing the patient and ascribes roles and identities that pre-exist the
present day to day interaction. By inference, local participants attune to past medical text and protocols,
structuring procedures and creating medical records of events, thereby reproducing the institutional order.
The formal framework of this medical protocol, that is Room 1, provides for structuring of procedural
routines, role expectations and professional identity.
The care of traumatized patients unfolds within a temporal order, or the “golden hour”, and
subsumes that the medical team coordination and care of patients occurs under severe time pressure; that
is, that there is a brief window of opportunity for medical providers to significantly improve a patient’s
chance of survival. Upon arrival of the patient, the medical status of the patient is partially known and full
evaluation of this status will only become known through medical exam and interventions in Room 1. In
keeping with observations made of trauma codes in trauma centers across the country, “the room is hectic and
noisy, (and) the trauma codes flow with the precision, minimal confrontations, and few directives delivered.”
Within minutes, the patients’ life-threatening injuries are identified, treatment initiatives are rendered, and
the patients are whisked away to the operating rooms.38
However, the accomplishment of patient stabilization occurs only within the discursive, face to
face interaction of participants as they adjust formal frames to the local circumstances. As such, “Room
1” is a ritual performance in that it is a particular cultural form of action incorporating technical practices

37
Ochs and Schieffelin (2001 in Duranti) speak of the process of acquiring language iterating that “The process of
becoming a competent member of society is realized to a large extent though language, by acquiring knowledge of its function,
social distribution and interpretations in and across socially defined situations, i.e., through exchanges of language in particular
social situations.” (E. a. Ochs 2001)
38
Weldon, et. al., describe the Advanced Trauma Life Support (ATLS) course required and administered by the American
College of Surgeons” Committee on Trauma, with its development in 1978. It is modeled on the Advanced Cardiac Life Support
(ACLS) program and implemented to maximize the “golden hour” of resuscitation in the evaluation of trauma patients. The
training described in this article, is based upon procedures at Charity Hospital, a victim of Hurricane Katrina, and a facility that is
now inoperative as the structure has been condemned.
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and use of language in interaction toward transforming the disordered body of the traumatized patient to a
state of life sustaining stabilization.39 Room 1 becomes the participation framework for the events that
unfold:40
26.Res.Doc(m) Fourty-four?
.. .. ..
Do you have any other medical problems at all?
27.Patient(f)

I got a plate in my neck\

28.Res.Doc(m)

YOU got a Plate in your Neck\

29.Nurse(f)

And high blood pressure\

30.Res.Doc(m)

High blood pressure\

The participants in this instance of Room 1 have a diverse amount of experience within the
Department of Emergency Medicine. It is assumed that all participants have been instructed in advanced
medical training required for this episode. They share a history of interacting over time, and under
extreme pressure both internal to the context of their work as well as to external constraints inherent in
practicing medicine in this inner city environment. They have acquired “ways of being” and ways of
interacting that are mutually intelligible and mutually predictable, providing a stable structure in which to
practice. The informal interaction of this ensemble reflects the subtle personal adjustments they have
made in order to sustain their roles and their identity in this endeavor. While the external bracketing
provides evidence of shared knowledge of protocol and procedure, informal communication reveals the
relational elements acquired by means of collective witnessing and medical treatment of the frailties of
the human body and the tragic results of violence and unexpected traumatic injury and loss.
The internal bracketing of this episode of patient care explicates the local, formal, and informal
features of interactional order that sustain this ritual performance through discursive practices and
conventions of local interaction. It is in the local interaction that adjustments are made by participants

39
Tambiah, (in Hall 1997:51) speaks of analogous modes of thought and action in rituals of magic and scientific routine.
As such, he speaks of “particular ways in which symbolic forms of expressions simultaneously make assumptions about the way
things really are, create the sense of reality, and act upon the real world as it is culturally experienced.”
40
Participation frames, as put forth by Wenger, encompasses collaboration and involves cooperation and provides meaning
and identification through social participation. Participation exists in duality with reification in the form of forms and documents,
instruments and points of focus. (Wenger 1998). In emergency medicine, the protocols, and medical record reproduce institutional
order, while face- to- face interaction in the events of Room 1 reflect the participation framework giving meaning to participants.
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who “attempt to carry out courses of action in concert with each other through talk, while attending to
both the larger activities that their current actions are embedded within, and relevant phenomena in their
surround.” The specific focus of this analysis is on the local relational adjustments made by emergency
room personnel to accomplish their goals
The informal interaction of this ensemble reflects the subtle personal adjustments they have made
in order to sustain their roles and their identity in this endeavor. While the external bracketing provides
evidence of shared knowledge of protocol and procedure, informal communication reveals the relational
elements acquired by means of collective witnessing and medical treatment of the frailties of the human
body and the tragic results of violence and unexpected traumatic injury and loss.
The internal bracketing of this episode of patient care explicates the local, formal, and informal
features of interactional order that sustain this ritual performance through discursive practices and
conventions of local interaction. It is in the local interaction that adjustments are made by participants
who “attempt to carry out courses of action in concert with each other through talk, while attending to
both the larger activities that their current actions are embedded within, and relevant phenomena in their
surround.” The specific focus of this analysis is on the local relational adjustments made by emergency
room personnel to accomplish their goals.
The medical protocol for examination structures this episode and is dominated by the both the
Staff Doc(m) and Res. Doc(m) during this initial phase. Res. Doc(m) is “running the code”; that is, he has
been designated by assignment to cover Room 1 for the duration of this shift. Res. Doc(f) is an additional
resident assigned to CAT 1 today and is on hand as a second victim of the accident is anticipated to arrive
shortly. The occurrence of multiple verbal interactions are in the background, but not available for
transcription. A noted exception is the initiation of inquiry of a male nurse who had witnessed the
accident on his way to work:
10.Res.Doc(f) Did you see the car?
11.Nurse(m)

NO/

12.StaffDoc(m) Tell me where it hurts/
Open your eyes/

111

Okay dear?
13.Res.Doc(f)

You SAW it?

14.Nurse(m)

Yes/
I was coming to work
They hit the grass/
They flipped/

Res. Doc(f) initiates the inquiry in turn 10, to which Nurse(m) responds with the start of a
narrative that will continue, be repeated and serve as a note for running commentary about the patients
and the circumstances of the accident. Initially, the facts are presented and serve to provide additional
information to the staff about the possible serious of injury sustained by the patients. The mode of
mechanical injury to the body of the patient is significant for anticipation of possible location and severity of
injury. At this point in the episode, reference is also made to the speed of the car, the role-over of the vehicle,
and the fact that a second vehicle was not involved.
4.Attunement in Narrative as the Exam is Co-constructed
The narrative will serve as a resource for attunement in that participants in the ongoing narrative
each take a position, aligning with each other, and commenting, through insinuation, about the moral
implications of the behavior of the victims.
In returning to the progression of the medical exam, the coordination and cooperation of the
participants assembled in Room 1 is representative of the process of attunement; that is, that the
diminishing of difference of status is demonstrated in the verbal interaction of the participants who
coordinate with each other, producing order out of the sequencing of utterances and referring back to
prior episodes of care in Room 1 in recollecting earlier interactions by means of repetition in style,
pattern, and participation status. Again, the Res. Doc(m) continues to direct the exam of the patient, but as
the sequence progresses, the construction of the exam incorporates a shift of footing in that nurses,
doctors and the consulting Trauma resident assume the role of examining the patient and calling out
findings. Note the mirroring by Res. Doc(m) of the patient’s report of medical history “I got a plate in my
neck,” immediately followed by Nurse(f)’s contribution, “and high blood pressure “ in turn 30.
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Res.Doc(m) displays a shift in footing with both the patient and the nurse, and in the convention
of mirroring, reflects the mutually constituted construction of medical findings. More significantly, the
rhythm of mirroring is initiated following an utterance by the patient, and continued with response to the
utterance of the nurse, establishes the normative sequence of interaction that will follow in the
progression of examining the patient. Implicit in this segment, is the prosodic flow of mirroring,
incorporating both the patient and the nurse in the action of performing the exam, and contributing to the
construction of the medical record.
The turn taking organization of this example, and in the progression of this episode, establishes
the participation framework that includes multiple speakers, often overlapping. The initiation of topic,
following medical protocol, is dominated by the physician “running the code.” In the opening sequence,
Res. Doc(m) dominates in the frequency and length of turn taking, though in this local situation, turn
taking organization reflects the participation of nurses, and later, technicians, in the progression of actions
taking place. Speaker selection tends to be either self-selected, as in Nurse(f) selecting to add her findings
to the exam, or by eliciting a response as Res. Doc(f) initiates a response from Nurse(m) to tell of his
first- hand account of the accident as he witnessed it. This “recipient design” as addressed by Sacks,
Schegloff and Jefferson, is locally constructed and managed, displaying the orientation and sensitivity of
participants to each other. (Sacks 1978:42-43).
As the exam progresses, Res. Doc(m) aligns herself with Res. Doc(m) in the action of exam, and
further expansion of the participation framework includes the observations and findings of Trauma(f):
Turn/Speaker

Transcription

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)
And her arm\

Non-Verbal

Explanation
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This progression displays a form of attunement in that additional participants join in the exam and
verbal interaction, as if jumping in to an ongoing game. Nursing staff will be represented in this
progression, but as Nurse(f) aligns herself to examine the patient and call out her findings, there is a
notable negative response by Res. Doc(m) as he aligns against the nurse after a hesitation (e.g. “Ah” in
turn 41 breaking his footing, and directing a negative commentary toward her:
Turn/Speaker

41. Res. Doc(m)

Transcription

Did your pelvis hurt?
When I’m pushing down here?

Non-Verbal

Explanation

Pointing to patient’s pelvis
Directed toward Res. Doc(f)

.. ..She’s (??) here\
Ah/
We can’t tell because you’re pulling her
arm\
42. Nurse(f)

Does that hurt?
Okay/
DOES it hurt?
What hurts (??)

43. Patient(f-1)

Patient groans louder

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)
And her arm\

5. Repair of Relationship
The attempted and failed alignment of Nurse(f) with the examination interaction is notable in that
the negative reaction Res. Doc(m) in his comment “We can’t tell because you’re pulling her arm”,
indicating that she is interfering with the exam . Breaking of frame, change in footing and new alignments
are an ongoing feature of this work group interaction and expectations are such that initiation of turns
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adheres to local rules of participation. Nurse(f) initiates a turn which is perceived by the group to be “out
of step .” In this instance, Nurse(f) is known to be a new nurse to the emergency room. She is “out of”
attunement with the ensemble, both in action and comment. This verbal interaction is an incident of
communicative trouble and reflective of a change in “footing” indexing a lack of attunement. It can be
argued that this episode of verbal interaction reinforces the authority of the physician in medical
hierarchies, but the lack of a general pattern of negative response to change in footing by physicians,
nurses and technicians in the whole of the text suggests a lack of attunement on her part. It may be
reflective of lack of history of relationship and knowledge, on Nurse(f)’s part, of her role and her
responsibility to maintain the “sacredness” of face as described by Goffman and extended in discussions
in the literature of conversational analysis. Nurse(f) has interfered with the action of exam, revealing her
position as a novice who has transgressed the boundary of her role in the coordinated effort in progress.
6. When Repair of Relationship Fails: The Need to Re-establish the Participation Framework
Similarly, Res. Doc(m) displays not only a break of frame, but a direct and negative comment in
response to Nurse(f)’s turn taking initiative, another instance of lack of face saving, or repair.41 The
alignment of Res. Doc(m) with the “we” of the medical team precludes the possibility of alignment for
Nurse(f) with Res. Doc(m) and the medical ensemble, and marks her identity as “other”, though
ambivalence of this position is evident in that Res. Doc(m) subsequently ends the sequence of
misalignment, shifting his footing again, to proceed with the exam; in turn 47, “All right, Okay,” a
delayed repair of procedure. More likely, Res. Doc(m) re-establishes the normative routine of exam,
bracketing this return to care with “All right, Okay.” The normative features of adjacency pairs in this
episode imply that the exam of the patient continues and participants again adhere to expectations that
utterances initiated by speaker “A” will be followed by the second pair part in which speaker “B”, and
“C” will follow, producing patterns of action as the exam continues. The subtle local interactive

41
Repair is an organized way of dealing with misunderstandings arising in interaction. It can refer to repair of utterance or
repair of procedure. In the illustration provided, a problem of alignment, or footing is indicated by Nurse(f)’s interference in the
progression of the exam. There is no evidence of self-repair or understanding for the need of repair. Res. Doc(m) responds in a
negative remark, and both fail to adhere to an implicit moral code to maintain the face of the other; as in Goffman, the face is a
sacred thing and a moral obligation to uphold.
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adjustments understood by all (e.g. initiating an utterance, calling out of findings for the medical record)
are competencies required by means of socialization in to the world of emergency medicine, a process
occurring over time, reflecting mutuality of interaction, and acting through competencies achieved
through experience within this group.
The subsequent sequences of interaction generated by the participants further the progression of
exam of the patient and as this occurs, multiple participants are aligned in this process. Additionally,
relational features of this work group become more apparent as well as the utterances formed and called
out for the medical record:
Turn/Speaker
41. Res. Doc(m)

Transcription

Explanation

Did your pelvis hurt?
When I’m pushing down here?
.. .. She’s (??) here\
Ah/
We can’t tell because you’re pulling her arm\

42. Nurse(f)

Non-Verbal

Does that hurt?
Okay/
DOES it hurt?
What hurts (??)

43. Patient(f-1)

Patient groans louder

44. Res. Doc(m)

WHAT HURTS?

45. Nurse(f)

Her pelvis hurts (??)
And her arm\

46. Patient(f-1)

Patient continues to groan

47. Res. Doc(m)

All right\
Okay\

48. Nurse(f)

.. .. .. .. .. .. THIS ARM is broke\

49. Trauma Doc

Call in x-ray\

Pointing to patient’s pelvis
Directed toward Res. Doc(f)
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Right ah\
Right\
(??)
Put your arm down there/

Gaze toward patient

Just let your arm rest (??)
50. Res. Doc(m)

She has good pulses distally/

Multiple interactions in background Very

Wiggle these toes\

direct medical talk

Wiggle THESE toes\
.. .. .. .. Wiggle these toes/
WIGGLE THESE TOES/
COME ON/
Turn/Speaker

Transcription

51. Patient(f-1)

Patient groans

52. Res Doc(m)

There we go\

Informal talk resumes while the ER and

.. .. .. Lift this leg up/

Trauma

.. .. Lift up this leg/

Non-Verbal

Points to leg

Explanation

staff continue

to examine

Patient(f-1)

Wiggle these toes/
.. .. .. .. .. .. .. .. It hurts her like that\

In this episode, the form and content of the exam is extended in to the discursive practices of
speaking for the medical record. A shift of footing as evident in a change of tone in turn 53., as the Staff
Doc(m) projects his utterance and shifts his intended hearer to that of the nurse recording and
documenting the events of this episode for the medical record. The shift in alignment is away from
interaction with the patient and the interaction established with medical participants around the patient.
Res. Doc(m) displays this shift in footing as in turn 47., with emphasis in intonation and keying the shift
with “All right”:
The keying of a shift of footing as in “All right/ Okay/” occurs throughout the episode,
announcing either a shift to utterances performed for the medical record, or shift in procedure. In the
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episode of care of the second victim of the accident, and with Res. Doc(f) “running the code”, the pattern
of keying to announce medical findings for the record, reoccurs in turn 316.

Turn/Speaker

Transcription

Non-Verbal

316. Res. Doc(f)

.. .. .. .. /ALL RIGHT/

Signaling

Heart sounds/

nurse

Explanation

recording Speaking rapidly as findings are

Heart sounds are regular/

routinely given to recording nurse
Background conversation in Room 1

Lung sounds are (??)
Positive bowel sounds/
Pelvis is stable/
Patient can move all four extremities/
Patient has good distal pulses/
Patient has poor dentition/
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ..

And again in turn 327:

Turn/Speaker

Transcription

Non-Verbal

Explanation

327. Res. Doc(f)

No?

Patient(f-2)in C-collar to protect

No C spine tenderness/

neck

Let me put this back on you okay/
Open your eyes Ma’am/

Res. Doc continues to examine

.. .. Now open this eye/

patient’s head region(6 seconds)

ALL RIGHT/
PUPILS reactive bilaterally/
327. Continued

Four millimeters/
Trach is midline/

328. Nurse(f)

Put your legs down.

Speaking for the Medical Record
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You need to put your legs down or you’re going to fall off/

A shift in footing, keying of change in procedure is illustrated in turn 422.:
Turn/Speaker

Transcription

420. Res. Doc(f)

Oh this is a mess/

Speaking to all as she is tangled in

{(??) I’m all tangled up

tubing and medical equipment

421. Trauma(m)

(??)

422. Res. Doc(f)

All right/

Non-Verbal

Explanation

Addressed to all to gain assistance

You guys ready to roll?

The action is initiated in turn 430 and completed in turn 431.:
Turn/Speaker

Transcription

430. Staff Doc(m)

We’re just going to roll you on your side/

Non-Verbal

Explanation

We’ll do all of the work for you dear\
431. Nurse(f)

Hold YOUR ELBOWS/

All gently roll patient to her side

ONE/
TWO/
THREE/

In keying the episode of turning of the patient, and the subsequent action taken, we see the
collaborative effort take place as Res. Doc(f), Staff Doc(m) and Nurse(f) coordinate their utterances and
actions to turn the patient over for further exam of her spine.
The sequencing of verbal interaction and action found throughout this episode is in the routine
occurrence of shift in footing as the medical staff calls out utterances thereby creating the medical record.
This shift in footing is in contrast to the episodes of care in CAT 1, in that the care of the patient occurs in
segments spatially separated from the work desk, where entry into the medical record occurs via
telephoned dictation to an offsite location. Thus, the medical record is constructed after the episode of
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care at bedside. As noted in Room 1, the entry is manual, as recorded by a nurse, and is co-constructed
simultaneously while the exam of the patient continues.
An incident of repair also occurs in this segment of exam in turn 53., indicating a repair of
procedure which is mitigated by Res. Doc(m) and directed toward Staff Doc(m):
Turn/Speaker

Transcription

Non-Verbal

53. Staff Doc(m)

Got a radial\

Directed toward recording nurse

Good ulnar pulse/

and docs

Explanation

In the right hand\
54. Res. Doc(m)

Well you can see a little bit of aah\

Pointing to patient’s hand

Tendon in there
55. Staff Doc(m)

Tendon’s in (??)

56. Res. Doc(m)

There’s A LOT of skin stuff in here\

57. Staff Doc(m)

(??) aah medial aspect there\

58. Res. Doc(f)

Hey Sam/
.. .. .. ..
He said they were FLYING/

59. Res. Doc(m)

Wiggle these fingers/
.. sweetie\
.. .. .. ..
This ONE/

Res. Doc(m) initiates a repair of findings and mitigates his finding to Staff Doc(m) in prefacing
his correction with “Well you can see a little bit of aah.” The “Well” in this utterance by Res. Doc(m) also
serves as a mark of disagreement with the observations of the staff, who stands corrected and moves on.
Staff Doc(m) responds in a receptive mode, aligning with Res. Doc(m), who in turn, continues to pursue
this line of medical exam with the patient. Later, in turn 72., Staff Doc(m) continues to pursue the same
action, in attunement with Res. Doc(f):
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Turn/Speaker

Transcription

72. Staff Doc(m)

Now that one\

Non-Verbal

Explanation

Can you move that
-One?
Move your right finger dear/
On your right/
Can you move your ring finger?
73. Nurse(f)

.. .. .. .. .. .. .. .. .. (??)
She said she can’t/

74. Res. Doc(f)

Was the other young lady picked up by EMS as well?

Staff Doc(m) acts upon the repair of procedure and returns to examining the right hand, further
assessing for tendon damage. This turn is embedded in ongoing examination by Res. Doc(m) and
highlights the cooperative efforts in Room 1. An additional significant utterance by Nurse(f), “She said
she can’t” is ignored in that there is no response to her observation. Again, and in keeping with the
misalignment of Nurse(f) of previous turns, she is also ignored by Res. Doc(f) who is initiating a
sequence with Nurse(m) who witnessed the accident. This is a pattern of misalignment and is significant
in that she is not perceived to be a cooperative participant in coordination with the work group present in
Room 1. As a novice in emergency medicine, she serves as a contrastive participant in not knowing the
rules of timing of her utterances and in her failure to adhere to implicit participation framework
constraints. Nurse(f) poses a contrast in that she has yet to achieve the interactive competencies of the
group yet initiates turns out of time and sequence with no evidence of self-repair or appreciation of the fine
art of face saving strategies, of herself or of others. This example reinforces the patterns of cooperation and
coordination presented above and as will be elaborated in following sequencing of turns of talk, and
highlights the matter of competence, or lack thereof, gained by means of socialization.
The exam of the patient continues, and as the episode falls within the initial bracket of exam and
findings, the progression of Room 1 now incorporates an elaboration of alignments, shifts in footing and
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an ongoing narrative in development; that is, the relational elements of discourse promoting coordination
and cooperation as well referencing the processes of attunement occurring throughout the episode of
Room 1.
TREATMENT INITIATIVES ARE RENDERED - Part 1
The opening of the episode of Room 1 is initiated by the CAT 1 Staff Doc(m) and the roles of
participants have been defined as well as the context for care; that is, Staff Doc(m) opens the episode with
initiation of alignment of staff who will care for the patient. He is medically and legally responsible for
the content and conclusion of the patient’s care. Res. Doc(m) is in the assigned position of “running the
code,” with the responsibility of leading the coordination of exam and care. He is aligned with Staff
Doc(m), Res. Doc(f), and nurse(f) and the recording nurse. In addition to the compliment of nurses in
Room 1, Nurse(m) is just arriving to start his shift of work. He is not assigned to Room 1, but as he
witnessed the accident, he enters the code in progress, adding a first hand account of the severity of the
accident. Procedural routines and role expectations unfold in a sequence of multiple speakers overlapping and
indicating that an emerging course of action is taking place within a collaborative frame.
Patterns of subsequent sequence organization and action take the formatting previously
established in the opening episode of the physical exam with elaboration of an evolving narrative relating
to the possible causes of the event of the roll over motor vehicle accident, and subsequent moral
evaluation by the medical staff caring for the patient. The pre-sequence to the evolving narrative can be
located in turn 58 initiated by Res. Doc(f); “Hey Sam……He said they were FLYING/.” The prominence
of “FLYING” as articulated in this pre-sequence, announces the development of the narrative as an
ongoing moral comment about the patients involved in the accident. The sequencing of the ongoing exam
is punctuated by shifts of topic initiated by Res. Doc(f) who simultaneously participates in the exam:
Turn/Speaker

Transcription

Non-Verbal

79. Nurse(m)

She wa-

numbering???

She was walking all over the place\

Explanation
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80. Res. Doc(m)

You got her uuh/

81. Res. Doc(f)

I heard some beer cans were rolling around in the back\

82. Trauma Doc(m)

Yeah I’m sure\

83. Res. Doc(f)

One of the nurses witnessed it first hand/

84. Trauma Doc(m)

Yeah I heard\

Chuckles softly
There are multiple conversations
concurrently
Trauma has arrived

85. Res. Doc(m)

She says she’s allergic to Penicillin/

86. Res. Doc(f)

He said they PASSED him\
And he said they were FLYING/

87. Staff Doc(m)

Ma’am?

Directed to patient(f-1)

(??) is rare/
88. Nurse(m)

They gave her a breathalyzer/
I think she failed\

89. Res. Doc(f)

Oh I bet she did\

90. Staff Doc(m)

Says she went into respiratory distress\

Directed with gaze to Res. Doc(m)

.. Ma’am what did the penicillin do to you?

Directed to patient

.. .. .. Did it give you a rash?
DiDi.. did you get broke out or short of breath or anything like that?
91. Res. Doc(f)

How old is she?

92. Res. Doc(m)

Forty-

93. Trauma Doc (f)

She said she’s like forty-four

94. Res. Doc(m)

(??) a forty-four year old female

Overlap

(??)

surrounding conversation

Some kind of plate in her neck and hypertension/

Response to Trauma inquiry

95. Res. Doc(m)

and

parallel

with
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96. Staff Doc(m)

She just got a rash from the aah\

97. Res. Doc(m)

A RASH only?

98. Staff Doc(m)

Yeah\
(//)

99. Res. Doc(m)

All right lets give her a gram of Ancef/

Directed to RN and Pharmacist

A tetanus shot/
And aah/
Did we get a pressure on her yet?
100. Staff Doc(m)

Looking for morphine Sam?

101. Res. Doc(m)

Yeah/

To Nurses

Two of morphine\
102. Nurse(f)

Come on/

Nurse slaps site for To patient to gain attention
injection

103. Patient(f-1)

Patient moans

104. Trauma(m)

She was 208 over 140/
So lets (??)/

105. Res. Doc(m)

/Okay\

106. Patient(f-1)

Patient continues to moan in pain

Turn/Speaker

Transcription

Non-Verbal

Explanation

107. Res. Doc(f)

This is a rollover MVA/

To Trauma Doc(m)

Speaking for the Medical Record

We’re about to get the other victim here/

Points to Room 2.

Multiple conversations also

This is THE/
THIS is THE aah/
Passenger/

Pointing to Room 1.

The driver’s going over there\
HIGH SPEED down the Herman\
THEY hit a graThe grass embankment/ It FLIpped\

Pointing to Room 2.
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The sequential organization of talk continues throughout the Room 1 episode, with elaboration of
relational elements that increase coordination and cooperation. The overarching institutional order of
medical protocol is reproduced while local interactional strategies contribute to enactment of this order while
reinforcing shared communicative routines of the participants in Room 1 and the emergency room.
2.NARRATIVE ALIGNMENT
In this ongoing interaction, Res. Doc(f) continues to elaborate the narrative of the conditions
leading to the accident of the two female patients. Though initiated by Nurse(m), in this sequence, Res.
Doc(f) becomes the animator of Nurse(m)’s witnessing account of the accident. In turn 77, Nurse(m)
responds to an earlier inquiry by Res. Doc(f) about the conditions on the scene of the accident (e.g. in turn
74., Res. Doc(f) “Was the other young lady picked up by EMS as well?). Nurse(m) responds that the
second patient was also transported by EMS and was walking around at the scene. Res. Doc(f) picks up
the narrative already in progress and repeats the initial account, reiterating in turn 81., “I heard some beer
cans were rolling around in the back\.” Nurse(m), having been the witness and giving the initial account,
is not the intended recipient of the utterance, rather, she directs this fact to the Trauma(m), as well as to
all participants in the room. His response in turns 82. and 84., indicate that he has received the message,
but does not align himself with the narrative, as does Nurse(m) and Res. Doc(f). In turn 86., Res. Doc(f)
continues to elaborate the narrative, again repeating the account; “He said they PASSED him\ And he said
they were FLYING/”). Trauma(m) declines this invitation to collaborate in the narrative, terminating the
sequence with Res. Doc(f). This lack of response is contrasted with that of Nurse(m) who continues the
sequence initiated by Res. Doc(f) by elaborating further in turn 88.; “They gave her a breathalyzer/ I think
she failed\”). Res. Doc(f) finishes this round of narrative by commenting “Oh I bet she did\.”
The contrast in response by Trauma(m) to that of Res. Doc(f) and Nurse(m) is significant when
consideration of alignment and its function in establishing mutual collaboration is taken into account.
The collaborative effort of Nurse(m) and Res. Doc(f) in constructing the narrative may be indicative of
alignment of a shared identity versus that of Res. Doc(f) and Trauma(m). This sequence illuminates the
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function of narrative in problematizing the patients’ pre-accident behaviors.42 The patients as protagonists
serve as a topic for comment, running throughout this narrative. In selecting the patient as protagonist of
the narrative, the animator/introducer, also comments on the asymmetrical relationship between Room 1
staff and the patient, reserving moral comment about the patient. The alignment of Res. Doc(f) with
Nurse(m) in retelling the narrative as both animator and recipient, is evident when contrasted with the
response of Trauma(m), who chooses to respond in either a neutral manner, or chooses to not respond at
all, identifying himself as non-emergency medicine staff. As an illustration of attunement, this narrative
develops after the CAT 1 staff has experienced two heroin overdoses only hours before this episode.
Trauma(m) would not have been involved in treating the heroin overdose incidents, nor is he present for
the majority of ongoing medical care in the emergency room. Though trauma doctors are present
throughout this Room 1 episode, the narrative is reserved for emergency room participants as a distinct
group with a shared history of responding to the events resulting from illicit drug use.
Though Trauma(m) does not choose to become a participant in the narrative, his involvement and
alignment with Res. Doc(m) runs in parallel structure to the ongoing narrative. As the exam progresses,
Trauma(m) aligns with emergency staff when discussion of medication treatment appears in turn 90., and
initiated by Staff Doc(m) and Res. Doc(m) as they search for information about the patient’s past history of
allergies to medication. Trauma(m) aligns in this effort after choices of medication are made by Staff Doc(m)
and Res. Doc(m) in turn 100. He is initiating his participation in the events to unfold.
3.ATTUNEMENT
Attunement, as a diminishing of difference, becomes evident in the progression of the exam as
Staff Doc(m) and Res. Doc(m) pursue a line of inquiry with the patient about her history of allergic
reactions to medication. In turn 85., Res. Doc(m) announces “She says she’s allergic to Penicillin.” Staff
Doc(m) continues the thought in turn 90. in adding, “Says she went into respiratory distress.” The sequence
42

Ochs & Taylor(2001) discuss the “Father Knows Best” narratives introduced in dinner conversation in family settings,
wherein gender asymmetries are revealed in the choice of protagonist as subject to evaluative commentary through the telling of
the narrative. Certainly, the protagonists of this narrative are the patients, who were drinking and using illicit drugs prior to the
accident. For the purposes of this analysis, the significance of “introducer” of the narrative and the recipient, reflect alignments
between emergency room personnel versus that of emergency medicine and trauma. I am suggesting that in the instance of Room
1, the alignment of introducer and recipient reveals asymmetries between trauma and emergency medicine, though it reinforces the
attunement of emergency room participants to each other by means of participation as both introducer, recipient and elaborator.
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of turns in turn 90., which includes Res. Doc(f), through turn 101., reveals a sequential order of further
evaluation of the patient for the purposes of taking the action of giving medication for infection for her
open wound in turn 99., in addition to pain medication in turn 101. In this instance, while Res. Doc(m) is
assessing the blood pressure status of the patient, Staff Doc(m) completes his line of thought in turn 100.,
in asking “Looking for morphine Sam?”, a feature reflecting attunement between the doctors.
Both Res. Doc(m) and Staff Doc(f) refer back to the knowledge base of medicine in assessing the
use of pain medication given the medical status of the patient, thus reaching back to prior texts of
emergency medicine. While referring back to prior knowledge, local adjustments are made, reflecting
relational elements of attunement and the ability of participants to follow each other’s reasoning. The
choice of pain relief medication is determined partially by the blood pressure status of the patient,
including knowledge of the patient’s ingestion of heroin as it does cause a drop in blood pressure.
Nurse(m), in turn 29, has already contributed to the unfolding process of history by adding information
about the patient’s history of high blood pressure. Trauma(m), in turn 104., reiterates the patient’s blood
pressure status, already known in prior evaluation by Res. Doc(m) and Staff Doc(m), with evidence that
the patient’s blood pressure is high, a known pre-existing condition and that morphine will not drop her
pressure to a dangerous level, despite the ingestion of heroin. In following this sequential organization,
the action of the utterances is achieved in turn 97, and turn 99, giving the patient medication for possible
infection and addressing her need for pain relief.
MULTIPLE SPEAKERS INTERACTING
Multiple overlapping interactions, not transcribed, occur throughout the initial and current phases of
Room 1 interaction (See prosodic features indicated in turns 2., 4., 23., 30., 50., 82., 90., 102., and 105. This
pattern of interaction is ongoing throughout the episode and the entirety of the transcript. It is a prosodic
feature providing contextual cues about the overall structural organization of both work activities and
special turn taking organization necessary to achieve the objectives of this work group. In its local
production, participants reveal mutual engagement in the activity, based upon a shared history of
interacting and follow an interactional order sustained by current face to face interaction.
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To an observer, stepping in to Room 1 at the height of activity, it may appear to be chaotic, given
the level of noise, activity and overlapping speech of multiple participants. Upon analysis of the verbal
interaction taking place, patterns emerge in which each speaker has a participation status and role,
positioned within the overall frame of the care episode of Room1. Each participant shares a normative
orientation toward the taking of turns, displaying a “special turn taking organization”43. In following the
sequence organization, the transcription reveals the utterances captured during the course of direct care of
the patient. The sequential organization demonstrates the patterns of interaction in which speakers,
regardless of their position within the hierarchical structure of medicine, take positions and assume
medical authority in the course of the exam.44 In initiating a turn, and with subsequent response, they
reveal the collaborative and co-constructed course of action that unfolds. The constraints of interaction in
Room 1 reveal the order, illuminated when they are breached, as in the failed communication of the new
Nurse(f). The initial failure to repair, either by self or other, reveals the potential trouble that can arise,
when the unanticipated interrupts the normative sequence of interactional order.
In this course of action, participants in the “multiple overlapping speech”, come to the fore, and
assert their role and participation in the care of the patient. Though asymmetries exist within the
overarching institutional order, in the process of Room 1, participants are expected to interact,
diminishing their difference in status, to accomplish the task at hand.
Turn/Speaker

Transcription

Non-Verbal

79. Nurse(m)

She wa-

numbering???

Explanation

She was walking all over the place\
80. Res. Doc(m)

You got her uuh/

43
(Heritage 1997) articulates the contextual features of talk in institutions. He describes the specialized norms and turntaking organizations as “creating a unique fingerprint for each kind of institutional interaction, the “specific tasks, identities,
constraints on conduct and relevant inferential procedures” that are used by participants. Through the overall structural
organization, “parties orient to it in organizing their talk.” 1997:163-168, in Ten Have (1999:168-169).
44
The question of medical authority and the construction of diagnosis has been discussed in medical anthropology, giving
attention to the participation of the patient in co-constructing diagnosis. In the event of this emergency medical group, including
all personnel, participation in diagnosis and treatment course decisions, includes the observations of nurses, and technicians, and in
some instances, their knowledge is sought out by the physician, to be revealed as the process of Room 1 unfolds. However, the
institutional order requires that the emergency room physician is both the ultimate authority and accountable for this process
(Perakyla 1998:301-320) and is reflected in both the medical record and in legal liability. (Perakyla 1998)
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81. Res. Doc(f)

I heard some beer cans were rolling around in the back\

82. Trauma Doc(m)

Yeah I’m sure\

83. Res. Doc(f)

One of the nurses witnessed it first hand/

84. Trauma Doc(m)

Yeah I heard\

Chuckles softly
There are multiple conversations
concurrently
Trauma has arrived

85. Res. Doc(m)

She says she’s allergic to Penicillin/

86. Res. Doc(f)

He said they PASSED him\
And he said they were FLYING/

87. Staff Doc(m)

Ma’am?

Directed to patient(f-1)

(??) is rare/
88. Nurse(m)

They gave her a breathalyzer/
I think she failed\

89. Res. Doc(f)

Oh I bet she did\

90. Staff Doc(m)

Says she went into respiratory distress\

Directed with gaze to Res. Doc(m)

.. Ma’am what did the penicillin do to you?

Directed to patient

.. .. .. Did it give you a rash?
DiDi.. did you get broke out or short of breath or anything like that?
91. Res. Doc(f)

How old is she?

92. Res. Doc(m)

Forty-

93. Trauma Doc (f)

She said she’s like forty-four

94. Res. Doc(m)

(??) a forty-four year old female

Overlap

(??)

surrounding conversation

95. Res. Doc(m)

Some kind of plate in her neck and hypertension/

Response to Trauma inquiry

96. Staff Doc(m)

She just got a rash from the aah\

and

parallel

with

129

97. Res. Doc(m)

A RASH only?

98. Staff Doc(m)

Yeah\
(//)

99. Res. Doc(m)

All right lets give her a gram of Ancef/

Directed to RN and Pharmacist

A tetanus shot/
And aah/
Did we get a pressure on her yet?
100. Staff Doc(m)

Looking for morphine Sam?

101. Res. Doc(m)

Yeah/

To Nurses

Two of morphine\
102. Nurse(f)

Come on/

Nurse slaps site for To patient to gain attention
injection

103. Patient(f-1)

Patient moans

104. Trauma(m)

She was 208 over 140/
So lets (??)/

105. Res. Doc(m)

/Okay\

106. Patient(f-1)

Patient continues to moan in pain

107. Res. Doc(f)

This is a rollover MVA/

To Trauma Doc(m)

We’re about to get the other victim here/

Points to Room 2.

Multiple conversations also

This is THE/
THIS is THE aah/
Passenger/

Pointing to Room 1.

The driver’s going over there\
HIGH SPEED down the Herman\
THEY hit a graThe grass embankment/ It FLIpped\

Pointing to Room 2.

Speaking for the Medical Record
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The sequential organization of talk continues throughout the Room 1 episode, with elaboration of
relational elements that increase coordination and cooperation. The overarching institutional order of
medical protocol is reproduced while local interactional strategies contribute to enactment of this order while
reinforcing shared communicative routines of the participants in Room 1 and the emergency room.
NARRATIVE ALIGNMENT
In this ongoing interaction, Res. Doc(f) continues to elaborate the narrative of the conditions
leading to the accident of the two female patients. Though initiated by Nurse(m), in this sequence, Res.
Doc(f) becomes the animator of Nurse(m)’s witnessing account of the accident. In turn 77, Nurse(m)
responds to an earlier inquiry by Res. Doc(f) about the conditions on the scene of the accident (e.g. in turn
74., Res. Doc(f) “Was the other young lady picked up by EMS as well?). Nurse(m) responds that the
second patient was also transported by EMS and was walking around at the scene. Res. Doc(f) picks up
the narrative already in progress and repeats the initial account, reiterating in turn 81., “I heard some beer
cans were rolling around in the back\.” Nurse(m), having been the witness and giving the initial account,
is not the intended recipient of the utterance, rather, she directs this fact to the Trauma(m), as well as to
all participants in the room. His response in turns 82. and 84., indicate that he has received the message,
but does not align himself with the narrative, as does Nurse(m) and Res. Doc(f). In turn 86., Res. Doc(f)
continues to elaborate the narrative, again repeating the account; “He said they PASSED him\ And he said
they were FLYING/”). Trauma(m) declines this invitation to collaborate in the narrative, terminating the
sequence with Res. Doc(f). This lack of response is contrasted with that of Nurse(m) who continues the
sequence initiated by Res. Doc(f) by elaborating further in turn 88.; “They gave her a breathalyzer/ I think
she failed\”). Res. Doc(f) finishes this round of narrative by commenting “Oh I bet she did\.”
The contrast in response by Trauma(m) to that of Res. Doc(f) and Nurse(m) is significant when
consideration of alignment and its function in establishing mutual collaboration is taken into account.
The collaborative effort of Nurse(m) and Res. Doc(f) in constructing the narrative may be indicative of
alignment of a shared identity versus that of Res. Doc(f) and Trauma(m). This sequence illuminates the
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function of narrative in problematizing the patients’ pre-accident behaviors.45 The patients as protagonists
serve as a topic for comment, running throughout this narrative. In selecting the patient as protagonist of
the narrative, the animator/introducer, also comments on the asymmetrical relationship between Room 1
staff and the patient, reserving moral comment about the patient. The alignment of Res. Doc(f) with
Nurse(m) in retelling the narrative as both animator and recipient, is evident when contrasted with the
response of Trauma(m), who chooses to respond in either a neutral manner, or chooses to not respond at
all, identifying himself as non-emergency medicine staff. As an illustration of attunement, this narrative
develops after the CAT 1 staff has experienced two heroin overdoses only hours before this episode.
Trauma(m) would not have been involved in treating the heroin overdose incidents, nor is he present for
the majority of ongoing medical care in the emergency room. Though trauma doctors are present
throughout this Room 1 episode, the narrative is reserved for emergency room participants as a distinct
group with a shared history of responding to the events resulting from illicit drug use.
Though Trauma(m) does not choose to become a participant in the narrative, his involvement and alignment
with Res. Doc(m) runs in parallel structure to the ongoing narrative. As the exam progresses, Trauma(m) aligns
with emergency staff when discussion of medication treatment appears in turn 90., and initiated by Staff Doc(m)
and Res. Doc(m) as they search for information about the patient’s past history of allergies to medication.
Trauma(m) aligns in this effort after choices of medication are made by Staff Doc(m) and Res. Doc(m) in turn
100. He is initiating his participation in the events to unfold.
ATTUNEMENT
Attunement, as a diminishing of difference, becomes evident in the progression of the exam as Staff
Doc(m) and Res. Doc(m) pursue a line of inquiry with the patient about her history of allergic reactions to
medication. In turn 85., Res. Doc(m) announces “She says she’s allergic to Penicillin.” Staff Doc(m)
continues the thought in turn 90. in adding, “Says she went into respiratory distress.” The sequence of turns
45

Ochs & Taylor(2001) discuss the “Father Knows Best” narratives introduced in dinner conversation in family settings,
wherein gender asymmetries are revealed in the choice of protagonist as subject to evaluative commentary through the telling of
the narrative. Certainly, the protagonists of this narrative are the patients, who were drinking and using illicit drugs prior to the
accident. For the purposes of this analysis, the significance of “introducer” of the narrative and the recipient, reflect alignments
between emergency room personnel versus that of emergency medicine and trauma. I am suggesting that in the instance of Room
1, the alignment of introducer and recipient reveals asymmetries between trauma and emergency medicine, though it reinforces the
attunement of emergency room participants to each other by means of participation as both introducer, recipient and elaborator.
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in turn 90., which includes Res. Doc(f), through turn 101., reveals a sequential order of further evaluation of
the patient for the purposes of taking the action of giving medication for infection for her open wound in
turn 99., in addition to pain medication in turn 101. In this instance, while Res. Doc(m) is assessing the
blood pressure status of the patient, Staff Doc(m) completes his line of thought in turn 100., in asking
“Looking for morphine Sam?”, a feature reflecting attunement between the doctors.
Both Res. Doc(m) and Staff Doc(f) refer back to the knowledge base of medicine in assessing the
use of pain medication given the medical status of the patient, thus reaching back to prior texts of
emergency medicine. While referring back to prior knowledge, local adjustments are made, reflecting
relational elements of attunement and the ability of participants to follow each other’s reasoning. The
choice of pain relief medication is determined partially by the blood pressure status of the patient,
including knowledge of the patient’s ingestion of heroin as it does cause a drop in blood pressure.
Nurse(m), in turn 29, has already contributed to the unfolding process of history by adding information
about the patient’s history of high blood pressure. Trauma(m), in turn 104., reiterates the patient’s blood
pressure status, already known in prior evaluation by Res. Doc(m) and Staff Doc(m), with evidence that
the patient’s blood pressure is high, a known pre-existing condition and that morphine will not drop her
pressure to a dangerous level, despite the ingestion of heroin. In following this sequential organization,
the action of the utterances is achieved in turn 97, and turn 99, giving the patient medication for possible
infection and addressing her need for pain relief.
MULTIPLE SPEAKERS INTERACTING IN ONGOING PROCESSES OF ATTUNEMENT
Multiple overlapping interactions, not transcribed, occur throughout the initial and current phases of
Room 1 interaction (See prosodic features indicated in turns 2., 4., 23., 30., 50., 82., 90., 102., and 105. This
pattern of interaction is ongoing throughout the episode and the entirety of the transcript. It is a prosodic
feature providing contextual cues about the overall structural organization of both work activities and
special turn taking organization necessary to achieve the objectives of this work group. In its local
production, participants reveal mutual engagement in the activity, based upon a shared history of
interacting and follow an interactional order sustained by current face to face interaction.
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Turn/Speaker

Transcription

Non-Verbal

99. Res. Doc(m)

All right lets give her a gram of Ancef/

Directed to RN and Pharmacist

Explanation

A tetanus shot/
And aah/
Did we get a pressure on her yet?
100. Staff Doc(m)

Looking for morphine Sam?

101. Res. Doc(m)

Yeah/

To Nurses

Two of morphine\

In turn 99., Res. Doc(m) seeks cooperation from the pharmacist and nurses in his indirect
utterance, “All right let’s give her a gram of Ancef.” More significantly, he encodes relational elements in
“Did we get a pressure on her yet?” His utterance is directed to all participants and incorporates group
solidarity as a feature of interaction that runs throughout the transcribed interactions. His alignment with
the ensemble of participants is evident in the employment of “we” and reflects the collaborative
achievement of obtaining a blood pressure, information needed to determine the appropriate course of
action in selecting a medication for pain relief. The selection of Ancef and Tetanus addresses the
prophylactics needed to prevent further infection, and is administered in turn 179. “All right honey/ I got
medicine for you?” Pain relief in the form of morphine, can only be accomplished after the patient’s blood
pressure is reassessed, a process co-occurring with further exam of the patient.
The efforts to examine the patient continue and the coordination of effort of multiple participants
is required to roll the patient off of her back and remove the backboard that is stabilizing her spine. Prior
to completing the removal of the backboard, the patient’s spine and sphincter function is assessed by
Trauma(m). The collaborative efforts encoded in the relational element of the use of “we” and “lets” (Let
us) run throughout. The episode begins in turn 114:
Turn/Speaker

Transcription

114. Res. Doc(m)

/Larry man/

Non-Verbal

Explanation
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You ready to roll the patient?
115. Staff Doc(m)

Bring her towards you because of the bad hand\

116. Nurse(f)

A little bit\

Patient(f-1) moaning

This side?
117.Trauma Doc(m) All right\
Who’s going to (??)
118. Res. Doc(f)

Here/

119. X-ray Tech(f)

HEY/
CANCEL it\

120. Res. Doc(f)

Cancel what?

121. X-ray Tech(f)

It’s SMITH

Clarifying identity of patient for

Its Mary Smith/

x-ray

122. Res. Doc(m)

We’re going to roll you on your side and get this
board out\

123. X-ray(f)

From under your back\

Conversation

Okay?

increases

in

background

I just had a shoot from an ER Female\
Just to (??) name\

124. Res. Doc(m)

All right/
Lets ROLL/

125. Res. Doc(f)

Hi there/

126. Staff Doc(m)

All right\

To newly arrived person in room

Lets roll\
127. Res. Doc(m)

Lets roll THAT way/

Points in direction of Continued muted talk with Staff Doc
patient

128. Res. Doc(f)

All right ma’am/
Let us do all the work/
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We’re going to roll you on your side and get this
BOARD out of you\
Okay?
129. All

Multiple persons speaking and difficult to decipher
(10 seconds)

130. Res. Doc(m)

Okay/
ONE/

131. Staff Doc(m)

Do you got the (??)

132. Res. Doc(f)

No he’s got it now/

133. Staff Doc(m)

Okay\

134. Res. Doc(f)

This is for the next patient\

135. Res. Doc(m)

ONE/
TWO/
Three/

The significance of “we” stands in relief when contrasted in an instance of self correction by Res.
Doc(m)in turn 162.; “Do you got a-, Do we have her pressure?.” The repair of relationship is signified as
Res. Doc(m) corrects his assertion that the nurse is “you” rather than in alignment with the “we” of the
team. In turn 167.,Doc(m) has re-aligned with the order of “we”:
Turn/Speaker

Transcription

167. Res. Doc(m)

Maybe we should put an IV in her foot\

Non-Verbal

Explanation

Or something\
We’re going toGet blood pressures\
We’re going to give her fluids and stuff\

The use of “we”, as a deictic expression, is dependent upon the circumstance of its use. For the
speaker and hearer of this expression, the participants in care, it is an utterance that re-establishes
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alignment of speaker and hearer in the action that unfolds. Rather than a direct request, as in “Take her
blood pressure, the indirect request is embedded in the use of the indexical and references the
collaborative identity assumed by the participants. “We” serves as a form of attunement in diminishing
the difference in status of participants and reflects the incorporation of all in the purposeful actions taking
place in the care of the patient. “We” reflects group membership and provides meaning for participants
who derive identity from mutual engagement in providing care to the patient.
The utterances incorporating “let’s (let us)” also serves as a deictic expression and reveals the
collaborative moves of speakers to engage hearers in a cooperative effort. As a form of attunement
referencing a diminishing of difference of status, “let us”, serves as a referent to past experience of interdependent action and past relationship between participants, currently reproducing that structural ordering
of interaction and relationship. Similar to the findings of Trix in the form of attunement of “playful
recollecting dialogue with another,”(Trix 1993:19). The recollecting of prior relational elements, and
experience of interaction, functions to reproduce the diminishing of difference of status intrinsic to the
accomplishments of this group.
The use of mitigated speech as a feature employed by staff in seeking cooperation from the
patient, who being conscious, can collaborate in the exam by cooperating, answering medical history
questions and following directions of the staff. The following example is that of examination of the new
patient, now in Room 2, and Res. Doc(f) is the designated physician “running the code”:
Turn/Speaker

Transcription

348. Res. Doc(f)

It’s okay/

Non-Verbal

Explanation
Multiple speakers loudly continue

We’re going to take care of you\
We’re (??)
349. Nurse(f)

{You might have bleeding in there/

Nurse trying to seek compliance
from patient who continues to moan

350. Res. Doc(f)

{Do you guys want to roll her?

351. Staff Doc(m)

(??)

Staff Doc(m) and Res. Doc(m) speak
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352. Res. Doc(f)

That would be nice/

Response to Staff Doc(m)

The exam and care of the patient in Room 2 illustrates the function of mitigated speech as it is
directed toward the patient. This sequence of utterance follows a period of “trouble” in getting the patient
to remain still on the backboard (see Turn 307.);
Turn/Speaker

Transcription

307. Res. Doc(f)

Last period last month/

Directed at recording nurse

NO NO NO MA’AM/

Patient attempts to sit up

Lay FLAT/

Concern is about possible back and

LAY flat okay?

neck injuries not yet evaluated

We’re going to get you off this back-

Attempting to assure patient and

Non-Verbal

Explanation

gain cooperation for exam

The episode of trouble, that is, a strong directive to the patient, is followed by mitigation of
relationship between Res. Doc(f) and patient. Res. Doc(f) realigns with the team in “We’re going to get you off
this back”, while expressing concern for patient discomfort and offers her a blanket.
Turn/Speaker

Transcription

311. Res. Doc(f)

OH NO NO NO NO/

Non-Verbal

Explanation

DON’T MOVE your neck Ma’am/
312. Patient(f-2)

(??) Mumbles

Conversation

from

others

in

background

313.Res.Doc(f)

We don’t know if you might be paralyzed if/
.. .. ..(??)
a deep breath /
.. .. .. .. .. .. .. .. .. .. .. .. .. ..
A deep breath again\

.. .. ..Requests sheets to cover up
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Here Ma’am we’ll cover you up/

patient

314. Nurse(f)

Put your legs down\

315. Res. Doc(m)

{What kind of operation did you have?

316. Res. Doc(f)

{ALL RIGHT/

Signaling

Heart sounds/

nurse

Question to Patient(f-2)
recording Speaking rapidly as findings are
routinely given to recording nurse

Heart sounds are regular/
Lung sounds are (??)
Positive bowel sounds/

Background conversation in Room 1

Pelvis is stable/
Patient can move all four extremities/
Patient has good distal pulses/
Patient has poor dentition/
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. ..

While mitigating her direct actions toward the patient, and after realigning with the medical team,
Res. Doc(f) provides further evidence of a course of action to redress what may have appeared to be
impolite, by comforting the patient with an offer of a cover. This repair, mitigated by Res. Doc(f) is
overlapped by Nurse(f) who, rather than shifting her footing, as did Res. Doc(f), continues to be abrupt
and direct with the patient. Again, Nurse(f) is a new nurse who has had communicative trouble earlier in
the interaction, and interfered with the exam, and continues to be out of alignment with the staff,
revealing her marginal position within the group and highlighting the significance of interactive
competence toward a mutual, intersubjectively understood end.
Res. Doc(f) again takes an action in attunement with the past relational reference of mitigated
speech employed to gain cooperation in turning over the patient for further exam, when in turn 350., she
indirectly requests cooperation, “Do you guys want to roll her?”
DIMINISHING OF DIFFERENCE OF STATUS
As the exam continues, and after initial assessment of the patient’s injuries, treatment, already
initiated, continues with elaboration of cooperative and collaborative strategies. Indirect requests, initiated

139

by Res. Doc(m) and Res. Doc(f) serve to seek cooperation from Nurse(f) , and as this series of utterances
unfolds, an elaboration of the diminishing of difference of status is notable in the following turns, marked
by a shift in footing by Res. Doc(m) as well as mitigated speech initiated by Nurse(f):
Turn/Speaker

Transcription

544. Res. Doc(m)

All right/

Non-Verbal

Explanation
Redirecting focus of group

Do we have a set of vitals?
545. Nurse(f)

SURE I do/

Multiple background voices

Do you want to give her some aah/
Dilaudid?
546. Res. Doc(m)

I want to give her some Ativan/

547. Nurse(f)

You sure?

548. Res. Doc(m)

Yeah lets give her like aah/
Two of Ativan and aah/
Another one of Dilaudid\

549. Nurse(f)

One?

550. Res. Doc(m)

Yeah\

551. Res. Doc(f)

Lets get x-ray here/
Yeah/

552 Res. Doc(m)

Because/
She’s going crazy\

553. Nurse(f)

You said another one but-

554. Res. Doc(m)

What do you think?
Do you (??) one/
We never gave her any Dilaudid\

555. Nurse(f)

We didn’t\

556. Res. Doc(m)

What do you think of that?
You think that’s GOOD?
The two of Ativan?

Patient is moaning in pain
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557. Nurse(f)

Yeah (??)

558. Res. Doc(m)

I mean I –
Because, because part of-

559. Nurse(f)

You want two of Dilaudid?
Or do you think that’s too/(??)
I mean-

560. Res. Doc(m)

Why don’t we give one and if that doesn’t do much/
Give another one\

561. Nurse(f)

Okay\

562. Res. Doc(m)

Thanks/

563. Nurse(f)

We didn’t get a temp yet\

564. Nurse(f)

Her friend said she did heroin (??)

565. Res. Doc(f)

Okay/

Gaze toward Staff Patient continues to moan but softly

Dr S?

Doc(m)

Do you know what his name is?

Nodding in direction

Over there?

of Trauma Doc

Temperature

In this episode, mitigated speech is employed by both Res. Doc(m) and Nurse(f), in an exchange
of negotiation about pain relief for the patient. Nurse(f) responds to the shift in footing announced by Res.
Doc(m) in “All right. Do we have a set of vitals?” a mitigated request for the nurse to take the patient’s
blood pressure, heart rate and respiration rate. Nurse(f) responds an indirect suggestion that pain
medication is in order; i.e. “Do you want to give her some aah/ Dilaudid/?” While mitigating her
suggestion, Nurse(f) also demonstrates that she understands the reasoning behind Res. Doc(m)’s mitigated
request to take the patient’s blood pressure, a prerequisite to ordering pain medication.
As the turn continues, they discuss the choice and amount of medication for both pain and
anxiety. The process of latching occurs in turns 557 to 559, with each able to complete the thought and intent
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of the other, also indicating attunement in mutual understandings gained by a shared history of interacting over
time.
While the process of negotiation continues Res. Doc(m) is seeking the opinion of the nurse; (i.e.
“What do you think of that? You think that’s GOOD/ The two of Ativan?) Again, latching is evident in
turns 554. through 557., with each participant mitigating their utterances; (i.e. I mean I-; Or do you think
that’s too soon? I mean; Why don’t we give one and if that doesn’t do much/ Give another\.) Latching, or
completing another’s line of reasoning, reproduces mutual alignment of participants (i.e. “why don’t
we…”) as well as referring to a past history of interaction. As a normative feature, there is no comment and no
need for repair, indicating that this form of interaction is expected as routine, when caring for patients.
Mitigated speech runs throughout this episode of care, and rather than reflecting obstruction of
messages, as in prior work in aviation cockpit crews, it serves to initiate and increase cooperation among
the staff members. Initiated most frequently by Resident and Staff physicians, the occurrences may
indicate the hierarchical preference (i.e. Physician) for seeking cooperation by means of mitigated speech.
The frequency of mitigated speech is analyzed for its use by participants categorized by identification,
and assuming the medical hierarchical order, as follows.
MITIGATED SPEECH FREQUNCY PER HIERARCHICAL CATEGORY
Table: Mitigated Speech Frequency per Hierarchical Category
Staff

Resident

Nurse

Technician

Patient

Consultant

Turns

53

288

108

4

41

10

Intonation

128

808

236

27

70

16

16

51

9

5

0

4

Units (IU)
Mitigated
Speech
(MS)
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MS/IU

12.5%

MS/minute

.58

6.3%

1.9

3.8%

18.5%

0

25%

0.3

0.2

0

0.14

of
Speech

Note:

The total events of Mitigated Speech = 82 per 27.47 minutes of recorded speech. Mitigated

Speech occurs at the rate of 3 per minute.
Res. Doc(f) and Res. Doc(m) display the use of mitigated speech at the rate of 1.9 units per
minute, with Staff Doc(m) displaying . 58 units of MS/minute. Nurses represent the category of next
highest use of mitigated speech per minute at the rate of 0.3 units of MS/minute. Technicians, who are
employees of the Emergency Department, are next at the rate of 0.2 units of MS/minute. Consultants, as
in Trauma residents, display the use of mitigated speech at the rate of .14 units of MS/minute. The
instance of intonation units(utterances) being 27, falls well below the frequency of utterances by nurses
(236), residents (808) and staff physician (128) but is closest to frequency of utterances by Consultants at
the rate of 16. Rather than representing the traditional hierarchy of medicine, the underlying structure, the
use of mitigated speech, as well as turns and intonation units, and its frequency of use in Room1, aligns
with participation in operational events (i.e. examining patient, coordinating events and in this negotiated
enterprise.)46
The overarching order of medicine and hierarchical ordering of professions is adjusted to the
local participation framework of Room1, thus the Department of Emergency Medicine. Staff Doc(m), is
ultimately responsible for the events of Room 1, both medically and legally. His role as an educator and
model for participation in Room 1 is reflected in the high frequency of use of mitigated speech (i.e.12.5%
of IU’s are mitigated) as embodied in the use of mitigated speech by residents (i.e. 6.3% of IUs are
mitigated), which is almost twice the use of mitigated speech, over nursing staff. This pattern suggests
46

Negotiated enterprise as part of community of practice (see note 24, below).
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that the modeling of the use of mitigated speech by Staff Doc(m) reflects the locally situated need for
physicians in Room 1 to direct the matter of patient care by seeking cooperation and coordination by
means of mitigated speech. As noted in the progression of patient care in Room 1, the Staff Doc, Res.
Doc and Nurses, the intended goal of indirect requests is met as coordination and cooperation unfolds and
the patient is examined and treated for their injuries, thus achieving stabilization of their physical status.
The extension of the use of mitigated speech by Nursing staff also reflects the use of mitigated speech
with a mutual goal of cooperation and coordination. Mitigated speech is part of a shared repertoire of
patterns of interaction in this Department of Emergency Medicine, and its use is reflective of a
diminishing of difference in status necessary for the common enterprise of its participants. Wenger
suggests that one source of community coherence is evident in the shared repertoire of actions of its
members, and in the event of Room 1, mitigated speech is a resource used by all, with varying degrees of
use, and toward the coordination of events.
Mitigated speech in Room 1, as in the DEM, also serves as a recurring process, and as it is
understood in the local context of its use, it serves to increase coordination and cooperation.
In response to the problematic of mitigated speech in the aviation cockpit, the differences noted, reflect
locally produced patterns of interaction, acquired over time and through a history of interaction, and serve
as a resource to the participants as well as benefiting the medical care of the patient. The contextual
features of each domain, of medicine and aviation, cannot be minimized in any effort to increase safety.
And, in order that medical safety be improved, the contextual disparities of safety strategies evolving
from aviation, as in CRM training, and applied to medicine, must be analyzed further.
In contrast, the frequency of use of mitigated speech by Trauma consultants (i.e. 25% of MS/IU)
is second highest only to its use by technicians (i.e. 18.5% of MS/IU), a phenomena reflecting his position
within the community of practitioners. As indicated in the progression of exam, Trauma(m) and
Trauma(f) interact with the ensemble of emergency personnel, employing shared communicative
resources, though the frequency of mitigated speech demonstrates ambiguity in relation to styles of
interaction differentiated in Room 1. Trauma residents are located primarily within the Department of
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Surgery, and are “on call” to the DEM. In the event of Room 1, Trauma codes, their participation in
exam, diagnoses and treatment, is essential in this joint enterprise. The referential language used in
interaction with DEM participants is a shared resource.
However, the relational elements, as reflected in the use of mitigated speech, reveal the realities
that exist at the boundary of DEM identity and community. The shared history of interaction in the
situation of Room 1, trauma codes, as well as throughout the DEM, is focused on the specific need for
evaluation and possible schedule of surgery for patients. The differentiation at the boundary of the DEM
and Department of Surgery is clear, though participation can produce ambivalent identities and
participation in local events. Periodically, the differences between departments becomes focused in the
form of disputes, as when tribes and clans conflict. In the event of dispute leading to interference in
patient care, inter-departmental meetings ensue to resolve the dispute.
During the course of this study, such a point of tension evolved. Traditionally, Trauma surgeons
“run the trauma code”; that is, they are in the position of coordinating the staff in
Room 1. At Rivera Hospital, DEM residents “run the code.” A specific incident occurred in which
Trauma Staff attempted to usurp this role from the DEM resident running the code, and was met with
resistance as the resident continued to run the code. As a result, the tension embedded in the division of
power to run the code, culminated in a “retreat” with participation of both departments, referred to by one
senior staff member as a “Kumbaya” meeting (i.e. “I’m not going to sit around a table and sing Kumbaya
with them”).47 Ultimately, the dispute over boundaries and roles was resolved and a normal pattern of
interaction between departments ensued.
X-ray technicians also belong to the Department of Radiology, separate from the DEM, though if
assigned to the DEM, they are active participants producing coherence in Room 1. Of the specialties
involved in care of patients, their directives are often of higher volume and pitch, perhaps to gain needed
attention over the high volume and high pitch of activity and talk in Room 1. In the event of correcting a
47

Kumbaya,in this instance, is not the ritual communal coming together through song, but a satirical comment making light of any
attempt by upper management to deflect from the business at hand. This comment can be glossed as “let’s get down to the real
business at hand and forget this foolishness”.
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patient identity, “HEY/ CANCEL it. It’s SMITH. It’s MARY SMITH”, the directive deliverance of the
utterance gives evidence of criticality of the name correction as heard over the interaction of other
participants. X-ray technicians routinely use higher pitch and volume to provide clear and important
directives to participants. A common directive issued prior to taking an x-ray, is a loud announcement of
“CLEAR” signaling that radiation exposure is about to occur.
During the course of the study, the x-ray techs staged a form of “blue flu” in that they called in
sick, with 100% compliance for this action. The action was taken as there were pay discrepancies between
DEM X-ray technicians and those of other departments. As a result, their significance was highlighted in
that the senior DEM medical staff and trauma staff concurred in notifying the Chief of EMS, to divert
emergencies to one of the two remaining Trauma Centers in the city. The inclusion of x-ray technicians
within the community of practice, and as necessary for mutual engagement of care of trauma patients, is
signaled by their identity and essential role in the DEM, both internally and external to the department in
which they practice.
MITIGATED SPEECH, COOPERATION AND COORDINATION
In summary, mitigated speech, as “powerful tool for encoding relational information” (Linde 1988) is
reflected in the preference of style as modeled by the senior Staff Doc(m) and enacted by Res. Doc(m) and Res.
Doc(f), and employed as a resource to coordinate and gain cooperation in care of patients in Room 1. It is a
resource employed by nurses, technicians and trauma consultants as well, though with less frequency.
An additional resource observed throughout this episode is that of the use of “We” and “Let’s”, as both a
form of mitigation and alignment of participants in mutual engagement. Rather than producing a directive
utterance, the employment of mitigation in seeking cooperation and coordination produced its intent as
observed in the progression of care of the patient in Room 1.
The diminishing of difference of status, reflected in the negotiation of medication use, as noted in
the exchange of Nurse(f) and Res. Doc(m), indicates not only a process of attunement, but also evokes the
necessity of reliance of participants upon each other. Trust gained through mutual engagement over time,
results in allocation of responsibility of patient care among the participants, and each move toward patient
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care, regardless of hierarchical status, is considered to be the responsibility assumed by individuals and
regarded as essential to accomplishing medical care in Room 1.48
At Rivera Hospital, the DEM physicians are acutely aware of the unique local collaboration with
nursing staff, as well as with x-ray technicians. In an attempt to find validity in my observations that there
is a diminishing of difference of status in the local practice of medical care, I posed this hypothesis to two
senior staff physicians. The elicited response reinforces the inherent structural features of emergency
medicine, in that physicians are educated and trained, and legally and medically responsible to make
treatment decisions. However, in referencing the accomplishment of caring for patients, both identify the
collaborative effort inherent in this endeavor. The observations of the physicians are such that the nursing
staff, as well as technicians, do what is necessary without being directed. They are “amazed” at the level
of their clinical knowledge and that they don’t wait to act, if they see a need. They act “autonomously”,
and in the event of Room 1, where there is need for quick decisions, physicians unconsciously rely on
experienced personnel. There is a high regard, and high level of trust, based upon a history of interacting
in this high stress and complex medical endeavor.
Two themes emerged from the elicited responses of senior physicians: first, that there is a high
level of trust and interdependence based upon a history of interaction; and two, that the day to day
medical care of this ensemble is like that of a team. One physician made the analogy that he views the
DEM staff as a “jazz ensemble” in which there is an underlying structure, and security within the
structure, which then allows different players to improvise. The second physician compares the history of
interacting and mutual trust and interdependency as a product of “It’s like being in a war, in the trenches
together. You have to trust and help each other. We are connected to each other.” Although this limited
sample may not represent the whole of the medical group, both physicians make strong statements about
the difference of this group as contrasted with other emergency rooms and site the report of experiences
of physicians who left the DEM, worked in other hospitals, and then returned to St. Elsewhere.
48
Wenger (1998) identifies “communities of practice” as a sustained mutual engagement, with a shared repertoire of
resources (actions, discourses, styles, stories, tools) employed in a joint enterprise and providing local coherence for its
participants.
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Unanimously, the differences are noted in the quality of the nursing staff as experienced in other facilities.
Most notably, DEM physicians are struck by the level of competence of this nursing staff and their ability
to initiate action without direction from physicians.
Nurses report diverse opinions of the DEM physicians, noting that the hierarchical reality of
medicine exists, though they feel that they perform their jobs with a high degree of autonomy and receive
an unusual degree of regard for their work. The most frequent description, given by nurses, of their
position within the medical hierarchy, is that they feel that they can function autonomously within the
DEM. One nurse comments on the whole of the emergency room ensemble and reporting, “They are
cowboys. They are excellent at what they do. They know what will happen down the road.” Throughout
the episodes of care recorded over this 6 month period of time, I observed nurses teaching residents, as
well as residents receiving medical education in the form of weekly educational “rounds” and supervision
by senior staff. Concurrently, nurses participate in mandatory and ongoing medical education provided by
their management team.
The transcripts and analysis reflect the interdependence of this work group, a phenomenon noted
in elicited responses of nurses and physicians. Yet the processes of attunement, accomplished in face to
face interaction, are less articulated. In the event of Room 1 and Room 2, as transcribed, the analysis
reveals patterns occurring throughout, of positions and strategies employed by speakers to coordinate and
collaborate in their effort to stabilize the traumatized patient. Mitigated speech, as a means of seeking
cooperation and effecting coordination of care, can be viewed as an interactive resource employed by
participants to enact the protocols of medical care for patients. Rather than being part of an explicit
educational instruction, the acquisition and use of this resource occurs through repeated face- to- face
interaction, understood and employed with implicit understanding of its use. Mitigated speech becomes
the normative means of seeking cooperation and coordination. It is but one resource of many, modeled by
experienced staff members and its use is acquired through repeated interactions over time.

The

significance of the frequency of its use among staff in Room 1 and Room 2, is such that when this
resource is absent, problems in communication ensue and require repair.
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E.TREATMENT INITIATIVES ARE RENDERED - Part II
The flow of events continues, though a notable shift in alignment and footing as the exam has
resulted in initial diagnoses of injuries and treatment options have begun. The intensity of the initial
exam, with multiple participants coordinating efforts and in alignment with the “we” and “lets”, now
moves to individual participants invoking first person.
Turn/Speaker

Transcription

575. Nurse(f)

I need you to get a temp/

Explanation

Non-Verbal

Speaking to fellow nurse

Real quick/

576. Res. Doc(f)

And put this on her\

??

Yeah\

Responding to inquiry (??)

You don’t know (??)
577. Res. Doc(m)

Did you get any of the x-rays Sir?

To Staff Doc as gaze
shifts to him

578. Res. Doc(f)

And I don’t know if they are going to want-

Gaze toward patient and speaking

And ooh/
Yeah I don’t know what they are going to want/

Referring to Trauma consultants

They didn’t order anything on HER?
579. All

Multiple voices not clear (4 seconds)

580. Res. Doc(f)

{I don’t think they were too impressed with her exam\

581. Res. Doc(m)

{I need a lateral c-spine a chest and a flat pelvis/

582. Staff Doc(m)

Do you want to send her back for a C-spine?

Gaze directed to x-ray tech
Referring to Room 1 patient who has
had a series of x-rays completed

Turn/Speaker

Transcription

583. Res. Doc(m)

Act-

Non-Verbal

Explanation

Actually if you can get584. Res. Doc(f)

Yeah/
That’s what I was thinking\
She can get everything back in the department\

Referring to CAT 1 area of ER
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585. Res. Doc(m)

Well I ordered a bunch of aah/

Both residents are speaking to
Staff Doc about what is still needed

586. Res. Doc(f)

{And I’ll get a chest PMI back there too/

587. Res. Doc(m)

{We need a lateral C-spine because we need to do a CT of her head\
{ . .. This one I don’t know yet\

588. Staff Doc(m)

{That looks fine here\

Residents are overlapping in speech
Gaze toward Room 1

Gaze toward Patient in Room 2
Gaze toward Patient in Room 1

{It’s All right\
589. Res. Doc(f)

{Okay\

590. Staff Doc(m)

{Elbow WISE/

Acknowledging Staff Doc

I’m not too impressed\
Knee wise-/
591. Res. Doc(f)

I’m not too impressed there either\

Patient in Room 1 moaning loudly

Elbow wise either/
Because I squeezed both of her elbows\
592. Staff Doc(m)

So chest (??)/

593. Res. Doc(f)

Pelvis/

594. Staff Doc(m)

(??)

595. Res. Doc(m)

(??)

596. Nurse(f)

Who wants to have a Foley?

Directed to all as is gaze

1.THE TRANSITION FROM ‘WE’ TO ‘I’
In the flow of events, the shift of footing and alignment signals a series of utterances in which the
residents display their medical expertise and consult with the supervising staff physician. The
employment of “I” in this series of turns represents the resident assuming responsibility for his actions in
diagnosis, treatment and performing to display his skills. Though the residents are in the final month of
their Emergency Medicine residency, they continue to maintain their status differential with Staff Doc(m). In
turn 577. Res. Doc(m) addresses his “senior staff” as Sir, reaffirming his position as structurally inferior,
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re-establishing the deference accorded to one’s teacher, and revealing the underlying structural order of
hierarchy. This emerging pattern signals a shift in focus from intense and immediate action of the
ensemble, interacting in alignment as “we”, to that of “I”, as the progression of the exam and treatment
moves toward completion.
The repetition of the utterance “I” in the remainder of the event in Room 1 and Room 2,
reveals a pattern in which the alignment of participants, still collaborative and cooperative, shifts to a less
intense series of interactions indicative of the fact that the stabilization of the trauma patient has been
accomplished. The focused actions of multiple participants required for immediate stabilization of the
patient, now progresses in a less structured manner, though the structural hierarchical order is more
explicit. Collaboration in the form of “we” and “lets” is intermingled and reflects ongoing processes of
attunement of participants.
2.NARRATIVE PERFORMANCE
As this transition is realized, the flow of utterances includes the employment of narrative and
performance, and the content reflective of personal concerns.

Bruner, hypothesizes that narrative

“emphasizes the structuring of events in terms of a human calculus of actions, thoughts and feelings.49”
Narrative, as a genre, reflects “concerns about past events in order to understand and cope with their
current concerns.50” Performance in the event of Room 1, also reflects concerns about past, present and
future concerns. In the event of the following performance, the content reflects the current concerns and
past events, with an element of humor, emphasizing his distress in response to the events of the day:
Turn/Speaker

Transcription

625. Res. Doc(m)

TESTING?

626. Res. Doc(f)

Okay Sammy/

Non-Verbal

Explanation
Playfully addressing microphone

/Do it again/

49
Bruner in Ochs & Capps (1996:26) extends the human predisposition to organize their experience in terms of plots. He
hypothesizes that narrative is one of two modes of cognitive functioning; that of paradigmatic thinking, emphasizing categorization
and, that of structuring events in the form of human assessment of actions, thoughts and feelings.
50

Ochs & Capps (1996:25).
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627. Res. Doc(m)

/ECHO HARRY/

628. All

Multiple overlapping speakers (.. .. .. )

629. Res. Doc(m)

ECHO/

Res. Doc(f) in background continues

HOTEL/

with performance while multiple

LARRY/

speakers continue

.. .. Echo Romeo Sierra/
630. All

Multiple overlapping speakers (3 seconds)

631. Nurse(f)

They said it was a fourth car (??)

632. Res. Doc(m)

CONFIRMA-

Speaking to all

CONFIRMATION PLEASE/
Turn/Speaker
633. Res. Doc(f)

Transcription

Non-Verbal

NO NO/

Explanation
Patient moaning as all speak

They didn’t –
634. Nurse(m)

This car came across the (??) the scout car (??)-

635. Res. Doc(f)

They didn’t hit-

636. Res. Doc(m)

I HAVE THE ENEMY IN MY SITES/

Continuing to play and perform

I want ALL the ARTILLARY IN OUR

Multiple

PERIMETER/

accident

.. .. I repeat/

He is speaking over the volume of all

ALL THE ARTILLARY IN OUR PERIMETER/

speakers in the room

637. All

speakers

talk

about

Multiple speakers and patient crying loudly in the background in Room 2
(3 seconds)

638. Res. Doc(m)

We’re being OVERRUN/

639. All

Multiple overlapping speakers and patient continues to cry in background
(3 seconds)

This performance by Res. Doc(m) is encouraged by Res. Doc(f), in turn 626., who realizes that
the room of participants has not clearly heard the keying of this event, as play. As a commentary on
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current stressors in CAT 1 and Room 1 and 2, Res. Doc(f) aligns with Res. Doc(m) to announce the
performance as it relates to the concerns and stressors of all participants, and reinforces the shift in
footing of Res. Doc(m) with the intent of “rounding up” the audience. As a form of attunement, or
diminishing of difference of status, Res. Doc(f) includes all participants despite hierarchical status, as
they have collectively experienced the events of the day and continue to be participants in interaction with
patient’s suffering, as noted in the cries of the patient, in the background.51 Given the high stress level and
acuity of patients treated thus far in the shift, the individual participants share the experience of caring for
the patient according to the paradigm of emergency medicine, and at the same time, respond on an
affective level, to the condition of suffering and pain of the patient. More significantly, and not available
for explicit expression, they respond to the external socio-political and economic forces that have created
the situation of the accident; that is, the availability of illicit drugs in the inner city, the unemployment
and frustration level of individuals who have been unable to escape this environment, and the frequency
of this ensemble’s confrontation with its results. It is a collective response that also serves as a source for
attunement; that is, a diminishing of difference toward a new coherence of shared experience and
emotional response.
Ochs and Capp expand the function of narrative as a means of resolving the “discrepancy
between what is expected and what has transpired.”52 The narrator frames the event as problematic by
eliciting a response reflecting their commonsense knowledge of what is to be expected, or by detailing the
distressed responses to the commonly shared experience. As the progression of care continues, and the
immediacy of need of the patient is perceived as less critical, the participants shift footing and introduce
narratives evoking their frustrations with the continual events of accidents, poor health, and illicit drug
use, by delivery of shared moral response to the events of the day. The implicit action is that of dealing
with the reality of the environment and attempting to synthesize the discrepancy of what is expected and
the reality of the current socio-economic conditions of the external environment.
51
At this point in the flow of medical events, a nurse is attending to the patient in Room 2 while the group is either
situated in
Room 1 or in the hallway between Room 1 and Room 2.
52
Ochs & Capps (1996:27)
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3. RUNNING COMMENTARY
Running commentary about the stress presented by the patient and experienced by the staff in
numerous events of the day, is intertwined with direct care of the patient:
Turn/Speaker
659. Res. Doc(m)

Transcription

Non-Verbal

Explanation

It’s just the tendon’s open\
.. .. It just needs to be washed out/
And\
You know\
Debreded properly\

A procedure to remove dead tissue

And\
.. .. .. I mean she’s gone CRAZy/
We need to660. Res. Doc(f)

I HEAR she’s gone crazy\

661. Res. Doc(m)

What a NIGHTmare DUDE/

662. Res. Doc(f)

I know\

663. Res. Doc(m)

Well/

664. Res. Doc(f)

It’s a hell of a last shift/

665. Res. Doc(m)

It’s not MY last shift/

666. Res. Doc(f)

I know/

Chuckling softly

Continuing to chuckle softly

This interaction occurs between two residents in their final month of residency. As cohorts in a
class of residents, categorized by year, and thus experience, they share the anticipation of the end of residency,
but are only within reach of the finish line; and, anticipating more stressful shifts before they exit.
As the progression of care continues, a shift in and out of commentary and coordination of care is
evidenced in the employment of “I” as contrasted to “we.” This contrast illuminates the difference in the
deictic use of pronouns as reflective of individual position and the coordination and cooperation necessary
to complete the care of the patient:
Turn/Speaker

Transcription

Non-Verbal

Explanation
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688. Res. Doc(m)

Do-

Addressing and gazing toward nurse

Do you want me to do something here?
689. Nurse(f)

(??) A name tag/

Addressed to (??)

I have to put a foley in you/

Now addressing patient

To get some urine\
690. All

Multiple speakers overlapping with one inquiry
made of Res. Doc(m)

691. Res. Doc(m)

No I’ll just kind of hang out with her\

Referring to patient

692. Res. Doc(f)

Well that’s not going to happen\

Someone suggests that the patient
wants to have a cigarette

693. Res. Doc(m)

Is there any way to get an order for that?

694. Res. Doc(f)

NO WAY/\

Joking to all

It’ll blow our ER up/
695. Res. Doc(m)

Don’t move around/

Gaze toward patient

{Stop moving/
696. Res. Doc(f)

{She wants a cigarette/

Fewer overlapping speakers at this
point as activity slows down

697. X-ray Tech(f)

{Take your time NOW/

698. Res. Doc(m)

{We have got to get an x-ray here/

Gazing at patient

All right?
DON’T MOVE/

Directing patient

.. .. ..Try to keep your arm down/
699. X-ray Tech(f)

Keep this one down/
Come on/
REACH for me here\

700. Patient(f-2)

She softly moans and attempts to comply with
request of x-ray tech

701. X-ray Tech(f)

REACH/

Multiple speakers in background
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.. .. REACH with this arm/
COME on\
702. Res. Doc(f)

Ma’am we’ll COVER you back up/

Gaze shifts to all staff in area

She says she’s cold/
.. .. All right\

In the continued flow of events, utterances reflect ongoing care while running moral commentary
is replicated and a running narrative about the resident, who was stabbed, re-emerges:
Turn/Speaker
733. Res. Doc(f)

Transcription

Non-Verbal

Explanation

Heroin\

Res. Doc(m) continues to comment

.. .. Heroin alcohol\

on Room 1 patient’s reluctance to
comply

734. Trauma(m)

/ (??) because we don’t know if

we’ll just Res. Doc(f) chuckles He is anticipating his Attending’s

discharge her\

softly

impression of patient case findings

(??) care enough about her (??)
735. Res. Doc(f)

Dude\

Empathizing with Trauma resident’s

I hear you\

anticipated response from Attending

736. Trauma Doc(m) I could be wrong\
(??)
737. Res. Doc(f)

It’s tough\
.. .. A lot of people verballyabuse you\
Patient wise that is/

738. Trauma(m)

THAT’S /

Res. Doc(f) chuckles

That’s no different\
(??)
739. Res. Doc(f)

Yeah one of our residents just got stabbed/

740. Nurse(f)

Really?

Newly arrived nurse(f)
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741. Res. Doc(f)

With a pen\
.. .. Yeah/

742. Trauma Doc(m) Was it deep?
743. Res. Doc(f)

Was it DEEP?
It just missed his eye/

The running narrative, originally created by a nurse who witnessed the accident, has been
transferred and animated by Res. Doc(f) as told to Trauma(m) and Nurse(f), who has recently arrived and
joined in the interaction. In this process, the narrative of a real event is carried and transferred to future
participants, none of whom witnessed the event. It becomes incorporated into the background knowledge
of participants in the DEM, and verbally anchoring the narrative to other discourses that will evolve in
future events.53 The narrative is accompanied by affective contour in its retelling providing a context for
its use as a resource for participants. In this instance, the unanticipated behavioral responses of patients
and visitors in the DEM are contextualized and signal the potential for verbal and physical abuse of
participants in the course of providing medical care. In turns 733. through 743., the contextualization
cues cover verbal abuse, physical abuse of DEM employees, and moral evaluation of patients’ behavior.54
This narrative evolves throughout the remainder of this recorded shift, and emerges in the following weeks,
when an event occurs evoking the sentiment and affective response embedded in this event.
The narrative becomes a resource for expression of human response to events generating
contextualization of past experience in to current events and producing a means by which to resolve the
discrepancies between what is expected, and what actually occurs. The narrative of this event exemplifies
the reaching back to prior text, thus experiences, providing a resource for attunement, or diminishing of
difference of individuals who form the DEM medical staff. The shared understandings, of the narrative
53
Bauman proffers a review of folklore and its function in forming context. He departs from traditional views of folklore
by looking from within the context emphasizing the “agency” of the narrator “…using the text itself as appoint of departure, and
allowing it to index dimensions of context as the narrator himself forges links of contextualization to give shape and meaning to
his expression”…moving us closer to a balanced understanding of the most fundamental of all anthropologic problems, the
dynamic interplay of the social and the individual, the ready-made and the emergent, in human life.” (in Duranti & Goodwin
1992:141-142).
54

This narrative continues through turn 746. (Bauman 1992)
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and the occasion for its use, serve as resources that are employed by participants in their reach toward
mutual engagement and understanding.
F.THE PATIENT IS WHISKED OFF TO THE O.R. - DISPOSITIONS ARE REACHED
The flow of events in Room 1 and Room 2 moves toward closing of this event, in turn 880,
referencing the disposition of the patient; that is, moving the patient to either CAT 1. or the operation
room, and subsequent disposition from the DEM:
Turn/Speaker

Transcription

Explanation

NonVerbal

880. Res. Doc(f)

She’llI I presume she’ll probably be going home\

While medical care of the patient’s wounds are addressed, and with preparation for further x-rays, in
this turn, the utterance keys, simultaneously, a shift from current activity in Room 1 and Room 2 to that of
CAT 1. A change in footing is anticipated in references made to interacting with yet another consultant,
Neurology, and through a shared history of experience. Additionally, attention is also shifted to the care
of a patient, in progress, in CAT 1:
Turn/Speaker

Transcription

899. Nurse(m)

Is she going to be admitted or ((?))?

900. Res. Doc(m)

Neuro is going to tell us ((?))\

901. Res. Doc(f)

That’s rubbing salt in the wound\

Non-Verbal

Explanation

Referring to ongoing conflict about
admissions of ER patients

902. Res. Doc(m)

You know that guy in 114?

Referring to room in Cat1

.. .. He’s a psych patient/
903. Nurse(m)

Right/

Overlap and multiple speakers

904. Res. Doc(m)

We were trying to tap him but we didn’t have time/

Res. Doc(f) talking to nurse in back
ground
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1.CONCLUDING THE FRAME OF ROOM 1 AND ROOM 2
In this transitional phase out of Room 1 and Room 2 and in to CAT 1, and as medical care
continues, there continues to be an atmosphere of levity:
Turn/Speaker
909. Res. Doc(m)

Transcription

Non-Verbal

Explanation

You’re going to do it?
.. oh-

910. Nurse(m)

((?))

911. Res. Doc(m)

Okay/
Good/

912. Nurse(m)

((?))

913. Res. Doc(m)

Right ON?

Ongoing

.. I like it/

background speaking of next steps

914. Res. Doc(f)

She is-

915. Nurse(m)

((?))

916. Trauma(m)

((?))

917. Res. Doc(f)

No\

multiple

speakers

in

Finishing prior unit of speech

.. I think it’s918. Trauma(m)

What do you thing?

919. Res. Doc(f)

A lot bigger\

920. Res. Doc(m)

Hey/

Complimenting Trauma Doc (m)

Good job there/
921. Trauma Doc(f)

YEP/

922. Nurse(f)

((?))

Compliment accepted
Directed to Trauma Dococ

923. Trauma Doc(m) I know I know I know/

Responding to nurse remark

I KNOW/
924. Res. Doc(m)

You know it might be time for the aah/
X rays and stuff with this too/

Clears throat

Multiple overlapping speakers in
background (ie joking)
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.. .. I mean I have done exactly the right thing\
925. All

False arrogance & joking

Ongoing multiple overlapping speakers with a shift
to more informal talking joking commenting on the
care of patients in both Room 1 & 2 and CAT 1
(8 seconds)

Turn/Speaker

Transcription

Non-Verbal

Explanation

926. Res. Doc(m)

We’re almost done here/

Speaking of contrast dye that patient

I ((?)) two glasses/

has to drink for CT scan

This is glass number two/
927. Trauma(m)

She has to drink it ((?))\

928. Res. Doc(f)

And how about-

Referring to immediate x-ray images

/Can her chest be brought up on that machine?

available in Room 1 & 2

929 .X-ray Tech(m)

/Her x-ray’s right here/

Pointing to light box and x-ray

930.Res. Doc(m)

/Hey Harry?

To male x ray tech

/This is two ((?)) right?
931. X-ray Tech(m)

/Correct yeah\

932. Res. Doc(m)

/So we ((?)) another one here\

933. X-ray Tech(m)

/Yeah/

934. Res. Doc(f)

/Can we bring up Smith on that one?

935. X-ray Tech(m)

Yeah/

936. Res. Doc(m)

Sounds good\

Also addressing x ray tech(m)

.. .. This is glass number two right right here\
937. Tech(m)

((?))

938. Res. Doc(m)

Well we geWe had to give it while she wasActually.. I kind of putWhen we sort of doing this-

Chuckling
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The C-spine I was kind ofWe were talking about putting our hands on her/
And we gave her the Ativan and Dilaudid/
I think like a little touch kind of calmed her down
just enough/
Until she relaxed and now she’sJust out\
.. .. But she’s she’s breathing fine/
939. Trauma(m)

You just got to make sure we don’t have to give her Chuckling softly
Narcan to straighten her out/
.. .. .. She had ((??))

940. Res. Doc(m)

She’s she’s actually moving-

941. Trauma Doc(f)

{She’s been smoking ((?)) crack\

942. Trauma Doc(m) Yeah\
943. Trauma Doc(f)

/((?))

944. Res. Doc(m)

She’s going to be volatile/

945. Trauma Doc(m) We should get some good scans though\
No motion artifact ((?))\

and:
In turn 953, Res. Doc(f) shifts her footing as she prepares to leave this frame of events and return
to CAT 1, and while her patient in Room 2 is being prepared for further X-ray and CAT Scan studies in
the X-ray department of the DEM:
Turn/Speaker
953 Res. Doc(f)

Transcription
Excuse me|
.. .. .. OKAY/
Chest looks good/
Let’s roll her/

Non-Verbal

Explanation
As she steps out of x-ray booth
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I’m off/
Thanks guys/

Moving Patient to CT scanner in x-ray Dept

Meet me there/
Anything else?
.. .. Jimmy?
.. .. .. Hey Jimmy?
(??) Anything else?
All right/
See you in RoomSee you in CAT 1 rather\

As Res. Doc(f) reaches to close her participation in this portion of care, she prepares her
departure with verbal signs of gratitude while maintaining the participation frame of the medical team,
extending her expectation that this mode of interaction will continue as everyone returns to CAT 1.
Res. Doc(m) also prepares for the transition back to CAT 1 while he continues to interact with
Trauma consultants, negotiating further care for the patient as well as re-establishing boundaries that have
become unclear during the care of the patient
Turn/Speaker
983.Res. Doc(m)

Transcription

Non-Verbal

Explanation

So what are you guys thinking/
If we don’t find anything on her except for thisHand deal/

984 Trauma Doc(f)

She still gets the blunt trauma/

985.Res. Doc(m

I know/

986.Trauma(m)

Well as far as?

987.Res. Doc(m)

What if nothing else comes out?
{Then what do you think we’ll do?

988.Trauma(m)

{I have to talk to Plastics and see/
I mean I don’t think-

Referring to more x-ray series
Docs at patient’s side
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They might/
989.Res. Doc(m)

{Well she’s-

990.Trauma(m)

They might say she’s going home with-

991.Res. Doc(m)

It’s not a going home kind of person/[

992.Trauma(m)

WithWith aah Silvadene and all kinds of stuff but I
had aI think she’s going to need she’s going to need
some(??)

993.Res. Doc(m)

I see some nice tendon and stuff there/

2.THE RE-EMERGENCE OF THE BOUNDARY OF “ER” IDENTITIY
The negotiation unfolding between Res. Doc(m) and Trauma(m) is ultimately about treatment
and the tensions that exist around disposition decisions and will also include Plastic Surgery, yet another
bounded unit of Surgery. Each participant shares common background knowledge about the play of
departments when deciding the disposition of a patient. Often, the difference in opinion about location of
follow up treatment is made by the consultant regarding the specific need for their specialty of care. The
DEM holds ultimate responsibility for the patient until the point of patient departure from CAT 1. If DEM
physicians perceive a need for further treatment from a specialty service, and that is not going to be
forthcoming, the DEM staff continues to care for the patient without this resource. Res. Doc(m) negotiates for
the staff in CAT 1 as he knows that the care of the patient will fall on the collective of participants.
The transition from Room 1 to CAT 1 is an event that is ambiguous regarding who will care for
the patient, and despite this state, activity moves toward closure of Room 1. It is certain that the patient
needs a CT scan, and the negotiation is further complicated when the “Ct scanner” in the DEM is not
functioning, a fact that has potential to increase the frustration of DEM staff, but also offers the possibility
of promise:
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Turn/Speaker

Transcription

Non-Verbal

Explanation

1000. Overhead Page

The scanner is down at this time/

1001. Res. Doc(m)

OOH Shit/

1002. All

Multiple overlapping speakers. (4 seconds)

1003. Nurse(f)

OOH Boy/

1004. Res. Doc(m)

OH/

Nurse suggests going to different

This just makes aah/

scanner outside of ER

My life a little more difficult\
.. .. Well we’ll go to CAT 1 I guess.
.. .. .. Yeah can we uhm/
We could go upstairs/
As long as she’s on the monitor/

And possibilities for relief of work load stress are contemplated:
Turn/Speaker
1010. Res. Doc(m)

Transcription

Non-Verbal

Explanation

The one upstairs/
Is sometimes open but/
It may notActually it probably isn’t open now\
That may be our only CT/

Referring to CT in ER.

1011. MK

So are (we) closed to codes then?

Referring to EMS runs to ER

1012. Res. Doc(m

The we’re going to have to close down the ER/
I think/
If our CT is down/
We may have to close our ER to trauma\

1013. Trauma Doc(m)

That’s good/
.. .. .. Chuckles softly.
I think you should push for that man\

Chuckling softly
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1014. Res Doc(m)

Well actually I’m going to/
If we reallyIf our CT’s down/

As this episode of care in CAT 1 moves toward conclusion, Res. Doc(m) realigns with all
medical the pronominal use of “we” as he references the potential for stress relief for all participants. The
intersubjective understandings of ways to alleviate stress, as an ongoing feature of this environment re
represented in the shared play of participants, with the possibility that the Emergency Room would close
to EMS runs, a remote possibility runs; a remote possibility. 55
The close of this episode is not sharply defined by the participants in a defined utterance, but
rather by a shift from more formal medical talk and protocol to that of informal conversation and
interaction reflective of mutual understandings about what has transpired in Room 1 and Room 2. The
language of coordination and cooperation revealed in the lexical choice of “Lets” and “We” gives way to
that of “I” associated with the embodiment of sentiment of individual participants who share and form
this collective.
III. SUMMARY
In analysis of interaction in Room 1 and Room 2, two themes emerge for discussion; that of the
locally specific interactive moves displayed in the use of mitigated speech as a means of producing
coordination and collaboration; and, the function of narrative as it serves to relieve stress, and solidify
group solidarity through the embedding of semantic interpretation of past and current events. As recurrent
patterns of the lexical use of “Lets” and “We” appear through the progression of medical exam and
treatment of a patient, an ongoing process of attunement is realized in the diminishing of difference of
status inherent in the alignment of Staff Doc and Res. Doc, with that of all medical personnel.
Additionally, the co-constructed means by which narrative is initiated and sustained by participants, in the
55

The use of “closed to EMS”, references the stoppage of EMS transport of patients to this facility. In the event that this
occurs, the stress and workload would dramatically be reduced, as would the acuity of patient needs. The stress of the DEM staff is not
calculated in such decisions, but rather, the unavailability of required diagnostic technologies would, as in the “call in” by x-ray
technicians cited in the prior text. One condition of accreditation for “level a” trauma centers, is that they remain open to EMS runs at
all times and with the exceptions noted above.
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role of animator, or audience, is indicative of the interactive means by which participants develop and
sustain shared understandings of current events and achieve mutual understandings that diminish the
difference of status, in a hierarchical schema prescribed by the institutional order of medicine.
Mitigated speech is a universal feature of interactive politeness, and its use can either facilitate or
obstruct social organization and coordination of work group action. The function of mitigated speech, as a
communicative resource, can only be understood within the context of its use, and as produced in the
specificity of locally produced human interaction. Similarly, the function of narrative, a universal means
of attaining semantic interpretation, reveals its significance to local participants responding to concrete
events and in its production, provides a resource for attunement, or the diminishing of difference or status.
By means of shared meaning production, narratives become a requisite element in the locally produced,
diminishing of difference of status, inherent in the delivery of medical care in this Department of Emergency
Medicine
Mitigated speech, as a form of indirect request, is a form of politeness or a course of action taken
to seek cooperation. It can either facilitate or obstruct coordination and cooperation and is thereby
implicated in the success or failure of interactional achievement and operational goals. Linde concludes
that it is “ a most powerful tool for encoding relational information.” (Linde: 1988:396). Often an
indicator of asymmetry in the hierarchical order of the aviation cockpit, it is an interactive process in this
emergency medical group, which can only be interpreted in the socially situated features of local interaction.
Tannen puts forth the observation that mitigated speech, comprehended in its local cultural context, can serve
as a form of attunement, or a diminishing of difference (of status) and an increasing coordination of participants.
Narrative emerges as yet another instance of processes of attunement, revealing a diminishing of
difference of status, as participants reach back to prior histories of mutual interaction and shared meanings of
prior experiences. Status differential is notably absent in the right of a speaker to initiate, or sustain narrative
formation, or in the recall of prior narratives at appropriate times, acquired knowledge occurring through
recurrent interaction over time. The personally shared narratives of past episodes of medical care, as well as the
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evolving narrative sustained by participants of disparate organizational hierarchical status, reflects the locally
produced patterns of recurrent interaction and means by which relationships are sustained.
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Chapter 5: DISCUSSION
A.CONVERSATIONAL ANALYSIS OF ROOM 1 AND ROOM 2
1. The Relational Elements of HRO at Rivera Hospital
The purpose of this dissertation was to apply the methodology of Conversation Analysis to highlight
the informal communication of the emergency room workgroup at Rivera Hospital, with the objective of
discovering recurrent interactive patterns and the inherent relational work necessary to accomplish a Trauma
Code, at a level of safety comparative to that of ultra-safe systems, as described in the literature of High
Reliability Organizations.
The organizational context of this trauma center provides a comparative example of High Reliability
Organizations, achieving a high degree of reliability, ands safety, under conditions of high risk in which
decision making occurs within the constraints of time pressure, and immediate decisions are made with the
potential of catastrophic outcomes for the patient. Yet it is in the locally situated, temporal, unfolding of human
interaction and shared implicit rules of interaction, and the forming of an emerging context that safety is
realized, meeting the requirements of HRO (Sindell 2005; Ortner 19 ; Duranti and Goodwin 1992).
2. The Significance of Relational Elements of Interaction on Emerging Social Order
This Conversational Analysis makes use of the concept of attunement, or the diminishing difference of
status, as a recurrent conversational feature move by which participants seek cooperation and coordination and
collaboration in face-to-face interaction, in the mutually constructed action of providing safe medical care in a
highly complex and high risk environment. Implicit and reciprocal relational expectations of participants make
possible the effects of agents (participants) on structure, and medical protocol, and the unconscious structuring
of language and its effects on interaction (Sapir 1931;Hoijer 1995) . Thus, processes of attunement toward
diminishing the difference of status, not only shape interaction, but structure an emerging field of interaction in
which coordination and cooperation are achieved with the prospect of effecting an unfolding of safe medical
care.
The formal structural order of medical protocol, requires the social processes and relational work of
participants in face-to-face interaction in order to achieve its’ goals, that is the stabilization of the trauma
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patient. Interactional organization discovered in informal communication, reveals the process of creating and
stabilizing the social order (Krifka, et.al 2001), a social process governed by its own regalities (Hutchby and
Wooffitt 2001). Furthermore, that the regularities are recurrent patterns of interaction specific to local context,
and local relational elements of this workgroup.
3. Flattening of the Hierarchy
Processes of attunement, in the diminishing of difference of formal organizational status, are located
in the recurrent use of mitigated speech, in the form of “Lets” and “We”, aligning participants in a cooperative
and collaborative effort to sustain the action of providing medical care . The significance of the recurrent t use
of “lets” and “we” in this local context, is marked by the need of repair of relationship, as when displayed in
the repair made by Res.Doc(m) when he corrected his use of “I”, immediately employing the use of “we”, to
realign himself within the relational frames of cooperative and collaborative interaction. In presenting a model
of interaction to be imitated, and incorporated in ongoing face-to-face interaction, the senior staff reveals the
significance of relational elements in accomplishing the goals of emergency medicine.
Reflecting upon Linde’s (1988) assessment that mitigated speech is a powerful tool to encode
relational elements of interaction, the recurrent use of mitigated speech in the instance of the emergency room
of Rivera Hospital, reflects the diminishing of difference of status necessary for workgroup cooperation and
coordination, rather than as a potential for miscommunication resulting in catastrophe.
4. The Boundary of ‘ER’ Identity: Flattening of Hierarchy to Achieve Locally Produced Medical and Social
Order
Primarily significant is the finding that the distribution of the use of mitigated speech is most often
produced by senior staff physicians, who serve as faculty, modeling the interactive, thus communicative
elements necessary to produce cooperation and coordination in this stressful and highly complex environment.
The least likely to use mitigated speech are those in more peripheral roles as technicians.
Significantly, trauma consultants, who are also physicians, are least likely to use mitigated speech
when in a Trauma Code . The differential occurrence of use of mitigated speech between emergency room
personnel, and consultants, marks the boundary of “ER” identity and the speech community, and reinforces
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the locally produced patterns of emergency room interaction that diminish the difference in status in a
process of attunement.
The boundary of the emergency room work group is illuminated when there is dispute between trauma
consultants and the emergency room staff and residents. Dispute is followed by inter-departmental meetings,
resulting in a clarification of boundaries and reinforcement of the social order within the emergency room, with
the recurrent display of flattening of the hierarchy in order that the goals of stabilizing the patient can be
achieved.
5 .Local Adaptations of a Trauma Code
The diminishing of difference of status through the processes of attunement, or coming together to
create order , reflects a local adaptation located in the relational elements of this emergency room face-to-face
interaction. Trauma surgeons, while in emergency medicine Trauma Codes, serve as a contrastive instance in
the low use of mitigated speech during their interactions with emergency room personnel.
B. NARRATIVE AS A PROCESS OF ATTUNEMENT
An unanticipated finding during the course of this Conversational Analysis is in the use of narrative as
means of diminishing the difference of status and as a means of expressing the concerns and subjective
evaluations of participants . The status differential is not evidenced in the emerging production of narrative,
initiated by Nurse(m) who witnessed the accident preceding this Trauma Code, and elaborated upon and
distributed by Res.Doc(f). The ongoing narrative is appropriated by physicians who become the animator of the
narrative constructed by Nurse(m).
1 .Narrative as Moral Comment
Narrative form emerges in the course of the progression of care in Room 1 and Room 2,
reflecting the attitudes and feelings of participants toward the incongruence of what is expected and what
has occurred. Additionally, moral comment about the patients is, in addition to the function it serves for
relief of tension, an evaluative process as participants comment on the behaviors of the victims leading to
the accident, observable in the form of narrative.
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In the context of the use of narrative in the emergency room, it is documented as it is created,
evolves and becomes an object of exchange among participants in patient care. As the narrative takes
form, we learn about the stressors of this shift, as it is mutually perceived and interpreted by all
participants regardless of status. For the purposes of analysis, narrative becomes yet another form of
attunement and subsequent observation of diminishing of difference of status is documented in the data.
Furthermore, the retelling of past narrative is not marked by institutional status, as Nurse(f) initiates
the retelling of a senior staff’s description of “5 point restraints”, and engaging the listener, who is the ratified
audience.

The laughter of additional members of the audience, co-workers, signals the synchrony of

response reflecting the common knowledge and attunement to past events, and repetition of interactive
patterns of a shared reference system with shared meaning.
The content of recurrent and emerging narratives in this episode of care, reflect the concerns,
attitudes and assessment of participants as they provide medical care. Moral assessment and commentary is
reproduced by several participants in this Trauma Code, indicating the victims of this motor vehicle accident
were complicit in their demise due to drug use in combination with driving. Additionally, this narrative reaches
back to prior episodes of care in this shift, as the Cat.1 medical staff has already cared for 2 heroin overdoses.
The experiences of heroin overdoses on this shift, along with assessed contributing factors to this accident, also
reach back and elicit memory of prior episodes of attunement in the care of patients who use illicit drugs , as
well as the affective response of participants to prior episodes of care.
2 .Narrative Expressions as Safety Alarm
A recurrent retelling of the event of a resident who was stabbed while caring for a patient, highlights
the common experience and concerns about work group safety in this potentially chaotic and unpredictable
environment.

Additionally, commentary about institutional response to this incident is expressed when

Res.Doc(m) insinuates that the resident/stab victim, on his last day of residency contract, may well be without
insurance for follow –up medical care. Though improbable, this comment indicates the attitude of medical
workers toward the potential lack of regard by organizational hierarchy when one of the participants is
injured while providing medical care.
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The potential to utilize workgroup narratives as a source of assessing the concerns of workers on the
front line of high risk endeavors and to assess perceptions of “safety culture” becomes apparent in the process
of a Conversational Analysis. Furthermore, emerging concerns about safety can be captured in recording and
transcription of workgroup interaction. This method, as a potential means of assessing “cultures of safety,”
stands in contrast to the static results of survey and questionnaire methods now utilized as a management
strategy in response to safety risk.
The potential to recognize safety concerns of participants arising from narrative as it emerges, provides
yet another example of the richness of narrative reporting systems to enhance safety, but with the added element
of capturing the concerns of participants as compromises are observed in real time.
Narrative, is conceptualized in this study, as another instance of the processes of attunement. In
analysis of the transcription of this episode of care, an ongoing narrative emerges, and passed around by
participants, regardless of the organizational and institutional hierarchical organization. Narrative can serve to
diminish the difference of status, as participants construct and recall the same lived experience, and reaction to
that experience, coming together in a commonality of history
II.THE RATIONALITY OF HRO
A.HRO CLASSIFICATIONS AND TYPIFICATIONS
High Reliability Theory, as it has emerged since the late 1980’s, is based upon extrapolation and
abstractions of recurrent qualities of ultra-safe systems. The initial data acquired by multiple observers over
multiple episodes of operation on a flight deck carrier, provided a rich description of the communicative, and
cognitive resources of participants in that high-risk endeavor (Rochlin, LaPorte and Roberts;1987).

Crisis

resistant patterns ,of communication in High Reliability Organizations (Bierly and Spender 1995) , are
extrapolated from ethnographic materials gathered by submersion in the culture, and attributed to Rickover
the patterns of communication necessary for safe operation in this context, though the face-to-face interaction
of workgroups is not available for analysis.
Yielding to classification and typification of characteristics of HRO, the abstractions derived from the
initial studies have been appropriated by management strategists who seek to measure the safety climate of an
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operation against the abstracted qualities of HRO (Ciavarelli 2005; Fin 2000; Weick 1993). The rational
methods of observation and classification of type provides for ready-made transfer of methods to other
domains, while discounting the specificities of context and the context forming effects of local human
interaction as a social system interacting with organizational form (Bierly and Spender 1995). Furthermore ,
classification of safe attributes and typifications in the form safety strategies while providing ligitimation,
disregards the ability to locate current and emerging interactive strategies in face-to-face interaction as a
source of safety practice.
2. Challenging Current ‘Cultures of Safety’
The rational methods of HRO and “cultures of safety” management strategies must be reviewed in
light of the objectification of safety, posing a larger research agenda; that is; is patient safety an object rather
than a process? The imminent need to improve patient safety as indicated by the IOM report of 1999, has
resulted in numerous attempts to reduce medical error and develop more error-resistant systems, often
imitating the safety strategies arising from HRO. However, in legitimating attempts to increase patient safety
by means of imitation, the contextual differences of medical care necessitates a comprehension of the
appropriateness of transfer, and a possible loss of already present patterns of interaction, that not only increase
coordination and cooperation, but also result in increased patient safety.
C.HRO AS IMITATION AND LEGITIMATION
1 .Institutional Isomorphism
Institutional isomorphism as employed by DiMaggio and Powell (1983) references Weber’s concept
of bureaucracy as the ‘iron cage’ that encompasses rational core of organizations. In response, the authors offer
hypothesis that incorporate the need to revisit the spread of bureaucratization in light of current organizational
fields, differentiating bureaucratic structures emerging from economic competition, to that of professional
organizations, as in medicine. Isomorphism references the adoption, or homogenization of organizational fields,
based on the need for new organizations to legitimize through imitation.
Thus patient safety strategies emerging from HRO and cultures of safety in highly technical and highly
complex enterprises becomes a legitimate process to reduce the occurrences of medical error. Based on an
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institutional response to the perceived crisis in patient safety, the rationality of HRO lends medical organizations
legitimacy in their attempts to increase patient safety. Arising from crisis , modeling is a response to uncertainty
(DiMaggio and Powell 1983), while conferring and reinforcing legitimacy, structures and programs for the
organizational field (i.e. medicine and error) and limits the possibility for innovation emerging from within the
field of medicine, and medical specialties.
2. The Problem of Transfer of Safety Strategies: The Significance of Context
Professional isomorphism, legitimates the credentials, and knowledge base of medicine, conferring
legitimacy through adherence to an accepted standard of practice and employing an identical vocabulary and
method of diagnosis and treatment. The question that arises from the Conversational Analysis of the
workgroup at Rivera Hospital’s trauma center, is not one of legitimacy of the standards of the organizational
field of medicine, but of the imposition through organizational isomorphism as it transfers strategies from the
field of military, aviation, and naval contexts to that of medicine, safety models that may not only mask current
safety strategies of people on the front line, but also impede innovation s in increasing patient safety.
The isomorphic transfer of safety strategies may legitimate management of medical organizations while
obscuring the very elemental practices of safety now employed in the specificity of local contexts of interaction.
C.THE SIGNIFICANCE OF RELATIONAL ELEMENTS OF INTERACTION
1. Reciprocal Conduct
The participants in this Trauma Code follow not only medical protocol, but in the enactment, display
rules of conduct that define a course of action “ directly, as obligations, establishing how he (participant) is
morally constrained to conduct himself; indirectly, as expectations , establishing how others are morally bound
to act in regard to him” (Goffman 1967:49).
The patterns of use of “we” and “lets” signals the moral order of diminishing of difference of status,
sustained through the use of mitigated speech and narrative. The significance of maintaining this social order
is highlighted by the need for repair, should the speaker, in the course of the Trauma Code, employ the first
person , in error. Thus, “we” and “lets” specifies that the action to unfold requires flattening of the
hierarchy in order that the action of patient care be accomplished. Of significance is the fact that the
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participants are unaware of this pattern, yet have tacit and mutual understandings of the social and
relational requirements necessary to produce the action of a Trauma Code.
2. Implicit Understandings in Local Context
The diminishing of difference in status, as noted in this Conversational Analysis, articulates
normative relational patterns that are both expected and anticipated by participants as they enact medical
protocol. By responding to cues, tacitly understood by participants, the use of “lets” and “we” signals a
polite request to engage in a collaborative and cooperative endeavor in enacting the protocols of a trauma
code. The physician of primary responsibility in ‘running the code’ initially aligns herself with all
participants in Room 1 by signaling “we are going to take care of you”. Participants, in turn, derive
meaning and participate in structuring of the episode of care, through mutual engagement and mutual
alignment with each other, responding to and eliciting tacitly understood usage of “we” and “lets” as an
initiation of cooperative and collaborative action. The accomplishment is achieved only by the collective
actions of participants, who through recurrent interaction, derive shared meanings through experiences in
not only Trauma Codes, but also in the day to day care of patients in the whole of the emergency room.
3. The Interactive Emergence of Safe Medical Performance
I take Room 1 and Room 2 work group performance as socially organized practices developed in
the course of human interaction in which “participants produce, recognize and coordinate their activities
in the workplace” (Garfinkel 2000:19). Through recurrent interaction, processes of attunement in the
pattern of mitigated speech,

increase coordination and cooperation (Gumperz 1982), creating and

sustaining social order in an unfolding context and produced through reciprocal action (Schegloff 1995).
Cognitive models of individual thought processes and schemas, provide a necessary but
insufficient understanding of the individual immersed in fields of interaction. Medical knowledge of
individual participants and Trauma Code protocol provide an epistemological foundation that only
becomes realized in the enactment of medical care.

Protocols serve as resources, and guides that

individuals employ (Suchman 1987) toward the mutual production of Room 1 and Room 2 medical care
achieved through interactive processes, requiring relational elements acquired over time.

Mutual
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engagement and shared understandings of appropriate action, not only of medical procedure, but also, of
shared relational patterns of interaction, are necessary to produce medical care in an environment that is
both high risk, and subject to contingencies that are often unanticipated. Participants not only synchronize
the flow of face-to-face interaction (Goffman 1995) toward a mutually sustained action, but also maintain
shared rules of engagement in producing the collaborative and coordinated moves required to achieve and
actualize Trauma Code protocol, while improvising when protocol fails to sustain that action.
The enactment of medical protocol in Room 1 and Room 2 unfolds in an interactive field in
which participants with individual agency, engage in an ever emergent social performance of providing
care.

Shared meanings and understandings acquired by means of ongoing interaction, in multiple

episodes of patient care, provide for the “ever expanding reference and subtlety leading to the creation of
a shared language” (Trix 1993:19), and only acquired in the specificity of local practice. Mitigated
speech and narrative emerge in practice, as local processes of attunement, having meaning to local
participants who engage in flattening of the hierarchy to diminish the difference, allowing the emergence
of a local social order enabling the enactment of medical care in a Trauma Code.
D. IMPLICATIONS FOR MEDICAL ANTHROPOLOGY AND ORGANIZATIONAL STUDIES
The underlying assumption in this Conversational Analysis is that in order to grasp an
understanding of the production of safe medical care, it is essential that the context of medicine be
understood in its organizational form. Furthermore, given the organizational form of medical institutions
today, it remains that the production of medical care occurs in the face-to-face interactions of patients
with medical personnel within the constraints of bureaucratic structure. The implications for the fields of
medical anthropology and organizational studies are given consideration in the following sections.
1. Medical Anthropology and Practical Understandings
The field of medical anthropology has outlined an agenda to understand the production of
Western medicine and as the site of understanding of the interaction of the patient with the medical
system. The focus of medical anthropology on doctor-patient interaction has provided a means by which
we gain understandings of meanings of power, the creation and meaning of illness and disease, and the
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production of medical science. Yet little has been done to illuminate the significance of participation of
providers who also turn to the same medical system to address their own illness and misfortunes. Rather
than the “other” as typified in the literature of medical anthropology, medical care providers derive
meaning and identity in their daily practices. The enactment of medical protocol requires an
understanding of the interactive and social relationships of multiple levels of medical providers. The locus
of medical care may appear to occur within the doctor-patient relationship, yet multiple participants are
required to provide that care.
This Conversational Analysis offers an opportunity to understand medical providers within the
constraints of bureaucratic structures, with the possibility of articulating how constraints impede or
enhance safe and respectful medical care. Additionally, this study offers a means by which medical
anthropology can address emergent practical problems, informing organizational fields from the
perspective of an anthropologist who brings to the table, qualitative methods to illuminate the relational
elements of social life, not as static categories, but as emergent processes.
2. Organizational Studies and Anthropological Method
In a move away from categorization and typification, this Conversational Analysis shifts focus to
processes of interactive accomplishment within the organizational field of medicine, highlighting the
emergent quality of safe medical care and as it is located in the face-to-face interaction of providers on the
front line of care.
While HRO provides for an emerging theory, the pre-emptive categorization of safe system
characteristics, offering measures of safety as management strategy, excludes an understanding of the
emergent categories and relational work of participants on the ground. Rather than managerial strategies
imposing order to produce safety in practice, organizational studies would benefit in the effort to increase
patient safety by choosing to understand safe operations as they emerge in practice, with an agenda to
illuminate the requisite relational elements of participants in safe systems. Furthermore, the results of
questionnaire and surveys used as tools to determine ‘cultures of safety’ may not yield the specificity of
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participant concerns as they emerge in practice in the form of emerging and ongoing narrative as captured
in the informal communication of participants.
3. The Specificity of Cultural Context
Finally, the significance of context stands in relief when attempting to transfer safety strategies
from the domains of aviation, and other high risk and high hazard industries to the organizational field of
medicine. While providing legitimacy to the efforts of management to reduce patient safety, this effort
may impede the current safety practices evolving from ongoing interaction of medical providers operating
at a high level of safety. In the effort to increase patient safety, the application of Conversational
Analysis may illuminate those relational elements that impede the production of safe medical care.
The specificity of locality and temporal unfolding of events of this Conversational Analysis
reveals how local interactional adjustments must be made to achieve the requisite cooperation and
collaboration necessary for any human endeavor. Rather than responding to the question of ‘what’
elements are present in safe systems, the inquiry in to ‘how’ safe operations are achieved.
E.SUMMARY
This Conversational Analysis was undertaken to elucidate the elements of informal
communication of an emergency room work group which contribute the production of safe medical care,
in a location that meets the characteristics of a High Reliability Organization. The enactment of medical
protocol as situated in the face-to-face interaction of medical workers providing care in a Trauma Code at
Rivera Hospital, reveals recurrent patterns of processes of attunement in the diminishing of difference of
status necessary to collaboratively and cooperatively produce safe care. In the recurrent employment of
‘lets’ and ‘we’ in addition to emergent narratives within this episode of care, reveal the concerns and
attitudes of participants, and again reveal the diminishing of difference of status in the participation of
narrative performance.
The rationality of HRO as both a measure of safe characteristics and as a management strategy
may convey legitimacy through imitation, thereby addressing the crisis in patient safety, but in doing so,
it may also conceal the relational elements which enhance or diminish the mutual production of safe care
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by medical providers. The interactive emergence of safe medical care requires recognition of not only
cognitive resources, but interactive and communicative resources required for any human endeavor.
The implication of this study for Medical Anthropology is in the potential to apply
anthropological methods to practical problems arising in a highly complex, and high risk endeavor of
providing medical care.

Additionally, the location of modern medicine as it is situated within

organizational fields, must be articulated to gain a comprehensive understanding of our modern healing
system. At the same time, recognition of medical care as a product of multiple interactions of medical
participants from a range of hierarchical positions, working in collaboration, reveals the significance of
cooperation and coordination as necessary relational elements in the production of safe medical care.
The organizational context of modern medicine shapes practice, though the significance of the
emergent face-to-face informal communication in shaping context is less understood. The concept of
context as emerging in interaction provides for a dynamic understanding of organizations as comprised of
multiple levels of interaction, and patient safety as emerging from multiple and overlapping contexts
situated within modern medical organizations (Perin 1995). Anthropological methods addressing the
dynamic and emerging “interplay of the social and the individual, the ready-made and the emergent in
human life” (Bauman 1992:142), provides for an understanding that reaches beyond categorization and
typification in understanding the production of safe medical care.
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APPENDIX A: Transcription Conventions
TRANSCRIPTION CONVENTIONS

EXAMPLE

Signifying Speaker’s Speech:

Staff Doc(m)

A pause of one second:

..

Indicating fall intonation at end of word:

geldi\

Rising intonation at end of word:

geldi/

Question with rising intonation:

?

Signifying a false start or speech interruption:

-

Indicating empathic stress – word in capital letters:
or syllable in capital letters:

HEY
SYLlable

Reflecting phrase intonation of prior talk:

\ \

Dash at the start of a line is a continuation of the
previous line without a change in intonation or pause:

-medical

Brackets placed before or after words indicate
overlap of talk from person to person:

indicates[

can-

[ overlap
In the flow of utterance, below the previous
line of speech signifies no perceptible pause between turns:
Simultaneous talk is indicated by:

{

Double question marks indicate speech not
clearly audible for transcription:

(??)

Italics are used to refer to non-verbals and noted
explanations of speech:

She gazes towards
patient

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Appendix B: Transcription of a Trauma Code

Explanation

180

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

181

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

182

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

183

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

184

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

185

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

186

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

187

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

188

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

189

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

190

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

191

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

192

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

193

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

194

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

195

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

196

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

197

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

198

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

199

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

200

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

201

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

202

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

203

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

204

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

205

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

206

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

207

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

208

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

209

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

210

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

211

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

212

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

213

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

214

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

215

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

216

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

217

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

218

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

219

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

220

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

221

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

222

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

223

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

224

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

225

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

226

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

227

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

228

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

229

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

230

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

231

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

232

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

233

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

234

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

235

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

236

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

237

AND

Transcription

2 RECORDED J UNE 1, 2003

Turn / Speaker

R OOM 1

Non-Verbal

Explanation

238

Room 1 and 2 recorded June 1, 2003

239
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In this dissertation, I apply the methodology of Conversational Analysis to highlight the informal
communication of an emergency room work group, with the objective of discovering recurrent interactive
patterns and the inherent relational work necessary to accomplish the safe medical care of patients in a
Trauma Code, on a level of safety comparative to that of ultra-safe systems as described in the literature
of High Reliability Organizations.
The significance of relational elements of interaction on emerging social order, is highlighted in
processes of attunement, or the diminishing of difference of status, in the use of mitigated speech and the
co-construction of narrative. The use of mitigated speech and narrative serve as conversational moves, of
consequence, by which participants seek cooperation and coordination, and collaborate in face-to-face
interaction, in a mutually constructed course of action of providing safe medical care in a highly complex
and high risk environment.
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