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Standards are not one uniform thing, with one uniform effect. 
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Summary  

This dissertation explores the relationship between standardisation and discretion in 

professional work at street level, using the priority setting of triage nurses as its case. Triage 

nurses are employed at the frontline of emergency medical services, where they work to 

assess the urgency of patients’ complaints. This work can be very challenging, requiring rapid 

assessments of a large group of unknown and unsorted patients, some of whom may be 

critically ill.  

To aid these assessments, emergency services have increasingly introduced standardised 

triage systems that specify how nurses should proceed in interpreting and prioritising cases. 

Triage systems reflects a broader trend in healthcare, which has seen a widespread 

introduction of clinical practice guidelines, all seeking to generate uniformity and quality 

control by streamlining clinical decision making. The introduction of these guidelines has 

been described as an unprecedented form of standardisation of professional clinical work, but 

there is little consensus regarding their effects. While proponents argue that clinical practice 

guidelines are an important means of improving quality and efficiency, critics denounce them 

for promoting bureaucratisation, homogenisation and so-called ‘cookbook medicine’. 

Observing this impasse, there have been calls for an empirically grounded ‘sociology of 

standardisation’ to acknowledge that guidelines can have different effects in different settings 

and to explore standardisation on a case-by-case basis.  

Informed by that proposal, this dissertation explores the relationship between standardisation 

and discretion in triage nurses’ priority setting. The dissertation is based on nine months of 

fieldwork in a Norwegian emergency primary care clinic (EPCC), where nurses were required 

to assess patients using the Manchester Triage System (MTS). Observations revealed that 

nurses regularly departed from the MTS while also seeming to be influenced by the system in 

a number of ways. On this basis, the dissertation addresses the question of how and why 

nurses departed from the MTS and, conversely, how the MTS influenced their assessments.  

The introduction and the four associated articles show how nurses supplemented the MTS 

with additional skills and knowledge, and how this led them to adjust or override the priorities 

formally prescribed by the system. While they had several reasons for so doing, their primary 

concern was to ‘correct’ the MTS and to ensure more precise prioritisation of patients. 

However, the MTS also played a significant role in their assessments by restricting, enabling 

and supporting priority setting. 



 
 

Beyond shedding light on discretionary practices among triage nurses, the dissertation makes 

three more general contributions to the sociology of standardisation. First, it helps to bridge 

the gaps between the sociology of standardisation and the literatures on street-level 

bureaucracy and categorisation. In so doing, it identifies fruitful theoretical linkages for future 

studies of standardisation and discretion in street-level categorisation of clients. 

Secondly, the in-depth exploration of nurses’ use of the MTS provides a rich account of the 

difficulties of streamlining clinical practice. Despite its elaborate design, the MTS was too 

‘thin’ to match the complexity of triage nurses’ work, and to follow it unreflectively would be 

to the detriment of both patients and staff. For that reason, nurses found it necessary to render 

the guidelines ‘thicker’ by making situated judgments, illustrating the crucial role of 

additional skills and knowledge in making standards work. 

Finally, the dissertation shows how the MTS (despite its shortcomings) affected nurses’ work 

in multiple ways, illustrating how guidelines interact with professional practice. In so doing, 

the dissertation transcends the either/or language that characterises much of the debate around 

standardisation, instead providing a nuanced account of the interplay between prescribed and 

discretionary aspects of triage nursing.  

  



 
 

Sammendrag 

Avhandlingen utforsker forholdet mellom standardisering og skjønn i profesjonelt arbeid ved 

å bruke en etnografisk studie av triagesykepleiere på legevakt som sitt case. Triage er fransk 

for å sortere, og triagesykepleiere har ansvar for å sortere innkomne pasienter etter ulike 

grader av hast – og slik bestemme deres plass i køen til en av legevaktens leger. Triage kan 

være krevende arbeid. Sykepleierne må gjøre raske vurderinger av mange ukjente og usorterte 

pasienter, og det kan få store konsekvenser om de overser kritisk sykdom.  

For å lette slikt sorteringsarbeid har flere og flere akuttinstitusjoner innført standardiserte 

triagesystemer, som spesifiserer hvordan man skal gå fram for å fortolke og prioritere 

pasienter. Dette reflekterer en allmenn tendens i helsevesenet, der man de siste tiårene har sett 

en svært sterk vekst i bruk av retningslinjer for å standardisere klinisk beslutningstaking. 

Bruken av retningslinjer er omstridt. Forkjempere mener de sikrer effektive og evidensbaserte 

helsetjenester, mens kritikere hevder de fører til byråkratisering, homogenisering og såkalt 

«kokebok-medisin». Frontene kan være steile, og en respons har vært framveksten av en 

såkalt «standardiseringssosiologi» som forfekter en alternativ, empiridrevet tilnærming til 

spørsmål om standardisering. Utgangspunktet er at retningslinjer kan ha ulike effekter i ulike 

settinger, og oppfordringen er å gå åpent og empirisk til verks for å utforske hvordan de 

faktisk virker på helsevesenets bakkeplan.  

Med inspirasjon fra standardiseringssosiologien utforsker denne avhandlingen forholdet 

mellom standardisering og skjønn i triagesykepleieres arbeid. Avhandlingen er basert på ni 

måneder med feltarbeid i en norsk storbylegevakt, der triagesykepleiere var pålagt å bruke 

Manchester Triage System (MTS) i prioriteringen av pasienter. Observasjoner viste at 

sykepleierne regelmessig avvek fra MTS, men også at systemet hadde en rekke konsekvenser 

for deres prioritering. Med dette som utgangspunkt søker avhandlingen svar på hvordan og 

hvorfor sykepleierne avvek fra MTS, og hvordan MTS påvirket pasientprioriteringen deres.  

Gjennom fire artikler og en kappe viser avhandlingen hvordan sykepleierne supplerte MTS 

med egne kunnskaper og ferdigheter, og hvordan dette ofte ledet dem til å overstyre systemets 

formelt foreskrevne prioriteringer. Sykepleierne gjorde dette første og fremst for å 

«korrigere» MTS og prioritere pasienter på mer presist vis. Samtidig spilte også MTS en 

sentral rolle i arbeidet deres, ved å begrense, muliggjøre og støtte dem i deres prioriteringer. 



Ved å kartlegge sykepleiernes skjønnsmessige prioritering gir avhandlingen tre mer generelle 

bidrag til standardiseringssosiologien. For det første bidrar den til å bygge bro mellom 

standardiseringssosiologi og teorier om bakkebyråkrater og kategorisering. Med det legger 

den et teoretisk fundament for videre studier av standardisering og skjønn i 

klientkategorisering på bakkenivå. 

For det andre gir avhandlingen en rik illustrasjon av utfordringene med å strømlinjeforme 

klinisk praksis. Til tross for utførlige retningslinjer kunne ikke MTS matche kompleksiteten i 

triagesykepleiernes oppgaver, og hadde man fulgt systemet slavisk, ville det vært til skade for 

både pasienter og ansatte. Sykepleierne måtte derfor supplere MTS med egne kunnskaper og 

ferdigheter, en praksis som illustrerer hvordan retningslinjer må gjøres «tykkere» for at de 

skal fungere overhodet. 

For det tredje viser avhandlingen hvordan MTS, på tross av systemets begrensninger, likevel 

preget sykepleiernes arbeid på en rekke måter. Avhandlingen gir en nyansert analyse av 

samspillet mellom retningslinjer og profesjonell praksis, og demonstrerer slik fruktbarheten 

av å gå åpent og empirisk til verks for å forstå retningslinjers mange og ulike virkninger.  
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Chapter 1: Introduction 

It is Monday evening and I am sitting next to Nurse Mary in the frontline of the emergency primary care 

clinic. We are in a ‘triage booth’; she is doing ‘triage’—that is, assessing the urgency of patients’ 

complaints. The waiting room is noisy and crowded, and we are both starting to get tired. Mary has just 

spent four minutes assessing a man with ear pains; he was her thirty-fourth patient today. After deciding 

on a ‘green’ priority—the second lowest of five —and sending the man to the second waiting area in the 

clinic, Mary tries to complete her documentation. For the first time in this particular assessment, she 

opens her ‘triage manual’; she is supposed to choose one of its 53 flowcharts to guide her assessment. 

Browsing through the chart for ‘Ear problems’, she mutters, half in my direction, “So, where can I fit 

him?” 

This dissertation explores the relationship between standardisation and discretion in 

professional work at street level, using the priority setting of triage nurses as its case. 

Standardisation is a key concern in modern societies, driven by multiple actors that include 

states, companies, NGOs and professional bodies, all seeking to “render the modern world 

equivalent across cultures, time, and geography” (Timmermans and Epstein 2010: 69). The 

range of standardisation seems ever-increasing, as evidenced in the spread of safety standards, 

performance standards, standardised testing, grading standards and labour standards, to name 

but a few. Indeed, according to Brunsson and Jacobsson, “A proper understanding of 

standardization is a prerequisite for understanding the way modern society functions” (2000: 

15).  

Arguably, Brunsson and Jacobsson’s claim is especially relevant for contemporary healthcare. 

Since the late 1980s, the field of healthcare has been involved in a massive standardisation 

movement called evidence-based medicine, which seeks to generate uniformity and quality 

control primarily by means of clinical practice guidelines (Knaapen 2014; Mykhalovskiy and 

Weir 2004; Timmermans and Berg 2003; Weisz et al. 2007). Also referred to as algorithms, 

protocols and procedural standards, these tools specify how processes should be performed in 

a step-by-step manner (Berg 1997a). Mass introduction of clinical practice guidelines 

represents a broader shift in how professional work is regulated; while earlier attempts sought 

primarily to streamline working conditions, clinical practice guidelines instead seek “to 

intervene at the moment of a health care provider’s special expertise: medical decision 

making” (Timmermans and Berg 2003: 13). Accordingly, as Timmermans has observed, 

“Clinical practice guidelines constitute an unprecedented form of standardization of 

professional clinical care” (2005: 491).  
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The introduction of evidence-based guidelines is not confined to the medical profession; 

indeed, it has been suggested that we are now seeing an ‘evidence-based everything’ (Fowler 

1997). Triage nursing is a central case of this trend. Working at the frontline of emergency 

medical services (EMS), triage nurses are responsible for assessing the urgency of patients’ 

complaints (FitzGerald et al. 2010). Since the mid-1990s, EMS organisations have turned 

increasingly to triage systems to aid nurses’ assessments (Iserson and Moskop 2007). 

Although varying in design, all such systems include guidelines for interpreting and 

prioritising cases. Triage systems are less optional in character than most medical guidelines, 

aiming for near-exhaustive codification of the decision-making process. The aim is to ensure 

more systematic and objective assessment, so increasing quality and efficiency.  

These are commendable goals, as triage can be challenging work. For many acutely ill 

patients, EMS is often their first point of contact with the healthcare system, which means that 

triage nurses have little or no prior knowledge about the patients they assess. Additionally, 

patients often present with problems that elude simple textbook description, and nurses must 

typically make a rapid assessment, as there are many others waiting in line. The fact that 

many EMS organisations struggle increasingly with overcrowding (cf. Pines et al. 2011) adds 

to the challenge for triage nurses in terms of both time pressure and the need for fine-grained 

sorting of patients. A further pressure is that these assessments can have significant 

consequences for the patients in question. At worst, the patient may die while waiting to see 

an EMS physician if a critical illness is overlooked. More generally, triage nurses play a 

significant role in determining how long patients have to experience anxiety, despair or pain 

while waiting, and in how they are subsequently understood and treated by other actors in the 

EMS.  

However, while there is broad consensus on the need to ensure appropriate priority setting in 

triage, there are differing views about the utility of guidelines in achieving that goal. Some 

argue that guidelines are central to reducing arbitrariness and bias in healthcare work (cf. 

Berkwits 1998; Geyman 1999; Rosoff 2001), but critics of this approach denounce standards 

for increasing the bureaucratisation and homogenisation of clinical practice (Haug 1988; 

Ritzer 1993), leading to a form of so-called ‘cookbook medicine’ (Harrison 1998; Hunter 

1996). As many have observed, this debate can be heated, with a tendency to absolutism on 

both sides (cf. Knaapen 2014; Timmermans and Berg 2003).  

To escape this impasse, there have been calls for more empirically grounded perspectives that 

focus on what standards actually do at the street level of healthcare practice. As a key 



5 
 

example, the emerging sociology of standardisation1 (Timmermans and Berg 2003; 

Timmermans and Epstein 2010) seeks to complement traditional ‘top-down’ perspectives (in 

which guidelines are seen simply as blueprints to be implemented) with a ‘bottom-up’ 

perspective, focussing on how guidelines are actually used in clinical practice. Drawing on 

insights from interactionism and science studies, these ‘sociologists of standardisation’ warn 

against the idea of guidelines as “one uniform thing, with one uniform effect” (Timmermans 

and Berg 2003: 23). Instead, they argue that the sociological import of standards “comes out 

most clearly through scholarship that is specific, empirical, and located in concrete social 

settings” (Timmermans and Epstein 2010: 84).  

In the case of triage, some bottom-up studies have explored how triage nurses make use of 

guidelines in their assessments (see article 1 in this dissertation for a more thorough review). 

One common finding is that triage nurses’ priority setting relies on more than guidelines, 

which are seen as an insufficient basis for decision making (cf. Fry and Burr 2001; Gerdtz and 

Bucknall 2001). However, most of these studies explore telephone triage, which differs in 

many ways from the face-to-face EMS encounter (cf. O’Cathain et al. 2004). Furthermore, 

with a few exceptions (Greatbatch et al. 2005; Russell 2012; Tjora 2000), most such studies 

provide rather thin descriptions of both guidelines and how nurses relate to them, making it 

hard to judge the interplay between these factors. Similarly, while many studies show that 

nurses depart from guidelines, few provide any thorough explanation of how and why they do 

so. Finally, in focusing almost exclusively on nurses’ departures from guidelines, most studies 

neglect how guidelines may potentially influence nurses’ assessments. It seems, then, that 

more research is needed on standardisation in triage.  

Informed by the sociology of standardisation, this dissertation represents a bottom-up 

exploration of the relationship between standardisation and discretion in the priority setting of 

EMS triage nurses. During nine months of ethnographic fieldwork in a large-scale Norwegian 

emergency primary care clinic (EPCC;2 ‘legevakt’ in Norwegian), I observed and interviewed 

nurses about their triage assessments. Nurses in the EPCC were required to assess patients 

using the Manchester Triage System (MTS), which is currently the most widely used triage 

system in Europe (Mackway-Jones et al. 2014). In general, EPCC staff viewed the MTS as a 

                                                 
1 Timmermans and Epstein (2010) refer to ‘the sociology of standards and standardisation’, but for simplicity, I 
refer here to ‘the sociology of standardisation’. 
2 EPCCs are also referred to as ‘out-of-hours emergency primary health care services’ (cf. Raknes and Hunskaar 
2017); for simplicity and clarity, I prefer ‘emergency primary care clinics’, not least because many EPCCs are 
open 24/7. 
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well-functioning system; indeed, one physician counselled that there was no need to study 

triage at this clinic, as the MTS ensured standardised assessments. However, my observations 

of triage nurses’ practice revealed a different and more complex story, as nurses regularly 

departed from the MTS while also being influenced by it in a number of ways. From this 

point of departure, the dissertation addresses the following general research question:  

• What is the relationship between standardisation and discretion in triage nurses’ 

priority setting?  

To this end, the dissertation addresses three more specific questions.  

• (1) How and (2) why do triage nurses depart from the MTS when prioritising patients? 

• (3) How does the MTS influence nurses’ priority setting? 

These research questions are answered in the following four articles (summarised more 

thoroughly in Chapter 5): 

1. ‘Beyond guidelines: Discretionary practice in face-to-face triage nursing’. This article 

explores nurses’ discretionary application of the MTS, detailing how nurses’ 

assessments were at odds with MTS prescriptions and how their reasoning led them to 

override guidelines by both overt and covert means. 

2. ‘Workplace assimilation and professional jurisdiction: How nurses learn to blur the 

nursing-medical boundary’. This article details how nurses develop the knowledge 

underpinning the discretionary practice described in article 1. 

3. ‘Narratives and gatekeeping: Making sense of triage nurses’ practice’. This article 

focuses on a particular discretionary practice: how, in contravention of guidelines, 

nurses work to turn ‘trivial’ patients away from the EPCC. Combining observations 

and narrative analysis, it reconstructs their reasons for engaging in this discretionary 

gatekeeping.  

4. ‘The commensuration of pain: How nurses transform subjective experience into 

objective numbers’. This article highlights nurses’ pain scoring, a mandatory aspect of 

the MTS. After accounting for why nurses disregarded patients’ self-reported pain 

scores—in violation of the guidelines and despite believing that pain is a subjective 

phenomenon—the article goes on to reconstruct the main principles, methods and 

beliefs underlying nurses’ ‘objective’ approach to pain scoring. 
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Together, these articles provide a comprehensive analysis of the relationship between 

standardisation and discretion in triage. They show how nurses supplemented the MTS with 

additional skills and knowledge, and how this led them to adjust or override the priorities 

formally prescribed by the MTS. While they had several reasons for doing so, their primary 

concern was to ‘correct’ the MTS and to ensure more precise prioritisation of patients. 

However, the MTS also played a significant role in their assessments by restricting, enabling 

and supporting their priority setting. 

Beyond accounting for triage nurses’ discretionary priority setting, this dissertation also 

makes three more general contributions to the sociology of standardisation. First, the in-depth 

exploration of nurses’ use of the MTS provides a rich account of the difficulties of 

streamlining clinical practice. Despite its elaborate design, the MTS was too ‘thin’ to match 

the complexity of triage nurses’ work, and to follow it unreflectively would have been to the 

detriment of both patients and staff. For that reason, nurses found it necessary to render the 

guidelines ‘thicker’ by making situated judgments, illustrating the crucial role of additional 

skills and knowledge in making standards work. 

Secondly, the dissertation shows how, despite its shortcomings, the MTS affected nurses’ 

work in a series of ways, so answering Timmermans and Berg’s (2003) call for further 

research on how guidelines interact with professional practice. By transcending the either/or 

language that characterises much research on standardisation, the dissertation provides a 

nuanced illustration of the interplay between prescribed and discretionary aspects of triage 

nursing.  

Finally, the dissertation also contributes to bridging the gap between the sociology of 

standardisation and the literatures on categorisation and street-level bureaucracy. Theories of 

categorisation (cf. Kövecses 2006; Zerubavel 1991) help to conceptualise the relationship 

between guidelines and nurses’ practice by framing the MTS as a standardised system for 

sorting patients into categories of urgency, and to explore the relationship between formal and 

informal aspects of triage nurses’ categorisation of patients. Additionally, theories of street-

level bureaucracy (cf. Lipsky 1980) offer a rich framework for understanding the relationship 

between workers, standards and organisations, especially when studying the standardisation 

of professional work in street-level organisations. In bringing these literatures together, the 

dissertation identifies fruitful theoretical linkages for the study of standardisation and 

discretion in such settings. 
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Roadmap 
The rest of this introduction is organised as follows.  

• Chapter 2 outlines some key contextual factors related to triage and the Norwegian 

healthcare system.  

• Chapter 3 describes the theoretical framework. Combining insights from the sociology 

of standardisation, street-level bureaucracy and categorisation, this facilitates 

exploration of the relationship between standardisation and discretion in triage nurses’ 

street-level categorisation of patients.  

• Chapter 4 discusses the data and methods in greater depth, including the rationale for 

choosing an ethnographic methodology. The study setting is described in detail, 

followed by an account of how the fieldwork was carried out. The chapter closes with 

a discussion of ethical considerations and data analysis. 

• Chapter 5 briefly summarises the four articles on which the dissertation is based. 

• Chapter 6 reviews in more detail what these articles tell us about the relationship 

between standardisation and discretion in triage, as well as in street-level professional 

work more generally. The chapter concludes with a discussion of some limitations and 

possible avenues for future research.  
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Chapter 2: Study context 

This chapter situates the study in its empirical context, outlining the role of EPCCs in the 

Norwegian healthcare system before discussing triage nursing and its standardisation. The 

chapter also provides an overview of the MTS – the triage system used in the study setting.  

EPCCs in the Norwegian healthcare system 
The Norwegian healthcare system is largely publicly funded, with public sources accounting 

for approximately 85% of total health expenditure and the remaining 15% coming mainly 

from out-of-pocket payments (Ringard et al. 2013: xviii). Its healthcare services are divided 

between primary and specialist care; as emergency primary care clinics, EPCCs are assigned 

to the former. While specialist care is organised at state level, primary care is administered at 

municipal level.  

As compared to most other Western countries, Norway places special emphasis on primary 

care for emergencies, and this gives EPCCs a central role in the Norwegian healthcare system 

(Hansen and Hunskår 2016). With the exception of clear-cut emergencies, all patients with 

acute complaints must first seek help at an EPCC or other primary care provider (such as a 

general practitioner (GP)).3 Only after this are they referred (if necessary) to an emergency 

department (ED) or other specialised care services. This means that Norway’s EPCCs 

undertake much of the initial screening performed by EDs in most other Western countries 

(Vassy 2014).  

Norway has 191 EPCCs covering approximately 5.3 million people across 422 municipalities. 

In total, EPCCs complete approximately 1,300,000 consultations each year—a rate of 262 

consultations per 1000 citizens (Hansen and Hunskår 2016: 39, 42). As Norway is one of 

Europe’s most sparsely populated countries, EPCCs range in scale from a single physician on 

call (in rural areas) to large organisations employing hundreds of workers. Most EPCCs are 

relatively small, with only a few workers, but a centralising trend towards larger (and often 

inter-municipal) institutions means that the large-scale variant is becoming more common 

(Hansen and Hunskår 2016). As Norway’s municipalities have considerable freedom in how 

they organise their health services (Ringard et al. 2013: xviii), there has been some concern 

for the way EPCCs are run. For instance, two reports published by The National Centre for 

                                                 
3 Overall, Norwegian emergency primary care services include EPCCs, the regular general practitioner scheme, 
emergency medical communication centres, car- and helicopter-based ambulance services, home nursing care 
and municipal 24-hour units (‘kommunal akutt døgnenhet’) (NOU 2015: 9). 
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Emergency Primary Health Care (2009, 2014) criticised what they saw as haphazard variation 

between municipalities, as well as a lack of quality assurance and problems with recruitment.  

Patient influx differs significantly between small- and large-scale EPCCs. While most smaller 

EPCCs report that queueing is rare or non-existent (Hansen and Hunskår 2016: 152), waiting 

times in the largest urban clinics can extend to several hours, making them more prone to the 

(over)crowding described in the international literature (Carter et al. 2014; MacDonald-

Nethercott et al. 2016; Pines et al. 2011). Commonly cited reasons for this large influx of 

patients include steady population growth, problems with the regular general practitioner 

scheme, patients’ changing expectations, cheap consultations (individual rates start at about 

£20), short travelling distance, and the fact that patients can walk in at their own discretion 

(cf. Hansen and Hunskår 2016; The Norwegian Medical Association 2015). Whatever the 

reasons, urban EPCCs face significant challenges in matching available resources to patient 

demands, and triage nurses play a key role in this regard. 

Triage 
Triage stems from the French verb trier, which means to ‘pick’, ‘sort’ or ‘select’ (Bruce and 

Suserud 2005). The term was originally used to refer to the sorting of items such as wool and 

coffee beans according to their quality,4 but it is now associated primarily with the sorting of 

patients according to medical urgency (Iserson and Moskop 2007: 275). This usage can be 

traced back to military medicine, and in particular to Napoleon’s chief surgeon, Baron 

Dominique Jean Larrey, who made two critical contributions to the field. The first was the 

‘flying ambulance’, a light carriage that allowed patients to be evacuated and treated during 

combat (in contrast to earlier times, when they had to wait until the battle ended before being 

treated). The second was an egalitarian principle for prioritising the wounded, as specified in 

his 1812 memoirs on the Russian campaign: “Those who are dangerously wounded should 

receive the first attention, without regard to rank and distinction. They who are injured in a 

less degree may wait until their brethren in arms, who are badly mutilated, have been operated 

on and dressed” (cited in Iserson and Moskop 2007: 277). Although he did not refer to this as 

‘triage’, this formulation emphasised the need to prioritise patients based on medical (rather 

than e.g. status-related) urgency.5  

                                                 
4 Given its etymology, the former director of The Language Council of Norway argued that the word ‘triage’ was 
dehumanising (Sykepleien 2009: 42); this is not, however, a prevalent view in the Norwegian context. 
5 Larrey’s principles were later modified; for instance, it was argued that some patients can be too dangerously 
wounded to be prioritised for treatment, and that the order of priority is therefore better determined according to 
one’s prospects for recovery (Iserson and Moskop 2007). 
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During the last century, triage systems have been developed for use in a range of different 

contexts, including multi-casualty incidents, disasters, battlefields, telemedicine and walk-in 

EMS organisations (Iserson and Moskop 2007). In some contexts, resources may be so scarce 

that triage assessments determine who lives and who dies. In EMS organisations, however, 

the available resources typically allow for every patient to be treated,6 and triage systems are 

therefore used mainly for frontline screening of patients according to medical urgency.  

EMS triage systems were first introduced in the US in the late 1950s, when patient attendance 

increased and one might have to wait several hours to see a physician (Gilboy et al. 1999: 

468). Since then, nurses have been largely responsible for implementing triage systems, and 

the term ‘triage nursing’ has become commonplace (FitzGerald et al. 2010; Iserson and 

Moskop 2007). Walby and Greenwell (1994: 86) argued that triage nursing challenges the 

traditional boundaries between nursing and medicine in allowing nurses to undertake 

assessments that resemble physicians’ consultations. However, as triage nurses are required to 

follow standardised triage systems, formal professional boundaries remain largely intact. 

For a long time, triage depended on organisation-specific systems that varied widely in 

design. However, the introduction of general triage systems in the 1990s aimed to standardise 

assessments across EMS organisations (FitzGerald et al. 2010). These systems include the 

Australasian Triage Scale (ATS), the Canadian Triage and Acuity Scale (CTAS) and the 

aforementioned MTS, which are now the national standard in their country of origin 

(Australia, Canada and the UK, respectively). Among other things, most triage systems 

specify a common nomenclature, a fixed number of urgency categories into which patients 

should be sorted, instructions for how to sort patients within these categories and how long 

the maximum waiting time should be for patients in each category (FitzGerald et al. 2010).  

In Norway, the introduction of standardised triage systems followed in the wake of a highly 

critical report from the Norwegian Board of Health Supervision (2008), which stated that 

frontline screening in EDs was varied and often haphazard. While this prompted both EDs 

and larger EPCCs to standardise their triage assessments (Halvorsen et al. 2014: 13–4), there 

is no agreed standard in Norway.7 Different organisations use different systems, such as the 

MTS, the Rapid Emergency Triage and Treatment System (RETTS) and the Norwegian Index 

                                                 
6 This is not to say that every patient will be seen by a physician, as long waiting times can deter even the most 
patient of patients.  
7 While there have been calls for a unified triage system for all Norwegian emergency services, many consider 
this problematic because of the heterogeneity of needs across services and municipalities (Halvorsen et al. 2014: 
53–9). 
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for Medical Emergency Assistance (‘medisinsk indeks’) (Halvorsen et al. 2014: 17–24). The 

next section briefly outlines the MTS, which was used in the EPCC under study. 

MTS 
The MTS was developed in the mid-1990s by a 

group of emergency physicians and nurses in the 

UK, collectively known as the Manchester Triage 

Group. They sought to rectify the fragmented 

state of UK emergency services, as organisations 

were using different triage systems, each with its 

own nomenclature, principles and design. In 

1997, MTS was adopted as the national standard 

in the UK, and it was introduced in Norway in 

2010. Today, it is the most widely used triage 

system in Europe (Mackway-Jones et al. 2014). 

The MTS is a paper-based manual comprising 53 

flow charts,8 organised by ‘chief complaints’ 

such as allergy, ear problems, head injury and 

back pain (the example shown in Figure 1). 

Patients are assessed one by one. Nurses are 

instructed to ask about their main problem and to 

select the chart that most closely corresponds to 

this. Each flow chart lists between 13 and 32 

‘discriminators’—that is, clinical signs and 

symptoms related to the chief complaint. While 

‘specific’ discriminators relate exclusively to a 

particular complaint, ‘general’ discriminators 

appear across many or most charts and include 

signs related to six areas: ‘life threat’, ‘consciousness level’, ‘haemorrhage’, ‘temperature’, 

‘pain’ and ‘acuteness’. Within each chart, discriminators are ordered in a hierarchy of five 

colour-coded ‘urgency levels’ or ‘triage codes’, ranging from red (most urgent) to orange, 

yellow, green and blue (least urgent). After selecting a flow chart, the triage nurse is supposed 

                                                 
8 While this seems a low number, the 53 include residual categories (such as ‘Unwell adult’ and ‘Unwell child’) 
that can be applied to anyone who does not fit any of the more specific charts. 

Figure 1: The MTS flow chart for 'Back pain'. 
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to start from the top of the chart and to rule out discriminators one by one until they find a 

positive match, which should determine the patient’s triage code. As an extra safety measure, 

many charts include a ‘risk limit’, below which the nurse should not go unless absolutely 

certain that the above discriminators have been ruled out. The top three codes specify 

maximum waiting times; red patients should receive immediate medical attention while 

orange and yellow patients should see a physician within ten or sixty minutes, respectively 

(Mackway-Jones et al. 2014). (See Appendices 1 and 2 for more extensive excerpts from the 

triage manual.)  

The MTS it is a licensed system, and to ensure consistent use, the Manchester Triage Group 

requires organisations to complete a series of formal steps before implementing it. In Norway, 

the Norwegian Manchester Triage Group oversees the implementation process. Among other 

requirements, potential triage nurses must attend a full-day course led by certified triage 

instructors; they must also read the official MTS book (Mackway-Jones et al. 2014)9 and 

practise using the system under the supervision of a triage instructor. Nurses must have some 

EMS experience before attending the course, and organisations are expected to regularly audit 

triage assessments. Furthermore, while organisations may supplement the system (by adding 

certain symptoms and signs of concern), they are not allowed to formally alter any of the 

MTS flowcharts. These measures are intended to ensure consistent application of the system. 

According to the preface of the MTS book, the system is intended as a ‘source reference and 

aide-memoire’ (Mackway-Jones et al. 2014: xi); it further states that practitioners should use 

the MTS ‘to inform the triage process and ensure that their decisions are both valid and 

reproducible’ (Mackway-Jones et al. 2014: xi, my italics). After the foreword, however, there 

is less emphasis on this optional character. In the clinic under study, there seemed to be some 

acceptance that nurses may supplement the system in order to upgrade a patient’s triage code 

to a higher one than prescribed by the MTS. Other than in clear-cut cases, however, it was 

significantly less acceptable to downgrade patients to a lower one than the MTS prescribes. 

Regardless of the legitimate level of discretion, the findings of this dissertation show that 

nurses went well beyond system prescriptions. The nature of these discretionary practices and 

the reasons for them are elaborated in Chapters 5 and 6, as well as in the associated articles.  

                                                 
9 At the time of the reported fieldwork, the EPCC was using the 2011 version of the Norwegian MTS book 
(Manchester Triage Group 2011). A new edition has subsequently been released (Manchester Triage Group 
2015), but this mainly adjusts some discriminator descriptions and flow charts, without changing the overall 
logic of the system.  
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Chapter 3: Theoretical framework 

This chapter elaborates the theoretical framework used to explore the relationship between 

standardisation and discretion in triage nurses’ priority setting. The framework combines 

insights from three overlapping literatures: the sociology of standardisation, street-level 

bureaucracy, and categorisation. The following sections will present these in turn.  

The sociology of standardisation 
The need for a sociology of standardisation was made explicit in an article in the Annual 

Review of Sociology (2010) by Stefan Timmermans and Steven Epstein. Their point of 

departure was the observation that modern life “increasingly depends on the creation, 

institutionalization, use, and dissemination of diverse kinds of standards” (Timmermans and 

Epstein 2010: 70), and that this warrants more intensive study by sociologists. While 

acknowledging the breadth of existing research scrutinising standards (mostly associated with 

the field of science studies, see Berg 1997b; Casper and Clarke 1998; Fujimura 1992; Hogle 

1995; Jordan and Lynch 1998; Latour and Woolgar 1986; Timmermans and Berg 1997, 

2003), they argued that sociology could benefit from more explicit and systematic inquiry into 

the role of standards in modern societies. A key reason for this is that standards are often 

perceived as ‘boring things’ (Lampland and Star 2009: 11) and are therefore at risk of being 

neglected; indeed, standards are “such widespread and omnipresent features of modernity 

that, ironically, their precise sociological significance stands at risk of vanishing out of sight” 

(Timmermans and Epstein 2010: 84). 

As defined by Timmermans and Epstein, standards aim “to render the world equivalent across 

cultures, time, and geography” (2010: 69). In this general sense, standardisation is arguably as 

old as society itself; for instance, the consolidation of the Chinese state in 221 BCE depended 

on the standardisation of language and culture (Fukuyama 2012). Modern interest in 

standardisation can be traced to the Enlightenment view that uniformity results in 

predictability, accountability and objectivity (Timmermans and Berg 2003: 8), and 

standardisation gained particular momentum from the middle of the nineteenth century 

onward, in conjunction with the increased internationalisation of industry, business, and trade 

(Brunsson and Jacobsson 2000). These changes were noted in many classical sociological 

works, such as Marx’s (1867) studies of the commodification of labour and Weber’s (1930, 

1983) analysis of the rationalisation of Western societies. Since then, standardisation efforts 

have accelerated—often with the support of external bodies such as the state, professional 
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organisations and manufacturers’ associations—and standards and standardisation have 

become ubiquitous in modern societies (Timmermans and Epstein 2010: 71). 

A distinction is often drawn between four subtypes of standards (Timmermans and Berg 

2003: 24–6; Timmermans and Epstein 2010: 72). Design standards define the properties and 

features of products and tools (e.g. the width of railroad tracks or the size of injection 

needles); terminological standards establish common nomenclatures (e.g. classification 

systems such as the International Classification of Diseases); performance standards specify 

desired outcomes (e.g. the maximum time a patient should wait within each triage category); 

and procedural standards specify how processes should be performed, step by step.  

According to Timmermans and Berg (2003: 13), contemporary healthcare in particular has 

seen an increased emphasis on procedural standards, of which the MTS is one example. As 

mentioned, procedural standards are championed mainly by proponents of evidence-based 

medicine in their mission to ensure that clinical practice is informed by the best scientific 

evidence (Knaapen 2014; Mykhalovskiy and Weir 2004; Timmermans and Berg 2003; Weisz 

et al. 2007).10 Following Berg’s (1997a) definition, such standards include  

a set of instructions telling medical personnel to do A in situation B. These instructions may be more or 

less elaborate, precise, or binding; they may be formatted in different ways, and may have been 

construed in an off-handed or in a highly structured way—but they all share this common feature. They 

may be elaborately designed as a detailed flow-chart, or they may consist of a number of rather vague 

and general recommendations, but they all guide medical personnel through a sequence of steps. (Berg 

1997a: 1081) 

While proponents see procedural standards as a key means of reducing the risks associated 

with discretionary decision making (Ruston 2006), some scholars have expressed concern that 

the introduction of guidelines may contribute to the bureaucratisation of clinical work. As 

early as the 1990s, for instance, Freidson remarked that “The health-care system of today is 

best made sense of as a mix of the bureaucratic and professional models, with elements of the 

former rapidly growing in importance as the administrative structure surrounding practice 

expands” (1994: 192). These developments have been derogated as ‘cook-book medicine’ 

(Harrison 1998; Hunter 1996), suggesting that clinicians are merely following recipes without 

critical reflection. In similar vein, it has been argued that standards contribute to the 

homogenisation of healthcare work, with patients’ problems addressed in generic, assembly-

                                                 
10 While most closely associated with evidence-based medicine, similar standards are also found in fields such as 
engineering (Shapiro 1997) and law (Lynch 2018). 
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line fashion (cf. Ritzer 1993). Others have argued that, by allowing outsiders access to the 

esoteric system of professional knowledge, the introduction of procedural standards 

contributes to a process of ‘deprofessionalisation’ (Haug 1975, 1988).  

While open to the relevance of these macro-scale accounts, the sociologists of standardisation 

have cautioned against such totalising statements. Rather than viewing guidelines as 

implemented top-down ‘from an omnipotent centre’ (Evans and Harris 2004: 885), they 

advocate a complementary bottom-up perspective, focusing on how guidelines are actually 

used (or not) by those responsible for implementing them. As they see it, abstract guidelines 

must always be translated into situated practice, and this translation involves a range of 

potential contingencies. Accordingly, as the implementation and effects of guidelines may 

vary across settings, studies of standardisation will benefit from situated analyses on a case-

by-case basis (Timmermans and Epstein 2010: 84). Clearly, such studies may still corroborate 

the critics’ warnings about bureaucratisation, homogenisation and deprofessionalisation. 

Equally, it may emerge that guidelines do little to diminish—and may even increase (Berg et 

al. 2000)—professional discretion (see also Gabbay and le May 2011). In any event, the 

important point is to resist making a priori assertions about the effects of guidelines, instead 

investigating them empirically, from the bottom up. 

Street-level bureaucracy 
In its bottom-up stance, the sociology of standardisation closely resembles theories of street-

level bureaucracy (Lipsky 1980; for overviews, see Brodkin 2012; Hupe et al. 2015; 

Maynard-Moody and Portillo 2010; Meyers and Lehmann Nielsen 2012; Smith 2012). While 

these fields have not (to the best of my knowledge) previously been linked, I contend that the 

street-level perspective has much to offer studies of standardisation, especially in its focus on 

organisational characteristics and its understanding of discretion. 

The theory of street-level bureaucracy was first formulated by Michael Lipsky (1971, 1980). 

Observing the malfunctioning of US public services in the 1960s and ‘70s, Lipsky set out to 

understand why public workers were failing to comply with the goals set by policy makers. 

However, unlike the usual top-down explanations attributing such failures to unruly or 

incompetent workers, his bottom-up perspective examined policy from the perspective of 

those delivering it at the frontline. This approach has been adopted in a range of subsequent 

studies, exploring the street-level work of occupational groups such as social workers (Evans 

and Harris 2004; Keiser 2010), the police (Buvik 2016; Maynard-Moody and Musheno 2003), 
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politicians (May and Winter 2009), teachers (Maynard-Moody and Musheno 2003; Taylor 

2007), liquor inspectors (Wilkinson and MacLean 2013) and nurses (Hoyle 2014; Walker and 

Gilson 2004). To the best of my knowledge, this is the first study to subsume triage nurses 

under the umbrella of street-level bureaucrats.11 

According to Lipsky, street-level bureaucrats are “public officials who grant access to 

government programs and provide services within them” (1980: 3). Beyond this, they share at 

least two defining traits: First, they have substantial discretion in how they carry out their 

work, and second, they interact directly with citizens (Lipsky 1980: 3). The first point, 

discretion, is often seen as the quintessence of street-level bureaucrats’ work, which follows 

in part from the understanding that street-level bureaucracy is an organisational model for 

dealing with complex human needs that elude simple rules and distinctions (Prottas 1979: 91). 

It is worth noting, however, that Lipsky has been criticised for ignoring differences in 

discretion between lower-level workers (such as receptionists and clerks) and paradigmatic 

professionals (such as lawyers and physicians) (Evans 2011: 371–3). While Lipsky (cf. 1980: 

14) would rightly contend that all street-level bureaucrats exercise greater discretion than their 

job description might suggest, I agree about the relevance of inter-occupational differences, as 

those considered professionals (including the nurses in the present study)12 are generally 

permitted greater discretion in their work (Evans 2011: 371–3). 

On the second point, direct interaction means that street-level bureaucrats serve as the 

interface between government and the citizen (Brodkin 2015: 29). Prottas claimed that street-

level bureaucrats “operate simultaneously in two interdependent worlds” (1979: 87): the 

internal world of organisational rules, categories and procedures and the external world of 

client information and demands. While management and clients are restricted to either the 

internal or the external world, respectively, street-level bureaucrats have routine access to 

both, giving them a unique ‘boundary-spanning role’ (Prottas 1979: 87).  

In addition, most studies emphasise how street-level bureaucrats often work under 

challenging conditions, as they are chronically under-staffed and must balance the conflicting 

                                                 
11 Interestingly, Lipsky briefly mentioned the concept triage in his book—at one point even claiming, “Triaging 
provides a useful analogy for bureaucratic differentiation” (1980: 106, see also 198). Prottas (1979) also deserves 
mention, as he analysed the street-level work of the emergency room clerk—a role similar to the triage nurse, but 
occupied by workers with less healthcare education.  
12 Much ink has been spilled over the concept ‘profession’ and whether this or that occupation – including 
nursing – should be subsumed under this label (cf. Abbott 1988: 3–9; Etzioni 1969). When I use the concept in 
this dissertation, it is mainly to denote that nurses have a shared educational background and knowledge base, 
and that nursing has largely succeeded in establishing a public image as a profession in Norway (Lund 2012). 



18 
 

expectations of clients, management and government (cf. Hupe et al. 2015). Maynard-Moody 

and Musheno described them as the ‘coal miners’ of policy, doing “the hard, dirty and 

dangerous work of the state” (2003: 157). To simplify decision-making and to make their jobs 

more manageable, street-level bureaucrats tend to develop routines, shortcuts and 

simplifications for the processing of clients (Lipsky 1980: 83–5). Although not mentioned in 

guidelines or other formal documents, these can have significant influence on how policy is 

delivered and, ultimately, on clients’ life chances.  

Contrary to popular perception, then, street-level bureaucrats may exercise significant power 

within their organisation. Indeed, their discretionary, boundary-spanning role affords them 

substantial influence on how ‘policy as written’ is transformed into ‘policy as performed’ 

(Lipsky 1980: xvii). On that basis, Lipsky (1980) argues that the aggregate actions of street-

level bureaucrats ultimately define the policies of the organisations they represent.  

If we replace ‘policies’ with ‘guidelines’ or ‘standards’, the street-level perspective seems 

largely congruent with the sociology of standardisation, as both advocate a bottom-up 

perspective to “open up the black box of what literally happens in implementation 

organisations” (Hupe et al. 2015: 9). Rather than assuming any straightforward form of 

implementation from top to bottom, the point is to explore how formal structures are enacted 

and negotiated in everyday practice. In the words of Evans and Harris, “Policy, like any text, 

is not fully under the control of its authors” (2004: 886). 

Some differences can also be noted; among these, studies of street-level bureaucracy extend 

beyond sociology, encompassing such disciplines as political science and management studies 

(cf. contributors in Hupe et al. 2015). Studies of street-level bureaucracy have also tended to 

rely on interviews rather than on ethnographic approaches, although there has been a recent 

‘ethnographic turn’ (Brodkin 2008, 2012), to which this dissertation contributes. 

Importantly, some researchers have questioned whether discretion remains a defining aspect 

of street-level bureaucracies (cf. Howe 1991; Lymbery 1998, 2000)—for instance, it has been 

argued that social work is being “transformed from a self-regulating professional activity into 

a managed and externally regulated set of tasks” (Jones et al. 1999: 38), where increased 

internal and external regulation leave workers with virtually no scope for autonomous 

judgment. However, like the sociologists of standardisation, many researchers under the 

street-level umbrella are sceptical about such totalising claims (cf. Evans and Harris 2004). To 
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get a better understanding of their shared scepticism, it is useful to take a closer look at what 

these two perspectives tell us about discretion.  

Discretion 
As we have seen, discretion is a defining characteristic of street-level bureaucracy.13 

Although less often invoked, the concept is also central to many of the sociology of 

standardisation’s theoretical underpinnings. As the two perspectives draw on somewhat 

different but complementary literatures and understandings, there is much to be gained by 

approaching them as a whole.  

Etymologically, the English word discretion derives from the Latin word discretus, a form of 

the verb discernere, which translates as to ‘separate’, ‘discern’ or ‘distinguish’ (Molander 

2016: 7).14 In studies of street-level bureaucracy (cf. Hupe et al. 2015: 7), reference is often 

made to the philosopher Dworkin (1978) and his understanding of discretion as a space of 

autonomous decision-making surrounded by a belt of restrictions. On this definition, 

discretion does not suggest an absence of restrictions, only that the restrictions leave some 

scope for the actor’s own judgment. Dworkin famously likened discretion to “the hole in a 

doughnut”, as it “does not exist except as an area left open by a surrounding belt of 

restriction” (1978: 31). Following Dworkin’s definition, restrictions are constitutive of, rather 

than antithetical to, discretion; there is no point in speaking of discretion other than in relation 

to someone being “charged with making decisions subject to standards set by a particular 

authority” (Dworkin 1978: 31). Dworkin’s definition further stresses that the size of one’s 

discretionary space is defined as a matter of degree, relative to the surrounding restrictions 

(see also Evans and Harris 2004). It follows that the concept of discretion is continuous rather 

than dichotomous. 

While the continuous understanding of discretion is widely accepted, some have felt it 

necessary to nuance the understanding of discretion as delegated (as implicit in Dworkin’s 

emphasis on being “charged with making decisions” (1978: 31)15). Referring to Dworkin’s 

definition as ‘de jure discretion’—that is, as “the official recognition of a right or entitlement 

to decide” (Evans 2010: 33)—Evans contrasts this with ‘de facto discretion’, defined as 

                                                 
13 Discretion is also often considered the quintessence of professional work more generally (cf. Freidson 2001). 
14 This bears a remarkable resemblance to the word triage, meaning to sort or select (Bruce and Suserud 2005). 
15 It should be noted that Dworkin did not view discretion only as delegated. As Evans and Harris wrote, 
“Dworkin identified three senses of discretion: judgment that has to be employed to apply a standard (in 
circumstances where judgment cannot be applied mechanically); the final responsibility for making a decision 
(within the rules); and discretion in a strong sense, which gives the decisions and the criteria of decision making 
to professionals” (2004: 881). 
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“having the power to act, though not necessarily officially recognised” (2010: 33). This is 

arguably a crucial distinction for studies of street-level bureaucracy, given their interest in 

how policy is enacted de facto on the ground floor of public service delivery. 

In accounting for the gap between de jure and de facto discretion, studies of street-level 

bureaucracies place great emphasis on the characteristics of organisations, rules and the 

relationship between the two. Among other things, management often allow workers some 

leniency because they depend on their cooperation; as Lipsky puts it, “Workers can punish 

supervisors who do not behave properly toward them, either by refusing to perform work of 

certain kinds, by doing only minimal work, or by doing work so rigidly as to discredit 

supervisors” (1980: 24–5). Moreover, rules and guidelines can vary significantly in how 

strictly, unambiguously and exhaustively they prescribe practice (Evans and Harris 2004), 

sometimes leaving significant room for discretion (cf. Buffat 2015). As most street-level 

bureaucrats work under little direct supervision, they can also exercise significant autonomy, 

even if management requires them to adhere to ‘strict’ guidelines, as long as their deviations 

cannot be detected (cf. Prottas 1979: 12). 

Additionally, the sociologists of standardisation tend to ground their understanding of 

discretion in the finitist perspective first formulated by Wittgenstein (1953).16 On this view, 

general rules and guidelines can never exhaustively or definitively prescribe what to do in a 

particular case. As generalisations, rules are always ‘thin’ as compared to the richness of their 

field of application. For one, there will always be contingencies that elude formal rules and 

regulations.17 Furthermore, even where rules are available, they are always supported by 

unstated, conventional agreements about their scope and applicability; should we attempt to 

explicate all these unstated agreements, we would inevitably be caught in an infinite regress 

(Garfinkel 1967; Heritage 1984). As Strauss (1963) put it, rules 

always require judgment concerning their applicability to the specific case. Does it apply here? To 

whom? In what degree? For how long? With what sanctions? The personnel cannot give universal 

answers; they can only point to past analogous instances when confronted with situations or give “for 

instance” answers, when queried about a rule’s future application. (Strauss et al. 1963: 153) 

                                                 
16 The finitist perspective was later elaborated in ethnomethodology (Garfinkel 1967; Heritage 1984) and in the 
so-called sociology of scientific knowledge (cf. Barnes et al. 1996: 54–9; Bloor 1997). 
17 As Garfinkel argued, this applies even to simple games such as ticktacktoe: “Say we are going to propose a 
game of ticktacktoe. Two persons play ticktacktoe. Any two persons? When, today? Tomorrow? Do we have to 
be in sight of each other? Can we play by mail? Can one player be dead?” (1968, 211-12; cited in Heritage 1984: 
125) 
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The finitist perspective reminds us, then, of the inevitable need for discretion when bridging 

the gap between ‘thin’ rules and ‘thick’ circumstances. By implication, it would be impossible 

to fully eradicate discretion (Heritage 1984: 120–9). 

In similar fashion, some studies of street-level bureaucracy also emphasise the insufficiency 

of rules in prescribing conduct. Consider, for instance, the following claim by Evans and 

Harris (2004): 

Street-level bureaucrats frequently find themselves in circumstances in which they have to make sense 

of these rules and procedures and, in applying them, have to interpret them, a situation that involves 

them in effectively making policy. The nature of human services can also throw up situations for which 

policy has not yet been developed and which result in street-level bureaucrats having to decide policy 

for themselves. (Evans and Harris 2004: 879) 

Clearly, there is a significant overlap between these two perspectives in their view of formal 

structure and informal practice. While both acknowledge that street-level practice always 

occurs within a framework shaped by law, policy, managers and broader cultural structures, 

they consider it an unwarranted assumption “to present this framework as coherent, complete 

and unambiguous and as being understood in exactly the same way by all those involved with 

it” (Evans and Harris 2004: 887).  

It is against this background that Timmermans and Epstein argue that the sociological 

importance of standards “comes out most clearly through scholarship that is specific, 

empirical, and located in concrete social settings” (2010: 84). Depending on how they are 

implemented and enforced at a particular site, standards can have multiple and varying 

effects. Accordingly, Timmermans and Epstein (2010) also urged researchers to keep an open 

mind when studying standards; rather than confining their questions to ‘whether’ or ‘how 

much’ guidelines influence practice, we should ask where, when, how and to what extent 

standards matter, and we should remain open to finding different answers on a case-to-case 

basis.18 That stance informs the present exploration of standardisation in triage nursing.  

Priority setting qua categorisation 
Having clarified the dissertation’s perspective on standardisation and discretion, we now 

zoom in on the practice under study: priority setting. Also referred to as prioritisation and 

rationing, priority setting denotes the allocation of scarce resources, which occurs at the 

                                                 
18 As Rock argues, “The standardization and comparability of social phenomena must always be in doubt. A 
university in Colorado or Calcutta is not necessarily the same as one in Cambridge, Massachusetts or 
Cambridge, England” (2001: 30).  
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macro, meso and micro levels of healthcare (cf. Schmidt 2004: 969). Macro-level concerns 

include how much of the national budget is used for healthcare as compared to other sectors 

and interests; meso-level concerns include how healthcare organisations allocate their 

resources between alternative activities; and micro-level concerns include the allocation of 

scarce resources to individual patients (also called bedside rationing, see Ubel and Goold 

1997). 

This dissertation focuses primarily on the micro-level priority setting of triage nurses. Moving 

one step up the ladder of abstraction, we can conceptualise this as a form of categorisation, as 

it involves the sorting of patients into categories of more or less urgency.19 In so doing, we 

can link studies of prioritisation to the much broader research tradition of categorisation. This 

research dates back (at least) to Durkheim and Mauss’ (1903, 1969) analysis of ‘primitive 

classification’ and has subsequently extended to areas that include social cognition (Fiske and 

Taylor 2013; Zerubavel 1997); information systems (Bowker and Star 1999); organisational 

culture (Ashforth and Humphrey 1997; Vergne and Wry 2014); cultural classification systems 

(Douglas 1966); labelling theory (Becker 1963; Thompson 2014); typification (Schutz 1967); 

and symbolic boundaries (Lamont and Molnár 2002; Lamont 1994, 2009).  

This breadth of scholarly interest reflects the fundamental role of categorisation in human 

cognition and communication; as Kövecses argues, humans are “categorizing beings” who 

“categorize all objects and events we encounter in the environment. Categorization is 

necessary for action, and it is essential for survival” (2006: 17). In evolutionary terms, the 

ability to distinguish, say, logs from crocodiles has proved highly advantageous for survival. 

Similarly, the categorisation of clients is key to the functioning of street-level bureaucracies 

(as demonstrated thoroughly by Prottas 1979).  

For heuristic purposes, it is useful to distinguish first between categorisation as process and as 

product (Blaxter 1978), and, second between informal and formal variants of the two, where 

formality is a question of whether products and processes are codified in legal or 

organisational policy. Together, this gives Table 1. 

The product (hereafter referred to as a category) is “a cluster of things (acts, events, objects, 

traits) that are regarded as more similar to one another than to anything outside the cluster” 

(Zerubavel 1996: 442). It is usual to speak of both cognitive and communicative categories; 

                                                 
19 More precisely, triage equates to a subtype of quantitative categorisation called commensuration (Espeland 
and Stevens 1998, 2008; see also article 4 of this dissertation).  
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the former referring to how we group things in our minds and the latter to the conceptual 

‘boxes’ of language (e.g. nouns such as ‘patients’, ‘nurses’ and ‘priority setting’) (Zerubavel 

1996). Formal categories (cell 1A in Table 1) are key elements of street-level bureaucracies, 

determining client status and eligibility for the services in question (Prottas 1979). In triage, 

the main formal categories are the flow charts, discriminators and urgency levels of the MTS. 

However, formal should not necessarily be equated with consequential, as informal categories 

(cell 1B) may be just as important for how clients are treated. Indeed, as Dobransky (2009) 

showed in a study of formal and informal categorisation in a community mental health 

service, the latter often overrule the former. In the present context, the importance of informal 

categories is demonstrated especially in the third article exploring the informal category of 

‘GP patients’ and its many sub-categories.  

The process—referred to as categorisation—comprises everything that is done to assign 

someone or something to one or more categories (Blaxter 1978); in triage, this includes all the 

work that nurses do to determine a patient’s placement within formal and informal categories 

of urgency. As we see in the present case, the triage nurses had to refer to guidelines that 

specify formal principles for sorting patients (cell 2A).20 However, street-level bureaucracies 

also afford workers some discretion in how they categorise clients, meaning that the process 

of categorisation is characterised by some degree of informality (cell 2B).  

Table 1: Categories and categorisation: formal and informal variations. 

 A: Formal B: Informal 

1: Product (‘category’) Formal labels, e.g. triage 

codes 

 

Informal labels, e.g. ‘GP 

patients’ (see article 3) 

2: Process (‘categorisation’) 

 

Official instructions for how 

to categorise patients 

Unofficial criteria and 

methods for categorising 

patients 

 

Whether formal or informal, categories and categorisation transform the world they purport to 

describe (Espeland and Stevens 1998: 314–8). This is often overlooked in everyday (and 

many scientific) understandings, which tend to view categories and categorisation as 

                                                 
20 Of course, laws and regulations also specify formal principles for categorisation, but these are often so general 
that they give virtually no guidance for how to proceed (cf. Liodden 2017; Molander 2016). 
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commonsensical, ‘neutral’ and ‘natural’ (Leder 1990; Mattingly 1998). In so doing, they 

neglect two crucial transformational aspects. First, categorisation is highly selective, 

emphasising some aspects while downplaying others. This selectivity is particularly 

striking—and systematic—in street-level bureaucracies. As Prottas explained, people are “far 

too complex to be effectively processed by a bureaucracy” (1979: 3). To accomplish 

bureaucratic categorisation, people must be simplified and standardised; they must be stripped 

of their biographies, feelings, inner worlds and other idiosyncrasies to fit the standardised 

form of bureaucratic categories. Consequently, rather than dealing with ‘whole people’, the 

“street-level bureaucracy is concerned with only a small part of the whole” (Prottas 1979: 3). 

As well as being selective, categorisation is also perspectival; it involves not only selecting 

some neutral ‘facts’ over others, but also viewing those ‘facts’ through a particular lens or 

perspective (Zerubavel 1996). As an everyday example, the medical saying ‘pick your 

speciality, pick your disease’21 refers to how physicians from different specialties view the 

same set of symptoms and signs through the lens of their own specialism (and its adjacent 

conceptual apparatus). Similarly, Foucault’s (2003) The Birth of the Clinic described the 

perspectival shift from a ‘preclinical’ mentality based on taxonomic classification to a 

‘clinical’ mentality, “in which tissues, organs and diseases, once beyond the horizon of 

visibility, were laid bare” (Anspach 1987: 229). This illustrates the general point that all 

observations are theory-laden, shaped by the assumptions, conventions and interests of the 

interpreter (Hanson 1958).  

As a practical activity, categorisation is always influenced by the surrounding circumstances 

(cf. Prottas 1979). Among other things, these include the jurisdictional boundaries in 

healthcare (Abbott 1988). For instance, categorisation work such as ‘diagnosis’ is regarded as 

the physician’s exclusive domain, posing challenges for non-physicians when they are trying 

to assess the nature of a patient’s medical complaint (cf. Allen and Hughes 2002; see also 

articles 1 and 2 of this dissertation). Other relevant conditions include the resource constraints 

typical of street-level bureaucracies as mentioned above. As Lipsky (1980: 83–5) argued, the 

combination of a large caseload and limited time prevents street-level bureaucrats from 

responding fully to client demands; instead, they must rely on routines and heuristics when 

processing clients. This means finding simplified ways of assessing clients, based on mental 

shortcuts and rules of thumb. While facilitating decision-making and making the job more 

                                                 
21 While I cannot recollect a written source, I remember being told this by the key informant in my previous 
study of neurosurgeons (Johannessen 2013). 
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manageable, this reliance on simplification can also have systematic consequences for clients, 

aiding some and harming others (Lipsky 1980: 84). 

In adopting a bottom-up approach, this dissertation explores patient categorisation from the 

perspective of those doing the categorisation. As elaborated in Chapter 4, this partly involves 

putting oneself in the triage nurse’s place to see how they assess patients and to understand 

the pressures and dilemmas they face in their everyday work. It also involves an attempt to get 

inside triage nurses’ ‘world of meanings’ (Blumer 1969: 51) in order to untangle the cultural 

or knowledge-able aspects of their assessments. Following Van Maanen, “culture refers to the 

knowledge members (‘natives’) of a given group are thought to more or less share; knowledge 

of the sort that is said to inform, embed, shape, and account for the routine and not-so-routine 

activities of the members of the culture” (2011: 3). Building on Van Maanen’s definition, 

knowledge is understood in broad terms here, encompassing both explicit knowledge (i.e. that 

which can be easily articulated) and more tacit variations (i.e. skills, experiences and ideas 

that may be difficult or impossible to express) (Polanyi 1967; Spradley 1980: 5–9). 

Furthermore, the dissertation explores both professional (cf. Freidson 2001) and everyday 

knowledge (cf. Berger and Luckmann 1966; Schutz 1953). The latter is important because, as 

Hughes (1977: 130–1) argues, we risk giving too simple explanations of clinical work if we 

focus only on formal training and technical expertise. Instead, we must acknowledge how 

professional knowledge is often supplemented by or intertwined with the interpretive 

resources we acquire as members of a larger society. As demonstrated here, this broader view 

of knowledge helps in understanding how triage nurses make sense of clients and their 

complaints. 

To sum up, this chapter locates the dissertation within the complementary perspectives of 

street-level bureaucracy and the sociology of standardisation, both of which advocate an 

open-minded, bottom-up understanding of how formal structures are enacted in micro-level 

practice. The practice in question is priority setting, which is conceptualised here as a form of 

categorisation, involving both the formal prescriptions and categories of the MTS and the 

informal procedures and interpretive resources of triage nurses’ culture. This provides a basic 

framework for addressing the research questions of how and why triage nurses depart from 

the MTS, and, conversely, how the MTS influences their priority setting.   
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Chapter 4: Data and methods 

This chapter reviews the study data and methods. The data include the following: 

• 47 fieldwork sessions at the primary EPCC mentioned above (where I observed and 

informally interviewed workers);  

• follow-up interviews with seven nurses, two physicians and two managers;  

• nine supplementary sessions at a second EPCC (8 sessions) and at an ED (1 session).  

As the first of these is my primary source of data, the details of this fieldwork will be 

discussed most thoroughly in this chapter. To begin, I discuss my choice of an ethnographic 

approach before going on to describe the project’s beginnings; how data were generated in the 

field; the supplementary sessions; some key ethical aspects; and how the data were analysed. 

Ethnography 
In line with a pluralist approach to methodology, the choice of methods must ultimately 

depend on one’s research questions (Kalleberg et al. 2009). The questions here were how and 

why nurses depart from the MTS when prioritising patients in triage, and, conversely, how the 

MTS influences nurses’ priority setting. I consider ethnography the most appropriate 

approach to answering these questions. 

Ethnography or fieldwork (I use the terms interchangeably) involves the first-hand study of 

people as they go about their everyday lives (Atkinson et al. 2001; Emerson et al. 2011). The 

method is typically traced back to anthropologists like Malinowski (1922), who argued the 

need for first-hand, direct experience of those under study, in contrast to ‘armchair’ 

anthropology based on second-hand accounts or ‘verandah’ anthropology based on visits to 

missionary or diplomatic outposts (Van Maanen 2011: 14–17). In sociology, ethnography 

gained prominence through the first Chicago School, whose founding members treated the 

city of Chicago “as if it were a remote and exotic setting” (Van Maanen 2011: 18). 

For present purposes, ethnography is the preferred methodology for a number of reasons. 

First, ethnography enables the researcher to observe first-hand what people do rather than 

relying purely on people’s own verbal accounts of what they do (Jerolmack and Khan 2014). 

This is not to say that accounts are unimportant; on the contrary, as much of nurses’ work 

cannot be observed directly (including the knowledge and reasoning underlying their 

assessments), one must rely on what they say in order to understand what they do. However, 

one crucial advantage of ethnography is that the researcher can situate the actor’s accounts in 
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the context of what they do from day to day, “when all the constraints of their ordinary social 

situation are operative” (Becker 1996: 62). This ‘triangulation’ between accounts and actions 

is generally seen as one of ethnography’s greatest advantages (Khan and Jerolmack 2013) and 

underpins the approach adopted here.  

However, in arguing for the importance of first-hand experience, I do not mean to subscribe to 

the form of naïve realism advocated by Chicago school sociologists such as Robert E. Park, 

whose epistemology is characterised in the following terms by Van Maanen (2011): 

Park was a former newspaper man who had great faith in the self-evident meanings of facts reported in 

straightforward ways. There was concern for “digging the data” so that “the real story” could be told. 

The representation of social reality was seen as technically unproblematic once the facts had been 

unearthed. […] Little need was felt to do much more than gather and arrange the materials, for they 

would, in Park’s view, speak for themselves. (Van Maanen 2011: 18–19) 

In contrast, I adopt an interpretivist stance (Geertz 1973; Schwandt 1994), emphasising that 

fieldwork is always selective, perspectival and dependent on the ethnographer’s hermeneutic 

capabilities. For one, ethnography is always selective in terms of the times, places and actors 

one chooses to study. Furthermore, just like the people under study, ethnographers inevitably 

perceive the world through a particular cultural lens, foregrounding some things at the 

expense of others, according to a range of tacit and explicit interests (Zerubavel 1997: 37, 50–

52). A related point is that ethnographers, through their participation, are likely to alter 

(however slightly) the situations under study (cf. Becker 1996: 61–2).  

That said, I do not take interpretivism to suggest that there are no advantages of being present 

when people are actually doing the things that are of interest. As I see it, the point is rather 

that we should be careful not to treat observable events as self-evident ‘facts’ (Atkinson and 

Coffey 2003), and that we must be reflexive in generating and interpreting data (cf. Emerson 

et al. 2011). Granted these reservations, ethnography is widely acknowledged to be the 

preferred method for studying what people do in their ‘natural setting’ (Jerolmack and Khan 

2014). 

In the same way, it can be argued that ethnography is the preferred methodology in seeking to 

explain why triage nurses depart from the MTS (and, more generally, why they do the things 

they do). Based on the interpretivist principle of Verstehen, explanation requires the 

researcher to locate people’s actions “in an intelligible and more inclusive context of 

meaning” (Weber 1978: 8) by considering their “situated intentions, beliefs, and 
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opportunities” (Turco and Zuckerman 2017: 1273). To revisit a related point in Chapter 3, the 

interactionist Blumer argued that to understand why actors behave the way they do, we need 

to get inside their ‘world of meanings’ (1969: 51). In one particularly illuminating passage, he 

criticised the then dominant behaviourist programme and explained how the sociologist 

should instead proceed: 

Since action is forged by the actor out of what he perceives, interprets, and judges, one would have to 

see the operating situation as the actor sees it, perceive objects as the actor perceives them, ascertain 

their meaning in terms of the meaning they have for the actor, and follow the actor’s line of conduct as 

the actor organizes it—in short, one would have to take the role of the actor and see his world from his 

standpoint. (Blumer 1969: 73–4) 

While other methods may also achieve this aim (cf. Lamont and Swidler 2014), ethnography 

offers an especially useful route into the actors’ world of meanings by facilitating ‘immersion’ 

in the social life of that group. According to Emerson, Fretz and Shaw (2011: 3), immersion 

means partaking in people’s lives to learn about their regular daily activities, what they find 

meaningful and how they perceive and deal with the challenges, constraints and pressures of 

their everyday life. Immersion is in part facilitated by long-term participation and the 

concurrent richness of data available to the fieldworker. Through first-hand participation in a 

social milieu for an extended period, the ethnographer can sample people’s sayings and 

doings in a range of settings and situations, comparing these various data points to make 

strong inferences about people’s reasons for behaving as they do (Becker 1996; Jerolmack 

and Khan 2014). In the present case, that included observing how nurses seemed to treat some 

‘types’ of patients differently, and then matching those patterns to evaluative talk about these 

‘types’ in various settings (see in particular article 3). While these are clearly inferences (cf. 

Reed 2008), the point is that the richness of ethnographic data provide good grounds for 

drawing strong explanatory inferences (Jerolmack and Khan 2014). 

In sum, I believe ethnography offers a fruitful means of understanding the hows and whys of 

triage nurses’ practice. While the answers it provides will always be partial, this should be no 

ground for resignation; instead, I concur with the claim that the epistemological challenge “is 

to open up the ethnography for readers to assess the validity of the claims being made” 

(Neyland 2008: 49). That, indeed, is the aim of the remaining sections of this chapter.  

Beginnings 
In planning this chapter, it was tempting to write as if every choice was meticulously planned 

prior to entering the field (and indeed, the first draft did exactly that). However, qualitative 



29 
 

research (and quantitative, for that matter) is rarely a linear, pre-planned process. The 

Norwegian anthropologist Cato Wadel (1991: 129) famously compared it to a ‘round dance’, 

as it involves constant alternation between data, methods and theory. 

The dissertation did not start out as a study of standardisation and discretion in triage. My 

initial idea was simply to conduct an exploratory ethnography of how staff interpret and 

prioritise patients in some or other emergency service. I originally considered EDs; as these 

are key access points in most healthcare systems (cf. Vassy 2014) and typically receive more 

patients than can be treated simultaneously, they face the constant challenge of sorting urgent 

from non-urgent. As most EDs are also walk-in institutions, they deal with a diverse range of 

problems and may face serious interpretive difficulties. For these reasons, I identified the ED 

as an ideal setting in which to study the interpretation and prioritisation of patients. 

However, I quickly learned that Norwegian EDs differ from most international equivalents in 

that they do not allow patients to walk in at their own discretion. To study priority setting 

under the circumstances outlined above, I was advised to study EPCCs instead, as these most 

closely resemble other countries’ EDs. As mentioned earlier, EPCCs are heterogeneous 

institutions, ranging from a single physician on call to large-scale organisations employing 

hundreds of workers (Hansen and Hunskår 2016). For my purposes, the latter type seemed 

ideal. Fortunately, my main supervisor, Dag Album, knew a physician in such an EPCC, and 

a meeting was arranged with the clinic’s management. The meeting was scheduled for mid-

December 2014, and as I was knee-deep in papers to grade before Christmas, I went into the 

meeting less prepared than I should ideally have been. I felt hesitant when explaining my 

project to the managers, and I sensed significant scepticism. As I left, I felt sure I would have 

to find another EPCC after Christmas. To my great surprise, however, I received an email in 

early January 2015, inviting me to make arrangements for my fieldwork. But there was a 

catch: I was initially granted permission to observe only nurses and auxiliary nurses. As I had 

originally planned to include physicians in my sample, this limited the scope of my research. 

However, fearing they might withdraw their offer, I did not protest. 

The clinic 

The EPCC in question was a large and complex clinic, receiving more than 50,000 patients 

yearly22 and employing approximately 100 nurses, 30 doctors, and 15 auxiliary nurses23, as 

                                                 
22 To avoid identification, this number is approximate. 
23 For convenience, this term lumps together two distinct occupations: health secretaries (‘helsesekretærer’) and 
enrolled nurses (‘helsefagarbeidere’, better known as ‘hjelpepleiere’). 
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well as non-clinical workers including security guards and cleaning staff. The clinic was open 

24/7, all year round, and patients could walk in at their own discretion (which frustrated many 

of the nurses, as elaborated in article 3). Located in the middle of one of Norway’s largest 

cities, it had its fair share of tourists, immigrant workers and ‘social cases’ (Friedman 2009). 

Clients were representative of all the city’s population groups, although not in equal 

proportion; given the many private providers in the city, the city’s more affluent citizens were 

somewhat underrepresented.  

In terms of urgency, the clinic’s patients were distributed as follows: 0.5% were assigned a 

‘red’ triage code (the most urgent); 21% were ‘orange’; 51% were ‘yellow’; 27% were 

‘green’; and 0.1% were ‘blue’. According to an internal report, the percentage of orange and 

yellow patients was higher than at most other Norwegian EPCCs. Coupled with the fact that 

this is one of Norway’s largest primary care clinics, many staff saw it as halfway between a 

primary care EPCC and a secondary care ED.  

Although the EPCC had experienced a steady increase in visitors in recent decades, financing 

seemed to lag behind. For instance, a restructuring of the reimbursement system meant that 

the EPCC experienced de facto budget cuts just a few months before I commenced fieldwork. 

That said, the clinic’s main manager emphasised that the question of financing is complex, as 

the clinic receives funding from several different sources, each with its own system (having 

little expertise in this area, I am in no position to challenge his claim). 

The clinic was located in an old, run-down building of several storeys, each with its own 

confusing architecture. Patient-centred work happened mainly on the first floor, where 

workers distinguished (heuristically) between the clinic’s ‘frontline’ (reception area, waiting 

area and two triage booths) and ‘inside’ (another waiting area, a work station and a series of 

examination rooms). At the frontline, patients were greeted by the receptionists, who were 

either auxiliary or newly hired nurses. Their job was to record patients’ administrative details 

and to prioritise the most urgent patients for the next checkpoint: triage. This was performed 

in a dedicated space next to the frontline waiting area, where triage nurses sat in semi-closed 

booths and called patients in. The triage nurses’ role was to determine how long patients 

could wait before seeing a doctor. A triage assessment typically lasted 4–8 minutes, during 

which the nurse would record a brief medical history, ask about relevant previous diseases 

and medications, record vital parameters (including pulse, respiratory rate and temperature), 

and sometimes perform examinations (such as simple neurological assessments). At the end, 

the nurse would settle on one of the five MTS urgency levels before sending the patient 
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‘inside’ to the other waiting area. While waiting, patients were often called in by the nurses 

for various tests (e.g. ECG, blood tests). Finally, a physician would examine the patient and 

decide on a diagnosis and plan for further action. All of this work was supervised by a 

coordinating nurse and physician, who shared a work station with physicians and nurses 

working ‘inside’ the clinic. 

As this overview suggests, most patient-centred work was carried out before the patient met 

with the physician. After realising this, I was less uneasy with ‘only’ having access to nurses 

and auxiliary nurses; indeed, I started to doubt the need to observe physicians at all. While I 

did later negotiate permission to shadow physicians, it was demanding enough in the first 

place to gain an adequate understanding of the many non-physicians, including receptionists, 

lab workers, triage nurses, coordinating nurses and other ‘inside’ roles, each with slightly 

different responsibilities. As I elaborate in the next section, I began by shadowing all of these 

personnel to learn more about their work and to see the organisation from their differing 

perspectives; it was only after extended observation and subsequent analytical work that I 

decided the study would be about standardisation and discretion in triage.  

In the field 
Of the 47 fieldwork sessions at the primary EPCC, most were conducted between April and 

September, at a rate of 2–3 sessions per week. October was spent completing supplementary 

observations at another EPCC before I returned to the primary EPCC in November and 

December.  

In all of these fieldwork sessions, my main strategy was to ‘shadow’ (Czarniawska 2014) 

EPCC staff by tagging along with an employee during their shift. This enabled me to see the 

shift more or less as they did while also allowing me to ‘stick around’ at times when nothing 

seemed to be happening. To avoid undue confusion for staff and patients, management 

required me to dress in the EPCC uniform, wearing a large badge on my chest that read 

‘LARS—RESEARCHER’ in big block letters. The uniform had some obvious advantages, 

giving me unquestioned access to most areas of the EPCC and indicating to staff that I was, in 

some sense, ‘one of them’. While there was occasional confusion about my role in the field, I 

could usually resolve this by pointing to my badge and briefly explaining my role as a 

researcher. The combination of uniform and badge seemed a viable compromise in the 

interests of access, transparency and the daily order of the clinic.  
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The 47 sessions totalled approximately 300 hours in the field (see Table 2), representing an 

average session duration of 6.5 hours. I aimed primarily to shadow whole shifts (lasting 7.5–9 

hours), as this seemed the best way of developing rapport with staff and increasing the 

breadth of the observed interactions. To maintain focus, I took regular note-writing breaks 

that divided the longer sessions into several shorter intervals (more on this later).  

Table 2: Overview of fieldwork sessions in the primary EPCC. 

Type Shift Total sessions Total hrs. 

 Morning Evening Night   

Triage (reception) 5 5 3 13 74 

Triage (ambulance) - 1 2 3 24 

Triage (telephone) 1 3 - 4 31 

Triage courses - - - 2 15 

Receptionists 2 1 3 6 38 

Supervising nurses 2 2 1 5 27 

Physicians24 6 2 - 8 53 

Misc.25 - - - 6 40 

Total 16 14 9 47 302 

 

Almost half of my time in the field (about 145 hours) related to triage nursing in one form or 

another. Triage was performed at three different sites in the EPCC: in the reception area, in 

the ambulance area and in the clinic’s call centre. At all three sites, nurses performed 

assessments based on MTS guidelines. Although I covered all three, I have confined the 

present account to instances of face-to-face triage in the reception and ambulance areas. 

Telephone triage was excluded mainly because it has already been quite extensively studied 

(see the review in article 1), and because it proved more difficult to obtain informed consent 

from patients over the phone (mainly because nurses found it interactively challenging to 

                                                 
24 After three months without complications, I decided to ask physician management whether I could shadow 
physicians. They agreed, as long as I made individual arrangements with the physicians I wanted to shadow. 
Although I did not ultimately refer explicitly to these data in any of the articles, shadowing physicians alerted me 
to the similarities between triage nurses’ assessments and physicians’ consultations (which was of particular 
relevance to article 2) and also helped me see how physicians’ work was influenced by the decision-making of 
triage nurses. 
25 This includes three sessions shadowing personnel performing various roles ‘inside’ the clinic; one session 
following patients throughout the EPCC; one attending a bipartite course about the unrelated topics ‘children’ 
and ‘intoxication’; and one following a lecture about EPCC medicine delivered by a clinic physician to final-
year medical students. (I included the latter when reporting the number of physician observations in article 2, for 
a total of nine observations.) 
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explain my ‘eavesdropping’ to callers). In total, I observed 342 face-to-face assessments26 by 

2 male and 14 female nurses aged between 25 and 35 who had worked at this EPCC for 3.5 

years on average (range 1–7 years). 

Given the dissertation’s focus, I might arguably have spent more time shadowing triage 

nurses. However, as I entered the field with exploratory intent, I was concerned not to narrow 

my focus prematurely. In retrospect, I can also say that it would have been counter-productive 

to confine my observations solely to triage, as nurses rotated between this and other roles in 

the clinic. Tracking them in all these roles allowed me to observe how their triage assessments 

were influenced by other things they did, which turned out to be relevant for all the articles of 

this dissertation (especially article 2 on workplace learning). In addition, by studying all 

clinical roles, I gained a better understanding of the clinic as a whole and of how triage 

nurses’ decision-making was linked to the actions of others, such as receptionists, supervisors 

and physicians.  

I planned which roles, shifts and people I would shadow on a week-to-week basis. However, I 

did not have full freedom in this regard, as I could only specify what role, day and shift I 

wanted to study, and the clinic’s shift supervisor would then pair me with a particular member 

of staff. Having interacted with most EPCC workers at the time of the study, I have little 

reason to believe there was any systematic bias in this selection, with one exception: 

management was reluctant to let me shadow nurses who were being trained by other nurses. 

Although this precluded direct observation of how new triage nurses were trained, I tried to 

cover this topic in formal and informal interviews. Additionally, on two occasions, I was 

lucky enough to witness training sessions in the adjoining triage booth, as the two booths in 

the frontline were connected by an ‘escape route’ that allowed me to see and hear much of 

what went on ‘next door’. So, while it would have been preferable to observe some training 

sessions directly, these ‘indirect’ observations and the interviews went some way toward 

rectifying this limitation. 

In total, I shadowed 41 people at the primary EPCC: 27 nurses (7 male, 20 female), 8 

physicians (4 male, 4 female) and 6 auxiliary nurses (1 male, 5 female). Most of the nurses 

were aged 25-35 and held a bachelor’s degree in nursing (as is required for the protected title 

of ‘nurse’ in Norway).27 As this was a popular urban clinic, the EPCC was able to recruit 

                                                 
26 The number was incorrectly reported as 349 in article 1. 
27 Most physicians were 30-35 and on their way to becoming specialists in general medicine, whereas most of 
the auxiliary nurses were above 50 years and had worked in the EPCC for five years or more. 
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candidates with good diplomas. However, it did not attract the most experienced nurses, as 

one of the clinic’s senior physicians explained:  

It’s generally difficult to recruit experienced nurses, as we don’t have a lot of full-time positions to offer. 

And it’s hard work, you know, they’re working a tripartite rotation, and you’ve seen how much work it 

can be during night shifts and the like. The older nurses don’t want that, so this is a place for the young 

and driven, really.  

In addition, the clinic generally attracted nurses who had a higher than usual level of interest 

in emergency medicine and its (stereotypically masculine) idealisation of action, life-saving 

and drama (cf. Hillman 2007). This was perhaps one reason why the clinic had a relatively 

large (though still small) share of men: approximately 16%, as compared to about 9% in the 

Norwegian nursing population as whole (SSB n.d.). 

Observations in and of triage 

As the dissertation focuses on triage, my observations of this role warrant particular mention. 

Most of the 342 assessments were observed in the reception area28 while sitting next to a 

nurse in one of the two adjoining triage booths. Each booth was approximately 2.5 x 2.5 

meters, with glass windows to enable nurses to keep an eye on those waiting. In the middle 

was a desk with a computer and medical equipment, with two chairs for patients and 

caregivers in front of the desk, and one chair for the triage nurse behind the desk.  

When observing reception area assessments, I positioned myself a little to the side of the 

triage nurse, enabling me to see both the computer screen and much of the non-verbal 

interaction between nurse and patient. During each assessment, I noted the nurse’s choice of 

flow chart and discriminator, as well as basic, non-identifying information about the patient 

(such as visible gender, ethnicity, age and clothing) and an estimate of duration. Beyond this, 

I also tried to capture as much as possible of what went on in the assessment, including the 

verbal exchange between nurse and patient; significant aspects of their non-verbal interaction; 

any tests and examinations performed by the nurse; and an anonymised version of the nurse’s 

documentation. (As discussed later, capturing all this information proved challenging for 

notetaking.) 

                                                 
28 Triage in the ambulance area differed from reception area triage in a few respects, including that it was 
performed standing rather than sitting; that the patients usually presented with more critical conditions; and that 
ambulance personnel were present at the beginning of the assessments (before leaving after giving a brief report 
to the nurse). However, as none of these differences have any substantial bearing on my conclusions, I refrain 
from going into greater detail. 
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As my aim was to get inside nurses’ world of meanings (Blumer 1969), I devoted significant 

time and effort to trying to understand the situated logic of triage nurses’ assessments. After 

the patient had left the triage booth, I usually asked the nurse to comment on their choice of 

flow chart and discriminator in the MTS, and whether they had any other thoughts about that 

particular assessment. On slower days, we regularly engaged in longer conversations about 

each assessment, which allowed nurses to offer more elaborate accounts of their actions while 

the assessment was still fresh in their mind. 

To gain a deeper grasp of these assessments, I also spent significant time familiarising myself 

with the MTS. I participated in courses, read the MTS book and studied the flow charts. 

While observing triage nurses, I occasionally engaged in ‘mock’ private assessments of 

patients, using my own copy of the MTS manual. This sensitised me to the occasional 

difficulties of reducing patients to the guidelines’ categories and generated many issues for 

post-assessment discussion.  

Finally, I also learned a lot simply by being with the nurses in triage. According to Goffman, 

ethnography involves “subjecting yourself, your own body and your own personality, and 

your own social situation, to the set of contingencies that play upon a set of individuals, so 

that you can physically and ecologically penetrate their circle of response to their social 

situation” (Goffman 1989: 125). Among other things, this allowed me to experience some of 

the fatigue and frustration associated with rapidly assessing patient after patient in assembly-

line fashion. Along with the data this provided, it also helped me develop rapport with the 

nurses, sharing our frustrations and engaging in tired banter between assessments.  

Informal interviews 

Interviews are an integral aspect of most ethnographies, and as already indicated, I spent a lot 

of time informally interviewing (cf. Spradley 1980: 123–4)—or, in everyday terms, 

conversing with—the staff members I shadowed. As a clinically illiterate sociologist, these 

informal interviews were crucial to understanding much of what I observed, both during 

triage and elsewhere.  

The informal interviews also helped me see how the nurses generally perceived their 

environment. This included their informal, value-laden notions about patients, which I explore 

in detail in articles 3 and 4. Participating in the field proved especially fruitful in eliciting 

these views, as nurses regularly encountered patients they found irritating, fascinating or 

confusing. Accordingly, I rarely had to inquire directly about such topics (indeed, on the few 
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occasions when I did, the reaction tended to be defensive and uneasy); instead, I usually 

waited for these topics to arise ‘naturally’, in response to the contingencies of the field.  

Notwithstanding the centrality of these informal interviews, it must also be said that they 

presented some interactional challenges. As staff generally seemed potentially busy, it was 

often difficult to judge whether it was appropriate to ask questions. For fear of appearing rude 

and distracting, I initially opted for Rock’s strategy: “remain in the margins at first, available, 

just about visible, but not too demanding” (2001: 34). While this approach offered some 

advantages (e.g. informants occasionally seemed to forget my presence), it also meant that 

many questions were left unasked or unanswered. After a few sessions, I decided I could 

simply ask nurses about their preferences, and most of them assured me they had no problem 

answering brief questions and explaining their actions after the patient had left. Reassured, I 

gradually began to ask more questions, and far from finding this bothersome, the nurses often 

seemed eager to explain the logic, challenges and dilemmas of their everyday working life. 

Some settings were particularly conducive to conversation. For instance, when shadowing 

someone at the work station shared by nurses and physicians, I had plenty of opportunities for 

brief, informal conversations with the many workers occupying this space. As I shadowed 

nurses throughout most of their shift, I typically joined them for their lunch break too, where 

we could engage in relatively extensive discussions of their work. Whenever the nurses ate 

lunch together (as they often did), these discussions became focus group-like, often relating to 

topics that nagged or fascinated them and so providing valuable data. In these situations, I 

would mostly sit and listen to their talk, only occasionally asking brief questions of interest.29  

Field notes 

The writing of field notes is a central but challenging aspect of fieldwork, both in- and outside 

of the field. Concerning the former, Emerson, Fretz and Shaw has noted, “fieldworkers must 

constantly rely upon interactional skills and tact to judge whether or not taking jottings in the 

moment is appropriate” (2011: 38). Wary of this, I tried to vary my notetaking with different 

situations and audiences. To avoid disturbing staffs’ interactional dynamic, I tried to limit my 

notetaking in backstage settings, and I was especially careful whenever they discussed value-

laden topics, such as patients they liked or disliked. In such cases, I typically refrained from 

taking notes at all, instead relying on ‘mental’ notes that I could expand on later.  

                                                 
29 Listening often brings great payoffs; as Whyte remarked, “As I sat and listened, I learned the answers to 
questions that I would not even have had the sense to ask” (1993: 303). 
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In front of patients, on the other hand, staff often seemed to forget my presence, and so I was 

relatively liberal in my notetaking (while trying, of course, not to miss important aspects of 

the interactions in front of me30). As previously mentioned, I tried to capture as much as 

possible of what went on in the triage assessments. This proved exceedingly difficult, 

especially in the beginning, when I took notes by hand. After six sessions, I decided to try 

taking notes on a 13-inch laptop instead. I was pessimistic to begin with, as I expected 

patients would react or question my actions, but no one seemed to notice the laptop. In 

retrospect, I can think of several explanations for this lack of concern—for instance, the 

laptop was quite small and discreetly placed in my lap; the nurses themselves had computers; 

patients may have considered the setup ‘natural’ once I had been introduced as a ‘researcher’; 

and finally, there was the somewhat ‘ad hoc’ feel of the EPCC, which was quite run down, 

constantly noisy and almost always frequented by construction workers who performed 

seemingly never-ending repairs. Whatever the reasons, the laptop allowed me to take notes 

significantly faster, and touch typing enabled me to keep my eyes on what was happening in 

front of me. In short, typing proved to be a good compromise between writing notes by hand 

and using an audio or video recorder (which management had, in any case, prohibited). 

When shadowing workers in less deskbound roles than triage, I used a notepad to jot down 

keywords, quotes and summaries of the action in front of me. It was not uncommon for staff 

to carry notepads, so I did not particularly stand out (unlike, for instance, when observing 

nightlife or criminal gangs). However, here as elsewhere, I did take care to explain why I was 

writing extensive notes, emphasising the importance of full and accurate accounts. This was 

no lie, as the jottings subsequently proved invaluable when writing more extensive notes.  

About every second hour, I retreated to a secluded break room to elaborate on my notes for 

anywhere between 15 and 45 minutes. Using my laptop, I was able to sketch quite detailed 

notes to be developed later. Given the average length of my sessions, these breaks were 

crucial for writing extensive and accurate notes, and for providing an opportunity to reflect on 

what I should focus on in the rest of the session. The breaks also allowed me to recharge for 

another concentrated session, as well as giving the staff member I was shadowing some 

breathing space and limiting any tension or discomfort they may have felt.  

                                                 
30 As argued by Emerson, Fretz and Shaw, “A field researcher will inevitably miss fleeting expressions, subtle 
movements, and even key content in interactions if his nose is in his notepad” (2011: 39). 
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Given my fairly extensive notetaking, staff sometimes remarked that I wrote a lot, and they 

occasionally asked what and why I was writing. In such cases, I typically responded by 

explaining the need for accuracy and detail, adding jokingly that this is the fieldworker’s 

burden. Most expressed understanding; some even pitied me for having to do all this writing. 

While their reactions revealed some awareness and potential unease about being observed, 

they seemed to take my note-taking more for granted over time. Indeed, by being open about 

my writing and my reasons for doing so, I believe I was able to establish a ‘note-taker role’ 

(Emerson et al. 2011: 37), in which my writing became part of what people expected. 

I tried to write full notes as soon as possible after each fieldwork session. When shadowing 

morning shifts, I tried to write up the notes on the same day; for evening or night shifts, I 

began working on my notes first thing next morning. In the latter case, I went over my 

notebook and filled in details before going to bed, making it easier to write the next day. I 

aimed to write as exhaustively as possible about anything that seemed to relate to how staff 

interpret and prioritise patients (and about everything else I suspected might be of relevance 

later). While my notes cannot be regarded as ‘objective’ recordings of what went on in the 

field (Wolcott 1994: 13), I tried to write as descriptively as I could, to ‘show, don’t tell’ and to 

use low-inference descriptors (i.e. words involving as few interpretive ‘leaps’ as possible (cf. 

Seale 1999: 148)). Most of my notes were written chronologically and in the present tense, as 

I found this helped to jog my memory and to develop more detailed descriptions. While 

writing, I supplemented the descriptive notes with theoretical and methodological reflections; 

these were bracketed off from the rest of the text to keep the descriptive accounts as 

descriptive as possible (Emerson et al. 2011: 80).  

On average, I spent up to twice as long writing notes as following people in the field. 

Although rewarding, I often detested the writing process, as I found it extremely tedious and 

energy-consuming to recount the minutiae of my sessions. Indeed, this extensive note taking 

seems the most significant drawback in shadowing workers for so many hours at once. As 

well as being mentally and emotionally draining, it also took a bodily toll; while writing, I 

almost developed tendinitis, a problem rarely mentioned in ethnographic handbooks. Luckily, 

I was able to complete the fieldwork without chronic injury to my arms, but this was an 

ongoing concern throughout. 

Field relations 

What fieldworkers learn about the world they study depends in part on their role in the field 

and how they are perceived by informants (cf. Ugelvik 2014; Venkatesh 2002; Wadel 1973); 
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hence, this section reflects on how I was perceived by nurses, and how I worked towards a 

role that aligned with the aims of my study. In a general sense, I sought to develop a role that 

would allow me to observe and inquire about nurses’ practices without interfering unduly in 

the everyday dynamics of the field, especially in situations involving patients. At the outset, 

this role seemed hard to achieve.31 Whenever I met new members of staff, they treated me 

initially in a somewhat formal way; while curious and welcoming, they also seemed hesitant. 

Most knew, or soon learned, that I was there as a researcher, but they did not know what kind 

of researcher I was, or what I was there to learn. Their jokes and remarks suggested a slight 

fear that I was out to ‘expose’ them, and many seemed to treat me with a degree of caution. 

This situation was not ideal for learning about daily dealings with patients. However, I could 

not simply decide to change roles; this had to be interactively accomplished (Garfinkel 1967). 

I therefore invested significant time and effort in gaining staff trust; for instance, I tried to 

arrive early before each fieldwork session to allow time to introduce myself and my project to 

each newly encountered member of staff. When shadowing someone, I assured them that they 

would remain anonymous; that the project was exploratory; that I wanted to see the EPCC 

from their point of view; and that I, as a sociologist, was neither interested in evaluating their 

work nor competent to do so. As mentioned above, I also made sure to explain my need to 

take notes; and I tried responding with curiosity, interest and support to whatever they did or 

said rather than being sceptical or judgmental. (As a generally non-confrontational person, 

this was not difficult.) 

After a few weeks, I had met almost every member of the nursing staff, and most knew who I 

was and why I was there. It is difficult to pinpoint exactly how nurses had come to see me, but 

I got the impression that most interpreted me, roughly, as a somewhat naïve and curious 

visitor—one who asked a lot of questions and wrote a lot of notes, and who wanted to see 

what the EPCC was like from a staff perspective. Although they probably did not grasp 

exactly what was of interest to me (in part because I was also unsure), they seemed to accept 

that I posed no immediate threat to them or to their work. 

                                                 
31 Strictly speaking, such a role is unattainable. However, given my research questions, I found it worthwhile to 
minimise my presence as far as possible. In this respect, I concur with Geertz’ remark on objectivity: “I have 
never been impressed by the argument that, as complete objectivity is impossible in these matters (as, of course, 
it is), one might as well let one's sentiments run loose. As Robert Solow has remarked, that is like saying that as 
a perfectly aseptic environment is impossible, one might as well conduct surgery in a sewer.” (1973: 30). 
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Through relatively frequent visits to the field, I also attained a sort of ‘insider’ role in the 

clinic, at least among the staff with whom I interacted most. As cited in article 3, Nurse Alice 

stated this quite explicitly in her interview: 

Now that you’ve been working with us for so long, […] you’ve seen it yourself; you know what we’re 

talking about, and you don’t respond by raising your eyebrows thinking ‘Oh my gosh! Are you a nurse?’ 

As Alice put it, I had seen things for myself and had responded without raising my eyebrows 

or questioning their professionalism. As indicated, I believe this made the nurses more open 

about the informal and value-laden aspects of their work, which afforded me easier access to 

information about their various departures from the guidelines. 

Some social characteristics seem likely to have facilitated nurses’ trust and cooperation. For 

instance, my status as a sociologist and my lack of healthcare experience seemed to allow me 

to be more unsanctionably naïve than a healthcare worker could have been. At 26, I was also a 

few years younger than most of the nurses and physicians I shadowed. Youth is often 

disarming; like Album, I felt like “it was reasonable for a young person to wander around, 

seemingly oblivious, wondering what people were doing.” (1996: 244; author’s translation). 

Additionally, my appearance is fairly anonymous and non-threatening,32 and I have a slightly 

introverted and whimsical personality, especially in front of strangers. There were several 

indications that this was indeed how informants saw me, the most blatant being a curious 

coincidence. At a party, a colleague met someone who turned out to be my one of my 

informants, who went on to describe me as ‘whimsical’, ‘kind’, ‘cute’ and ‘unthreatening’—

all adjectives I consider favourable for eliciting trust and cooperation. 

However, I must also acknowledge some limitations in this regard. My insider status was only 

partial, and it seems likely that nurses were less willing to share certain kinds of information 

with me. For instance, as I interacted with workers from different occupational groups 

(nurses, physicians, auxiliary nurses and, to a lesser extent, management), they were probably 

reluctant to voice inter-group conflicts (although occasional remarks were made). For similar 

reasons, I find it unlikely that they would have shared damaging information about 

themselves or their colleagues. Additionally, as previously indicated, my presence probably 

made nurses more aware of their actions in front of patients (although to varying degrees and 

perhaps to a lesser extent than if shadowed by a clinically adept colleague). Such ‘reactive 

                                                 
32 To be more specific, it is not uncommon for both friends – and, annoyingly, complete strangers – to remark 
that I look like Edward Snowden, the American computer professional and whistleblower.  
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effects’ are inevitable in ethnographic research (Becker 1996), and I do not believe my 

presence significantly altered the dynamic between nurses and patients. However, it seems 

important to emphasise the inescapable partiality of my account, and to acknowledge that my 

presence did not go unnoticed by actors in the field. 

Formal interviews 

In addition to the many informal interviews, I formally interviewed seven nurses, two 

physicians and two mid-level managers towards the end of the fieldwork. These interviews 

had varying goals. The interviews with management were mainly to gather factual 

information and to explore their views on formal guidelines in the EPCC. In contrast, the 

interviews with physicians and nurses sought to elaborate certain themes and test some 

tentative conclusions, and to check whether anything of significance had been overlooked. 

The low number of physicians reflects my end-of-fieldwork insight that this was primarily a 

study of nurses rather than physicians. Accordingly, those two interviews were largely a ritual 

‘just in case’ exercise, and while they expressed some interesting views on triage nurses’ 

work, these did not contribute significantly to the dissertation’s conclusions. 

As the interviews with nurses clearly played a more central role, these warrant further 

comment. Because their purpose was to elaborate and test tentative conclusions, I had decided 

to interview nurses with whom I had already developed some rapport, so allowing for freer 

flow of information (Spradley 1979: 44). The sample depended to some extent on chance, as I 

recruited interviewees from the nurses I encountered in the final month of fieldwork. The 

interviews were conducted in one of the clinic’s many private areas and lasted about 80 

minutes on average (ranging from 40 minutes to 3 hours). My interview guide comprised 

seven batteries of questions: one related to the nurse’s background information; three on the 

roles of receptionist, triage nurse and supervising nurse; two eliciting views on patient 

eligibility and on turning non-eligible patients away; and a final one focusing on patients they 

thought should be assigned higher or lower priority. The questions were open-ended, and the 

guide was used mainly for reference; as far as possible, I tried to follow up on the nurses’ 

answers without intruding on or interrupting their accounts (Weiss 1994: 78–9). As in the 

informal interviews, my interviewing style was mainly empathetic and understanding 

(Spradley 1979: 46).  

In general, I found that the nurses’ accounts were largely consistent with observations and 

conversations in the field. Moreover, as their answers mostly supported my tentative 

conclusions, I was reassured that I had not overlooked or misunderstood anything significant. 
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The interviews also added some valuable data by allowing staff to answer more thoroughly 

than while on duty, providing additional data points for comparison with others. Beyond this, 

however, the interviews added few novel insights about nurses’ priority setting, and while 

undoubtedly useful, the interviews remained secondary to the fieldwork itself. 

Supplementary observations 
As my project was exploratory and I wanted to develop an in-depth understanding of the 

EPCC in question, I chose to complete most of my observations in the primary EPCC. 

However, for analytical contrast I also conducted nine supplementary fieldwork sessions in 

two other emergency services: eight at a smaller EPCC and one at an ED. 

The eight sessions in the smaller EPCC amounted to a total of 50 hours and were conducted in 

October 2015.33 This clinic was located in the same city as the primary EPCC, further from 

the city centre but closer to a hospital. It had restricted opening hours and received about half 

as many patients as the primary EPCC. Patients were assessed at two locations: the reception 

and ambulance areas. I spent most of my time in the reception area, where auxiliary nurses 

were principally responsible for performing urgency assessments. They categorised patients 

according to three levels of urgency and were not required to use a standardised triage system 

(such as the MTS). For that reason, observing their assessments sensitised me to the role of 

MTS at the primary EPCC. In the ambulance area, nurses were in charge of urgency 

assessments, and they were instructed to use the MTS. While I spent only a few hours 

observing the ambulance area (mainly because so few ambulances arrived while I was there), 

these observations allowed me to study the use of MTS in a different setting. While I have not 

explicitly reported any of these data in the articles, my time in this smaller clinic provided an 

analytically sensitising contrast to what I learned in the primary EPCC. 

Arrangements with the supplementary ED were made with the help of a colleague in the 

summer of 2016. This large-scale, hospital-based department employed triage nurses to sort 

incoming patients. The nurses were required to use MTS, and my day in the field was spent 

observing their triage assessments. These observations aligned well with what I had learned in 

the primary EPCC. 

                                                 
33 Access was negotiated in a brief meeting with its two head managers. Because I only requested eight 
fieldwork sessions and had completed fieldwork in the primary EPCC without any complications, they seemed 
happy to grant me access.  
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Had I known from the outset that the dissertation would ultimately focus on standardisation 

and discretion in triage, it would have been interesting to conduct further in-depth studies of 

other organisations to cover different types of actors, settings and triage systems. However, as 

my project was exploratory and sought to develop a comprehensive understanding of the 

primary EPCC, this extension would have proved challenging. In any event, there are some 

advantages in focusing on one key site, as this facilitates the development of rapport and 

provides a richer understanding of local context (cf. Geertz 1973). Moreover, the primary 

EPCC is well suited for exploring the relationship between standardisation and discretion in 

triage, as it, among other things, uses a widespread triage system and dedicates significant 

resources to ensure that nurses know and follow this system. So, while the sample is not 

without its limitations (to which I return in the Discussion section), I believe it adequately 

addresses the dissertation’s research questions. 

Ethical considerations 

Formal approval 

The Norwegian Social Scientific Data Services approved both the fieldwork and the formal 

interviews on March 17 2015 (see Appendix 3). The project was also reported to the Regional 

Committees for Medical and Health Research Ethics, who determined that the project was not 

notifiable because I had no intention of collecting personal information about patients. I 

signed non-disclosure agreements with the organisations studied.  

Informed consent 

Informed consent was secured both orally and in writing. Prior to fieldwork, staff received an 

email about the project. I also made oral presentations at several morning meetings and sought 

to introduce myself and the project to every member of staff I encountered. When shadowing 

staff, I briefly explained the study and what their participation would entail, also handing 

them an information letter that included my contact details and a more thorough explanation 

(see Appendix 4).  

In addition, I sought the informed consent of the patients I encountered in non-public settings. 

However, as management required staff to ask on my behalf, I was dependent on their 

presence of mind. This resulted in some dilemmas in triage, where nurses occasionally forgot 

to introduce me. As this happened only when patients presented with non-sensitive complaints 

(e.g. abdominal pains or sore throats), I considered it wise to let the nurse get on with the 

assessment, relying on my badge to convey my status to the patient (giving the nurse a gentle 
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reminder after the patient had left the triage booth). While arguably a breach of formal 

guidelines, I believe it would have done more harm to interrupt the nurse to state my presence 

and purpose. As Bosk (2008) argues,  

An overly scrupulous approach to informed consent would create disruptions of social life, would be 

intrusive, would heighten self-consciousness of actors to a high degree, and would be so socially bizarre 

that it would make fieldwork impossible to complete. (Bosk 2008: 155)  

Confidentiality  

Ensuring informants’ confidentiality means not publishing data that might expose their 

identity. While external confidentiality means protecting informants from being recognised by 

someone outside the field, internal confidentiality means preventing informants from 

recognising each other (Tolich 2004). To comply with both considerations, I used 

pseudonyms for both staff and their workplace and ensured that informants were anonymised 

in the field notes. Because I shadowed such a large number of people, it would be close to 

impossible for either insiders or outsiders to make inferences about the individuals referred to 

in my analysis (especially because of the focus on their actions rather than on the staff 

themselves).34  

Analysis 
To provide some indication of how I arrived at my conclusions, this final section reviews how 

the data were analysed.  

Prior to entering the field, I had little direct experience of the workings of an EPCC, but I had 

acquired some indirect knowledge by reading policy documents and scholarly works on EDs 

(cf. Dodier and Camus 1998; Jeffery 1979; Roth 1972; Vassy 2001). To prepare for 

fieldwork, I had also reviewed descriptive studies of nurses’ decision-making in triage 

(Johannessen 2016). Nevertheless, on entering the field, it seemed quite exotic and unfamiliar. 

Theoretically, I was less of a blank slate. I consider myself relatively well versed in 

interpretivist sociology, and I was given a quite thorough introduction to the sociology of 

professions following admission to the PhD programme at the Centre for the Study of 

Professions. Consequently, I entered the field with certain sensitising concepts (Blumer 1954) 

in mind, such as categorisation, discretion, jurisdiction, prioritisation, standardisation and 

valuation. While these proved central for the dissertation articles, I should add that I tried to 

                                                 
34 To reduce the risk of informants being recognised by their colleagues, I have given them different pseudonyms 
across the different articles.  



45 
 

maintain some degree of theoretical open-mindedness when in the field. (This arguably 

enabled me to write the second article, pertaining to workplace learning—a topic with which I 

had almost no prior familiarity). 

During data collection, much of the analytical work was done by writing and reflecting on 

field notes. However, as I wrote my notes chronologically, I found it increasingly difficult to 

see patterns across all the different settings, people and conversations (along with the 

interspersed methodological and analytical reflections). One month into the fieldwork, I 

therefore resorted to QSR NVivo 10 to impose some order on my notes. Using so-called 

‘broad-brush’ coding (Bazeley 2007: 67), I sorted the data into broad, fuzzy and inductive 

categories while reading through my notes. I also used NVivo to annotate and reflect on 

elements of interest, and to write analytical memos planning future fieldwork sessions and 

reflecting on empirical, theoretical and methodological issues. 

On completing the fieldwork, I had coded all but three field notes. At this point, I decided to 

take a step back and re-read all my notes in NVivo, both to gain an overview of the data and 

to ensure that the broad-brush codes were exhaustively applied. I also decided to inductively 

summarise my material using NVivo’s annotation function. This was a laborious process, 

involving a total of 3,600 annotations, each comprising 1–5 statements that summed up the 

annotated content, often supplemented by brief analytical comments. In total, this took about 

one and a half months; although I remain undecided as to whether this was the most efficient 

use of my time, it did leave me with in-depth knowledge of my data and a richly commented 

and annotated data set. 

There followed a more concentrated effort to produce the dissertation articles. While I had yet 

to decide to focus exclusively on standardisation and discretion in triage, I was by now 

convinced that the first article should explore nurses’ discretionary use of guidelines (as this 

had been especially salient during my time in the field). In retrospect, I believe this choice 

significantly sharpened the focus of the dissertation. For instance, it was the in-depth 

analytical work with this data that made me truly aware of the workplace learning explored in 

the second article, and of the discretionary practices explored more thoroughly in articles 3 

and 4. This initial article-centred work therefore had significant ramifications for the 

dissertation as a whole. 

In developing each article, I adhered largely to the principles of thematic analysis (Braun and 

Clarke 2006; Clarke and Braun 2014). This much used but rarely acknowledged method of 
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data analysis consists of four general phases: familiarisation, coding, categorisation and 

writing up one’s analysis (each with highly permeable boundaries). 

Familiarisation means developing a general understanding of the data (Braun and Clarke 

2006: 77). In my analyses, this turned out to be a two-stage process. The first stage involved 

familiarisation with the data set as a whole, mainly through broad-brush coding and 

annotation as mentioned above. The second stage involved familiarisation with the data of 

relevance to each article. This involved first identifying the broad brush codes of relevance for 

the article topic (adopting a generously inclusive approach to avoid missing any relevant 

data), and then skimming these coded data and their annotations to gain some sense of the 

topic as a whole.  

Once the relevant material was in place and I had some sense of its totality, I proceeded to a 

more in-depth coding phase that went significantly beyond the broad-brush labels in the first 

round of sorting. Braun and Clarke (2006: 83–4) leave it to the researcher to decide whether 

coding should be inductive or deductive; as I wanted to ground my conclusions firmly in data, 

I opted for an inductive, data-driven strategy. To some extent, I had already coded my data 

inductively using the aforementioned annotations. However, as I discovered that these were 

too general and unfocused to provide any adequate insight into important details, I engaged in 

another inductive round of coding. This involved line-by-line reading, highlighting and 

summarising, coupled with analytical notes written along the way. Initially, I sought to ensure 

that my coding scheme was rigidly defined and exhaustively applied, but this all too soon 

corroborated Peter Berger’s apt remark, “In science, as in love, a concentration on technique 

is likely to lead to impotence” (1963: 13; quoted in Mintzberg 2005: 10). Instead, I found it 

more creatively stimulating to engage in successive rounds of more impulse-driven coding, 

allowing myself more freedom to decide which data warranted deeper consideration and 

which to leave alone. To ensure that the coding was sufficiently thorough and systematic, I 

varied my focus between rounds, trying each time to attend to new aspects of the data.  

When coding, I often found myself slipping into the third phase of thematic analysis—

categorisation—involving the identification of overarching patterns in the data (Braun and 

Clarke 2006: 87–93). This too involved successive rounds of trial and error as I sorted data 

inductively into salient categories. In so doing, I inevitably crossed into the fourth and final 

phase of writing up the analysis. This was far too messy a phase to reconstruct in any orderly 

form here; suffice to say, those seemingly endless rounds of writing and rewriting proved 
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central for developing new insights and making me aware of the many deficiencies in my 

coding and categorisation. 

I should also note that the analysis was not purely inductive, as the findings and framing of 

each article were significantly influenced by my reading of the empirical and theoretical 

literature. Accordingly, it is more appropriate to refer to the analysis as an abductive 

process—that is, as a dialogue between data and theory, in which data influences the choice of 

theory, and theory facilitates the interpretation of data (Järvinen and Mik-Meyer 2017: 11; 

Swedberg 2017). It seems especially important to emphasise how theory helped me to gain 

sufficient analytical distance from the data. Having immersed myself for so long in the field, I 

found it very difficult at first to step back and reflect critically on what I had seen. In general, 

I tended to accept the unstated premises of nurses’ sayings and doings, such as their approach 

to pain assessment. I would never have written the paper on pain assessment (article 4) had I 

not read Transcending the dualisms: towards a sociology of pain (Bendelow and Williams 

1995) or The story of pain: from prayer to painkillers (Bourke 2014). Texts like these helped 

me depart from my informants’ emic perspective to see their practices in a new light.  

This links to a more fundamental methodological point: in ethnographic research, immersion 

is a means not an end. After all, the ethnographer both observes and participates in the social 

world under study, and the point is hardly to become one with one’s informants; if this were 

so, ethnographers would regularly fail, as they would have “but a fleeting glimpse of matters 

known much more intimately, intensively and extensively” (Rock 2001: 31) by those under 

study. Instead, ethnographers participate for reasons that differ from those of their informants, 

working towards some intellectual goal that is typically of (at most) secondary interest to 

those being studied. While immersion and close attention to the data serve to prevent 

premature conclusions, ethnography should also involve going beyond actors’ own 

understanding (Turco and Zuckerman 2017). In this regard, I concur with Rock (2001):  

What ethnography can contribute is a disciplined unravelling of the breadth and complexity of relations; 

it can ask questions unasked by actors on the social scene; it can pursue problems of little interest to 

those on the social scene; it can compare and contrast in ways that insiders do not; and it can be rigorous 

as others are not. (Rock 2001: 31) 

With this in mind, we move on to the articles of the dissertation. 
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Chapter 5: Article summaries 

This chapter provides a brief overview of the articles of this dissertation. While each 

contributes empirically and theoretically to somewhat different literatures, all relate to 

standardisation and discretion in triage, and this common thread is highlighted here. 

Article 1: ‘Beyond guidelines’  

Johannessen, L.E.F. (2017). Beyond guidelines: Discretionary practice in face-to-face triage nursing. 

Sociology of Health & Illness 39(7): 1180-1194. 

Article 1 provides an in-depth account of the decoupling between MTS prescriptions and 

nurses’ actual categorisation of patients. The analysis shows first how nurses assessed patients 

at odds with MTS prescriptions by collecting supplementary data, engaging in differential 

diagnostic and holistic reasoning, relying on emotion and intuition and allowing colleagues 

and patients to influence their reasoning. The article goes on to explore why, when and how 

nurses departed from the MTS in setting priorities. Concerning why, nurses (and other staff) 

considered the MTS too imprecise for sorting a large number of patients according to fine-

grained clinical needs. Concerning when, triage nurses disregarded the MTS primarily when 

they believed that to follow its prescriptions would entail an unreasonable wait for the patient. 

Finally, concerning how, the article shows that nurses resorted to both overt and covert 

methods in departing from the MTS’ recommendations. Overt methods were most commonly 

deployed when upgrading a patient’s triage code, as this was largely considered legitimate 

within the clinic; covert methods, on the other hand, were used primarily when engaging in 

the formally less legitimate act of downgrading a patient’s triage code. Finally, the article 

shows that nurses’ assessments were not wholly independent of the MTS; instead, the 

guidelines served as a support system and checklist, and as a system for supervisory control. 

Overall, the article reveals a significant decoupling between nurses’ assessments and MTS 

prescriptions. On this basis, it is argued that nurses relied less on the MTS guidelines than on 

‘mindlines’ (Gabbay and le May 2011) when assessing the urgency of patients’ complaints. 

The concept of triage mindlines denotes the guiding principles internalised from professional 

socialisation and personal experience, as well as from interaction with colleagues, triage 

instructors, management, the MTS and other sources. As these mindlines structure the triage 

encounter in terms of a more situated, particularistic logic than the abstract procedural 

prescriptions of the MTS, they allow nurses to set priorities in a more fine-grained manner. In 
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sum, the article highlights the crucial role of additional skills and knowledge in making 

guidelines work, as well as some barriers salient to the streamlining of clinical practice. 

Article 2: ‘Workplace assimilation and professional jurisdiction’ 

Johannessen, L.E.F. (2018). Workplace assimilation and professional jurisdiction: How nurses learn to 

blur the nursing-medical boundary. Social Science & Medicine 201: 51-58. 

Article 2 explores how nurses developed the knowledge underpinning the discretionary 

practices described in the first article. It beings by detailing how the MTS articulates 

professional boundaries between nurses and physicians in the EPCC, and then goes on to 

explore how nurses’ workplace learning contributes to the blurring of these boundaries. 

Specifically, the article highlights four salient learning mechanisms: (1) doing physician-like 

work in triage and other clinical roles; (2) interacting with colleagues in relation to medical 

topics; (3) comparing triage assessment to the physician’s clinical assessment (as codified in 

the patient record) and (4) using medical reference works as guides for clinical decision 

making.  

In sum, these learning mechanisms contribute to workplace assimilation in the EPCC, as 

workers in one profession (nursing) learn to undertake some of the work tasks of another 

(medicine) in an informal capacity. The MTS plays a central role in this assimilative process, 

as nurses internalise the system through repeated practice. However, nurses acquire more than 

the explicit knowledge of the MTS; the assimilative process also involves the development of 

important tacit skills, along with the confidence to depart from formal guidelines. As nurses’ 

superiors were to some extent aware of this workplace learning, they also considered nurses’ 

discretionary practices—including some forms of downgrading—to be warranted if the nurse 

was sufficiently experienced and had clinically sound reasons for departing from the MTS. In 

other words, then, this article identifies several factors that both enabled and legitimised 

nurses’ departures from the guidelines.  

Article 3: ‘Narratives and gatekeeping’ 

Johannessen, L.E.F. (2018). Narratives and gatekeeping: Making sense of triage nurses’ practice. 

Published online ahead of print in Sociology of Health & Illness. 

While articles 1 and 2 provide an overview of nurses’ discretionary practices as a whole, 

article 3 takes a closer look at one specific practice: turning patients away from the EPCC. 

Linking to studies of so-called ‘inappropriate attenders’ in emergency services, the article 
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focuses on a particular subcategory variously referred to in this context as ‘trivia’, ‘GP 

patients’ or ‘green patients’ (the latter referring to the triage code typically assigned to these 

patients). While green patients are formally eligible for EPCC treatment, nurses sought to 

make more fine-grained distinctions and commonly attempted to turn these green patients 

away.  

By highlighting this discretionary practice, the article shows how nurses’ informal categories 

crisscrossed and overruled the formal categories of the MTS. In addition, the article 

hermeneutically reconstructs nurses’ reasons for engaging in this practice. Combining 

observations of gatekeeping practices with a narrative analysis of nurses’ accounts, several 

concerns are highlighted. Among these, one cluster of narratives framed nurses’ gatekeeping 

as a way of helping the patient that is turned away. These accounts typically related to patients 

who attend at busy times and who, because of their low-priority triage code, would have to 

wait for several hours before receiving medical attention. Another narrative cluster centred on 

how admitting ‘GP patients’ might negatively affect EPCC work: first, because ‘GP patients’, 

by their sheer number, add to nurses’ burden and make it harder to take care of those who are 

really ill; and second, because ‘GP patients’ were considered particularly inclined to complain 

or ‘nag’ while waiting. A third cluster of narratives focused on how ‘GP patients’ constituted 

a threat to the EPCC as an institution. In short, many ‘GP patients’ were perceived as 

‘abusing’ the EPCC’s openness, and because they attend in such large numbers, they were 

also seen to threaten the institutional boundary between the EPCC and GP services. In 

reconstructing this wide range of reasons, the article illuminates how these patients were 

perceived and why nurses overruled guideline recommendations to turn them away. 

Article 4: ‘The commensuration of pain’ 

Johannessen, L.E.F. (forthcoming). The commensuration of pain: How nurses transform subjective 

experience into objective numbers. Under review in Social Studies of Science. 

The fourth and final article zooms in on another discretionary practice: how nurses assign 

pain scores in triage. The MTS requires nurses to score patients’ pain intensity on the 

Numeric Rating Scale (NRS), an 11-point scale ranging from zero (‘no pain’) to 10 (‘the 

worst pain imaginable’).35 The MTS also specifies that nurses should score pain by 

combining their own assessment with the patient’s self-reported pain rating, which nurses 

                                                 
35 As mentioned in the article, the NRS scores map onto the urgency levels of the MTS: 0 corresponds to a ‘blue’ 
priority, 1–4 is ‘green’, 5–7 is ‘yellow’, and 8–10 is ‘orange’. 



51 
 

referred to as ‘objective and ‘subjective’ NRS, respectively. However, nurses did not usually 

adhere to guideline prescriptions; instead of combining the two ratings, they relied almost 

solely on the ‘objective’ NRS, asking patients to self-report their pain score only when the 

‘objective’ NRS was considered ambiguous or inconclusive.  

The article explores why nurses disregarded ‘subjective’ NRS, and what their alternative 

‘objective’ approach entailed. It became clear that nurses considered ‘subjective’ NRS too 

imprecise and inconsistent for ranking patients by urgency, illustrating how a standard can be 

considered unfit for the situation it is meant to standardise. Concerning the nurses’ alternative 

approach, the article shows that the MTS offered little guidance in relation to how an 

‘objective’ assessment should be performed, and that the nurses ‘filled in the blanks’ of the 

MTS by referring to their own principles, methods and knowledge. In this regard, the nurses 

relied on ‘objective’ signs of pain such as the patient’s physiology, body language and 

functional capacity; a range of techniques for uncovering ‘unreliable’ expressions of pain; and 

fixed end-points of the pain scale, such as ‘birth pains’ or ‘torture’, which the nurses used as 

‘objective’ yardsticks. The nurses’ ‘objective’ approach selectively transformed pain to the 

advantage of some patients and the disadvantage of others. The article argues that this 

approach must be understood in relation to situational constraints; put simply, nurses had to 

make rapid judgments about complete strangers under stressful conditions, which imposed 

significant limitations on pain assessment. In summary, the article provides an in-depth 

account of the interplay between standardisation, discretion and the situational requirements 

of triage. 

  



52 
 

Chapter 6: Discussion 

This chapter discusses what the present findings tell us about the relationship between 

standardisation and discretion in triage, as well as in street-level professional work more 

generally. To begin, the chapter reviews how the four articles together address the research 

questions. Along the way, I also discuss the promise, problems and pitfalls of standardisation 

and discretion in professional work. In conclusion, I discuss some limitations and possible 

avenues for further research.  

Between standardisation and discretion 
The first two research questions asked how and why triage nurses depart from the MTS when 

setting priorities. Concerning how, the previous chapter described the significant decoupling 

between MTS recommendations and nurses’ priority setting. Among other things, nurses 

regularly ‘upgraded’ or ‘downgraded’ patients’ triage codes, and they frequently attempted to 

turn away those judged too ‘trivial’ for the EPCC.36 Nurses also employed a more fine-

grained system of categorisation than the MTS, sorting patients into a range of sub-categories 

(e.g. ‘GP patients’) and drawing more gradual distinctions between urgency categories.37 

What accounts for these actions? From a regulatory, top-down perspective, these could be 

perceived as nurses ‘shirking’, engaging in ‘sabotage’ or otherwise failing to meet their 

responsibilities (cf. Brehm and Gates 1997). From a bottom-up perspective, however, it is 

evident that nurses’ departures from the guidelines were differently motivated. In the nurses’ 

view, the MTS was too imprecise for prioritising patients—especially in this crowded clinic, 

where they had to sort a large number of patients according to fine-grained clinical needs. 

With possible post-triage waiting times of several hours, there could be serious consequences 

if a case of critical illness was overlooked, or if too many non-critical patients were assigned 

urgent triage codes, making it harder to spot the most critically ill. To avoid such problems, 

nurses worked to render assessments ‘thicker’ by supplementing the MTS with their 

professional and everyday knowledge, adjusting priorities accordingly. Thus, in departing 

from the guidelines, nurses were pursuing largely the same goals as the MTS—the correct and 

consistent prioritisation of patients. In the words of Maynard-Moody and Musheno (2012: 

S20), nurses were ‘conservers’, defending institutional values and goals, rather than ‘rogue 

                                                 
36 In the terms of the MTS, turning away patients meant informally downgrading patients to the lowest triage 
code, blue, which could legitimately be advised to seek help elsewhere. 
37 As seen in nurses’ intra-code adjustments, which involved changing a patient’s relative priority within the 
MTS-recommended triage code (see article 1). 
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agents’ seeking to advance any personal agenda.38 Taking a bottom-up approach has thus 

helped foreground the content and rationale of nurses’ practice, highlighting the limitations, 

compromises and informal solutions on which ground-floor healthcare delivery depends.  

At the same time, the bottom-up approach should not blind us to the broader context of 

nurses’ discretionary practices. For instance, the practice of turning ‘GP patients’ away must 

be understood in light of such factors as EPCC resource constraints; the division of labour 

between EPCCs and GP services (and the problems many patients face in making 

appointments with the latter, see Sandvik et al. 2012); and the interaction between open, walk-

in EPCCs and patients with certain beliefs, opportunities and expectations (cf. Roth 1971; 

Wolcott 1979). Similarly, the requirement to use a triage system in the first place must be 

understood in the context of jurisdictional boundaries in healthcare (Abbott 1988); internal 

and external demands for evidence-based practice, equity and quality control (Timmermans 

and Berg 2003); and the pervasive influence of bureaucratic norms and values (cf. Mik-Meyer 

2017). 

However, approaching these factors as experienced and negotiated on the ground floor reveals 

nuances that may escape more macro-level accounts. For instance, this introduces important 

gradations to ‘top-down’ claims about homogenisation and deprofessionalisation in street-

level work mentioned above (cf. Haug 1988; Howe 1991; Ritzer 1993), which tend to neglect 

street-level possibilities for discretion and, indeed, how the appropriate use of guidelines 

depends on additional skills and knowledge (cf. Berg 1997a).39 The findings also call into 

question the many macro-level studies assessing the validity and reliability of triage 

guidelines. Using quantitative designs, these studies measure the relationship between triage 

systems and various outcome measures, such as admissions, discharges and death rates (cf. 

Brillman et al. 1996; Dent et al. 2007). Although important when testing and improving triage 

systems, such studies tend to overlook the nurse’s use of the system and the process by which 

decisions are actually made. As the present findings indicate, these issues are crucial for 

understanding triage, and in treating them as ‘black boxes’, such studies may significantly 

misrepresent the effects of triage systems (for a similar argument, see Fry and Burr 2002). 

                                                 
38 For the case in question, this seems more helpful than the distinction between ‘stage agent’ and ‘citizen agent’ 
(Maynard-Moody and Musheno 2003) often mentioned when discussing the actions of street-level bureaucrats 
(cf. Mik-Meyer 2017: 65–9). 
39 The need for additional skills and knowledge was unavoidably clear to this clinically illiterate sociologist; 
even with the guidelines in front of me, I rarely managed to reach the same conclusion as the nurses during 
triage. 
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More generally, the bottom-up approach helps reveal the complex and ambiguous relationship 

between standardisation and discretion in professional work at street level. For instance, we 

have seen how EPCC management acknowledged the need for additional skills and 

knowledge to make the MTS work and so allowed nurses some leeway to depart from the 

system. This managerial stance is not uncommon; indeed, professional work is often more 

loosely regulated than it seems from the outside, as there is often tension between the need for 

skill-based judgment and the regulatory desire for transparency, monitoring and 

accountability (cf. Evans and Harris 2004; Flynn 2002; Russell 2012). Among other things, 

this calls into question the ‘hole in the doughnut’ metaphor mentioned above, where 

discretion denotes “an area left open by a surrounding belt of restrictions” (Dworkin 1978: 31, 

see also Chapter 3). Seen from the ground floor, formal boundaries are typically less clear-cut 

than the doughnut metaphor suggests; indeed, for nurses in this EPCC, their discretionary 

space was characterised less by the clear edges of a doughnut and more by the blurred 

transitions of a watercolour painting. Accordingly, a street-level perspective helps to 

illuminate how organisational policy is often more ambiguous and contradictory than a 

macro-level perspective would have us believe (cf. Abbott 1988; Bechky 2003; Lipsky 1980). 

Beyond this, the bottom-up approach has also taught us that nurses could depart from the 

guidelines even if management had demanded strict adherence. In part, this reflects the 

absence of direct supervision, which meant that many deviations could go unnoticed. 

Furthermore, the guidelines often left significant room for discretion, as for instance in the 

MTS’ very ‘thin’ prescriptions for assessing pain (as described in article 4). The dissertation 

also shows how more clear-cut criteria could be circumvented by creative use of covert 

practices. As described in article 1, nurses worked to shape and extend their discretionary 

space, using their extensive knowledge of the MTS to reflexively navigate its prescriptions. 

Their practice illustrates a central interactionist point: that actors are not simply shaped, 

conditioned or controlled by their surroundings but are active and creative agents who define, 

act on and use their environment (Charon 2004: 41). In this way, nurses’ street-level practice 

demonstrates the importance of supplementing a ‘de jure’ with a ‘de facto’ understanding of 

discretion, seeing not just what workers are allowed to do but also what they are able to do in 

practice (Evans 2010: 33, see also Chapter 3).  

That said, it was also clear that the guidelines had consequences for nurses’ work, which 

brings us to the dissertation’s third question: how the MTS (as enforced in this particular 

clinic) influenced triage nurses’ priority setting. In answering this question, it is helpful to 



55 
 

refer to Brunsson and Jacobsson’s (2000) distinction between ‘practising standards’ 

(“changing practice to fit the standard” (2000: 128)) and ‘standardising practice’ (“changing 

the presentation of practice in accordance with the standard” (2000: 128)). As indicated, there 

were several examples of the latter and ‘softer’ form, where nurses altered how they presented 

their practice rather than the practice itself. Most significantly, as the categories of the MTS 

were deeply embedded in the formal order of the clinic, nurses regularly had to ‘pigeonhole’ 

their assessments into the MTS categories (as noted in article 1; see also Prottas 1979).40  

At the same time, there were also many instances in which nurses could be said to ‘practise 

standards’ in aligning their practice with the prescriptions of the MTS. Despite some informal 

acceptance of deviations, the MTS was still considered the ‘norm’ for priority setting, and 

nurses were expected to follow it unless they had good reason not to (see article 2). Given its 

status as the ‘norm’, nurses had to be fairly convinced before departing from the MTS’ 

recommendations; otherwise, they typically erred on the side of caution by adhering to system 

recommendations. In this way, as nurses were held accountable for any (detectable) 

departures from the MTS, the system did exert some influence on how they assessed patients. 

As shown in article 2, nurses could also internalise the MTS through repeated use, and it then 

became a stable reference point to build on and adjust to the particular patient. As others have 

argued, such reference points may help in organising incoming information and so “reduce 

the cognitive load on […] the decision making process” (Weiss 2011: 378), in turn facilitating 

“an increase in the overall complexity of health care providers’ work” (Timmermans and Berg 

2003: 64). Furthermore, although levels of active use varied during assessments, nurses often 

consulted the MTS towards the end to see if they had forgotten to check for relevant 

symptoms and signs. They also considered it helpful in situations where they were unsure 

how to assess a particular complaint. According to management, the MTS had also helped to 

establish a shared clinical language for talking about patients and their complaints, so 

contributing to ‘terminological’ standardisation (Timmermans and Berg 2003: 25). From a 

sociological perspective, then, the MTS contributed to changing both practice and the 

presentation of practice in a number of interesting ways. 

These findings largely align with other reported experiences from the field. For instance, a 

report from the Norwegian National Advisory Unit on Prehospital Emergency Medicine 

                                                 
40 Nurses often assigned a patient a triage code and then pondered what discriminator they could use to ‘justify’ 
their priority setting (as in the introductory vignette). In so doing, they maintained the appearance of following 
the system, so masking the degree of decoupling between the MTS and their actual assessments. 
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recounts EMS workers’ experience that triage guidelines improve patient security by virtue of 

more systematic assessment, more consistent documentation and enhanced cooperation and 

communication between different EMS actors (Halvorsen et al. 2014: 5). Similar positive 

experiences were noted in the present study, which shows that although guidelines may fail to 

completely codify and streamline processes, they may still ease interactions between workers 

and serve useful functions as checklists and reminders.  

Interestingly, these functions have received little mention in the bottom-up studies of triage 

referred to in Chapter 1 (cf. Greatbatch et al. 2005; Hanlon et al. 2005; Wahlberg et al. 2003), 

which have tended instead to focus on guidelines’ limitations and how they hinder 

professional discretion. While that focus may be warranted on a study-by-study basis, the sum 

of negatively framed studies seem to suggest a lack of interest in guidelines’ potential to make 

positive contributions to clinical work. 

Moreover, in arguing for the importance of discretion in clinical assessments, these studies 

have also tended to overlook its potential downsides. As this dissertation demonstrates, 

discretionary practice can bring its own problems. For instance, while the gatekeeping 

documented in article 3 is evidence of nurses trying to adjust the guidelines to prevent too 

many admissions to the EPCC, the article also reveals certain assumptions, expectations and 

generalisations that may negatively affect how nurses receive and treat those identified as ‘GP 

patients’. Similarly, in article 4, while nurses had good reasons for disregarding the 

guidelines, their own discretionary approach to pain assessment had some shortcomings, such 

as disadvantaging patients with ‘different ways’ of expressing pain. Looking beyond the case 

in question, Timmermans’ (1999) study of resuscitation attempts showed how staff’s 

discretionary assessments meant that those of low social worth (e.g. drunks, drug addicts, 

older people) were much more likely to be considered ‘socially dead’—that is, “treated 

essentially as a corpse, though perhaps still ‘clinically’ and ‘biologically’ alive” (Sudnow 

1967: 74)—as compared to the young, famous or identifiable. Clearly, then, healthcare 

workers’ ‘policy as performed’ (Lipsky 1980: xvii) can have some troubling consequences. 

Discretion always carries with it the potential for arbitrariness, discrimination and faulty 

reasoning, and it poses a genuine problem in terms of democratic control and accountability 

(Molander 2016: 12–7).  

However, this is not to say that the use of discretion is always problematic; as Evans and 

Harris argued, “discretion in itself is neither ‘good’ nor ‘bad’. In some circumstances it may 

be an important professional attribute, in others it may be […] an opportunity for professional 
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abuse of power” (2004: 871). The point is rather that we should be wary of producing overly 

one-sided accounts of discretionary practice. Instead of approaching such practices as 

predominantly good or bad, studies of standardisation should remain open to both the 

problems and the potential of discretionary practice, exploring these with an open mind and 

on a case-by-case basis.  

Dealing with discretion 

In light of these potential pitfalls, it is worth taking a step back to reflect briefly on how the 

problems of discretion can be reduced. One standard answer is guidelines, but, as we have 

seen, these have significant limitations when it comes to streamlining clinical practice—for 

instance, rules are vague and not exhaustive, and work may not be closely supervised. Some 

of these limitations could perhaps be overcome by developing more comprehensive guidelines 

and enforcing these by means of increased monitoring and sanctions. However, this too has its 

limitations, as much assessment work is too indeterminate and complex to be codified in 

guideline prescriptions (cf. Timmermans and Berg 2003); indeed, as Berg (1997a) suggests, 

demanding strict adherence to guidelines can have its own adverse consequences: 

Protocols are and cannot be anything but a set of rules which, as ethnomethodology has taught us, have 

to be made relevant to each and every situation at hand (Garfinkel, 1967; Suchman, 1987). If a protocol 

ties in the health care worker too firmly, if health care workers lose the skills and abilities to tinker with 

them, to adjust them to the ongoing flow of contingencies that characterises medical work—then this 

will inevitably lead to a loss of efficiency and quality of care. (Berg 1997a: 1087, italics in original) 

This description resonates well with the present findings; had nurses been required to follow 

the MTS unquestioningly, this would have been to the detriment of both staff and patients. 

While guidelines may confer many advantages (e.g. as support tools and checklists), there are 

significant limits to how thoroughly they can prescribe clinical practice. There will always be 

a need for rendering ‘thin’ guidelines ‘thicker’ by applying situated judgment, especially in a 

complex area like clinical assessment, which can be fraught with contingencies and 

ambiguity. Accordingly, workers should be allowed some leeway in how they use guidelines; 

indeed, as Timmermans and Epstein concluded in their review, “The trick in standardization 

appears to be to find a balance between flexibility and rigidity and to trust users with the right 

amount of agency to keep a standard sufficiently uniform for the task at hand” (2010: 81). 

From the standpoint of guideline developers and managers, this need for flexibility may seem 

counterintuitive, but it is closely linked to the idea of employing street-level bureaucrats and 

professionals to begin with. As Prottas makes clear, workers “are employed in this role 
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because, for reasons of policy or practicality, the categorization of clients into 

organizationally processible terms cannot be highly simplified. Human judgment is required” 

(1979: 91). It follows that the problems of discretion cannot be solved by trying to eradicate 

the use of discretion itself, as this is likely to lead to dysfunctional services and/or creative 

circumvention by professionals. Instead, the aim should be to ensure that discretion is used in 

a reasonable and conscientious manner. How this might be accomplished is beyond the scope 

of this dissertation, but two general points can be noted.  

The first concerns the importance of adopting a comprehensive view of accountability in 

street-level bureaucracies and professional work (Brodkin 2008; Hupe and Hill 2007; 

Molander 2016). As we have seen, management and external actors face significant 

challenges in holding professionals accountable for their use of discretion (e.g. because the 

latter work largely unsupervised and rely on tacit knowledge when making judgments). 

However, this does not mean that professionals are free to do as they please. As Hupe and Hill 

have argued, street-level bureaucrats are always held accountable in “more ways than strictly 

from the political centre alone” (2007: 296). Among other things, these authors emphasise the 

importance of ‘professional accountability’ (Hupe and Hill 2007: 289–90), referring to how 

street-level workers consider themselves accountable to broader networks of fellow 

professionals, including their colleagues, peers and vocational associations. The importance of 

such networks was apparent in the clinic under study, where nurses attached great 

significance to how they were perceived by colleagues. Accordingly, they seemed to approach 

triage assessments conscientiously, as this brought benefits such as professional recognition 

by their peers. Of course, like all other forms of accountability, this raises certain issues, such 

as workers’ reluctance to report each other’s errors due to norms of collegiality (cf. Bringedal 

et al. 2018; Padgett 2013). The point, however, is that debates about street-level practice 

could benefit from recognising the multiple avenues of accountability rather than confining 

discussion to the top-down relationship between regulators and professionals. 

A second issue concerns the need to complement guidelines with competent healthcare 

workers. While this is no ‘quick fix’, it is an inescapable requirement in limiting the problems 

associated with professional discretion. As Mintzberg (1979) argued, solutions to professional 

problems must grow 

from a recognition of professional work for what it is. Change in the Professional Bureaucracy does not 

sweep in from new administrators taking office to announce major reforms, nor from government 

technostructures intent on bringing the professionals under control. Rather, change seeps in, by the slow 
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process of changing the professionals—changing who can enter the profession, what they learn in its 

professional schools (ideals as well as skills and knowledge), and thereafter how willing they are to 

upgrade their skills. (Mintzberg 1979: 379) 

In short, to meet the complex demands of professional work, procedural standards must be 

complemented by competent workers who can adapt them conscientiously to the relevant 

circumstances.  

Rather than relying solely (or chiefly) on guidelines, then, we must pursue more 

comprehensive solutions to minimise the problems associated with discretion. While this may 

seem an obvious point, it is worth emphasising in light of the many challenges facing the 

healthcare systems of Norway and similar countries—including an older population and the 

concurrent increase in chronic illness, as well as the new and costly treatments that are 

constantly being introduced (cf. Hjort 2006; NOU 2014: 34–49). There is widespread 

agreement that such developments pose significant budgetary challenges, and one tempting 

way of cutting costs may be to couple comprehensive guidelines with ‘cheaper’ and less 

competent staff (cf. Lipsky 2010: 172–9). Additionally, there is always the risk that standards 

may render professionals vulnerable to external regulation, where the state or other actors try 

to reduce flexibility in order to streamline professional practice (cf. Harrison 2015: 66–7; 

Timmermans 2005). While staff may resist external regulation of that kind, it can nevertheless 

add unnecessary costs to their already challenging work, potentially creating perverse 

incentives and damaging patients. For that reason, it is crucial to recognise the limits of 

procedural standards and the dangers of demanding unquestioning adherence to them.  

Limitations and future research 
Before concluding, I will reflect briefly on this dissertation’s limitations, and on how these 

might guide further research into standardisation and discretion. First, the present research 

explores a particular standard in a particular setting. The MTS is an algorithmic triage system 

that aims to provide a near-exhaustive codification of the decision-making process (see 

Chapter 2), and it was studied in a crowded, public walk-in organisation, where nurses spend 

4–8 minutes on each patient, assessing fairly complex medical problems under little direct 

supervision. As such, this dissertation tells a story, not the story, about the procedural 

standardisation of professional work.  

While the findings concerning guideline departures resonate well with other studies of triage 

and clinical assessment work (cf. Dowding et al. 2009; Greatbatch et al. 2005; O’Cathain et 

al. 2004; Ruston 2006), it is difficult to draw strong inferences about the structural 
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foundations of these similarities. Relevant factors seem to include high workloads, complex 

assessments, non-exhaustive guidelines and lack of direct supervision. However, more 

comparative research is needed if we are to make stronger generalisations about the 

relationship between guidelines, deviations and context. Among other things, it would be 

important to compare different types of guidelines, workers, organisations and institutional 

arrangements (for inspiration, see Collin-Jacques and Smith 2005). In relation to different 

types of guidelines, there is also a need to differentiate the category of ‘procedural standards’ 

itself. Berg’s definition illustrates this, as it groups standards that are “more or less elaborate, 

precise, or binding” (1997a: 1081). While useful as an umbrella term, we are likely to gain 

analytical traction by identifying salient sub-categories of procedural standards, varying along 

such dimensions as aims, content and elaboration.  

An additional limitation relates to the choice of methods and to my own lack of clinical 

knowledge, which prevented me from drawing strong conclusions about the quality of nurses’ 

discretionary practices. While there is a substantial literature on the validity and reliability of 

triage nurses’ assessments, we have seen how this literature focuses on decision making 

outcomes rather than processes, and there is a need for more evaluative research that takes 

account of what nurses actually do when performing triage assessments. 

Additionally, the detailed analyses of triage nurses’ practices precluded more in-depth 

analysis of their relationships with other actors. These relationships may significantly 

influence nurses’ guideline deviations; for instance, intra-code adjustments were wholly 

dependent on the nurse coordinator, and turning patients away typically depended on whether 

other organisations were open and available. Closely related, while patients’ influence on 

triage assessments has been mentioned in several of the articles in this dissertation, their 

impression management and negotiation also warrants more detailed study, as this is typically 

of great importance in clinical decision making (cf. Heritage and Maynard 2006). Moreover, 

in focusing so closely on the MTS, this dissertation has not been able to delve deeply into 

how this was nested into other standards (Lampland and Star 2009).41 And lastly, the bottom-

up approach has costs as well as pay-offs; in particular, I was unable to fully explore how 

nurses’ practices were embedded in a wider organisational and institutional context. Further 

studies of standardisation are therefore needed to examine more closely how the (non-)use of 

                                                 
41 Exceptions include article 1, where I make brief mention of how the MTS was in some tension with nurses’ 
standard for documentation, SBAR, and article 4, where I zoom in on the Numeric Rating Scale, a standard for 
pain rating that was nested into the MTS. 
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guidelines is contingent on broader networks of actors, objects and institutions (cf. Rapley 

2008), and how this, among other factors, may challenge overtly individualist conceptions of 

responsibility and accountability in the healthcare services (cf. Goodwin 2014). 

Finally, it is worth noting that, like virtually all other studies of standardisation, this 

dissertation focuses on manually created guidelines—that is, guidelines created by experts in 

an attempt to codify the most important concerns when performing a particular task. Until 

recently, this was the gold standard for standard creation (Timmermans and Berg 2003), but 

recent advances in machine learning may lead to the emergence of a different form of 

guideline. Put simply, machine learning means developing computer programs that can 

gradually ‘learn’ (through repeated trial-and-error analysis of large data sets) how to solve a 

particular task (Mitchell 1997). Under ideal conditions, these programs can significantly 

outperform humans in pattern recognition and prediction (Brynjolfsson and Mitchell 2017)—

and as the emerging ‘sociology of machine learning’ (Stilgoe 2018) suggests, this technology 

raises several questions about autonomy, accountability and the relationship between humans 

and machines. There is some evidence of the successful use of this technology in triage 

(Levin et al. 2017). If machine learning-based guidelines become more widespread, we can 

expect a general shift in the relationship between standardisation and discretion in 

professional work, with departures from guidelines perceived as increasingly unacceptable. In 

any case, this seems a fruitful avenue for future studies of standardisation. 

Conclusion 
This dissertation has explored the relationship between standardisation and discretion in 

professional work at street-level, using the priority setting of triage nurses as its case. Its point 

of departure was the author’s fieldwork in a Norwegian EPCC, where triage nurses were 

required to assess patients using the Manchester Triage System. Observations revealed that 

nurses regularly departed from MTS recommendations but also seemed to be influenced by 

the system in a number of ways. On this basis, the dissertation examined how and why nurses 

departed from the MTS and, conversely, how the MTS influenced their priority setting. 

Together, the four articles of the dissertation show how nurses supplemented the MTS with 

additional skills and knowledge, leading them to adjust and override the formally prescribed 

priorities of the MTS. While they had several reasons for doing so, their primary concern was 

to ‘correct’ the MTS and to ensure more precise prioritisation of patients. However, by 

restricting, enabling and supporting priority setting, the MTS also played a significant role in 

their assessments. 
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As well as shedding light on triage nurses’ discretionary practices, this dissertation makes 

three more general contributions to the sociology of standardisation. First, the dissertation 

helps to bridge the gaps between the sociology of standardisation and the literatures on street-

level bureaucracy and categorisation. In so doing, the dissertation identifies fruitful theoretical 

linkages for future studies of standardisation and discretion in street-level categorisation of 

clients. Secondly, through in-depth inquiry into nurses’ use of the MTS, the dissertation 

provides a rich account of the difficulties of streamlining clinical practice. Despite its 

elaborate design, the MTS was too ‘thin’ to match the complexity of triage nurses’ work, and 

following it unreflectively would have been detrimental for both patients and staff. Nurses 

therefore had to render the guidelines ‘thicker’ through situated judgments, illustrating the 

crucial role of additional skills and knowledge in making standards work. Finally, the 

dissertation also shows how the MTS (despite its shortcomings) affected nurses’ work in 

several ways, so answering Timmermans and Berg’s (2003) call for further research on how 

guidelines interact with professional practice. By transcending the either/or language that 

characterises much research on standardisation, the dissertation provides a nuanced account of 

the interplay between prescribed and discretionary aspects of triage nursing.  

Overall, this dissertation highlights both problems and potentials for the procedural 

standardisation of professional work. Hopefully, these findings can serve to underline the 

limitations of dichotomous thinking about standards—of seeing them as either good or bad, 

functional or dysfunctional. Instead, researchers should approach standards with an open 

mind, with a view to empirically unpacking their complexity. Regulators should view 

standardisation and discretion less as a zero-sum game than as two ends of a scale, whose 

balance must be adjusted to the task in hand. Educators should sensitise students to the 

potential shortcomings of guidelines, underlining the importance of ‘tinkering’ to make them 

work. Finally, workers should be encouraged to be open about their discretionary practices, 

and to reflect openly on their blind spots and unintended consequences. Only by facing this 

complexity head on, acknowledging the need for both standardisation and discretion, can we 

hope to see improvements in professional practice.  
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Beyond guidelines: discretionary practice in face-to-face
triage nursing
Lars E.F. Johannessen

Centre for the Study of Professions, Oslo and Akershus University College of Applied
Sciences, Norway

Abstract This article draws on ethnographic data from a Norwegian emergency primary care
clinic (EPCC) to explore nurses’ discretionary application of guidelines.
Specifically, it analyses nurses’ discretionary use of the Manchester Triage System
(MTS) when performing face-to-face triage, that is, assessing the urgency of
patients’ complaints. The analysis shows how nurses assessed patients at odds with
MTS prescriptions by collecting supplementary data, engaging in differential
diagnostic and holistic reasoning, relying on emotion and intuition, and allowing
colleagues and patients to influence their reasoning. The findings also show how
nurses’ reasoning led them to override guidelines both overtly and covertly. Based
on this evidence, it is argued that nurses’ assessments relied more on internalised
‘triage mindlines’ than on codified triage guidelines, although the MTS did
function as a support system, checklist and system for supervisory control. The
study complements existing research on standardisation in nursing by providing an
in-depth analysis of nurses’ methods for navigating guidelines and by detailing
how deviations from those guidelines spring from their clinical reasoning. The
challenges of imposing a managerial logic on professional labour are also
highlighted, which is of particular relevance in light of the drive towards
standardisation in modern healthcare.

Keywords: triage, discretion, nursing, standardisation, guidelines, mindlines

Introduction

From the 1980s onward, standardisation has been ‘a focal point of interest in the health care
field’ (Timmermans and Berg 2003: 13). A key expression of this interest is the continual
introduction of what are variously called guidelines, protocols, algorithms or standards, which
have in common that they constitute ‘a set of instructions telling medical personnel to do A
in situation B’ (Berg 1997: 1081). Timmermans and Berg (2003: 26) characterise these as
‘procedural standards’ and claim that they ‘boost the stakes of standardization to the highest
level’ because they ‘attempt to achieve the seemingly impossible: prescribe the behavior of
professionals’.

Procedural standards have become remarkably widespread in emergency medical service
(EMS) triage, in which healthcare workers – typically nurses – assess the urgency of patients’
complaints in order to determine how long they can wait before receiving medical attention
(FitzGerald et al. 2010). In Norway, attempts to standardise triage multiplied in the wake of a
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highly critical report from the Norwegian Board of Health Supervision (2008), to which man-
agers responded by introducing guidelines to ensure more systematic and objective assess-
ments (Halvorsen et al. 2014).

Despite managerial intentions, however, standardisation research suggests that the influence
of guidelines varies. Ethnomethodologists have noted that no rule can exhaustively prescribe
every aspect of a practice (cf. Heritage 1984), and empirical analyses have shown how work-
ers can tinker with standards in a number of ways (cf. Timmermans and Epstein 2010).

The aim of this article is to explore nurses’ discretionary use of guidelines when performing
face-to-face triage – a type of triage that has received markedly little attention in the guideline
application literature. Specifically, the article analyses how nurses use discretion in their clini-
cal reasoning and priority setting. Clinical reasoning refers to the social process of making
judgments about patients’ state of health, which despite its centrality in understanding guide-
line application has been under-analysed in previous guideline research.

The data are drawn from an ethnographic project in an urban, large-scale emergency pri-
mary care clinic (EPCC),1 which resembles EMS organisations in several other countries in
that it is open to all patients at all times. The EPCC in question utilised the Manchester Triage
System (MTS), which is Europe’s most widely used triage guideline (Mackway-Jones et al.
2014).

The analysis shows how nurses contravened MTS recommendations by collecting supple-
mentary data, engaging in differential diagnostic and holistic reasoning, relying on emotion
and intuition and being influenced by interaction with colleagues, patients or patients’ relatives.
The findings also show that nurses would override the system by both overt and covert meth-
ods whenever their discretionary assessments led them to believe that the system-prescribed
waiting time was unreasonable or unrealistic. Based on these findings, it is argued that nurses
relied more on ‘triage mindlines’ than on MTS guidelines when assessing patients, although
the guidelines did function as a support system, checklist and system for supervisory control.

In what follows, I review the research on standardisation and triage, provide an overview of
the present study’s data and methods, and present and discuss its findings.

Standardisation and triage

Medical sociology has a strong tradition of examining the effects of managerialism and man-
agerial tools on the autonomy of healthcare professionals (cf. Berg et al. 2000, Germov 2005,
Kirkpatrick et al. 2009, Light and Levine 1988, Numerato et al. 2012, Sheaff et al. 2003,
Timmermans and Berg 1997, 2003). This section will concentrate mainly on the small but sig-
nificant literature investigating the ways in which triage nurses (do not) use guidelines. These
studies have focused almost exclusively on call-centres, and in particular on the use of the
computer-based Clinical Assessment System (CAS) in NHS Direct (the precursor to NHS
111).2 There is a significant body of evidence of what Lampland and Star (2009: 15) have ter-
med the ‘slippage’ between standards and their practical application. For instance, Ruston
(2006) argued that NHS Direct functions more like a professional bureaucracy than a machine
bureaucracy (Mintzberg 1979), as nurses rely on their professional judgment rather than on
guidelines when assessing callers. O’Cathain et al. (2004b) made the more moderate claim that
nurses engage in ‘dual triage’, relying both on their own reasoning and on the guidelines pro-
vided when making decisions. Common to these and other studies is the finding that nurses
take an ‘active’ rather than a ‘passive’ approach (Russell 2012) to guideline implementation
by supplementing or replacing guidelines with their own professional discretion.
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In analysing triage and standardisation, one key interest is to describe overt and covert vari-
ations of ‘active’ approaches to guidelines. Overt approaches entail officially giving different
urgency ratings and/or advice than those suggested by the guidelines (Greatbatch et al. 2005).
Covert approaches escape management monitoring and take several forms. In their conversa-
tion analysis of nurse-patient interactions, Greatbatch et al. (2005: 825) found that nurses priv-
ilege their own knowledge and expertise and ‘adapt, tailor, qualify and supplement the
dispositions and advice recommended by CAS’. There is also evidence that nurses sometimes
draw on their knowledge of the guidelines to ‘manipulate’ the system into agreeing with their
own assessments (Dowding et al. 2009, O’Cathain et al. 2004b, Ruston 2006). Nurses have
also been shown to rely on intuition (Johannessen 2016, O’Cathain et al. 2004a, Randell et al.
2009) and collegial support (Hanlon et al. 2005, O’Cathain et al. 2004a, Tjora 2000).

A second key interest of these studies is to explain why nurses deviate from guidelines, and
several possible explanations have been suggested. First, ‘slippage’ has been attributed to
nurses’ status as professionals with specialised knowledge, ‘mobility power’ and a strong cul-
ture of autonomous decision-making (Greatbatch et al. 2005; Russell 2012). A second expla-
nation is that nurses deviate because of organisational factors, such as having to assign
patients’ triage codes in light of resource situation in the ED as a whole (Bjørn and Balka
2007, Johannessen 2016). A third explanation is that guidelines’ ‘encoded’ knowledge only
partially reflects and/or is at odds with the knowledge required for performing urgency assess-
ments (Bjørn and Balka 2007, Greatbatch et al. 2005, Hanlon et al. 2005, Ruston 2006, Tjora
2000). Studies adopting this third explanation report that nurses view guidelines as inflexible,
reductionist and ill-adapted to nurses’ particular settings (Dowding et al. 2009, Johannessen
2016, Murdoch et al. 2015, O’Cathain et al. 2004b); in some studies, nurses have even argued
that strict adherence to guidelines might put certain patients at risk (Ruston 2006).

The reviewed studies provide detailed insights into guideline application in triage nursing,
but they are not without limitations. First, as acknowledged by O’Cathain et al. (2004b), stud-
ies of telephone triage are not necessarily transferable to services where nurses have face-to-
face contact with patients. Second, as these studies predominantly analyse deviations, they
have little to say about how guidelines do inform nurses’ assessments. Third, these studies
have tended to neglect one crucial reason for guideline deviation, namely the discordance
between guidelines and nurses’ clinical reasoning. While previous research has argued that
nurses rely on their own clinical judgment and that there is an incongruence between
guidelines’ encoded and nurses’ situated knowledge, little systematic analytical attention has
been paid to how nurses’ reason about patients’ problems and how this reasoning informs
triage code allocation. To complement the existing research, this study offers a detailed analy-
sis of how nurses use discretion in their clinical reasoning and priority setting in face-to-face
triage.

Data and methods

The article forms part of the author’s larger ethnographic project exploring how Norwegian
EPCC workers interpret and prioritise patients’ needs. Fieldwork was conducted between April
2015 and December 2015. Data in this article are drawn from a large-scale, urban EPCC
located in the city centre, performing more than 50,000 consultations per year, employing
more than 100 nurses and physicians and open for 24 hours on every day of the week. The
EPCC was divided into a ‘frontline’ (comprising a reception area, waiting room and two triage
booths) and an ‘inside’ area (consisting of another waiting room, a work station and a series
of examination rooms). Triage assessments typically lasted 4–8 minutes, during which a nurse
© 2017 Foundation for the Sociology of Health & Illness
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would gather a brief medical history, ask about previous diseases and relevant medications,
collect vital parameters (such as pulse, respiratory rate and temperature) and sometimes per-
form examinations (such as simple neurological assessments).

The 47 fieldwork sessions conducted at this EPCC had an average duration of approxi-
mately six hours. Of these, 20 sessions were spent observing nurses in triage and asking them
about their assessments, enabling me to learn about their assessments and priority setting in
close proximity to actual patients. In total, I observed 349 face-to-face assessments by two
male and 14 female nurses, a majority of whom were aged between 25 and 35 years. On aver-
age, these nurses had worked in this EPCC for 3.5 years (range 1–7 years). I also spent two
sessions attending mandatory courses in triage nursing. The remaining sessions provided infor-
mation about the repercussions of triage assessments throughout the EPCC, serving as an ana-
lytical basis for comparison. For the purpose of analytical contrast, I conducted a further nine
fieldwork sessions at two other emergency institutions. I also conducted semi-structured inter-
views with seven nurses, two physicians and two managers, in which triage assessments was a
key theme.3 The interviews were transcribed verbatim. During the fieldwork, I scribbled key-
words and near-verbatim quotes on a notepad or laptop for subsequent use in writing more
elaborate field notes, yielding approximately 1,270 single-spaced pages. As all notes were writ-
ten in Norwegian, I have translated the extracts included here, making minor grammatical and
aesthetic adjustments.

The study was approved by the Norwegian Social Scientific Data Services. To secure infor-
mants’ internal and external confidentiality (Tolich 2004), names and ages were anonymised. I
signed non-disclosure agreements with the participating EPCCs and secured workers’ informed
consent by distributing an information letter and delivering several short presentations on the
project. When interacting with patients, each EPCC worker I shadowed would ask whether it
was acceptable that I witnessed their interaction.

I was interested in discretion prior to entering the field and followed up on this interest
because I found that nurses regularly assessed and prioritised patients at odds with MTS pre-
scriptions. Alternating between fieldwork and analysis, I tried to explore as many aspects as
possible of triage nurses’ discretionary practice. Among others things, this led me to experi-
ment with assessing patients myself, using my own copy of the MTS manual.

During and after the fieldwork, significant parts of the analysis were done in Nvivo 10
(QSR International, Brisbane), sorting all the data into emergent broad-brush codes (Bazeley
2007). This article is based on 21 broad-brush codes of relevance to nurses’ application of
guidelines. After familiarising myself with this material, I ordered it into a deductive scheme
of 12 codes, the most central of which were ‘deviations from MTS’, ‘MTS restrictions’ and
‘opinions about MTS’. This coding was then inductively differentiated and iteratively reviewed
to explore nurses’ discretionary use of guidelines. Although the analysis proceeded without
use of any established system for reliability checking, I sought to reduce researcher bias by
sharing preliminary drafts with colleagues and informants, delivering oral presentations to
members of the field and briefly re-entering the field at a later stage to test tentative conclu-
sions. The results of this process are presented below.

Analysis

This section describes how triage nurses used discretion when assessing and prioritising
patients. Following a review of MTS guidelines, I detail how nurses deviated from these when
assessing the urgency of patients’ complaints. Finally, I describe how nurses sought to
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override MTS when faced with discrepancies between their own assessment and guideline rec-
ommendations.

Manchester Triage System
In the participating EPCC, MTS was the official system for urgency assessments. This is a
paper-based licensed triage system comprising 53 flow charts ordered after ‘chief complaints’
such as abdominal pain, allergy, ear problems and head injury. Each flow chart consists of
‘discriminators’ – clinical signs and symptoms related to the chief complaint. Within each
chart, discriminators are ordered in a hierarchy of five colour-coded triage codes: red (most
urgent), orange, yellow, green and blue (least urgent). MTS instructs nurses to start from the
top of the chart and to rule out discriminators one by one until they find a positive match,
which determines the patient’s triage code. This system also instructs nurses to consider dis-
criminators ‘without making any assumptions about the [patient’s] diagnosis’ (Mackway-Jones
et al. 2014: 11). The top three codes specify maximum waiting times; while red patients are to
receive immediate medical attention, orange and yellow patients are to see a physician within
ten and 60 minutes, respectively.

Nurses were eligible for triage after working for approximately one year in the EPCC. They
would then have to read the MTS manual (Mackway-Jones et al. 2014), attend a full-day triage
course and practise the system for three full shifts under the supervision of a triage instructor.

During the triage course, the instructors, who were themselves nurses, communicated MTS
prescriptions somewhat ambiguously. On the one hand, they stressed the importance of adher-
ing to the system; on the other, they encouraged participants to supplement MTS with their
professional knowledge and skills. For instance, instructor Isabel made the following claim:
‘Manchester triage is made to guide triage nurses. It’s a tool we use to make the right deci-
sions. We cannot turn off our brain and just fill out the form – we have to think like nurses,
all the time’. These diverging messages illustrate a tension between managerial and profes-
sional ideology also reported in other studies (Flynn 2002, Russell 2012).4 The rest of this
analysis shows how the triage nurses I observed – especially those who were more experi-
enced – resolved this tension in favour of professionalism.

Discretionary assessments
Shadowing nurses in triage taught me that their assessments were not reducible to MTS pre-
scriptions. Although there was some overlap, nurses commonly departed from the guidelines
by collecting supplementary data, engaging in differential diagnostic and holistic reasoning,
relying on emotion and intuition and allowing colleagues, patients or patients’ relatives to
influence them. Each of these elements is considered in turn below.

Supplementary data In assessing urgency, nurses typically engaged in data collection beyond
that prescribed by MTS discriminators. This was especially the case when complaints could
not be reduced unambiguously to MTS classifications. While some additions reflected weak-
nesses in MTS and institutional requirements for triage assessment, others were initiated by
the nurses themselves. Examples of the latter include making broader assessment of a patient’s
medical history and medications and using one’s ‘clinical gaze’ to identify cues that escape
the MTS system.

This supplementary work was facilitated in part by SBAR, another standard specifying what
nurses should document in triage. SBAR stands for ‘situation’ (a paragraph about the patient’s
complaint); ‘background’ (relevant medical history and medications); ‘assessment’ (vital
parameters and test scores) and ‘recommendation’ (listing of one’s chosen flow chart and dis-
criminator). Managers expected thorough documentation according to SBAR to enable nurse
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coordinators to sort patients within each triage code, which was crucial when patient volume
was high. Thus, some deviations from MTS can be understood in light of this partially com-
peting standard.

Differential diagnostics In addition to SBAR, nurses’ supplementary data collection was facil-
itated by their own diagnostic knowledge. In one interview, Nurse Alice explained nurses’
diagnostic approach as follows.

We’re not allowed to diagnose patients; doctors do that. But of course, we know about diag-
noses; we know what their symptoms are. It’s not like this is unknown to us. So, we’re
thinking along the lines of ‘Could this patient have had a transient ischemic attack, TIA?’ –
things like that. ‘Could he have had neurological manifestations?’ With issues like fainting,
syncope as we call it, we always ask ‘Do you remember what happened before you
fainted?’ And then you have those patients who don’t remember anything happening. That’s
not reflected in the flow chart; the only thing included there is whether you’ve been uncon-
scious. And that gives you a yellow priority. But not remembering anything from before the
incident [. . .] I would make it an orange priority because you haven’t had any pre-warning,
which makes one suspect that it could be cardiac-related.

Alice’s account suggests that nurses know about correlations between symptoms, signs and
diagnoses, and that they use this knowledge to collect additional data of relevance. Her com-
ments were echoed by other nurses in the EPCC, who claimed to regularly use diagnoses as
heuristics for assessing symptoms and signs beyond those suggested in MTS. In other words,
nurses engaged in differential diagnostic reasoning – hypothesising and seeking to rule out or
confirm possible diagnoses of the patient’s complaint. By suggesting prognoses, diagnoses
enable nurses to anticipate the potential development of the patient’s condition and so judge
how long they can wait before receiving medical attention.

Nurses typically limited their diagnostic hypotheses to acute, severe and treatable conditions,
as these, in line with the EPCC’s mandate, indicate a need for swift medical intervention.
Their diagnostic hypotheses were low in specificity, usually entailing broad disease categories
such as myocardial infarction or sepsis, as is common in frontline institutions (Armstrong
2011). For that reason, nurses’ prognoses were more impressions than clear-cut predictions,
with suspected rather than expected or certain trajectories. Nonetheless, as these suspicions
were often considered more accurate than MTS recommendations, they could be significant for
priority setting, as illustrated in Nurse Alice’s claim about upgrading a patient’s priority.

Nurses’ differential diagnostic reasoning is clearly at odds with the MTS’s prescription to
consider only symptoms and signs, not diagnoses. However, triage nurses argued that diagnos-
tic reasoning is a necessary and potentially life-saving supplement because the MTS system is
inadequate for certain acute severe conditions. In the words of nurse Lindsay, ‘If you don’t
know anything and just follow the manual, things might quickly go wrong’.

Holistic reasoning Nurses also deviated from MTS prescriptions by considering symptoms,
signs and risk factors as a whole. Consider Nurse Judith’s reasoning after she assessed a
patient who feared she had meningitis. After the patient left triage, Judith explained:

I understand her worry about [previously having] fever, headache and neck pain, but at the
same time, there was a lot that didn’t fit the overall picture. That she had pains in her arms
and legs, chest pain, and so on, and that she’s better today – that definitely goes against
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meningitis and indicates the flu or similar. And her general wellbeing, that’s a good sign –
having meningitis often makes you really tired. Even more, she didn’t have any fever.

It is clear here that Judith weighed symptoms and signs against each other to determine the
likelihood of meningitis, and this was a common practice among the nurses I observed. This
holistic weighing of information was in marked contrast to the prescribed atomism of MTS,
namely, considering discriminators one by one. When nurses nonetheless engaged in holistic
reasoning, it was because they believed that this would enable more precise priority setting
than the individual consideration of symptoms suggested by MTS.

It is worth noting that extra-clinical information often informed nurses’ holistic reasoning,
as when inferences about patient types intersected with their clinical reasoning. An example of
this was Nurse Judith’s remark that an elderly male patient’s age was a medical risk factor, as
well as indicating that his complaint should be trusted because ‘He’s from a generation where
people don’t complain’. Her words illustrate how social typifications constituted a form of
metadata in judging the credibility of patients’ signs and symptoms. Nurses also drew on typi-
fications of this kind to make broader assessments about how patients would cope while wait-
ing to see a physician. For instance, because children, older patients and those considered
mentally unstable were believed to be less able to cope with long waiting times, nurses
ensured that these patients were taken care of during their wait, occasionally even upgrading
their triage code. In drawing on such extra-clinical information, nurses took account of a
broader set of patient-related information than suggested by the MTS. This illustrates how clin-
ical reasoning – even when reductively oriented to threats to a patient’s body or mind –
depends on ‘cognitive resources made available by membership of a wider cultural formation’
(Hughes 1977: 139).

Emotion and intuition Complementing the more explicable sides of nurses’ clinical reasoning,
the influence of intuition and emotion represented a third deviation from MTS prescriptions.
This was most in evidence when nurses sensed that a patient’s condition was urgent, even
though they were unable to articulate any explicit evidence of that urgency. They referred to
this as ‘a bad gut feeling’ and claimed that this emotional evidence could influence their esti-
mation of a patient’s wait time. For instance, Nurse Andre said ‘We often make assessments
based on our gut feeling. There’s a lot of people you feel can’t wait for five hours’. His asser-
tion reveals an impressionistic aspect of nurses’ prognostication, which goes beyond the
affect-neutral image of triage in MTS.

Nurses and managers were somewhat ambivalent about this reliance on emotion and intu-
ition; many believed it could result in arbitrary or biased priority setting, especially amongst
neophyte nurses. However, they also claimed that the gut feelings of more experienced nurses
were crucial in identifying patients who might otherwise be at risk of falling between the
cracks of MTS. On that basis, a ‘bad gut feeling’ was to some extent an institutionally recog-
nised basis for setting priorities, especially in the case of a more experienced nurse. These
views are congruent with other research findings that show intuition to be an essential (if
poorly regarded) aspect of expert practice (Benner and Tanner 1987, Gobet and Chassy 2008,
King and Appleton 1997).

In summary, triage nurses often relied on their emotions and intuition when setting priori-
ties, and this was seen as a necessary (though not unproblematic) addition to the affect-neutral
logic of MTS.

Interaction A final point of interest about triage nurses’ assessments is that they were interac-
tively constructed. For instance, nurses interacted with patients and patients’ relatives, who
© 2017 Foundation for the Sociology of Health & Illness

1186 Lars E.F. Johannessen



could significantly influence nurses’ assessments by emphasising some issues at the expense of
others. Occasionally, those presenting in triage also made explicit attempts to negotiate their
triage code. Although these attempts rarely succeeded, they demonstrated that patients and
their relatives were far from the passive purveyors of information implied in the MTS manual
(see Edwards and Sines 2008 for a similar argument).

Nurses’ interactions with colleagues also influenced their assessments. In general, they
would confer with colleagues – typically their ‘neighbour’ in triage or the nurse coordinator –
when seeking a second opinion. Colleague interaction was often deliberative, making it diffi-
cult to discern a definitive ‘source’ for the decision and illustrating how triage decision making
was often ‘distributed’ (Goodwin 2014, Rapley 2008). None of this is reflected in the MTS
manual, which assumes that a single decision-maker is responsible for priority setting.

It is also important to acknowledge that assessments were influenced by interaction with
non-human artefacts (Nicolini 2012), such as diagnostic technology, frameworks of knowl-
edge, and, most importantly here, the MTS. Despite the deviations described above, it
would be an exaggeration to claim that nurses assessed patients wholly independently of
guidelines. MTS did in fact regulate nurses’ practice by serving as a ‘bare minimum’ of
information to be considered and documented, to which nurses were held accountable by
colleagues and superiors. Accordingly, nurses’ discretionary assessments were often pigeon-
holed into the official categories of MTS. Moreover, although nurses rarely, if ever, had the
manual in front of them during the triage encounter, they often consulted MTS towards the
end of the assessment in case they had forgotten to check for relevant symptoms and signs.
Nurses also relied on MTS in situations where they were unsure how to assess patients.
Therefore, despite underdetermining and often misrepresenting triage nursing practice, the
MTS guidelines clearly influenced nurses’ urgency assessments in a sociologically notewor-
thy sense.

Triage code adjustments
In this subsection, I will delve deeper into when, how and why nurses’ privileged their own
assessments over MTS recommendations. To understand when, it is necessary to revisit the
association of MTS triage codes with target waiting times. When assigning patients to a triage
code, triage nurses must ask themselves two questions: is the recommended waiting time (1)
reasonable and (2) realistic for this particular patient? The first question concerns whether the
MTS waiting time accords with the nurse’s own assessment; the second concerns whether this
waiting time is attainable given the ratio of patients to physicians at the moment of assess-
ment. When nurses believed the MTS-suggested waiting time to be unreasonable and/or unre-
alistic, their choice of triage code often deviated from MTS recommendations.

To understand how nurses navigated MTS, it is important to consider the organisation’s
rules for priority setting. While EPCC management allowed nurses to upgrade patients’
triage code if they provided a reason in the triage note, downgrading was strictly prohibited.
To downgrade patients (or keep their upgrades ‘off radar’), nurses had to employ more cov-
ert methods, of which I observed three main types. Note, however, that not every nurse
was found to engage in covert practice, perhaps because of individual differences among
nurses and/or differences in the cases I observed. Nonetheless, it is fair to assume that the
prevalence of covert practices was greater than what I, a sociologist ‘outsider’, was allowed
to observe.

Qualifying discriminators One covert practice involved qualifying discriminators. As men-
tioned, this was characterised as ‘strictly prohibited’ by a triage course instructor, but some
nurses were observed to do so nonetheless. For instance, when assessing a three-year-old boy,
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Nurse Alyssa qualified the discriminator ‘new abnormal pulse’. The boy’s pulse was first mea-
sured as 150 and then 100, before stabilising at 118; this was eight points above the discrimi-
nator limit for his age group and should have resulted in an orange triage code. However,
Alyssa reasoned that the fluctuation, in combination with the boy’s dry, warm skin, normal
skin colour and otherwise good general condition were strong enough reasons to disregard his
slightly increased pulse. On that basis, she gave him a yellow triage code, later explaining that
she preferred to consider him ‘as a whole’ rather than prioritising on the basis of single symp-
toms, which illustrates the importance of nurses’ holistic reasoning. She also added that this
was a breach of EPCC policy: ‘If it [the pulse] is abnormal, then I’m really not allowed to
skip past it’.

This example raises the question of why Alyssa overrode the system. Part of the answer is
that triage codes are a scarce commodity that must be rationed; if everyone receives high pri-
ority then no one receives high priority. Many nurses referred to MTS as an ‘overtriage tool’,
in that it assigns too high a priority to certain complaints. For that reason, they felt the need to
‘correct’ MTS, especially in (the relatively frequent) situations of overcrowding, in which wait-
ing times increased and more refined queue ordering was required. It is also worth noting that
certain nurse managers expressed some understanding of deviations like Alyssa’s. When asked
if qualifying discriminators was acceptable in certain cases, Nurse Cindy, who taught triage
courses and occasionally performed triage herself, answered as follows: ‘I believe it’s okay if
you have some experience, but it’s . . . It’s not what we teach them’. This implies that devia-
tions like Alyssa’s might go unsanctioned even when detected. Cindy’s answer also highlights
the salience of nurses’ experience in downgrading patients. Downgrading was considered more
legitimate – and was therefore more typical – among more experienced nurses like Alyssa,
who had worked in the EPCC for several years.

Strategically choosing flow charts Another covert method for acting on one’s own assessment
was strategically choosing flow charts. For instance, Nurse Anne spent 6.5 minutes assessing a
patient with a swollen forehead and concluded that the patient should receive a green triage
code. Awarding this code required some reflexivity on Anne’s behalf; after the patient had left
triage, we discussed this.

Anne: Sometimes you have to manipulate the system a bit because, according to the
manual, she would have been orange.

Researcher: What [discriminator] would she have got?
Anne: If I’d believed this was an allergic reaction, I could have used [the flowchart]

Allergy, and then she’d get [the discriminator] ‘Facial oedema’.
Researcher: So you have to reflect on which flowchart you choose?
Anne: Ideally, one is supposed to get the same priority regardless of the flowchart

we use. But it’s completely ridiculous for her to see a doctor within ten
minutes; that’s why I chose the chart facial problems instead.

In the facial problems chart, the patient would be positive for ‘facial swelling’, a green dis-
criminator; in the Allergy chart, the patient’s problem would constitute ‘facial oedema’, an
orange discriminator. Anne’s differential diagnosis excluded an allergic reaction, prompting
her to estimate the patient’s ‘waitability’ as significantly longer than the ten minutes suggested
by the allergy chart. She therefore chose ‘facial swelling’ to ensure a triage code that better
aligned with her own assessment. Similar practices allowed nurses to upgrade patients as well.
Thus, nurses’ knowledge about flowchart discrepancies allowed them to prioritise on the basis
of their own discretion.
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Oral adjustments In some instances, nurses were unable or unwilling to engage in work-
arounds to adjust a patient’s formal triage code. This most often related to certain orange dis-
criminators; there were numerous examples of nurses giving orange triage codes despite their
conviction that there was nothing seriously wrong with the patient. One telling example was
Nurse Helen’s comment after she had assigned two orange codes in a row:

Both were orange according to the chart, but none were orange in a clinical sense. He
checked out on a discriminator used when one suspects stroke, but he had no other symp-
toms. He was a young man born in ‘84, but he got orange nonetheless. The girl was orange
just because she had a high pulse, but I believe that’s due to her being anxious. Besides
that, she was clinically fine, with perfectly fine parameters.

Although Nurse Helen’s assessments conflicted with MTS, she adhered to the system’s recom-
mendations. This caution was informed by both patient safety and judicial reasons, clearly
illustrating how MTS discriminators could limit nurses’ discretionary space. However, Helen
had another means of modifying patient priority. After these assessments, she left the booth
for a few minutes; on her return, she explained:

I visited logistics and explained that I registered them as orange, but that they weren’t clini-
cally orange – I believe they can wait more than ten minutes. We’re supposed to use our
head too, in addition to the discriminators. I feel they could have been yellow, but you
shouldn’t skip those discriminators.

This example shows that while Nurse Helen was unwilling to perform an inter-code adjust-
ment – that is, downgrading a patient’s triage code – she was comfortable with making an
intra-code adjustment – assigning the patient a lower priority within their triage code. This
was done by communicating the discretionary assessment to the clinic’s nurse coordinator, so
influencing their internal queue,5 namely, their mental representation of patients’ relative prior-
ity. This queue was more refined than the electronically recorded external queue, which
ordered patients first by triage code and then by time of arrival. Because the coordinator often
told those working ‘inside’ who should be prioritised, these informal messages could strongly
influence patients’ wait time before receiving medical attention. A similar practice served to
move patients forward in line as well. Thus, such informal interactions allowed nurses to act
on their discretionary assessments without appearing to violate guideline prescriptions.

Discussion and concluding remarks

The analysis has shown that nurses take an active approach (Russell 2012) to face-to-face
triage, which is congruent with earlier findings on telephone triage. The analysis has also
detailed the relationship between guideline deviations and nurses’ clinical reasoning, which has
been under-analysed in previous research. Nurses assessed patients at odds with MTS guideli-
nes by collecting supplementary data, engaging in differential diagnostic and holistic reasoning,
relying on emotion and intuition and allowing colleagues, patients or patients’ relatives to influ-
ence their reasoning. Moreover, where nurses’ discretionary assessment suggested that the sys-
tem-prescribed wait time was either unreasonable or unrealistic, nurses sought to override the
system by qualifying discriminators, strategically choosing flowcharts or orally adjusting
urgency levels. Although the observed characteristics are unlikely to be exhaustive of triage
nurses’ discretionary practices, the findings show how managerial tools may be significantly at
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odds with the professional reasoning they seek to regulate. These findings are particularly inter-
esting because most nurses in this EPCC, including those I shadowed, had no experience with
triage before being introduced to MTS. Despite their co-occurring socialisation into triage nurs-
ing and MTS, they nevertheless employed significant discretion when assessing patients.

However, triage nurses did not operate completely independently of the guidelines. MTS
served as a support system and checklist, holding nurses accountable to a minimum of symp-
toms and signs to be considered in their assessments and documentation. Nurses’ assessments
therefore synthesised their own professional judgment with system-prescribed considerations;
rather than simply disregarding guidelines, they used them reflexively by drawing on some
parts rather than others, supplementing or circumventing them when it was considered neces-
sary to ensure fair and correct priority setting. In short, nurses assessed patients’ urgency in
negotiation (Strauss et al. 1963) with MTS.

The present findings are difficult to subsume under the existing conceptualisations of triage
nurses’ use of guidelines. In acknowledging the joint influence of nurse and guideline in triage
assessments, the notion of ‘dual triage’ (O’Cathain et al. 2004b) mentioned above might appear
promising. However, this idea does not reflect the full extent of how triage nurses supplemented,
translated and contravened guidelines. Additionally, the term ‘dual’ does not do justice to the com-
plexity of these assessments; influences on triage assessments are not just dual, they are multiple.

The findings here are better aligned with the concept of ‘mindlines’, referring to collectively
reinforced, internalised, tacit guidelines (Gabbay and le May 2004, 2011). While Gabbay and
le May’s (2011: 12) concept was based primarily on observations of doctors, they argued for
its application to other professionals as well. On that basis, I propose the term ‘triage mindli-
nes’ to conceptualise how nurses assess patients using internalised guiding principles derived
from professional socialisation and personal experience, as well as interaction with colleagues,
triage instructors, management, MTS and other sources. These guiding principles can be artic-
ulated to some degree, but they also encompass tacit knowledge (Polanyi 1967), such as a
nurse’s ability to judge a patient’s general condition, which is crucially important for identify-
ing those most at risk.6 Because they encompass a broader range of knowledge than MTS,
triage mindlines structure the triage encounter in terms of a more situated, individualised logic
than the abstract, procedural prescriptions of MTS.

One likely reason for nurses’ greater reliance on triage mindlines than on MTS guidelines is
the dual reductionism of rule-based systems. As argued in previous research, such systems
exclude nurses’ situated, tacit knowledge, and the limited set of information these systems pro-
vide cannot account for all the contingencies of everyday work practice (cf. Berg 1997, Dew
et al. 2010, Greatbatch et al. 2005, Heath and Luff 2000, Suchman 1987, Tjora 2000). A sec-
ond and related reason is that the MTS prescription of atomistic and non-diagnostic reasoning
imposes too strict a boundary between nursing and medicine. Nurses’ knowledge makes such
a boundary difficult to maintain in practice, as evidenced here and in other studies (e.g. Allen
1997, Butler et al. 2009, Hughes 1988, Tjora 2000). A third reason for nurses’ reliance on
triage mindlines is that they must consider several standards (e.g. MTS and SBAR) when mak-
ing triage assessments. As previous research has focused almost exclusively at one standard at
a time, this discretionary balancing of several competing standards warrants further research. A
fourth reason – differentiating this EPCC from many other EMS organisations (cf. Ruston
2006, Tjora 2000) – is that neither management nor the system’s design demanded absolute
adherence to the guidelines. Instead, management expected triage nurses to supplement MTS
with their professional knowledge and experience, and the paper-based MTS guidelines
allowed for significantly more discretion than computer-based triage guidelines typically do
(cf. Bjørn and Balka 2007). Moreover, even if management had required nurses to adhere
completely to the system, the light monitoring regime for face-to-face triage – as opposed to
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telephone triage, where nurses often practice in front of superiors and conversations are typi-
cally recorded – allowed nurses more freedom to exercise their own discretion. A fifth and
final reason relates to nurses’ pragmatism. As Timmermans and Berg (2003: 70) argued,
healthcare professionals regard guidelines as means rather than ends, adhering to them only if
they are considered useful for the task at hand. This was not always the case in the participat-
ing EPCC; indeed, in line with findings from other studies (Dowding et al. 2009, Ruston
2006), nurses believed that strict adherence to the MTS could pose a risk for certain patients.
Their discretionary practice was therefore motivated, at least partially, by a pragmatic focus on
helping patients by overcoming the limitations of the system.

That said, the present findings do not imply that the EPCC would be better off without the
MTS, or that procedural standards in general are detrimental to patients or healthcare workers.
Both managers and nurses were largely satisfied with the system while acknowledging that it
had limitations, and that some of these were quite severe. While an assessment of the success of
the MTS would require a different research design, the present findings reveal a problematic ten-
sion between nurses’ reasoning and MTS assumptions about this reasoning. Guideline develop-
ers could reduce these tensions by paying closer attention to how professionals reach decisions –
for instance, by taking account of nurses’ tendency to reason in a differential diagnostic and
holistic manner (cf. Edwards 1994). The findings also illustrate some limitations in the regula-
tory force of procedural standards. As no rule can exhaustively prescribe every aspect of a prac-
tice, those developing and enforcing guidelines might usefully adopt Timmermans and Epstein’s
(2010: 81) view that ‘The trick in standardization appears to be to find a balance between flexi-
bility and rigidity and to trust users with the right amount of agency to keep a standard suffi-
ciently uniform for the task at hand’. More grandiose ambitions, such as demanding absolute
adherence to guideline prescriptions or arguing that, ‘There is a need for a uniform triage scale
that is suitable for all services’ (Azeredo et al. 2015: 47), are likely to prove dead ends.

Although confinement to a single research site precludes statistical inference, the present analy-
sis provides an in-depth understanding of guideline application within this particular institutional
setting. It seems likely that the findings will prove relevant in understanding the use of procedural
guidelines in other settings, especially where relatively experienced professionals work to assess
complex (medical) problems under high workloads and less than total monitoring. More generally,
the findings here illustrate the difficulties of imposing a managerial logic on professional labour
(Flynn 2002, Lam 2000, Townley 2002) and the crucial role of additional skills and knowledge in
making guidelines work (Ruston 2006; Timmermans and Berg 2003). These considerations should
be kept in mind when designing and implementing guidelines in professional organisations.
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Notes

1 In Norwegian, EPCCs translates as legevakt.
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2 Exceptions pertaining to face-to-face triage include Dowding et al. (2009) and the studies reviewed
by Johannessen (2016). The former includes face-to-face triage as only one of four case studies; the
latter reviews descriptive studies that focus more on decision-making in general than on nurses’ use
of guidelines. Neither provides firm grounds for any conclusions about guideline application in face-
to-face triage.

3 Relevant questions include: ‘What are your thoughts on having to use MTS in your assessments?’;
‘Beyond MTS, what influences your allocation of triage codes?’ and ‘What is the most challenging
aspect of performing triage?’

4 A similar ambiguity characterises the MTS manual, but the MTS system itself is unequivocally built
on an algorithmic and managerial logic.

5 I learned about this ‘internal’ queue by shadowing nurse coordinators and probing them about their
queue management.

6 The relevance of nurses’ tacit knowledge became apparent whenever I tried to use the MTS manual
myself. As a sociologist and non-nurse, my underdeveloped ‘clinical gaze’ meant that I could not
arrive at the same conclusions as the nurses I shadowed.
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A B S T R A C T

In theorising ‘the system of professions’, Andrew Abbott emphasised how jurisdictional boundaries in the
workplace are far fuzzier than those specified in law. A key reason for this fuzziness is the process he char-
acterised as ‘workplace assimilation’, involving on the job learning of a craft version of another profession's
knowledge system. However, despite its centrality, workplace assimilation remains poorly elaborated in the
scholarly literature. To address this shortcoming, this study explores the workplace assimilation of nurses in a
Norwegian emergency primary care clinic. Using an ethnographic approach, the study shows how nurses learned
to blur the nursing-medical boundary by (1) doing physician-like work; (2) interacting with their colleagues; (3)
comparing their own clinical assessments to those of physicians (as codified in the patient record) and (4) using
medical reference works to guide their clinical decision making. In detailing these aspects of workplace as-
similation, the study illuminates how and why workers come to blur jurisdictional boundaries in the workplace.

1. Introduction

In his seminal work The System of Professions, Andrew Abbott (1988)
theorised how professions compete for jurisdiction—that is, for control
over particular tasks. This form of competition occurs mainly in the
judicial system, the public sphere and the workplace; however, as Ab-
bott noted, “There is a profound contradiction between the two some-
what formal arenas of jurisdictional claims, legal and public, and the
informal arena, the workplace” (Abbott, 1988, p. 66). While the formal
arenas specify clear jurisdictional boundaries between professionals,
the workplace is a site where “formal lines of demarcation frequently
break down” (Allen, 2001, p. 79).

A key reason for this breakdown is the process that Abbott char-
acterised as workplace assimilation, defined as a “form of knowledge
transfer” in which “[s]ubordinate professionals, nonprofessionals, and
members of related, equal professions learn on the job a craft version of
given professions’ knowledge systems” (Abbott, 1988, p. 65). Although
not comparable to the training required for full membership in a pro-
fession, workplace assimilation nevertheless enables members of one
profession to carry out at least some of the tasks of another (Abbott,
1988, pp. 65–6).

The latter point has been richly described in studies of professionals'
‘boundary-blurring work’ (Allen, 1997), i.e. work that obscures formal
jurisdictional boundaries. Most such studies have centred on healthcare
organisations, with particular emphasis on ‘the nursing-medical
boundary’ (Allen, 1997; Annandale et al., 1999; Apesoa-Varano, 2013;

Butler et al., 2009; Carmel, 2006a; Hughes, 1988; Liberati, 2017;
Porter, 1991; Prowse and Allen, 2002; Salhani and Coulter, 2009;
Snelgrove and Hughes, 2000; Stein, 1967; Stein et al., 1990; Svensson,
1996; Tjora, 2000; Walby and Greenwell, 1994). For instance, Hughes
(1988) did participant observation in a casualty clinic and discovered
that nurses frequently found themselves “moving close to areas of
judgment for which the doctor takes legal responsibility” (Hughes,
1988, p. 5). Similarly, in a hospital ethnography, Allen (1997) found
that ward-based nurses often had difficulty in reaching physicians
working across wards, leading them to violate organisational policy to
address pressing medical concerns when physicians were unavailable.

There is also evidence that nurses become more likely to blur
boundaries as they gain work experience (cf. Allen, 1997; Hughes,
1988; O'Cathain et al., 2004; Xyrichis et al., 2017); consistent with the
predictions of workplace assimilation, this suggests that nurses
somehow learn to blur boundaries in the workplace. However, nurses'
workplace learning has not been granted particular analytical interest;
existing studies have largely been confined to the content and rationale
of nurses' boundary-blurring work, with little attention to how nurses
learn to blur the nursing-medical boundary in the first place. Tjora’s
(2000) study of emergency medical communication centres is a partial
exception, as he mentions “how new knowledge is socially developed”
through nurses' “discussion and evaluation of [their] own and others'
practice” (Tjora, 2000, p. 734). Beyond this, however, little has been
written about how workplace assimilation enables nurses to blur pro-
fessional boundaries.
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This deficit reflects a more general neglect of workplace assimila-
tion in the scholarly literature. Abbott himself provided only a brief
theoretical description of the concept (spread across 1988, pp. 64–8),
and subsequent studies have noted only that workplace assimilation
occurs in their given field, without exploring the actual learning me-
chanisms involved (cf. Evans and Honold, 2007; Kirkpatrick, 1999;
O'Connor, 2009). This is unfortunate; in treating it as a unified whole,
we risk overlooking salient variations in how, why and to what extent
workplace assimilation occurs. These are questions of great significance
in judging the soundness of boundary-blurring work, and in under-
standing the ‘fuzziness’ of workplace jurisdiction more generally. A
fuller understanding of professional boundaries in the workplace
therefore demands further investigation of the processes of workplace
assimilation.

To that end, this ethnographic study explores workplace assimila-
tion among nurses and physicians at a Norwegian emergency primary
care clinic (EPCC; ‘legevakt’ in Norwegian). As frontline institutions
dealing with high volumes of undifferentiated patients, some of whom
may be critically ill, large-scale EPCCs like the one under study re-
semble emergency departments in other countries (Vassy, 2014). Al-
though clearly not representative of all healthcare organisations, the
inter-professional composition of the EPCC workforce and the sig-
nificant overlap in work tasks makes this an ideal setting for exploring
workplace assimilation.

The present article focuses in particular on how nurses learn to blur
boundaries in the frontline role of face-to-face triage, where they assess
the urgency of patients' complaints. While triage was demarcated by
guidelines that distinguished clearly between nurses' assessments and
physicians’ consultations, nurses were found to routinely blur this
boundary by performing triage assessments in ways that approximated
the discretionary diagnostic and prescriptive work of physicians. The
central research question, then, is how nurses learned to blur bound-
aries in this way. By delving deeply into this case of triage nursing, the
aim is to extend our understanding of workplace assimilation, thus
improving our knowledge of how and why formal divisions of profes-
sional labour become blurred in the workplace.

I continue by describing the study's theoretical perspective and its
data and methods. In the subsequent findings section, I briefly describe
the jurisdictional boundary separating triage nurses from physicians,
and how nurses blurred this boundary when assessing patients. This is
followed by a detailed analysis of the learning mechanisms under-
pinning nurses' boundary-blurring work, before I discuss the broader
implications of the study's findings.

1.1. Theoretical approach

Before exploring nurses' workplace assimilation, it is important to
clarify some key concepts. As mentioned, Abbott (1988, p. 65) viewed
workplace assimilation as a form of “knowledge transfer”, enabling
members of one profession or occupational group to perform certain
tasks that belong formally to another. In this, Abbott seems to under-
stand knowledge in pragmatic terms as involving “a form of mastery
that is expressed in the capacity to carry out a social and material ac-
tivity” (Nicolini, 2012, p. 5). For present purposes, the knowledge of
interest is commonly referred to as medical or clinical, relating to the
practical tasks of identifying and treating medical conditions. This in-
cludes both the tacit skills underpinning clinical interpretation and
reasoning, and more abstract explicit knowledge of medical topics
(Polanyi, 1967). The question addressed here is how nurses develop
sufficient clinical knowledge to blur the nursing-medical boundary. As
suggested above, the bulk of this ‘blur-enabling’ knowledge is likely to
be developed in the workplace.

Following Tÿnjälä (2008, p. 140), we can distinguish three basic
modes of workplace learning: (1) incidental and informal learning that
occurs as a ‘side effect’ of work, (2) intentional, non-formal learning
related to work, such as the intentional practising of certain skills or

tools; and (3) formal, on- and off-the-job training. This study focuses
predominantly on the first type—informal workplace learning—which
is most relevant for understanding the largely informal process of
workplace assimilation. Following Eraut (2004), the distinction be-
tween informal and formal learning can be seen as a continuum, in
which the informal end is characterised by unstructured learning in the
absence of an official teacher. Such learning “may occur without the
awareness or intention to learn (implicit learning), or it may involve a
more or less deliberate effort to learn” (Ellström, 2011, p. 106).

The present analysis places particular emphasis on the situated
nature of nurses' workplace learning—in other words, on “the re-
lationship between learning and the social situation in which it occurs”
(Lave and Wenger, 1991, p. 14). As such, learning is approached as “an
external interaction process between the learner and his or her social,
cultural and material environment” (Illeris, 2011, p. 35). Accordingly,
the object of analysis here is nurses’ learning environment and their
interactions within it. On this view, learning is intimately connected
with practice (i.e. the performance of work activities), both because
practice itself involves learning and because it raises practical problems
that nurses must solve (Ellström, 2011, pp. 105–6). Finally, the study
also analyses learning through an ethnographic lens, which will be
described in the following section.

2. Data and methods

Ethnography—“the study of groups and people as they go about
their everyday lives” (Emerson et al., 2011, p. 1, p. 1)—offers an ap-
propriate means of analysing the situated and interactive aspects of
nurses' workplace assimilation, as it allows the researcher to study
learning in situ, including those practices that informants might not
necessarily identify as involving learning (Eraut, 2004). The study
setting was a publicly funded Norwegian EPCC; located in the city
centre, it performed more than 50,000 consultations per year, em-
ployed more than 100 nurses and physicians and was open for 24 h on
every day of the week. Like emergency departments in other countries
(Vassy, 2014), it allowed patients to walk in at their own discretion.
The clinic was intended to serve patients with medical rather than
surgical complaints. Spatially, it was divided into a ‘frontline’ (com-
prising a reception area, waiting room and triage booths) and an ‘inside’
area (consisting of another waiting room, a work station shared by
nurses and physicians and a series of examination rooms).

Between April and December 2015, 47 fieldwork sessions were
conducted at this EPCC; the average duration of each session was ap-
proximately 6 h. As discussed in more detail below, nurses in the EPCC
rotated between several stratified roles, developing knowledge in all of
them. All of these roles were covered in the 35 sessions in which I
shadowed nurses throughout (most of) their working day. On average,
the participants had worked in the EPCC for approximately three years,
and all had a bachelor's degree in nursing (as is required for the pro-
tected title of ‘nurse’ in Norway). Of the other twelve sessions, three
were spent observing courses related to triage nursing and other topics,
and nine were dedicated to shadowing physicians. I also conducted
semi-structured interviews with seven nurses, two physicians and two
managers, who were questioned, among other things, about roles and
boundaries in the EPCC. Overall, studying both professional groups and
stratifying my observations according to EPCC roles proved useful for
exploring variations in workplace learning.

The interviews were transcribed verbatim. During fieldwork, I
scribbled keywords and near-verbatim quotes on a notepad or laptop
for later reference when writing more elaborate, low-inference field
notes. Totalling approximately 1270 single-spaced pages, all notes were
written in Norwegian; in translating the extracts included in this article,
I have made minor grammatical and aesthetic adjustments.

The study was approved by the Norwegian Social Scientific Data
Services. Pseudonyms are used to secure informants’ internal and ex-
ternal confidentiality (Tolich, 2004), and no other identifying

L.E.F. Johannessen Social Science & Medicine 201 (2018) 51–58

52



information is disclosed. I signed a non-disclosure agreement with the
participating EPCC. Workers were informed about the project both
orally and in writing, and all informants gave their verbal consent to
participation. When interacting with patients, each EPCC worker I
shadowed would ask the patient whether it was acceptable that I wit-
nessed their interaction.

From an early stage of this fieldwork, the collected data were sorted
into emergent broad-brush codes, using QSR NVivo 10. Prior to com-
mencing fieldwork, I was interested in what and how nurses learn in the
EPCC; however, my interest in workplace assimilation was significantly
heightened after leaving the field, when I engaged in an abductive
process (Timmermans and Tavory, 2012) of alternate reading of field
notes and the literature related to workplace jurisdiction. In pursuing
this interest, I inductively differentiated and iteratively reviewed re-
levant broad-brush codes to explore how nurses develop blur-enabling
knowledge. The results of this process are presented in the next section.

3. Findings

In the following, I briefly describe the jurisdictional boundary be-
tween triage nursing and medicine in the research setting, and how
nurses blurred this boundary in their everyday assessments. This is
followed by a detailed analysis of how nurses learned to engage in this
boundary-blurring work.

3.1. Boundaries

As argued by Walby and Greenwell (1994, p. 86), triage challenges
traditional boundaries between nursing and medicine by allowing
nurses to engage in assessment work that resembles physicians’ con-
sultations. In this respect, triage reflects a broader trend within
healthcare organisation, where an increasing number of tasks are being
delegated from medicine to other professions (Nancarrow and
Borthwick, 2005). However, as is typical for delegated work, the triage
nurses I observed were restricted in ways that physicians were not. This
was most clearly articulated in the main guideline governing triage
assessments in this EPCC: the Manchester Triage System (MTS), which is
the most widely used in Europe (Mackway-Jones et al., 2014).

Like most triage systems, the MTS is a procedural standard
(Timmermans and Epstein, 2010), specifying how urgency assessments
are to be performed. EPCC nurses were thoroughly socialised into this
system; before being allowed to practice triage, they were required to
read the MTS handbook, to attend a full-day triage course and to re-
hearse the system for three full shifts under the supervision of a triage
instructor. The system itself is designed as a paper-based manual,
consisting of 53 flow charts that are organised by categories of com-
plaint such as abdominal pain, allergy, ear problems and head injury.
Nurses are required to assess patients using one of the 53 charts, each
specifying symptoms and signs that are of relevance for priority setting,
ordered in a hierarchy of five colour-coded levels of urgency. The MTS
instructs nurses to start from the top of the chart and to rule out
symptoms and signs, one by one, until they find a positive match, which
then determines the patient's triage code. The system also instructs
nurses to assess patients “without making any assumptions about the
[patient's] diagnosis” (Mackway-Jones et al., 2014, p. 11). In other
words, the MTS specifies both what information nurses should collect
about patients, how they should reason about this information, and
what decisions should follow from these guideline-specified conclu-
sions. In this way, the MTS imposes strict limitations on nurses' diag-
nostic and prescriptive decision-making.

It should be noted that the MTS handbook specifies that the system
is meant to “inform” rather than fully determine the triage process
(Mackway-Jones et al., 2014, p. xi). However, the handbook is less clear
about the acceptable level of discretion. In the course that nurses were
required to attend before practising triage, they were instructed to
adhere closely to the system. Accordingly, nurses typically regarded the

system as ‘the norm’ for patient assessment. As adopted in this clinic,
then, the MTS articulated a clear formal boundary between triage
nurses and physicians.

3.2. Blurring

As in previous triage studies (cf. Johannessen, 2016; Purc-
Stephenson and Thrasher, 2010), the participating nurses were ob-
served to deviate from the guidelines, and thus blur the MTS-articulated
boundary in several ways. For instance, it was evident that nurses
regularly considered diagnoses during their assessments. As discussed
more extensively elsewhere (Johannessen, 2017), nurses were found to
engage in differential diagnostic reasoning, hypothesising diagnoses of
relevance to patients' presenting complaints. This often led nurses to
adjust triage codes, thus overriding system recommendations. In some
assessments, nurses were observed to approximate physicians’ diagnosis
and treatment to an even greater extent. Consider the following field
note extract of how a patient was assessed and handled in triage:

Nurse Joachim receives an English-speaking mother and a child with
spots on his face and body. He examines the child for a while before
calling on the neighbouring triage nurse for a second opinion. She
takes a close look before deciding, “It's chickenpox”. Nurse Joachim
replies “It is, isn't it?” The second nurse suggests that he should send
the patient to the pharmacy to buy an ointment and some painkil-
lers. “There's nothing we can do in any case”, she concludes. Nurse
Joachim conveys this information to the patient's mother, who re-
plies that she thought they could get a vaccine. He assures her that it
will all be over in a week and that there is nothing they can do about
it. The mother asks again whether he is certain that it is nothing
dangerous, and he confirms this. Mother and child leave triage, and
Nurse Joachim completes his documentation.

Both of the nurses in this example had worked in the EPCC for more
than three years, thus indicating that boundary-blurring was correlated
with experience in triage. Their decision making was clearly at odds
with the MTS, which states that patients with these symptoms and signs
should be registered to see a physician. Instead, the nurses engaged de
facto in consultation with the patient, making a diagnosis (in all but the
formal sense of communicating it in the triage note) and recommending
treatment in the form of non-prescription painkillers and ointments. In
so doing, their actions clearly traversed the triage nursing-medical
boundary as articulated in this EPCC.

Nurses’ main reason for engaging in this boundary-blurring work
was to ensure more accurate prioritisation of patients. This was a par-
ticularly salient concern when the clinic was (over)crowded and they
had to sort a large group of patients according to fine-grained clinical
needs. If a critically ill patient was overlooked under these circum-
stances, s/he might have to wait for hours before seeing a physician;
conversely, if too many patients were admitted or were assigned unduly
urgent triage codes, nurses risked overlooking the most critically ill.
These considerations motivated nurses to assess patients in a more
thorough and discretionary manner than prescribed by the MTS.

The EPCC's management was not wholly opposed to this practice.
While they generally expected nurses to follow the MTS (treating it as
‘the norm’ for priority setting), nurses were allowed to deviate from the
system if they had clinically sound reasons for doing so. Nurses were
mainly granted discretion to upgrade patients, assigning a higher triage
code than specified by the MTS. Downgrading, on the other hand, was
mostly considered unacceptable. However, certain managers seemed to
allow nurses some discretion in downgrading as well, especially if they
considered the nurse to have sufficient experience. In other words,
management accepted (and to some extent expected) some blurring of
formal boundaries in triage. This is not to say that all managers ex-
pressed equal acceptance; rather, they seemed to draw different
boundaries for different nurses in different contexts (thus demon-
strating the situated nature of professional boundaries in the
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workplace). Nor does this mean that managers were fully aware of how
and to what extent triage nurses blurred boundaries. As triage was
spatially separated from the rest of the clinic, managers (and other
staff) only learned about these nurses' work by reading their triage
notes. As long as nurses' documentation and triage code allocation
seemed reasonable to outside actors (especially the coordinators over-
seeing patient flow and the middle managers who occasionally audited
triage notes), they had significant discretion in how they assessed pa-
tients.

Given this rough sketch of the content and rationale of nurses’
boundary-blurring work, the question, then, is how nurses learned to
blur the nursing-medical boundary in this discretionary, physician-like
manner.

3.3. Learning

In the following, I will show how nurses learned to blur professional
boundaries by (1) doing physician-like work; (2) interacting with their
colleagues; (3) comparing their own clinical assessments to those of the
physician (as codified in the patient record) and (4) using medical re-
ference works to guide their clinical-decision making. As will be made
clear, these factors were mutually reinforcing, ensuring a strong blur-
enabling potential.

3.3.1. Learning by doing
We begin by looking at some foundational aspects of nurses'

workplace learning, which laid the groundwork for developing more
extensive blur-enabling knowledge. This learning was intimately linked
to the delegation of medically defined roles to nurses, in which they had
to assess patients through a medical lens, oriented towards the identi-
fication and treatment of biomedical disease. While this work clearly
fell within nurses’ jurisdiction, it also afforded opportunities and in-
centives to increase their clinical knowledge, in turn enabling them to
blur jurisdictional boundaries.

To begin, it is useful to consider how nurses developed what they
referred to as their ‘clinical gaze’ (‘klinisk blikk’, a common Norwegian
term used almost always without reference to Foucault). This was
characterised as an intuitive, perceptual ability that allows nurses to
make quick assessments of whether or not a patient is ill. These tacit
judgments were based primarily on visual signs, such as pallor,
sweating, freezing, abnormal gait or pain expressions. Despite their use
of a metaphor that privileges vision, nurses' judgments also en-
compassed audible, olfactory and tactile cues, derived from listening to,
smelling and touching the patient. All of this information was used to
judge patients' ‘general condition’—that is, their overall state of health.

Neophyte nurses were afforded opportunities to practise their clin-
ical gaze as soon as they began working in the clinic, especially when
assigned the role of receptionist. As the first member of staff to meet
patients entering the EPCC, receptionists are responsible for moving the
most urgent patients to the front of the queue to see the triage nurse.
Receptionist nurses did this by making a swift perceptual judgment of
the patient's general condition and asking about their reason for at-
tendance. The need to assess large numbers of patients with a broad
range of complaints meant that their ‘training material’ was both vo-
luminous and varied. Given the large number of patients attending the
EPCC, receptionists rarely worked alone, and neophytes could therefore
develop their gaze under the guidance of more experienced colleagues.
Management recognised the importance of this guidance, as a well-
developed clinical gaze was considered crucial for this and other roles
in the EPCC. For instance, it was widely acknowledged that the ability
to identify symptoms and signs described in the MTS required knowl-
edge beyond that codified in the system itself; in fact, this was a key
reason why nurses in the clinic were required to have at least one year
of EPCC experience before practising triage.

However, beyond enabling them to use the MTS, a well-developed
clinical gaze also enabled nurses to deviate from the guideline

prescriptions. The nurses argued that their gaze allowed them to per-
ceive nuances that escaped the MTS, either by explicitly noticing ad-
ditional relevant signs (e.g. pallor, swelling) or by simply getting a ‘bad
gut feeling’, alerting them to upgrade the patient's triage code. By de-
veloping their clinical gaze, then, nurses could engage in more discre-
tionary diagnostics than specified by the MTS. In other words, this type
of learning allowed them to blur the formal boundary that separated
their guideline-based assessments from the discretionary diagnostics of
physicians.

Additional learning occurred in the role of triage nurse itself, which
opened up further possibilities for engaging in physician-like work.
During triage assessments, the nurse is required to record the patient's
medical history, as well as collect and assess vital parameters such as
pulse, respiratory rate and temperature, and perform examinations such
as simple neurological assessments. While most assessments lasted be-
tween 4 and 8min, I observed nurses spending as much as 15min on
the most ambiguous cases. Triage assessments could therefore be re-
markably similar to medical consultations; indeed, Nurse Jonas fittingly
referred to the triage nurse as a “physician light” (which he and many
other nurses considered a positive label, contrary to those seeking to
establish nursing as separate from but equal to medicine (cf. May and
Fleming, 1997)).

The large throughput of patients also meant that nurses engaged
repeatedly in this physician-like work. On busy days, nurses assessed
40–70 individual patients, familiarizing themselves with a broad array
of medical conditions and ways of identifying these. Repeated assess-
ments also helped nurses to internalise the MTS flowcharts, turning
these into a stable reference point that they could build on, complement
and adjust to the particular case being assessed. In this sense, the MTS
served what one instructor referred to as a “competence-enhancing
function”, illustrating how “procedural standards afford an increase in
the overall complexity of health care providers’ work” (Timmermans
and Berg, 2003, p. 64). In combination with the learning mechanisms
described in below, this repeated engagement in physician-like work
had significant blur-enabling potential.

3.3.2. Collegial interaction – a community of practice
Another way in which nurses learned to blur the nursing-medical

boundary was by interacting with their colleagues. Different interac-
tions were seen to entail different learning opportunities. In triage, for
example, nurses occasionally telephoned the nurse or physician co-
ordinator to confer about patients with ambiguous complaints, some-
times leading to discussions of medical topics such as the likelihood of a
particular diagnosis. Triage nurses could also interact with each other;
with the exception of night shifts, there were always two nurses per-
forming triage in neighbouring booths. This enabled nurses to double-
check their diagnostic suspicions, as in the introductory example above,
when the two nurses concluded that the patient had chickenpox. Such
interactions are likely to increase nurses' diagnostic confidence, as “[a]
pproval from colleagues helps to reinforce a sense of personal compe-
tence” (Tjora, 2000, p. 735). These episodes are also likely to enhance
nurses' diagnostic abilities; for instance, the nurses in the introductory
example would be more likely to identify chickenpox on next en-
countering a patient with similar symptoms. In this way, nurses can
collaboratively foster their clinical gaze by helping each other develop
“tacit, embodied knowledge of how to ‘see’ and ‘what to look for’”
(Atkinson, 1995, p. 68).

In other roles, nurses had further opportunities for interacting with
colleagues, especially when working ‘inside’ the clinic, where 7–10
nurses and physicians would share a work station. This enabled ongoing
informal exchange of clinical knowledge, as in the following example.

Nurse Benedicte comes over to Nurse Kari and comments that one of
the patients has neck stiffness. Kari asks whether she has neck
stiffness or a stiff neck [a salient distinction in Norwegian medical
jargon]. They discuss this for a while to determine the
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characteristics of the former. Benedicte mentions a training session
in which they got to feel neck stiffness in a patient. Nurse Kari
comments “How cool!” before I ask her what they might fear if a
patient presented with neck stiffness. “Meningitis”, she answers.
Benedicte then walks over to a physician to ask about the defining
characteristics of neck stiffness and discusses this for a while with
the physician while Kari listens in. Kari then turns to me and says,
“That's the best part of sitting here—being able to listen in when
they confer with each other”.

This example illustrates the fluid sharing of clinical knowledge be-
tween workers in the EPCC. First, the nurses tried to determine the
characteristics of neck stiffness—a possible sign of meningitis—before
conferring with the physician to settle the matter. Nurse Kari's remark
also illustrates how she valued being able to listen in on clinical dis-
cussions. Several nurses identified this as a significant benefit of
working in the same space as physicians, and especially in proximity to
the physician coordinator, who conferred regularly with junior physi-
cians.

Nurses were also well positioned to learn more practical skills when
assisting in physicians' consultations—for instance, by exposing them to
interview questions and examination methods that could be used
during triage assessments. Similarly, when working in the EPCC's
medical communication centre, nurses reported that they learned in-
terview questions by listening in on the calls they transferred to the
ambulance services. In short, these practices illustrate how nurses could
acquire clinical skills by mimicking their colleagues.

Additional learning opportunities open up as nurses ascend the
EPCC's formal hierarchy. For example, a nurse coordinator supervises
the clinic's patient flow in tandem with a physician coordinator, and the
two frequently deliberate on the relative priority of patients who had
been triaged, granting the nurse insights into (and engagement with)
the physician's medical judgment.

These interactions illustrate how inter-professional cooperation fa-
cilitates the flow of blur-enabling knowledge between members of the
respective professions. In theoretical terms, nurses and physicians are
members of an inter-professional community of practice (Lave and
Wenger, 1991)—a group of people “who share a concern, a set of
problems, or a passion about a topic, and who deepen their knowledge
and expertise in this area by interacting on an ongoing basis” (Wenger
et al., 2002, p. 4). Clearly, this was not an egalitarian community; the
possibilities for legitimate participation were inter- and intra-pro-
fessionally stratified, as is typical in complex healthcare organisations
(Goodwin et al., 2005). Nevertheless, EPCC workers shared concerns in
assessing and handling patients, and regular interactions deepened
their knowledge of these tasks.

As we have seen, this community was predicated in part on the
particular ‘time-space geography’ (Walby and Greenwell, 1994) of the
clinic. Unlike many hospitals, this EPCC assigned nurses and physicians
to the same physical space; and as these nurses and physicians were
permanent employees, this entailed ongoing interaction over time
among the same set of individuals. Among other things, this meant that
experienced staff had a strong incentive to enhance the clinical com-
petence of their less experienced colleagues, as this would enhance the
performance of the unit as a whole. Thus, in contrast to other findings
that inter-professional relations are characterised by conflict and dif-
fering viewpoints (cf. Allen, 1997; Walby and Greenwell, 1994), I ob-
served a more collaborative work setting, aligning with Carmel (2006b)
and Liberati (2017). As members of this integrated community of
practice, nurses could continue to develop their clinical knowledge,
which in turn supported boundary-blurring work in triage and other
nursing roles in the EPCC.

3.3.3. Electronic patient records: indirect feedback
Workplace assimilation was also facilitated by triage nurses' use of

the electronic patient records (EPRs) written by the EPCC's physicians.

A typical patient record was approximately 100 words long and in-
cluded a brief description of the patient's problem, examination and test
results, background information of relevance and the physician's overall
thoughts about diagnosis and treatment.

When shadowing nurses in triage, I regularly observed them reading
patient records, especially towards the end of their shift—a practice
made possible by how EPRs escape the temporal and spatial limitations
of paper-based records. Nurses explained that they only accessed the
records of patients they had themselves assessed. Their reasons for
doing so are hinted at in the following field note excerpt.

Nurse Sara opens the EPR of a female patient with a nut allergy that
she assessed earlier and comments that she has been given a lot of
medication. Sara explains that the patient looked pretty okay when
she assessed her and that this shows how rapidly an allergy can
develop. She adds that patients with nut allergies are the scariest, as
they can deteriorate rapidly. She then opens the EPR of another of
her patients, who presented with abdominal pains and whom the
physician has diagnosed as a suspected cardiac infarction. She
comments that she had a bad feeling about this one, which was
confirmed by reading this record.

This excerpt illuminates how nurses accessed patient records to
follow up on patients' development post-triage. This practice enabled
nurses to learn how physicians assessed patients they had themselves
assessed. In the words of another nurse, Hilde, this allowed them to see
“whether you've been thinking along the right lines, and whether
you've missed something”, which reveals both how nurses viewed their
assessments as similar yet subordinate to those of physicians and, more
importantly, how reading these records provided nurses with indirect
feedback on their own triage assessments.

The assimilative potential of this feedback should not be under-
estimated. Other studies have noted how EPRs give nurses easier access
to the physician's patient documentation as compared to paper-based
records, and how this facilitates a less hierarchical relationship between
nurses and physicians (Håland, 2012; Svenningsen, 2004). In light of
nurses' physician-like work in triage, patient records have even greater
potential for producing boundary-blurring effects. Access to EPRs en-
ables nurses to compare their assessments to those of physicians, fur-
thering their understanding of what information to collect, which ex-
aminations to perform and what diagnostic category and medications
are relevant for patients they have just assessed. This type of feedback is
an essential component in the development of expertise, as learning
whether one was right or wrong is likely to improve the precision of
one's future assessments (Hogarth, 2010; Shanteau, 1992). Further-
more, congruence between the assessments of nurses and physicians is
likely to reassure the former, as in the above excerpt where Nurse Sara
received ‘confirmation’ of her diagnostic suspicion. This indirect ap-
proval seemed to boost nurses' confidence and can be viewed as a form
of “training for certainty” (Atkinson, 1984), encouraging nurses to trust
and act on their own inclinations. By enabling a more discretionary
approach to the MTS, this process could further facilitate the blurring of
boundaries between triage nurses and physicians.

Before turning to the final learning factor, it is worth noting that
nurses viewed their use of EPRs as a legal grey area, as the following
extract suggests.

Nurse Marit is reading patient records. I ask whether this is some-
thing she often does, and she replies: “I sneak in to see whether I've
assessed them correctly. I don't know if it's legal, but I do it to get
some sort of feedback”. I express understanding. “But actually, it's a
breach of confidentiality”, she adds. I ask whether this is the case
even if she assessed the patient herself. “No, that's my reasoning too.
But if you just open the record of someone with vaginal haemor-
rhage or something, just to have a look, then it's not okay.” She adds
that in [another EPCC], you have to enter a reason before opening a
patient record.
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Nurse Marit's comments reveal how this practice was viewed as a
potential threat to patients' right to privacy, although not substantial
enough to prevent her from engaging in said practice. The commonly
held view was that the benefits of learning outweigh privacy concerns,
especially when a patient presents with problems that nurses find
challenging to assess. Marit's final remark is also noteworthy, as it de-
monstrates how the potential for workplace learning can vary according
to organisational policy and technical solutions.

3.3.4. Referencing theory in practice
A final source of blur-enabling knowledge was the plethora of

medical reference works available to nurses in triage and elsewhere.
Along with courses nurses had to attend at the clinic, where they were
occasionally told about diagnostic markers and treatments for different
conditions, these reference works were an institutional expression of
nurses’ need for medical knowledge in their work. As most reference
works were in digitized form, they were easily available wherever
nurses had access to a computer.

The assimilative potential of these reference works seemed greatest
when used in tandem with practical assessments. When nurses per-
formed triage, I occasionally observed them consulting these sources to
read about symptoms, signs and treatments associated with particular
diagnoses. For instance, consider Nurse Sofie's interaction with a pa-
tient who claimed to have shingles (an acute infectious disease that may
cause a painful and blistered rash; also referred to as ‘herpes zoster’).

Patient: I think I've got shingles.

Sofie: Okay, what symptoms do you have?

Patient: I have a burning spot on the top of my head. So that's what I
think it is. I'm starting to get a stiff neck too.

Sofie: Have you looked at … [the spot]?

Patient: No, but my children have.

Sofie goes over to look at the patient's scalp.

Sofie: How long have you been having this?

Patient: Just started today.

Sofie: Have you had it before?

Patient: No.

Sofie: Can you manage to put your chin down towards your chest?

Patient: Yes. (She puts her chin down.)

Sofie opens the browser on her computer and googles ‘shingles’. She
reads about the condition on Norsk Helseinformatikk [an official
Norwegian webpage for healthcare professionals]. She then googles
‘shingles treatment’ and enters the webpage of a Norwegian phar-
macy. In total, she spends three minutes reading about the condi-
tion.

[The rest of the interaction has been edited out. In short, Sofie asked
the patient about additional symptoms and previous diseases, before
turning to a colleague to ask for help. In total, the assessment took
eight minutes.]

After the patient has left triage, Sofie explains: “I thought it was a bit
strange because I've never triaged anyone with shingles before. In
these cases, I occasionally check the treatment [of the condition].
Often, there's no treatment; you're just supposed to wait and let it
heal itself, and then I don't bother to register them because there's
no use letting them sit here and wait”.

This example illustrates how nurses can acquire theory in practice by
being probed about particular conditions and then referencing au-
thoritative medical sources for propositional knowledge about these
conditions. In this way, her use of the reference works was intimately

linked to being delegated physician-like work.
This extract also demonstrates how nurses may incorporate newly

acquired knowledge into their discretionary judgment. As Nurse Sofie
said, had she discovered that there was no treatment for shingles, she
would have been inclined not to register the patient because “then
there's no use letting them sit here and wait”—even though, according
to the MTS, the patient should be registered. As Sofie and other nurses
saw it, knowledge of conditions and treatments might enable them to
anticipate the physician's diagnostic and prescriptive conclusions, at
least when dealing with relatively simple cases. In situations where they
were convinced that their agency was similar to a physician's, nurses
were likely to act as if they were the physician, especially when faced
with problems deemed non-urgent and non-treatable. Through this kind
of learning and subsequent practice, nurses could significantly blur the
boundary between themselves and the EPCC physicians.

4. Discussion and concluding remarks

In attempting to elaborate Abbott’s (1988) concept of workplace
assimilation, this article has explored how nurses learned to blur the
nursing-medical boundary in a Norwegian EPCC. Nurses were found to
develop blur-enabling knowledge by (1) doing physician-like work; (2)
interacting with their colleagues; (3) comparing their own clinical as-
sessments to physicians' assessments as codified in the patient record
and (4) using medical reference works to guide their clinical-decision
making. It is worth noting that several of these learning mechanisms
have been documented as salient aspects of the training of medical
interns; for instance, Kivle (2008) has shown how Norwegian interns
learn by reading patient records written by senior colleagues. Although
far from exhaustive, these findings further our understanding of how
workers can develop blur-enabling knowledge in the workplace, in turn
facilitating a deeper understanding of the ‘fuzziness’ of workplace jur-
isdiction.

Generalising from the case in question, one may expect some degree
of workplace assimilation in all settings where members of one occu-
pational group find it relevant to acquire the available tacit or explicit
knowledge commonly assumed to be the exclusive preserve of another
group. More specifically, structural facilitators of workplace assimila-
tion in this EPCC seemed to include the following. (1) Being delegated
work tasks from a superordinate profession, which, together with (2)
the turbulent nature of emergency work, incentivised nurses to increase
their clinical knowledge; (3) assessing a large number of patients pre-
senting with a broad array of complaints, which provided nurses with
varied learning material; (4) having almost unrestricted digital access
to EPRs and reference works, which provided nurses with relevant
input and feedback on their assessments; (5) being part of an inter-
professional community of practice, which facilitated the informal
sharing of knowledge; and (6) working closely with physicians, which
allowed nurses to access “restricted areas, opportunities and experi-
ences” (Goodwin et al., 2005, p. 860), in which they are “exposed to the
very skills, knowledge, and experience that physicians claim to hold
exclusively” (Apesoa-Varano, 2013, p. 340). Furthermore, (7) most of
this learning was allowed, and to a large extent encouraged, by the
clinic's management; and (8) the identity of ‘competent clinician’ was
clearly considered prestigious among clinical workers in the EPCC,
further motivating them to increase their clinical proficiency. Although
more research is needed to determine the relative weight, exhaustive-
ness and transferability of these factors, they serve as reference points
for further inquiry into how, why and where workplace assimilation
occurs.

These findings also help refine our understanding of the ‘assim-
ilative’ aspect of workplace assimilation. First, nurses' assimilation was
not total, as their workplace learning reduced rather than eradicated
epistemic differences between themselves and the physicians. This is
consistent with Abbott's (1988, p. 65) claim that workplace assimilation
provides only a craft version of another profession's knowledge system.
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However, the designation ‘craft’ may have some unfortunate connota-
tions, especially if interpreted as antithetical to more theoretical forms
of knowledge. As we have seen, workplace assimilation within the
EPCC also included nurses acquiring clinical knowledge of the abstract,
propositional kind. Abbott's ‘craft’ qualifier should therefore be inter-
preted in a pragmatic sense (cf. Heritage, 1984, pp. 61–3), i.e. as an
emphasis on workplace assimilation being intimately linked to the
solving of practical problems, some of which require more in-depth
theoretical knowledge.

Developing this ‘craft’ knowledge can significantly increase workers'
agency in the workplace, sometimes beyond that of (some of) their
superordinates. As Abbott (1988, p. 66) argued, “the best of the sub-
ordinates often excel the worst of the superordinates; certain in-
dividuals in closely related professions end up knowing far more about
a profession's actual work than do a fair number of its own practi-
tioners”. Although I can draw no firm conclusions about the relative
proficiency of nurses and physicians in this EPCC, my fieldwork un-
doubtedly suggests that workplace assimilation was of crucial im-
portance in increasing the accuracy of nurses' triage assessments, al-
lowing them to ‘correct’ the MTS and to facilitate patient flow during
periods of (over)crowding (see also Nugus et al., 2013). This is not to
say that all boundary-blurring work rested on an equally sound foun-
dation, or that all nurses were equally competent to blur boundaries.
The point is rather that workplace assimilation generally increased the
quality of nurses' work.

However, despite its enhancing effects on workers' competence,
workplace assimilation does not automatically result in formal jur-
isdictional change. Knowledge developed on the job is typically still
considered subordinate to professional schooling, and overly assimi-
lated workplaces tend to be characterised as “shady” or “unethical”
(Abbott, 1988, p. 67). Consequently, management has an interest in
downplaying the blurring of professional boundaries, especially in
communicating with outside actors. This is not to say that formal
change never occurs; Abbott (1988, p. 68) cites the psychotherapeutic
revolution in the US as a prime example of how assimilation can intrude
into the formal jurisdictional system. There were also some signs of
formal recognition in this EPCC, as management had recently extended
triage nurses' responsibilities to include questionnaire-based diagnosis
of ‘simple’ urinary tract and eye infections and dispensing non-pre-
scription medicines for pain and allergies. While the relationship be-
tween workplace assimilation and formal jurisdictional change is be-
yond the scope of the present investigation, future research should look
more closely at this issue.

In closing, it might prove helpful to see how workplace assimilation
extends beyond the relationship between nurses and physicians.
Consider, for instance, the EPCC's security guards, who were positioned
next to receptionists in the registration area. As the longest-serving
group in the clinic, the security guards had significant experience of
informally assessing patients. Clinical staff often lauded them for their
well-developed clinical gaze, and I occasionally observed guards
rushing to help those they identified as being at risk. It was also ap-
parent that the guards regularly contributed to the training of neophyte
receptionist nurses, just as other studies have shown that nurses in-
formally train physicians (cf. Xyrichis et al., 2017). This points to more
complex networks of training that can fruitfully be explored in future
studies of workplace assimilation. It would also be interesting to in-
vestigate boundaries, blurring and learning in different settings and
across different occupational groups, and the many consequences such
learning may have for occupational power relations at micro, meso and
macro levels. As such inquiries can provide deeper insights into the
dynamics of workplace boundaries, they are highly encouraged.
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Abstract It is well documented that emergency service staff consider some patients to be
‘inappropriate attenders’. A central example is ‘trivia’, denoting patients with
medical problems considered too ‘trivial’ to warrant attention. Although research
has repeatedly shown that frontline staff violate guidelines in turning away
‘trivial’ patients, existing research has paid insufficient attention to why staff are
willing to engage in guideline-violating gatekeeping, which may put both
themselves and ‘trivial’ patients at risk. To address this issue, the present article
explores nurses’ narratives about ‘trivial’ patients – referred to in this context as
‘GP patients’ – drawing on fieldwork data from a Norwegian emergency service.
The article reconstructs three narrative clusters, showing that nurses’ gatekeeping
is motivated by concerns for the patient being turned away, for nurses and more
critically ill patients, and for the service they work for. Some of the issues
embedded in these narratives have been under-analysed in previous research –
most importantly, the role of identity and emotion in nurses’ gatekeeping, and
how patient narratives can function as ‘social prognoses’ in nurses’ assessments.
Analysis of these narratives also reveals an antagonistic relationship between
nurses and ‘trivial’ patients that contradicts nurses’ ethical guidelines and indicates
a need for healthcare reform.

Keywords: gatekeeping, guidelines, inappropriate attenders, narratives, rationing, triage

Introduction

Walk-in emergency medical services (EMS) are open to anyone seeking medical attention.
This openness attracts people with a wide range of complaints and motivations, many of
whom are deemed ‘inappropriate’ by EMS workers. Staff notions of inappropriateness have
been thoroughly investigated in sociological research, particularly in studies relating to infor-
mal patient categorisation in EMS settings (Dingwall and Murray 1983, Dodier and Camus
1998, Edwards and Sines 2008, Edwards 2007, Guttman et al. 2001, Hillman 2007, 2014,
2016, Hughes 1977, 1980, 1988, 1989, Jeffery 1979, Kelly and May 1982, Latimer 1997,
1998, Mannon 1976, Roth 1971, 1972, Roth and Douglas 1983, Vassy 2001, Wamsiedel
2016).

A key category explored in this research is ‘trivia’, which denotes patients presenting with
medical problems deemed too ‘trivial’ to warrant emergency attention. On the surface, ‘trivia’
might seem a purely clinical category, but existing studies have shown that these patients are
judged by an amalgam of clinical and extra-clinical criteria. Such patients are seen to exploit
© 2018 Foundation for the Sociology of Health & Illness.
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EMS organisations for reasons of convenience (Vassy 2001), and to present with ‘routine’
conditions that do not allow staff to utilise their professional skills (Dingwall and Murray
1983, Dodier and Camus 1998, Palmer 1983, Roth 1972). They are further seen to lower the
status of EMS organisations to that of GP services (Jeffery 1979) and to deviate from the
norm that patients ‘should be restricted in their reasonable activities by the illnesses they report
with’ (Jeffery 1979: 101).

Staff have also been shown to turn ‘trivial’ patients away altogether from the EMS.
Vassy (2001: 619) refers to such gatekeeping as ‘the micro-rationing of care’, defined as
‘when the staff refuse to provide a service which they could competently provide, and when
the re-directed person does not obtain the equivalent service elsewhere’. In most of the
described settings, turning away patients with medical complaints contravenes organisational
guidelines and/or national legislation (cf. Vassy 2001). As those turned away might prove
to be sicker than assumed by staff, this is a potentially risky practice for both patient and
provider.

Although existing research has highlighted how EMS staff perceive and sanction these
patients, the category of ‘trivial’ patients remains under-analysed in sociological research. Pre-
vious studies have largely treated ‘trivia’ as one among several categories of inappropriate
attenders, giving only brief and general remarks about why staff view these patients in this
way. Existing research has also neglected why EMS staff are willing to overrule guidelines to
turn such patients away. We therefore lack important insight into the logics of their gatekeep-
ing practice.

This article seeks to uncover EMS staffs’ subjectively convincing reasons for turning
‘trivial’ patients away. It does so by analysing the narratives underlying such gatekeeping. As
cultural structures of key importance for human cognition and communication (Abbott 2008),
narratives have been shown to structure healthcare providers’ clinical reasoning (Hunter 1991),
and, more importantly, to serve as core heuristics for evaluating the value of patients and their
conditions (Johannessen 2014). Narrative analysis is therefore a useful means of untangling
staff notions about ‘trivial’ patients.

Specifically, the article draws its data from a fieldwork study of triage nurses in a Norwe-
gian walk-in EMS organisation. Working in the frontline of the EMS, triage nurses were
responsible for assessing the urgency of patients’ complaints. Although officially they had very
limited authority to deny patients access, they frequently contravened guidelines to turn away
‘trivial’ attenders, referred to in this context as ‘GP patients’ (i.e. general practitioner patients).
Underpinning their gatekeeping was a series of narratives about GP patients and related ele-
ments of their work, all of which reveal salient reasons for engaging in this guideline-violating
practice.

In what follows, I elaborate the narrative framework and provide an overview of the study’s
data and methods. In the analysis, I reconstruct three clusters of narratives, framing gatekeep-
ing as motivated by concerns for: (1) the individual patient; (2) nurses and more critically ill
patients; and (3) the EMS as an emergency institution. In conclusion, I discuss the broader
implications of these narratives for nurses’ gatekeeping practice.

Narratives
According to Barthes (1975: 237), ‘there has never been anywhere, any people without narra-
tive’. His message resonates within the sociology of health and illness, where studies have
demonstrated the relevance of narrative in a range of topics related to health and healthcare,
including patients’ experience of their illness (cf. Frank 1997) and professionals’ interpretation
of patients (cf. Hunter 1991).

© 2018 Foundation for the Sociology of Health & Illness
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In the present context, narrative refers to a representation of a series of events (Abbott
2008), chained together by a plot and involving characters acting out or being exposed to
these events (Polletta et al. 2011). As representations, narratives simplify characters and
events, emphasising some aspects while minimising others. Attending to what and how some-
thing is represented therefore serves to highlight ‘how social actors frame and make sense of
particular sets of experiences’ (Coffey and Atkinson 1996: 67).

Some remarks in previous research on ‘inappropriate attenders’ hint at the relevance of nar-
rative for understanding patient categorisation and gatekeeping. For instance, Roth (1972: 846)
remarked that staff told ‘atrocity stories’ about patients, but he did not elaborate on content
and structure of these stories. Similarly, Jeffery (1979: 95) commented on how the informal
categorisation of a patient entailed that ‘staff felt able to predict a whole range of features
related not only to his medical condition but also to his past life, to his likely behaviour inside
the casualty department, and to his future behaviour’. However, like Roth, Jeffery ventured no
deeper into this narrative landscape.

The present article explores narratives in an organisational setting, where storytelling ‘hardly
follows the traditional pattern of a narrator telling a story from the beginning to the end in
front of an enchanted and attentive audience’ (Czarniawska 2007: 386). As narratives often
function on a connotative level (Thwaites et al. 2002), alluded to only in actors’ brief remarks,
the analysis seeks to reconstruct hermeneutically the narratives underlying nurses’ fragmented
accounts – teasing out their notions about themselves, GP patients and others as characters
with certain motivations and dispositions, embedded in trajectories with positive or negative
outcomes. In so doing, we can hope to understand how nurses conceive of GP patients, and
why they believe it is warranted to turn them away from the EPCC.

Data and methods

The article is based on an ethnographic study of a Norwegian emergency primary care clinic
(EPCC; legevakt in Norwegian). EPCCs are heterogeneous institutions ranging from a single
physician on call in rural areas to large-scale organisations employing hundreds of workers.
Similar to emergency departments (EDs) in other countries (Vassy 2014),1 the latter organisa-
tions allow patients to walk in at their own discretion. Data in this article are drawn from one
of these large-scale organisations, an urban, public EPCC that performed more than 50,000
consultations per year; employed more than 100 nurses and physicians and was open for 24
hours on every day of the week. It was intended for patients with medical rather than surgical
complaints and served patients along the whole spectrum of criticality.

A basic overview of the EPCC’s patient flow provides useful context for the analysis sec-
tion. The first to meet patients were the receptionists, who registered patients’ bureaucratic
details and made brief clinical assessments to identify and move the most urgent patients in
front of the line to see the triage nurse. Triage was performed in two booths next to the recep-
tion, where nurses called on patients individually. A triage assessment typically lasted 4–8
minutes, during which the nurse would gather a brief medical history, collect vital parameters,
perform simple examinations and settle on an urgency level. Triage assessments were regulated
using the Manchester Triage System (MTS) – a paper-based system of flowcharts in which rel-
evant symptoms and signs are ranked at five levels of urgency.2 After triage, patients deemed
eligible were sent to another waiting area ‘inside’ the clinic, where they were to wait to be
called on by a nurse for testing or a physician for a consultation. Each shift also had coordi-
nating nurses and physicians to monitor patient flow.
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I conducted 47 fieldwork sessions at this EPCC between April and December 2015. These
were stratified according to shifts, weekdays and roles, and had an average duration of six
hours. Twenty sessions were spent shadowing nurses in triage and asking them about their
assessments, which enabled me to learn about their gatekeeping in close proximity to actual
patients. The other sessions were spent following nurses in other roles, as well as physicians
and auxiliary staff. For the purpose of analytical contrast, I conducted a further nine fieldwork
sessions at two other emergency institutions.

Important parts of the fieldwork were conducted in non-patient settings, notably in break
rooms and at the working station shared by nurses and physicians, which were key places for
sharing remarks about GP patients. When several nurses were present, I would mostly listen to
their conversations, occasionally asking about topics of interest. When alone with nurses, I
would engage them in conversation; on quiet days, these interactions took the form of informal
interviews.

I also conducted semi-structured interviews with seven nurses, two physicians and two man-
agers, all recruited towards the end of fieldwork. The interviews with nurses lasted on average
100 minutes (ranging from 40 minutes to three hours). Using an interview guide with seven
batteries of questions, I inquired about topics such as ‘inappropriate attenders’ and gatekeeping
in the EPCC.

The interviews were transcribed verbatim. During fieldwork, I scribbled keywords and near-
verbatim quotes on a notepad or laptop, for later use in writing more elaborate, low-inference
field notes (totalling approximately 1,270 single-spaced pages). All notes were written in Nor-
wegian; I have translated the extracts included in this article, making minor grammatical and
aesthetic adjustments.

The study was approved by the Norwegian Social Scientific Data Services. Pseudonyms are
used to secure informants’ internal and external confidentiality (Tolich 2004), and no other
identifying information is disclosed. I signed non-disclosure agreements with the participating
EPCCs and secured participants’ informed consent by distributing an information letter and
delivering several short presentations on the project.

Analysis began immediately on entering the research setting. As nurses were particu-
larly concerned with GP patients, teasing out their notions about this category became a
key occupation during fieldwork and in writing field notes. For this article, the relevant
data were inductively differentiated and iteratively reviewed to explore nurses’ notions
about GP patients. I did not begin by analysing narratives but became aware of the nar-
rative character of nurses’ perceptions through long-term engagement with the data. As
there are no firm boundaries between the reconstructed narratives, I refer to each section
in the analysis as a ‘narrative cluster’, ordered around certain thematic and structural sim-
ilarities.

In selecting data, I have been careful to emphasise those accounts that were consistent with
nurses’ gatekeeping practice. Because I was not allowed to record nurses’ conversations in the
field, most of the quoted excerpts are drawn from the interview data, which are richer in detail
and reveal more about how nurses viewed GP patients. However, it is important to note that
the analysis builds on all the data collected about GP patients, and that the interviewees’
accounts are largely consistent with remarks made in backstage settings. A likely reason for
this consistency is that I interviewed nurses towards the end of the fieldwork, after ensuring
that they saw me more as ‘one of them’ than as a potentially dangerous ‘outsider’. As Nurse
Nina told me in her interview, ‘Now that you’ve been working with us for so long, [. . .]
you’ve seen it yourself; you know what we’re talking about, and you don’t respond by raising
your eyebrows thinking ‘Oh my gosh! Are you a nurse?’
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Analysis

To begin, it is useful to look at the category ‘GP patients’ itself, as this was used by the
nurses. A first defining feature is that GP patients are those with problems deemed to have
a medical (i.e. somatic or psychiatric) rather than a social basis. This is a central distinc-
tion within the category of ‘illegitimate attenders’, separating GP patients from, for
instance, the ‘tramps’ and ‘drunks’ described by Jeffery (1979). Second, GP patients pre-
sent with problems that are deemed ‘non-urgent’ – in other words, they are considered
unlikely to be at risk of serious harm if referred to a lower level of care (usually their GP
service). Prototypical members of this category included young patients presenting with
mild ear pains or a sore throat. However, congruent with other studies (cf. Vassy 2014),
the boundary separating urgent from non-urgent was seen to vary according to such factors
as number of attenders, time of day, patients’ impression management, and the nurse mak-
ing the assessment.

GP patients were also referred to as ‘green’ patients, referring to the second lowest level of
urgency among the MTS’ five triage codes. ‘Blue’ is the least urgent category, but less than
one per cent of patients were assigned to this category, making ‘green’ the lowest priority de
facto. In broad terms, ‘green’ encompassed all patients who: (1) had experienced changes in
their medical condition during the last seven days but (2) had no symptoms or signs indicating
a need for medical attention within the next sixty minutes (the target waiting time for the third
least urgent code, ‘yellow’).

Many nurses expressed frustration that management generally considered ‘green’ patients to
be eligible for EPCC treatment.3 In both their words and actions, nurses instead insisted on
drawing a distinction within the green category. On the one hand were the legitimate ‘green’
patients who, although having no symptoms suggesting urgency, could benefit from further
inquiry (e.g. because of having a somewhat ‘diffuse’ condition). On the other were the mere
‘GP cases’, who nurses frequently attempted to turn away from the EPCC.4

Of the 342 triage assessments I observed, 120 resulted in a green code while 62 ended in
an attempt to turn the patient away.5 Fearing sanctions, nurses rarely denied GP patients
access; instead, they relied on a series of strategies to convince the patient to go home or to
seek help elsewhere. To ‘turn a patient away’, then, meant trying to convince them to go home
and rest, to visit their GP or to visit the other (allegedly ‘simpler’) EPCC in the city. Approxi-
mately 75 per cent of the observed attempts were successful. Although this form of gatekeep-
ing was often ‘softer’ than the ‘micro-rationing’ described by Vassy (2001), it was nonetheless
at odds with the guidelines. Nurses’ reasons for engaging in this practice are explored in the
narratives below.

Helping the patient
A first cluster of narratives framed gatekeeping as a way of helping the patient. These accounts
typically related to patients who attended at busy times and who, because of their low-priority
triage code, would have to wait several hours before receiving medical attention. Nurse Olivia
exemplified this concern as follows:

Sometimes, they get complete sympathy and empathy from me, even if they get a green pri-
ority. I mean, I often say it to help the patient, especially when I’m working nights or eve-
nings; then I say ‘Perhaps it will be better for you to go home and sleep and contact your
GP tomorrow instead, or come back here during the daytime, when there’s a shorter line’ –
because I know they’re going to be sitting here all night. (Interview)
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This account emphasises Nurse Olivia’s concern for the patient’s wellbeing. She knows that
green patients may have to wait all night and therefore advises them to seek help the following
day when there are more available staff. Other nurses offered similar reasons for turning away
patients they were certain would receive no effective treatment in the EPCC, or whose condi-
tion they believed would benefit from thorough follow-up by their GP.

On occasion, nurses framed this ‘helpful’ gatekeeping as opposing management’s economic
interests, as in Nurse Christine’s account:

Nursing management wants as many patients as possible in the clinic because this is about
money – the more patients we get, the more money we get. And there’s a deficit, so they
want all the patients they can get. But street-level nurses tend to disagree with that if we
can offer them help elsewhere, where the patients may be seen sooner. So, [we’re] focusing
on the patient, not on the economic aspects.

She went on to recount an example of these differing orientations:

This one time, the head of my division visited the booth where I triaged patients, and then I
said [to several patients] ‘Go to [the other clinic in the city] because here you have to wait
six hours’ – we’re talking simple stuff, like ear infections, a simple sore throat, some stuffy
noses – things like that. And then the head of my division told me ‘You can’t do that,
Christine; they are making us really easy money because they’re so quick [to treat]’. And
then I tried to say ‘But . . . you have to consider the patient’; but ‘No, that’s nothing to be
concerned about’ [laughs in a resigned manner]. (Interview)

In these accounts, Nurse Christine casts herself in the role of patient’s advocate, fighting for
the patient’s interests against the economic interests of management. Because management’s
concerns are depicted as extra-clinical, Christine is framed as justified in her clinically
grounded ‘defiance’.

A central underlying theme in these narratives is nurses’ clinical competence. Nurses consid-
ered themselves capable of determining patients’ eligibility for the EPCC, and of predicting
the outcome of the physician’s consultation (at least in assessing ‘simple’ cases). This reveals
one salient reason for overruling guidelines: that one considers oneself competent to do so. In
this regard, many nurses considered the MTS too risk-averse, arguing that it needed some pro-
fessional adjustment.6 Accordingly, nurses often deemed it necessary to apply stricter criteria
than the MTS when guarding the gates to clinic.

Finally, it is worth noting that these stories portray nurses and GP patients as having shared
interests. In contrast, the next two sections reveal a more antagonistic relationship between the
two groups.

Helping themselves and more critically ill patients
The second cluster of narratives centred on how admission of GP patients might negatively
affect EPCC work. These narratives can be divided into two main types. The first emphasised
how GP patients, by their sheer number, impact negatively on nurses’ everyday work. This
narrative was set against the backdrop of resource scarcity, as the EPCC was much-visited,
and nurses often complained about being understaffed and overworked. GP patients were in
part blamed for this because they were seen to attend in large numbers with problems that did
not warrant nurses’ time and attention – in other words, they added unnecessarily to an already
challenging workload. A related complaint was that admitting a large number of GP patients
could result in loss of oversight and control, potentially placing other patients at risk. Nurse
© 2018 Foundation for the Sociology of Health & Illness
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Nina explained this when I asked her about the problems of admitting GP patients to the
clinic:

When we have a lot of patients, it’s easy to lose control – especially of the waiting area.
Patients have a responsibility to tell us if they get worse, but this is where things can slip
through the cracks. When we’re overseeing a lot of patients, the waiting list is long, and a
lot of time passes between each check on patients. They may be assigned a low priority [in
triage], but that can change during their wait. They could develop criteria for sepsis [blood
poisoning], and when there’s a lot of patients, we might miss that. (Interview)

Nina’s account depicts a possible trajectory where a patient deteriorates in the waiting room
while nurses are too busy attending to other (and, implicitly, more trivial) concerns. Her
account highlights the fear that certain patients in the lower urgency categories – typically, the
‘green’ and ‘yellow’ patients with somewhat ‘diffuse’ conditions – could be at risk of swift
deterioration after leaving triage. The influx of GP patients adds to this concern because their
sheer numbers make it more difficult to keep track of each individual patient in the waiting
room.

A second type of narrative within this cluster concerned patients’ behaviour while waiting –
especially when the EPCC was overcrowded, as was frequently said to be the case. Crucially,
in these stories, GP patients were described as tending to complain or ‘nag’ during their wait.
Nurses often conveyed their irritation with such ‘nagging’ in brief moments of backstage ‘ven-
tilation’. A much-repeated juxtaposition was that ‘most complaints come from patients who
really don’t have to be here’ (Nurse Ella). Nurses also expressed frustration with the content
of patients’ complaints, as in the following declaration by Nurse Olivia:

It would have been different if someone had stopped me saying ‘Could you have a look at
him, he’s experienced a rapid decline’, and it actually turned out to be true – right? Instead,
they stop you and claim that they’ve been waiting for five hours when they’ve really only
been waiting one hour. On top of that, they were warned about the wait when they were
first registered. (Interview)

Olivia’s account highlights an important distinction between asking for a new assessment and
complaining about a long wait. The latter was poorly regarded as clinically unwarranted and
devoid of any useful information for the nurses, and because it signalled a lack of trust in
nurses’ assessments (and in the functioning of the EPCC more generally). Her account also
emphasises how patients are likely to exaggerate, and how they complain despite having been
warned by the triage nurse about the waiting time. Olivia’s description is typical of how nurses
viewed ‘the nagging patient’. In this regard, several nurses confessed to having developed an
aversion to the waiting room; one even referred to a colleague who considered quitting the
EPCC principally because of constantly having to deal with patients’ non-clinical questions.

Beyond being merely irritating, nagging was also said to delay patient treatment. As evi-
dence of this, several nurses referred to the ‘vicious cycle’ of the waiting room, which Nurse
Nina described as follows:

No one gets rejected7 here. That means, unfortunately, that there’s a long wait for things
that aren’t critical and that could, in theory, be seen by a GP. A long wait makes the
patients frustrated; they become irritated, and then they start complaining about having to
wait, and then we spend a lot of our time explaining to them ‘This can wait, it’s not critical,
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we have to prioritise the sickest patients first’. They’re stealing attention from our real work,
and after a while, that makes you really resigned. (Interview)

Nina depicts a process in which GP patients become frustrated while waiting, leading to com-
plaints that take up nurses’ time and further delay treatment. Additionally, other nurses
claimed that ‘nagging’ in the waiting room was contagious; when one patient begins to com-
plain, others soon follow. Although Nurse Nina attributed this behaviour to GP patients having
to wait longer than others, she emphasised the frustration of having to deal constantly with
such complaints. Implicit in her account is the belief that all patients are prone to nagging
(some more so than others), highlighting one reason for wanting to turn away any patient pre-
senting with GP problems on busy days.

GP patients were also seen to lack respect for the EPCC’s functioning. This was exemplified
when I asked Nurse Nora about the problems of admitting these patients to the clinic. She first
referred to the ‘vicious cycle’ mentioned above and then recounted the following story:

Nora: I had a patient in Room 5 who was really ill, and then a green one came into
the room, asking ‘When is it my turn?’ That’s incredibly rude. Then you don’t
give a shit about how polite you’re supposed to be; it’s like, ‘Get out! Get
out, go to the waiting room and wait until you’re called!’

I: So, that has happened to you?
Nora: Yeah, and that pissed me off.
I: What happened?
Nora: I think I saw to someone who wasn’t breathing properly, or who was

unconscious, and we were working on him in Room 5, and then this person
came in and started to nag about having to wait. And when they see the
patient in front of them, then you’d expect them to have a basic understanding
of ‘Okay, they’re actually that bad, then I understand why I have to wait’. But
when they don’t, then . . . then you’ve had it. Sometimes, it’s just too much.
I’ve never said anything impolite to patients; I’ve never called someone an
idiot or told them to shut up, but I’m like, ‘You have to get out because you
have no reason being here! Go out, sit down and behave properly’. We kind
of have to resort to adult education sometimes. (Interview)

Nora’s story establishes a contrast between the triviality of this ‘nagging’ patient’s complaint
and the importance of treating critically ill patients. She emphasised that the patient, even
when personally witnessing a life and death drama, failed to recognise why he had to wait.
Within this narrative framing, his actions reveal a lack of appreciation for the priorities of
EPCC staff. For Nurse Nora, this was particularly evident in how the patient physically
entered Room 5 to complain. This room is dedicated to the treatment of the most critically
ill patients, and as such represents ‘real’ emergency medicine to clinic staff. By entering this
room, the GP patient disrespected this valued symbol, causing Nora to feel a strong need to
sanction his transgression.8 It is also worth noting how Nora shifts between describing this
particular patient and a more general ‘type’ – in other words, the patient is treated as a
metonym for the moral transgressions of this patient group, as evidence of how ‘they’ self-
ishly prioritise their own problems without concern for those in greater need.

In contrast to the previous section, then, these narratives depict the interests of nurses
and GP patients as conflicting rather than shared. ‘Green’ patients complicate EPCC work,
both by their sheer presence and by their tendency to complain and disregard highly val-
ued aspects of emergency medicine. These narratives also include concerns for a third
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party, the sicker and more deserving patients, which serves to heighten the triviality of GP
patients’ complaints.

On busy days, the leap to rationing seems clear. Knowing that GP patients will fill up the
waiting room – and that they will have to wait for several hours, leading to ‘nagging’, interfer-
ing with nurses’ work and potentially putting sicker patients at risk – nurses see good reason
to turn GP patients away from the EPCC.

Helping the EPCC
The two narrative clusters above concern gatekeeping in an overcrowded setting, where nurses
discern a series of reasons for turning GP patients away. On slower days, the threshold for
admitting patients was claimed (and observed) to be lower, meaning that more patients were
accepted. However, several nurses emphasised the importance of turning away certain patients,
regardless of capacity, as in the following assertion by Nurse Olivia:

Sometimes we turn them away because we think they’re abusing the clinic – like, they’re
constantly presenting with a stuffy nose and the like.9 So, even when there’s a short line,
we’re sort of doing it on principle.

Later in the interview, she stated the following:

Olivia: Even if there’s a short line, if someone presents with a ‘green’ problem, then I
usually try to advise them to seek help from their general practitioner. To . . .
discourage them from them spreading a rumour, so to speak, that ‘if you come
to the EPCC, then things move swiftly, without problems’.

I: Do you think people are spreading that kind of rumour now?
Olivia: Yeah, at least within certain groups.
I: What do you think that rumour consists of?
Olivia: Well, say, if you’re . . . if two friends are chatting, and one of them complains

that she has some pain, but that she doesn’t want to bother with calling her
GP, for instance, then the other might say ‘But just go to the EPCC; that’s
what I did, and it was really efficient, they saw me right away, and . . .’ I
think that’s how it often works. (Interview)

Nurse Olivia highlights how nurses may be motivated to turn GP patients away even on
slow days, either to sanction repeated presentations with inappropriate complaints or to com-
bat the spread of rumours about the EPCC as convenient. Both motivations are grounded in
her belief that many ‘green’ patients ‘abuse’ the EPCC – a term that reveals both the nega-
tive experience of seeing patients taking advantage of the EPCC and her moral reproach of
such actions.

Accusations of ‘abuse’ were common among the nurses, who often exchanged stories about
patients exploiting the constant availability of the EPCC. Nurse Nina gave the following exam-
ples of ‘abusive’ reasons for attendance:

A lot of the patients are honest, or they give themselves away, if I may put it like that,
when they come here saying ‘My GP’s too far away’; they happened to be in the area; they
couldn’t get an appointment [with their GP] today; they have so much else to do this week,
or they don’t feel they can take time off work to go to their GP during working hours –
excuses like that. (Interview)
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Nina’s account suggests that many patients are perceived as using the EPCC primarily for con-
venience, violating the norm of attending only when you cannot wait to receive help else-
where. Several nurses argued that this defeated the purpose of the EPCC, as in the following
field note excerpt:

‘It’s not EPCC work to do infection tests on people with sore throats, just because they
won’t bother going to their general practitioner’, Nurse Nora says, frustrated. ‘Everything
about the clinic loses its meaning when people can come here for whatever’. She insists that
the EPCC is intended for people with critical illness. ‘So the EPCC should be an EPCC?’ I
probe. She confirms, adding ‘But [this EPCC] isn’t that – we’re the whole city’s GP office’.
(Lunchroom conversation)

Nora’s account reveals how GP patients blur the line between EPCCs and GP services. She
articulates this as ‘everything EPCC’ losing its meaning, which highlights GP patients’ status
as ‘matter out of place’ (Douglas 1966: 44) in the EPCC, threatening to break down institu-
tional boundaries. Because EPCCs outrank GP services in the nurses’ hierarchy of healthcare
organisations, this potential breakdown was considered particularly problematic. EPCCs are
seen to have at least the potential for lifesaving and drama, which is generally considered pres-
tigious in healthcare settings (cf. Album et al. 2017). In contrast, nursing in GP services is
associated with administrative and routine clinical tasks, often performed by less qualified
healthcare assistants. The influx of GP patients therefore risks reducing the EPCC to a ‘mere’
GP service. A similar notion was implicit in Nurse Nina’s criticism of patients using the EPCC
as a ‘hairdresser with drop-in hours’. While cutting hair is not typically considered a matter of
life and death, EPCC work should, in the opinion of many nurses, be exactly this.

Nurses’ concerns for the EPCC’s institutional identity can be further understood by explor-
ing the connection with narratives referencing ‘real’ EPCC work – that is, treatment of criti-
cally ill patients. In contrast to GP patients, nurses referred to the treatment of critically ill
patients as ‘exciting’ and even ‘fun’. Nurse Maya explained this as follows:

With critical cases, we typically get to make quick and major changes. If, say, we’re treating
someone with acute respiratory problems, in a few minutes, we have kind of saved that life,
right? (Interview)

Critically ill patients afford nurses an opportunity to be lifesavers, bringing a patient from cer-
tain death to certain survival – a binary reversal that is highly valued in health care. These
‘quick and major changes’ are exactly the opposite of what GP patients offer staff, as GP
patients typically require time-consuming examinations in triage (to ensure that there are no
signs of urgency) and the triviality of their complaints precludes any intervention of signifi-
cance. Further contrasts were established in the following account by Nurse William:

The critical – that’s high tempo. It’s quick decisions with significant consequences for the
outcome. It’s more risky. If you’re wrong then it might have serious consequences. So, you
have to have some ambition when it comes to mastering the trade. And I think that’s moti-
vating for those who apply here. You have to know your stuff – you’ll quickly be exposed
if you don’t. When you’re working with less critical cases, like fiddling in the lab with
some green patients, then you might get away with being at a lower professional level – it
won’t have any grave consequences. But if it’s critical, it will, and then you’ll quickly be
exposed. Moreover, it’s about action – ambulances, sirens, stretchers carried in haste
through the corridors. On good days, you might get a sense of life and death, if that’s what
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you want. And you have relatives in despair, and it’s a lot of emotions in the swing of
things. (Interview)

Nurse William echoes Nurse Maya’s notion of ‘life and death’, adding the narrative elements
of risk, action, rapid pace and emotional investment – evoking, perhaps, images from TV med-
ical dramas like ER or House. He also emphasises the need for the specialised skills required
of characters in such dramas, in explicit contrast to ‘green’ patients, who are framed in much
more mundane terms, affording staff fewer possibilities for professional affirmation. Accord-
ingly, another nurse, Emil, confided, ‘Every day, we’re hoping it’s something real, so we get
to do the things we’re trained to do rather than just doing trivial routine stuff all the time’.

In this overarching narrative, then, GP patients are depicted first as ‘abusing’ the EPCC’s
openness, and second as threatening to break down the institutional boundary between EPCC
and GP services. Both were seen as reasons for turning away patients, even on slow days.
Regarding ‘abuse’, it should be noted that there was some disagreement about its prevalence;
while some nurses believed that a majority of GP patients were ‘abusers’, others saw these as
a small minority. Nevertheless, most agreed that certain patients abused the clinic, and that
these were more deserving of sanction. Accordingly, there was an observed tendency that the
more ‘abusive’ a patient was perceived to be, the more time and energy was invested in guard-
ing the gateway to the clinic.

Discussion and concluding remarks

Using narrative analysis to untangle nurses’ reasons for turning away GP patients, the present
analysis has reconstructed three clusters of narratives, which show nurses’ guideline-violating
gatekeeping to be motivated by concerns for the individual patient turned away, for nurses and
more critically ill patients, and for the emergency service in which they work. Nurses were
most vocal about the antagonistic narratives in latter two clusters, but all were compatible with
observed gatekeeping practice.

As well as resonating with and extending previous findings, the analysis has also high-
lighted aspects of gatekeeping that have previously received little attention – for example, how
turning patients away may be motivated by concern for the patients themselves.10 Three addi-
tional contributions, intimately linked with the study’s narrative perspective, deserve particular
mention. First, in focusing on characterisation, the narrative perspective highlights the impor-
tance of identity in nurses’ gatekeeping practice.11 For example, we have seen how the con-
cern for organisational identity was important for nurses seeking to protect the EPCC’s role as
a place for critically ill patients. Issues of identity were also evident on a personal level, as for
instance in nurses’ regard for the lifesaving and dramatic aspects of working with critically ill
patients. While this potentially cast nurses as heroic figures in a drama of life and death, GP
patients were associated with far more mundane imagery. Put simply, their presence was con-
sidered a threat to nurses’ prestigious identity as lifesavers, augmenting the importance of turn-
ing such patients away from the EPCC. Although similar concerns have been documented in
research on EDs (cf. Hillman’s (2007, 2014) discussion of ‘real’ emergency medicine), this
might be a particularly pressing concern for EPCC nurses because of their institutional position
between the ‘trivia’ of GP services and the ‘emergencies’ of EDs.

Second, the reconstructed narratives illustrate the affective sides of nurses’ gatekeeping,
echoing Czarniawska’s (2007: 390) view that ‘stories permit access to the emotional life of
organizations’. Among other things, GP patients were seen to evoke feelings of frustration and
anger. Considering how people typically want to avoid situations of low ‘emotional energy’
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(Collins 2004), this seems likely to reinforce nurses’ motivation for turning away GP patients.
And as emotions tend to intermesh with notions of patients’ social worth (cf. Sointu 2017),
this might be a problematic source of social inequality in healthcare delivery.

Third, in addressing temporality, the narrative perspective also helps us see how the recon-
structed narratives can serve as social prognoses in nurses’ triage assessments. While clinical
prognoses are confined to predicting the trajectory of a patient’s medical condition, social prog-
noses entail a broader set of predictions, encompassing the possible consequences not only for
the particular patient but also for nurses, for other patients, and for the EPCC more generally.
The abovementioned ‘vicious cycle’ of the waiting room is a key example of such prognoses. In
patient assessments, these broader prognoses can serve as hypotheses to be tested against the
available data, for instance by considering whether patients’ behaviour suggests that they are
likely to cause trouble while waiting. In this respect, social prognoses align with Schutz’s
(1967) work on typification, which demonstrates our general reliance on common-sense con-
structs of typical motives, personalities and actions in making sense of our social worlds.
Although beyond the scope of this article, further research into this connection between prognos-
tication and typification is highly encouraged (for inspiration, cf. Veltkamp and Brown 2017).

In adopting a narrative perspective, this article does not mean to trivialise nurses’ concrete
experiences with GP patients (who on occasion were observed to behave in accordance with
the antagonistic narratives as described above). However, it is important to maintain an ana-
lytical distinction between experiences and narratives; the latter are representations, and this
has several important implications for interpreting the present findings. First, patients might
have been represented differently. For instance, what nurses framed as ‘nagging’ might
instead be seen as a consequence of having to wait while experiencing discomfort and pain.
Second, some experiences were emphasised more than others – in particular, atypical or
‘extreme’ cases attracted greater attention, indicating a bias in nurses’ cognition and commu-
nication (cf. Kahneman 2011). Third, because nurses shared stories with each other (and
often also retold stories heard from others), they prolonged the sense of the original encoun-
ters. As this storytelling diffused and cemented beliefs about GP patients, a nurse could have
reasons for turning away these patients regardless of whether s/he had had direct personal
experience with them. Moreover, the shared nature of these beliefs added significantly to
their normative force; as Ridgeway (2014: 5) notes, ‘individuals expect others to judge them
according to [shared] beliefs’ and therefore ‘take [them] into account in their own behavior,
whether or not they personally endorse them’.12 Finally, these shared narratives inevitably
informed nurses’ experiences with patients in the EPCC, serving as general schema for inter-
preting individual patients’ behaviour (cf. Zerubavel 1997). These are important reasons for
highlighting the role of narratives in gatekeeping.

Lastly, the present findings reveal some troubling features of patient-provider relations in EMS
organisations, as nurses’ antagonistic narratives reveal assumptions, expectations and generalisa-
tions that can negatively affect how they receive and treat those identified as GP patients.13 How-
ever, because the reviewed EMS research has found some degree of antipathy towards ‘trivial’
patients across time, space and occupational groups, it is important to recognise the structural
foundations of this antagonism, rather than simply attributing it to the moral shortcomings of
nurses. Relevant structural factors include the tension between openness and emergency-cente-
redness in walk-in EMS organisations (Dodier and Camus 1998) – and how this is often resolved
in favour of the latter, to the potential detriment of EPCCs and other EMS being open, low-
threshold institutions. Furthermore, Hillman (2016) shows how antipathy can be linked to institu-
tional concerns of rationalisation and efficiency, which engender a ‘combative’ relationship
between EMS staff and patients. More – and preferably comparative – research is needed to flesh
out the structural determinants of this ‘combative’ relationship. However, one thing is evidently
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clear: if the ‘respect for the life and the inherent dignity of the individual shall characterize all
practice’ (Norwegian Nurses Organisation 2011: 15), then EMS staff, managers and policy mak-
ers must work to reduce this antipathy towards ‘trivial’ patients.
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Notes

1 In contrast to EPCCs, most Norwegian EDs do not allow patients to walk in at their own discretion.
2 The MTS system is detailed in Mackway-Jones et al. (2014).
3 It should be noted that management permitted nurses to ‘advise’ the least urgent ‘green’ patients to

seek help elsewhere when higher-ranked coordinators deemed the clinic overcrowded. However,
most nurses turned patients away without regard to this centralised coordination.

4 Although staff attempted to turn patients away at several points in the clinic, triage nurses were its
main gatekeepers because they were the frontline personnel making the most thorough clinical
assessments.

5 I also observed five ‘blue’ and two ‘yellow’ patients being turned away (the latter two were allegedly
‘overtriaged’ by the MTS).

6 Arguably, the triage nurses had good reasons for ‘adjusting’ the MTS; see Johannessen (2017, 2018)
for a more thorough discussion.

7 ‘Rejection’ denoted outright denial and was seen as a harder and less legitimate form of gatekeeping.
8 Entering the room of another patient was also considered problematic for other reasons – in particu-

lar, because it violated the patient’s right to privacy. However, in Nurse Nora’s account, the disre-
gard for Room 5 seems the most serious transgression.

9 Nurses had access to the clinic’s electronic patient record system and used it regularly to reference
patients’ EPCC history.

10 Buchbinder (2017) makes a similar argument.
11 As Hillman (2007: 170) suggested, ‘Perhaps patient’s appropriateness remains to a large extent

related to staff identities’.
12 The data suggests that these narratives were shared by many physicians as well as by nurses. Fur-

thermore, some nurses claimed that physicians expected them to be strict gatekeepers. Although I
never observed physicians explicitly conveying such expectations, these claims suggest that physi-
cians at least influenced nurses in a Meadian sense, acting as a ‘generalised other’ (Mead 1934) who
was assumed to expect such gatekeeping.

13 Theoretically, it is possible that nurses’ antagonistic narratives serve as ‘blinders’ on their assessments,
making them overlook relevant data and turn patients in need of emergency attention away (cf. Kahne-
man 2011). My data do not suggest such conclusions, but this could be explored in future research.
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