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Abstract

This thesis 1s based on ethnographic research carried out in a psychiatric hospital
in London. It explores the ways in which mental health care is constructed and
practiced by different sections of staff. Everyday psychiatric care functions
through the management of contradictions between two different approaches.
The first will be termed the official discourse of care created within professional
domains such as Government, NHS and Trust policies. Fundamental to this is a
desire ftor a patient-centred approach where care is ‘therapeutic’ and
‘empowertng’. This official discourse structures the ideology which nurses,
psychiatrists and Trust management attempt to follow. The second approach here
termed the unofficial approaches of care, turns the official discourse on its head.
[t is constructed by the unqualified sector of the psychiatric staff — the nursing
assistants (NAs). Typically, nursing assistants who enter into this low paid
employment are not motivated by vocation, as the official discourse implies.
They are positioned in, what [ term, the organization’s buffer zone: the meeting
point of the official and unofficial. It is within this zone that the undesirable, but
essential areas of care are carried out so that the official ideology of care
prevails. While the unofficial domain primarily protects the nursing assistant, it
also protects the qualified staff from acknowledging specific aspects of care on
the ward. The dependency results in a ‘trade-off” in which the role of the nursing
assistant 1s made invisible. The specific focus of this thesis not only lends itself
to broader debates on the role that contradictions play within psychiatry, but also
how the concept of contradictions can develop the anthropology of organisations,

policy and work.
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We are not important. The work we do is ‘mo ye e wa’ (do this
do that). That is what people back home say we do — we are
like servants. It is shameful that we have the chance to come to
England and can only find this type of work. That is why it is
important  that we show people in Nigeria that we are
successful and can wear nice clothes.

(Female Nursing Assistant — College Ward)

Persons at the bottom of large organisations typically operate in
drab backgrounds, against which higher-placed members realise
their internal incentives, enjoying the satisfaction of receiving
visible indulgences that others do not. Low-placed members
tend to have less commitment and emotional attachment to the
organisation than higher-placed members.

(Erving Goftman, 1961:182)
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I. Introduction

Part 1 — Setting the Scene

[t there 1s one major contradiction within psychiatry as a discipline it is the fact
that it has two general functions that appear to be at loggerheads with each other.
On the one hand, it is a medical science that aims to engage with patients
therapeutically, while on the other hand, it is an arm of state apparatus that

controls and contains individuals against their will under the Mental Health Act

(1983). Thomas and Bracken (2001) explain:

T'he links between social exclusion, incarceration, and psychiatry were
forged in the Enlightenment era. In the 20th century, psychiatry's promise
to control madness through medical science resonated with the social
acceptance of the role of technical expertise. Substantial power was
Invested in the profession through mental health legislation that granted

psychiatrists the right and responsibility to detain patients...(2001:725).

Throughout the history of modern psychiatry, the discipline has never really

come to grips with this contradiction (VanDongen 2004)", leading to a

[ will discuss the role of psychiatry and especially this general contradiction in more detail in
Chapter Three.



continuous barrage of criticisms and accusations that influence media and public
opinion, while also creating numerous changes in Government policies and
social thinking. While those working within the discipline of psychiatry are seen
to have a unique position of power, they are also hounded and scrutinised
through a process of *do’s” and ‘don’t’s’. However, regardless of policies, laws
and criticisms, the contradiction remains at the centre of psychiatry. The fact that
this never seems able to be eradicated, has led to social thinking demanding that
psychiatry has to be ‘ultra-moral’ and meticulously ethical in its approach to

modern day care.

As early as the 18" Century, there were drives towards ‘moral treatment’ that
aimed at therapeutic interactions rather than the physical restraint of patients.
William Tuke’s famous Retreat outside York in 1796 set out to “provide a non-
institutional and rural refuge for inmates in which a family atmosphere would be
created and employed and exercise would be available to alleviate and occupy
troubled minds. Above all, inmates would be treated not as animals, but with
kindness and consideration under a benevolent governor” (Samson, 1995:58).
Although, the intluence of moral treatment sowed the seeds for the beginning of
modern day psychiatry, it was the rise of positivism in the 19" Century that
replaced the moral gaze (Foucault 1989). From this point on, the ‘medical
model’, based within scientific norms and the prestige of the hospital (Littlewood
2000), provided psychiatry with the perceived means to demonstrate its medical
and scientitic credentials (Bracken 2002). Furthermore, the positivistic approach

of the 19" Century to understanding mental illness has shaped how psychiatry is

| 3



largely understood today. However, such an emphasis on the scientific ‘medical

model” has promoted a continuous flow of criticism directed at psychiatry.

In the 1960°s and early 1970’s criticism of psychiatry focused on the labelling of
the mentally 11l and how this produced social systems of stigma. Thomas Szasz
([1961] 1972) directly challenged the bio-medical model by arguing that
‘madness’ 1s itself a socially defined label that is used when a person, or group,
are not understood, or liked, while R.D Laing explains in The Divided Self (1960)
that being schizophrenic is ‘playing mad’ and making the doctor look stupid and
inadequate. Sociologists such as Erving Goffman (1961) argued that psychiatric
hospitals create sub-cultures where patients go through a ‘mortification of the
selt” where all objects relating to the individual’s self are removed. Thomas
Schett (1966) described mental illness as a label that is given to those that appear
not to abide with social norms, while Rosenhan (1973), a psychologist, also
challenged the nstitutional environment of psychiatry by arguing that the
medical process reinforces the labels of mental illness. These theorists were
loosely grouped together as the ‘anti-psychiatry movement’. At the same time as
Gottman wrote Asylums (1961) Michael Foucault wrote Madness and
Civilisation ([1961] 1989) where he argued that the construction of mental illness
has to be seen as a relative concept whereby the institutions of psychiatry are a

phase in the history of the construction of the concept of mental illness.

Adding to these criticisms 1s the problem of the actual medical processes of

psychiatry. Unlike general medical practice, where illness and disease usually

tocus on the physical body as the object of analysis, disease in psychiatry places

E



a greater focus on the self rather than on the physical body (Fabrega 1989).
Therefore, psychiatric diagnosis tmplies a medicalization ot social and
psychological behaviour in a way that general medicine does not. It also has to
incorporate cultural, social and psychological areas of understanding illness and
disease. However, as Littlewood (1996) argues, psychiatry is encouraged to
understand mental illness through a medical process “which encourages us to
understand and shape our troubles in a clinical way: as something like a disease
which suddenly constrains us from outside our intentions” (1996:245).
Theretore, social and cultural factors are usually placed on the periphery, ignored
altogether within the diagnostic process, or positioned within interest groups
within psychiatry, like transcultural psychiatry, that still hold on to a biomedical
approach that “answers to a series of “when 1s a delusion not a delusion’
questions” (Littlewood, 1998:17). As a result of this struggle to belong within an
idealised medical model, psychiatry largely focuses on the development of a
untversal system of diagnosis and classtfication (Fabrega 1994, Losi 2000 ). This
1s largely influenced by the Diagnostic and Statistical Manual of Mental
Disorder (DSM) (1994), which enables psychiatry to locate illness within a clear
medical framework. It directs the clinician towards an understanding of areas of
behaviour and emotion as symptoms of underlying disease. It “maintains a
hierarchy of diagnostic significance™ (Littlewood & Dein, 2000:8). In so doing,
the categories created through the DSM frame our thinking about important

social matters, and aftect our soctal institutions (Kutchins & Kirk 1999).

Psychiatry has always wanted to be accepted by other medical disciplines as a

‘hard science’. This has made the medical model, as manifested in the DSM,

15



attractive to the discipline and has led to reluctance in acknowledging that
psychopathology arises at some interface of brain and social experience
(Eisenberg 1995). Mainstream psychiatry and epidemiology have been criticised
for 1ignoring validity while searching for reliability (Kirk and Hutchins 1992,

Nations 1986).

Psychiatry in Britain today

There still remains a strong and controlling scientitic core to psychiatry, however
there 1s a general feeling that faith in science and technology to deal, or solve
health and social issues 1s beginning to decrease (Bracken & Thomas 2001).
This, 1t 1s argued, has promoted the Government to develop a new relationship
between doctors and service users (Gray 1999). This 1s retlected in Government
policies that are beginning to change mental health care in Britain by attempting
to create links between mental health and social and cultural domains where
there is a focus on disadvantaged social groups and social exclusion. Therefore,
there 1s a drive to promote a holistic approach to understanding and working with

mental health 1ssues, and not just locating it within a scientific model.

Since 1997, the British Government has introduced polices that attempt to
modernise the way the NHS is run, and how the public perceive their role within
it. These policies embrace the notion of “care’ as the core of this change.
Government papers such as The National Service Framework (NSE) (1999) and
The NHS Plan (2000) have promoted the concepts of patient empowerment,
modernisation and a professional service with better trained and better paid statt.

The NHS is now run according to principles of ‘empowerment’ where the patient

16



1S described as the ‘chient” or ‘consumer’ who can choose - and better still advise
the “experts’ on - how and when their care should be administrated. Care 18
promoted as “patient-centred’ where the patient and physician form a relationship
(Laine & Davidoff 1996) where both have different but equal knowledge about

the health 1ssue at hand (Stevenson et al 2000, Mead & Bower 2000).

One of the most obvious changes within psychiatric care that has come about as a
result of these policies 1s the focus on the service users’ perspective. Thomas and
Bracken (2004) state that the “emergence of a wide variety ot service user groups
has been one of the most significant developments in mental health care 1n the
past 15 years” (2004:361). Therefore, there 1s a move towards including “a voice’
ot those who are labelled mentally 1ll so that their views, teelings and thoughts
can be taken 1nto account in the dectsion-making about their care and about
tuture NHS policies. Such is the attention on the ‘user movement’ in the last few
years, that service users are now taking an active and central role in research.
Rose states that user lead research “involves service users controlling all stages
of the research process; design, recruitment, ethics, data collection, data analysis,
writing up and dissemination....[T]hey (the researchers) have much to contribute
because they have experienced the same problems and services as the
participants in the research. They are increasingly being called ‘experts by
experience’”’ (Rose 2001:405). Within mental health, therefore, the ‘expert’ 1s
now supposed to incorporate not just the professional clinicians, but the patients

(0O0.
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New Government policies and the rise of the user movement are, Thomas and
Bracken argue, linked because they retlect other developments: economic,
cultural and political. “The rise of consumerism, the increasing importance of the
media and the advent of globalisation have had profound effects on our
assumptions about the nature of knowledge, expertise and the role of
professionals. These trends are part of that wider cultural phenomenon referred to
as the postmodern condition” (2004:361)". Government policies relating to health
care 1n general can thus be seen as embracing the age of consumerism. However,
as this thesis aims to tllustrate, these discourses of care are more problematic
when situated within an acute inpatient psychiatric ward in London. The
environment of a psychiatric ward makes 1t difficult to incorporate notions of the
consumerism and patient empowerment into datly care because patients are often
cared for while being detained under the Mental Health Act. As Sashidharan

rightly explains:

Within the current debate about the appropriateness and effectiveness of
health care and health services there 1s a welcome emphasis on moral and
ethical, as well as political questions... Within mental health services both
sets of questions, those which touch upon the benefits or outcome of
health care interventions, as well as those concerned with autonomy of
the individual, consumer rights and inequities in the delivery of care,
present us with greater problems than any other health care

discipline...because of the underlying contradictions within most

~ Their use of Lyotard’s “postimodern condition™ (1984) questioned how grand theories have lost
their legitimacy thus leading him to question the assumption that science and rationality lead to
progress and improvement.
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psychiatric practice, between cure and control of care and custody”™

(2001:24)5).

Often this contradiction is masked through professional or managerial discourses

around care.

Part 2 — Aim of the thesis

[t is worth describing why I chose the topic of psychiatry and mental health care
as an anthropological study. [ have to admit that [ stumbled on the area ot
psychiatry by accident rather than engineering a pathway into the topic. In my
second year as an undergraduate student of social anthropology at the London
School of Economic (LSE), I started to work part-time as an agency psychiatric
nursing assistant in various inner-London hospitals. Shifts were always available
for me where and when [ wanted, and the money earned provided a much-needed

boost to my student finances.

[ had never worked in a psychiatric hospital before; in fact [ had never been 1nto
a psychiatric hospital before. However, I had carried out voluntary work at a day
centre for the homeless in central London for a couple of years which seemed to
be adequate experience from the nursing agency’s point of view. The bottom line
was that [ had no experience or training in mental health care. The nursing

agency provided me with a two-hour induction session and then I was away.
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[ spent 18 months working as an agency nursing assistant, and it was tn this time
that [ became interested in a number of themes within psychiatric care, especially
acute inpatient wards and the different sections of staff that make up ‘the team’.
However, the most striking observation I made was amongst the nursing
assistants — the unqualified sector of the nursing statt. The large majority ot the
nursing assistants [ worked with were from West Africa, particularly Nigeria,
while most of the qualified nurses were white English, Scottish and Irish, with a
minority from Mauritius and Southern Africa. This ethnic divide of the nursing
staff existed across a number of hospitals in London. I was struck by the stark
divide between the unqualified and qualified sectors of the staff regarding
nationality and ethnicity and also their motives for choosing their line of work.
What became very clear amongst the nursing assistants with whom [ worked was
that they did not really want to be working in such institutions but had little other
choice. In other words, there was a feeling of being ‘stuck’ in their employment.
Furthermore, they felt that this work was deemed of lower status and ‘shametul’
the eyes of family and friends *back home’ in Nigeria. Most nursing assistants
spoke about their desire to start up their own businesses so as to move out of the
rut they had found themselves in. There was a small handful of younger nursing
assistants who mainly came from Ghana that were working, like me, to fund their

way through their education.

[ became interested in how this unqualified sector of staft coped within an
environment that they had little desire to be 1n, 1n the tirst place. Furthermore, |
was interested in how this influenced their attitudes to mental health work and

mental health in general, and how this was negotiated with the other sections of



the statt, especially qualified nurses, who, by and large, became psychiatric
nurses because they had a real interest in the work. Although [ was already
thinking about doing a PhD in social anthropology, it was this curiosity that
prompted me to spend the next few years researching this social setting and the

stark contrasts between difterent sectors of staff.

[t is important to point out that at the time of my fieldwork the title *nursing
assistant” was one of six titles that the post was known as; as well as nursing
assistant they could be called ‘healthcare assistant’, ‘care assistant’, ‘unqualified
nurse’, ‘A-grade’ and finally "NA’ (which 1s an abbreviation of nursing
assistant). When [ briefly spoke to the NHS Mental HealthTrust Human
Resource Department, which the hospital of my field research was part of, about
the official title of a nursing assistant, they told me that there was no fixed
definition of the job title. Henceforth in this thesis, I am going to reter to nursing

assistants as NAs since this was the most common term that was used on the

wards.

Focus of the thesis

This thesis explores the social and cultural construction of psychiatric acute
inpatient care. It focuses on the unqualitied section of the nursing team, namely
the NAs, in order to show that the ottictal image of psychiatric care 1s not, in
tact, reflected in the everyday reality of care on the ward. The official image
promotes itself as being based on “therapeutic interventions’ through the
‘empowerment’ of the individual patient or “‘consumer’. Within this thesis [ call

this the ‘offictal discourse of care’. I argue that the official notion 1s more caught



up 1n its ideology than in its actual administering of care. Here, I am adopting
Marxist notion of 1deology where, in relation to ‘capital’ for example, 1deology
“conceals the hidden essential pattern by focusing upon the way in which the
economic relations appear on the surface™ (Larrain, 1991:249). Theretore,
ideology 1s used to conceal contradictions and ‘invert reality’ (ibid). It can distort
soctal or natural reality which then strengthens on social group or class over
another. By focusing on the unqualified NAs, this thesis will illustrate that there
is a parallcl and contlicting systems of care to that of the official and 1ts
ideological concepts. The unofficial approaches towards care fundamentally
challenge the principle on which the official image is built. The tension between
official and unofficial systems opens up the question as to how an acute inpatient

psychiatric ward works and functions 1n an efficient way.

The thesis argues that these two differing approaches to care actually rely on
ecach other symbiotically to sustain an efficient and workable system. To
demonstrate this, [ will interpret ethnographically how the different sections of
the staftt, both qualitied and unqualified, negotiate and understand psychiatric
care. This also exposes how hospital, Trust and Governmental policies construct
an 1deological and oftficial image which 1s portrayed as the sole discourse of care,

yet also potentially contain and allow variation.

The official system
There are two broad areas in which these two competing discourse of care are
positioned. I call these areas the “official system’ and the ‘unofficial system’. The

official system presents itself as the general and objectively accepted framework

2
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that any organisation abides to, so as to provide it with its identity, or public face.
The official system is made up of two parts: the first is the formal procedures that
are clearly marked out within policy, mission statements, protocols, goals,
training and research. The second is the informal procedures that allow groups
within the organisation to discover their own methods of completing the
requested goals of the organisation. Blau and Scott (1963) explain that the roots
of informal systems “are embedded in the formal organisation itself and nurtured
by the very formality of its arrangements. Official rules must be general to have
sutficient scope to cover the multitude of situations that may arise” (1963: 5-6).
T'he tormal and informal procedures are essential for the efficient functioning of
the organisation, and it is within these, in a hospital setting, that groups such as
psychiatrists, qualified nurses and hospital and Trust management are positioned,
and where Government and Trust policies are visibly displayed. The official
system must maintain its validity at all costs by being overt and visible in both

the formal and informal spheres.

The unofficial system

The unoftticial system must not be confused with informal structures that operate
to support the official system. Instead, the unofficial system has no formal impact
on the ofticial ideology of care other than by ‘invisibly’ carrying out the basic
and undesirable tasks, without which the official system would not be able to
operate. In my research, the unotticial system is the space that is occupied only
by NAs. It 1s therefore owned by the NAs, and allows them to form mechanisms
and techniques that develop their own approaches ot care on the one hand, and

on the other hand, enables them to act out systems of resistance against the



official system so as to maintain a sense of self within a work environment where
they generally feel they have little worth on. It other words, maintaining a sense
of self in this space alleviates their experiences of working as an unqualified
carer. Essentially, the unoftficial system prevents their ofticial task orientated
work from becoming anything other than just that, namely work; their work 1s
not 1n anyway determined by a morally driven desire to care. The unofficial
system therefore functions to protect the NAs from an imposing discourse of care

that they see as riddled with contradictions.

[ have deliberately not mentioned the role of the NA 1n the otficial discourse of
care, whether formal or informal. Although the ofticial tasks that they carry out
are located within the official system, I argue that their work 1s positioned 1n
what [ term the ‘buffer zone’, which i1s the meeting point of the otficial discourse
of care and the NAs’ unofficial approaches towards care. The bufter zone 1s
where official tasks are carried out that focus mainly on the patient’s physical
body, such as observation, taking patients out on escorted walks, kitchen
supervision and personal hygiene maintenance etc. This form of care does not fit
into the ideological image of the official discourse ot care, primarily because the
focus on the physical body of the patient directly contradicts the official
emphasis on therapeutic engagement with the patient as a whole, participating
person. In other words, the unofficial contains little 1t any, focus on the patient’s
mind and on the empowerment of the patient. The care that the NA gives in the
buffer zone frames the patient more as being ‘needy’ than competent. Theretore,
the buffer zone becomes the space where the undesirable, yet essential care 1s

carried out. The key point is that this form of care has to be made invisible



through subtle forms of masking so that the official discourse can claim the sole

status of care.

Organisations

[t must be pointed out that, while focusing on the construction ot psychiatric care
this thesis should also be read broadly as an anthropological study on
organisations (Wright 1994). In this sense, [ am exploring how hierarchy is
portrayed through practice and policies. There 1s a tendency to portray traditional
bureaucratic hierarchy as a negative and archaic system within any modern day
institution, because 1t leaves little space for the individuals within the
organisation to have any agency (Mommsen 1974). We live 1n an age where
organisations are, or ideally should be, based on ‘tlexible’ (Martin 1994) and
cgalitartan principles that provide the individuals with a sense ot individual
adaptability and autonomy within the structure. In other words, there 1s a move
from understanding organisations as a formulised structure to viewing them as
organic and tlexible “cultures’ (Schein 1985, Stapely 1996). This thesis will
tHustrate that organisations should not be seen as either one or the other. Instead,
it argues that, traditional hierarchy 1s made invisible so that a image of flexibulity,
where all individuals apparently have a dynamic role, can be portrayed as a core
of the organisation. [n my research, for example, the lines that mark out the
boundaries between the professionals, such as qualified nurses and psychiatrists,
are made to appear blurred and non-hierarchical. However, behind the blurrings
of professional lines, a traditional structure of hierarchy still exists. [ argue that 1t
1s almost by the very masking of hierarchy that it, in fact can be reproduced in

the contemporary work place.
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[n general, by exploring the construction of psychiatric care from an
anthropological perspective, this thesis throws up interesting broader themes
relating to ideology and the role of masking undesirable, but, essential features of
an organisation. Throughout this thesis there are examples that highlight the
important role that contradictions play within an organisational setting that,

actually work to maintain a system of efficiency.

Part 3 — Description of the field and actors

My tieldwork took place in an NHS psychiatric hospital in Central London and
lasted tor 18months. In the interest of confidentiality, I feel constrained not to
give turther geographical or physical detail about the hospital. At the time of my
research, the hospital consisted of three adult acute inpatient wards and one
Psychiatric Intensive Care Unit (PICU) which is a locked ward. The hospital also
had day services (Occupational Health, Music Therapy, Art Therapy) which
catered for day patients and inpatients, a psychology department and a roof
garden. All the wards had male and female patients. My research was situated on
one of the acute wards, which, tor the purpose of this thesis, will be called
‘College Ward’. Due to the nature of the work, I was visiting most of the other
wards on a daily basis. One of the conditions set down by the hospital
management was that I became a full-time, paid NA. They felt that it was not a

oo0d 1dea for a researcher to just “hang around’ because such a presence could



make patients and staff feel uncomfortable’. Talso had to write a 10,000 word
research proposal for the Trust’s Ethic’s Committee with a detailed description
of the methodology, research focus and who would be involved with the
research. The proposal had the signature of College Ward’s consultant
psychiatrist so to show that he was willing for the research to take place on the
ward. Due to the research not having a heavy focus on patients, the Ethics

Commuittee felt that the proposal provided adequate information to be passed.

All members of staff on College Ward were provided with a letter from me
explaining my research and what types of methods I would be using. [ made it
clear that they were able to approach myself, the team leader and consultant
psychiatrist if they had any questions or concerns. Finally, all staff signed a
consent form, agreeing to be part of the research. All staff were very willing to

be part of the research

The ward

The nature of a psychiatric ward can be unpredictable at times. College Ward
could shift rapidly from being calm into a place where individuals could become
frustrated, angry and violent. The environment also changed depending on the
day of the week. Weekends were usually quiet and relaxed, while Mondays and
Fridays were usually busy due to the ward rounds. Quirk and Lelliott’s

ethnographic research on psychiatric wards describes this well:

" I discuss this in more detail in Chapter Two



A modern acute psychiatric ward is a highly complex social setting. This
scarcity of beds means that the patient group includes people of all ages
and backgrounds and with very different types of problems. It is an
unstable community in that its membership constantly changes as patients
are admitted or discharged, or when staff change shifts.... It is also
permeable as the patients continue to interact with family, friends and

care workers from outside of the hospital and with patients from other

wards (Quirk & Lelliott 2002:344).

However, while the ward did resemble an ‘unstable community’ there was also
room for humour between patients and between patients and staff which could
lead to close triendships. It was, perhaps surprisingly, common that once patients
were discharged, they would return and use it as a social ‘hang out’, or a place to

get advice from the nursing staff.

College Ward had 20 beds. Three of the seventeen bedrooms were shared rooms.
The ward had a large sitting room with a television, hi-fi, and pool table where
the patients were allowed to smoke. Just across the corridor was a smaller
television room which was non-smoking. The walls of the ward were painted in
light pastel shades of yellows and blues that made it resemble a Miami beach
house. Each ward had a different colour scheme chosen by the nursing staff and
ward managers. The ward below College Ward was decorated in shades of army
green. Large framed prints of abstract modern art hung on the corridor walls.

These had shatter-proot glass.



T'he kitchen was open at specific times in the day so that patients could make
themselves hot drinks and toast, while all meals were prepared in a larger kitchen
on the top floor of the hospital and brought to the wards. Medication time, ward
round and handover all took place at the same allocated times, every day or on a
spectfic day of the week. This routinized process gave a sense of order for all

those present on the ward.

Staffing

A working day was made up of three shifts; the early, late and night shifts. The
early shift started at 7.30am and ended officially at 3.30pm; the late shift began
at 13.30pm and ended at 9.30pm; while the night shift started at 9.15pm and
ended at 7.30am. The early and late shifts had two qualified nurses and two NAs,
while night shift were made up of two qualified nurses and one NA. The staffing
level could increase depending on the situation on the ward; for example if a
patient was on Level One Observation (this means that a member of staff had to
be with the patient at all times), then an extra NA was employed. This would

generally be an agency or bank NA*.

Qualified nurses and unqualified NAs made up the backbone of the ward staff.
Throughout the day, junior psychiatrists, known as Senior House Officers
(SHOs) would come in and out of the ward. The two consultants who had
patients on the ward usually only came for their ward round. There were also

soctal workers, advocacy workers, housing support workers and art therapists

' Most permanent nursing staft are also part of the Mental Health Trust's bank. The bank 1s a
pool ol statt that provides cover if wards need extra staff on a shift. It allows tor permanent
members of the nursing team to work extra shifts. Using bank staff 1s similar to using agency




who would come on a regular basis to see specific patients. Finally, there was a
permanent domestic staff member: a Jamaican lady in her sixties who washed the
floors of the ward corridor every morning, cleaned the kitchen and encouraged

patients to clean their own rooms before she vacuumed them.

[ am aware that throughout this thesis it might appear to the reader that [ have
created fixed, clear distinctions between different sections of staff so that they
might appear in opposition to each other. For example, in Chapter Four, 1 discuss
qualified nurses and SHOs as two distinct groups within the ward team, while 1n
Chapters Five and Six [ describe the position of the nursing assistant (NA) in
opposition to qualified nurses. A further distinction 1s made between the official
discourse of care and the unofficial approaches to care. As much as [ attempted
to explore where these distinctions might not be so clear on the ward, my
ethnographic data shows these separations between groups and approaches to
care were very real and present on the ward. Off the ward, however, in the pub
for example, these divisions would become less stark as members of the diftferent
sections of staff tentatively socialised with each other. This shows that 1t 1s the
ward and hospital environment itself that seems to create these distinctions so
markedly. To analysis these divisions [ make substantial use of Goftman’s
(1959) concept of front and back stage performances. This provides a framework

in which to examine the meanings and implications that structure these divisions.

staff, however a bank member of statt is usually a regular member of staft on a ward or within
the hospital.
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Part 4 — Methods of Research

[ have always been interested that everyday interactions have some form of
social or cultural meaning. Usually, these meanings are taken for granted; they
become normalized and any need for interpretation seems redundant. We are
only made to challenge our actions when the social setting 1s faced with a crisis,
or when we enter into seemingly alien surroundings. Anthropology provides the
opportunity of seeing the everyday from a new perspective. It approaches these
everyday interactions as interesting and fascinating socio-cultural phenomena
through an interpretive and analytical process. Therefore, it “views the familiar
afresh through focusing on classification and on understanding rationality 1n
social and cultural context....It highlights the value of data gathered informally

and the differences between what people say, think, and do” (Lambert &

Mckevitt, 2002:210).

An anthropological approach to the everyday, assumes that what 1s normal 1s to
be taken and challenged. Geertz’s notion of the ‘thick description’ (1973) 1s a
helpful here because it indicates that the meaning behind a social event, or the
subtle interactions that occur within that event, often lies at a deeper level than
the event or action itself. Therefore, the process of interpreting a social event 1s
multi-layered. More crucially, it 1s through this multiplicity that meaning can be
gained for the social actors themselves. One of the most attractive aspects of
anthropology is that it does not attempt to produce ‘facts’, in a positivistic mould.
[t analyses social phenomena through a creative process of interpretation that

never claims to be definitive. This 1s done both by means of 1ts method 1.¢.
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ethnography, but also, and importantly, through its ability to relate philosophical
and theoretical perspectives to these direct observations of social interactions.
Therefore anthropology is a social science that is based on “doing’, thinking
about and interpreting the everyday. It mediates between observing and
experiencing to produce deeper understanding of what is usually taken for

oranted.

An Ethnographic approach

The key point of ethnography is that it must incorporate numerous and varied
research techniques that enable the researcher to explore the subtle contradictions
between what people say and what they actually do. The ethnographic approach
that [ used did not abide to any singular technique, rather it was the use ot a
number of approaches that provided me with the ability to carry out a process ot
interpretation. Ethnography, then, should not be seen as a technique as such, but
a system of creative interpretation. [t “*decodes and recodes, telling the grounds
of collective order and diversity, inclusion and exclusion. It describes processes
of innovation and structuration, and is itself part of these processes’” (Clittord,
1986:2-3). Fundamental to this research, ethnography “is actively situated

between powertul systems of meaning” (Clittord, 1986:2).

Savage explains that the way in which ethnography 1s used, “depends on several
factors, including the philosophical stance of the researcher or the practicalities
of research funding. There 1s, for example, no overall consensus among
ethnographers about the epistemology, or theory ot knowledge, that underpins an

ethnographic account” (Savage, 2000:1401). She argues that ethnography has an



essential role within healthcare settings because it is “a way of accessing beliefs
and practices, allowing these to be viewed in the context in which they occur and

thereby aiding understanding of behaviour surrounding health and 1llness™ (1bid).

Ethnography on a psychiatric ward

An ethnographic approach enabled me to be both flexible while maintaining a
focus on the different areas of the research (Hammersley and Atkinson 1995,
Atkinson et al 2001). Since I did not enter into the field with a set hypothesis, |
was able to remain open and decide when to focus more specifically on certain
phenomena that arose. The ditferent methods that make up an ethnographic
approach create a flexible and adaptive system of field research which meant that
[ could ‘fit’ into the social environment of the ward and thus appear less ot a
‘researcher’ when I needed to. For example, one of the main ethnographic tools I
used was participant observation. This was used in two different ways. The first
was a more structured approach which I used when attending ward rounds or
management meetings. [ would take time deciding how my presence would be
more obvious in such settings, by dressing in a certain way (see Chapter Two for
a detailed account of the use of ‘impression management’ ). The second use was
much more relaxed and resembled more of the romanticized image of "hanging
out’. In fact, Geertz’s notion of ‘deep hanging out™ (1998) 1s probably more
precise because it implies that although the anthropologist is more tlexible, the
gathering and interpretation of data is still as analytical as more structured

approaches.
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Participant observation allowed me to formulate ideas and questions that I
wanted to explore in more detail when conducting interviews. When interacting
with NAs [ would usually use informal interviews, or what [ call ‘chit-chat’.
These interviews would take place on the ward during the working day. With the
qualified section of staff (nurses and psychiatrists) [ would instigate ‘chit-chat’ as
well as taped semi-structured interviews. [ did not conduct taped semi-structured
with the NAs because they were usually pressured for time after a shift, having
other engagements outside work (such as collecting their children from school).
Moveover, there was also an air of reluctance on their part to have their
interviews taped. The qualified staff, on the other hand were willing to interact
through a more explicit process of interview. Finally, [ also used discourse
analysis to understand how ward, hospital and Trust policies formulated the way

in which staff understood, or misunderstood care and their role of the ward.

The problem with researching ‘at home’

All the way through my journey in anthropology, I have felt strongly that
anthropology 1s not just about the distant, foreign ‘other’. It has always struck me
that observations and theoretical interpretations about ‘exotic’ groups could just
as well be applied to people in the society around me. My own interests in
football, music and racism — particularly growing up as a boy in South London -
all seemed to be arenas where anthropological thinking seemed highly pertinent.
[t was not difticult therefore for me to decide, when [ was working as an agency
nursing assistant in London, that I would carry out anthropological research in

this setting.
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Although anthropological research is carried out within localized settings, it
seems surprising to me that there should still be a lingering debate about
anthropology ‘at home’ in the academic literature. The division between research
abroad and research ‘at home’ has rested on the assumption that the
anthropologist must enter a new society where their fieldwork starts with a
process of alienation and moves through to an understanding of the society (Amit
2000). The anthropologist therefore gradually becomes accustomed to the datly
cultural characteristics and ‘doings’ of the society being researched. Distance and
travel from home become central mechanisms for the anthropologist to strip
themselves of their own cultural baggage and allow them to gain authentic
research material. In a sense, the ethnographer 1s carrying out, “pure
anthropology’: the ability to produce genuine accounts of human lite. Gupta and
Ferguson describe this traditional view as a “hierarchy of purity of field sites™
(1997:13). It 1s assumed the anthropologist ‘at home’ 1s unable to gain the feeling
of being an alien 1n an alien surrounding; or in other words, does not have the
forum in which to experience culture shock, and therefore 1s unable to really
claim that they are finding authentic meaning from their research material. Thus
the real anthropological experience s, as Geertz describes, located 1n ‘being

there’ (1988:4) (or being far away) which marks the anthropological reality.

This argument has been an ongoing methodological debate 1n anthropology for
over twenty years. Recent literature has shown that anthropology ‘at home' has as
much value as any other field research location (Jackson 1987, Clitford 1992,
Oakely 1996, Amit ef af 2000). Rapport argues that the assumption that one has

to experience a different culture 1n a different country 1s no longer valid: “Here is
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a world no longer divided into a mosaic of cultural-territorial segments but
conjoined by a complex tlow of people, goods, money and information™
(2000:73). Following on from Rapport’s argument that the segmentation ot
cultures 1s now harder to define within a global setting, [ am arguing that the
notion of 'home' should no longer exist because the central focus of
anthropological research — understanding meaning behind soctal action - 18

relevant and present in any country, soclety or culture.

Another major problem with the concept of “at home’ 1s that tor the
anthropologist to become accustomed to their foreign culture abroad, they have
to make their new environment their home. The anthropologist researching
abroad 1s expected to become tamiliar with their alien environment and in some
way fit into the daily life. The fact 1s that the well documented emphasts on
distance and travel, culture-shock and the learning of a new language are present
wherever research takes place.. As far back as the early 1970’s anthropologists
such as Nader (1974) argued that culture shock can appear in any research setting

and the term 1s really used as a ploy to attempt to make students study abroad.

Within my own field research I realised that [ was not carrying out research 1n an
environment that [ was totally accustomed too. In my case, the learning of a new
language refers to the learning of psychiatric terms, jargon, slang and so forth.
Practically, there was no way in which I could actually live in the hospital;
however, the nature of tts environment meant that [ became totally immersed in
its culture, and this created a stark separation from my personal life. The front

doors of the hospital were locked and entry was gained by showing the security
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guards my identitication badge. The building functioned as a structure of
contatnment, keeping a certain category of person within its walls (and also, of
course, other people out). I did not automatically belong within it. How then

could this ever be seen as anthropology ‘at home’?

There are also very positive aspects of carrying out field research near to where
you live. It allowed me to have more economic flexibility, as I did not need to
rely on funding and private donations (Dyck 2000). [ did not have to worry about
planning and paying for expensive travel and finding new living accommodation.
The hospital was a bus journey or bicycle ride away from my flat and I was also
1n the position of being able to speak and meet with my supervisor on a regular
basis. This allowed me to express ideas and problems that [ was encountering
while doing my field research. Socially, I was not isolated from my friends and
tamily, which I found very helpful considering that I was researching an
environment which was stressful both mentally and physically stressful. Keeping
in contact with friends allowed me to distance myself from the field for short
periods of time (usually for a few hours in the evening or on days off from
work). The idea of creating distance from the field is nothing new; Malinowski
described how “if you are alone in a village...you go for a solitary walk for an
hour or so, return again and then quite naturally seek out the natives’ society, this
time as a reliet from loneliness, just as you would any other

compantonship™(1922:7). Having some distance enabled me to reflect on the
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information and ideas that [ had collected and to separate myself from the daily

routine of hospital life.”

Finally, it is impossible to claim that London is my ‘home’ in its totality because
it offers different meanings at different times in relation to its organic
geographical and cultural map (Caputo 2000). Being a ‘native’ researcher never
really materialised; however, what did materialise was revealing of knowledge of
one of the diverse social arenas in London that [ had been less aware of before

my research took place.

Part S — OQutline of the thesis

Following on from this introductory chapter, Chapter Two is divided into two
halves: the first explores different theories and arguments on the concept of
organisations and institutions. [ focus on how Weber's (1964) theory on
‘Bureaucracy’ has been replaced by the concept of ‘organisational culture’
(Schein 1985, Stapley 1996). I use anthropological theories on organisations
(Wright 1994, Martin 1997), policy (Shore and Wright 1997, Wedel et al 2005)
and culture (Geertz 1973), with an emphasis on how the term ‘culture’ is used

within the NHS (Savage 2000a) to show that both terms; ‘bureaucracy’ and

> This process of having time away [rom the ficld location so as to reflect on the “goings on’
within it, always reminds me of Bertolt Breeht's theories on audience distance while watching his
plays. He argued that the audience must always be implicit. “They are not mere spectators but
they need to marntain their objectivity and identities: they cannot and must not be expected to
surrender them in total identification with either actor or action™ (Banks: 1985.267). Brecht would
use "Ahienation Effects” or Verfremdungseffekte to gain this by “jolting” the audience into
realism. Methods involved the actors breaking out into song or keeping the theatre lights on
(dimmed) so that cach audience member could watch cach other’s reactions to the play. [ saw

38



‘organisational culture’ are problematic in their own right. To illustrate the
complexity of organisations [ will also use Goffman’s (1961) concept of
‘secondary adjustments’. [ start with this topic so that the area of my research, a
psychiatric hospital, can be positioned within larger theoretical debates about
organisations. This is then revisited later on in the thesis and especially, in
Chapter Eight. The second half of Chapter Two explores my role as a researcher
carrying out anthropological research in an organisation. Here, [ explore issues
about entrance and acceptance (Jackson 1987, Back 1993) into the field and the
use of ethnography (Clifford 1986) and reflexivity (Okely 1996, Shore 1999,
Beatty 1999). I use Goffman’s (1959) notion of ‘impression management’ and
‘performance’ to further develop these themes around acceptance and field work.
T'he chapter ends by debating what role ethics have in anthropological research
(Norrts 1993) and whether ethical codes (ASA 2000) can actually become a

reality within the research process (Nugent 2001).

Chapter Three explores the concept of care and argues that it is based on a
general, but consistent, discourse around morality and vocation (Mackay 1998,
Russell 1999, McKechie and Kohn 1999, Savage 1999). [ term this the ‘official
discourse of care’. Iexplore the historical development of psychiatry and
psychiatric care (Scull 1987, Foucault 1989, Shorter 1997) and argue that
psychiatry attempts to abide by the same moral discourses as those of general
health care 1n spite of the past (Laing, Goftman, Szasz) and contemporary

criticisms directed at it from the Government, media, and social and cultural

myscll very much as an audience member who was not “merely a spectator’ but nor was [ an
actor.
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theories from outside (Rose 1999) and from within psychiatry (Kleinman 1977,

Littlewood and Lipsedge 1982, Littlewood 1990, Thomas and Bracken 2001).

Chapter Four ethnographically explores how the official discourse of care is
manifested on College Ward by illustrating the interactions between the different
qualified sections of staff: nurses, SHOs and consultant psychiatrists. [ use
Gotftman’s (1959) metaphor of the ‘theatrical performance’ and ‘front-
stage/back-stage’ interactions, while also drawing on Bourdieu’s (1977) concept
of “habitus” and Moore’s (1986) notions of the way in which practice and
Interactions generate symbolic meanings within different social spaces. This
provides helptul theoretical frames in which to elaborate on how ward space
generates different social and symbolic meanings that can result in conflict
between nurses and SHOs. T analyse the ward round by drawing on
anthropological theory of ritual (Geertz 1980, Bell 1992) to illustrate how its
formal structure (Bloch 1989) and power (Rapport 1971, Bourdieu 1977)
position the qualitied staff in a traditional bureaucratic hierarchy that suppresses
the everyday contflict (Turner 1957) between nurses and SHOs and projects the

front-stage 1image of the official discourse of care.

Chapter Five introduces the role of the NA by illustrating in detail how they
perceive and administer mental health care. Fundamentally, their approach to
care (the unofficial system or approach to care) conflicts with the official
discourse of care. Through ethnographic examples, [ will show how they
tormulate detence mechanisms that protect them from the potential threat of the

patients. [ use Lévi-Strauss™ (1978) use of binary oppositions in relation to raw

40



food and cooked food and anthropological approaches to food (Caplan 1997) and
pollution (Douglas 1966, Leach 1964, Tambiah 1969) to explore how NAs create
distinctions between safety and danger when interacting with patients at meal
times. [ use Goffman’s (1961) notion of ‘secondary adjustments’ to illustrate
how the NAs’ use of defence mechanisms work on a larger symbolic level which
functions to protect their own approaches towards care from the imposing
official system of care and thus providing them with a sense of self within an
environment that they feel excludes them. [ will draw on Martin’s (1994) concept
of practicums, Bourdieu’s (1977) concept of habitus and anthropological
approaches to the concept of embodiment (Csordas 1994, Lambek 1993) to
illustrate how a theoretical focus on the body, as a physical and symbolic social
area, becomes an essential part of understanding how the NAs™ approaches and
models of care are created and practiced socially. The chapter introduces the
concept of the ‘buffer zone’ which is the space where the ofticial discourse of
care and unofficial systems of care meet and to some degree co-exist so as to

maintain a necessary level of efficiency throughout the shift.

Chapter Six argues that the concept of care for the NAs should be seen as a
commodity that is exchanged for financial payment and not as a vocational or
moral ‘calling’. I will describe the practical reality of their otficial role by
showing that their work is focused on carrying out mundane tasks that primarily
focus on the patient’s body and not on the ‘therapeutic relationship’. Running
alongside the official tasks that the NAs carry out, are systems of protest that are
situated on the ‘front-stage’ because they were directed against the ofticial

system. On the “back-stage’ there are also socio-economic exchanges and
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interactions that have little to do with the official process of care even though
they are carried out within the hospital. [ argue that these interactions function as
a process of resistance that provides NAs with a sense of selt within an
environment that they have little desire to be in. [ draw on Hart’s (2000) concept
of the ‘informal economy’ and Parry’s (1999) work on the Indian labour in the
Bhilai Steel Plant to highlight this point. The chapter ends by discussing how the
largely white, qualified nurses understand and interpret such behaviour. Here, 1
use theories of race and ethnicity (Malik 1996, Solomos and Back 1996) and
especially ‘whiteness’ (Frankenburg 2000, Dyer 2000), to argue that the qualitied
nurses formulate their understanding of the NAs’ apparent lack of motivation and

‘oreed’ for money as a failure to have a moral ethos of care.

Chapter Seven argues that the role of the nursing assistant actually serves to
preserve the official discourse of care. However, the key is that the official
position of the NA, and the work that they do, has to be made invisible from
ward, hospital, Trust and Governmental policies and guidelines. Identitying the
official role of the NA also exposes the fact that the official discourse of care
contradicts itself because its ideology belies the fact that the reality ot practical

care does not match up to its aspirations.

Chapter Eight, by way of conclusion, revisits some of the main themes and
ethnographic examples throughout the thesis to argue that organisational
efficiency within a psychiatric hospital is gained by making the undesirable parts
of care and those who carry it out, invisible. However, my additional argument 1s

that the unofficial system actually seeks this invisibility. It 1s this trade-ott that



allows for both systems to remain intact, and the process of mental health care to

have some sort of eftficacy.
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I1. From within the Organisation: Place, Performance and the

Ethical Dilemma

It was a Wednesday morning and the ward manager on College Ward had
come to work an hour earlier than usual. This was due to a pre-planned
inspection by the Mental Health Commission that was going to take place
the following day in the Hospital. The inspection would take the form ot
a small tcam from the Commission who would spend time on each ward
Interviewing patients that had requested to see them and also reading
through patient notes so to check that the appropriate policies and
procedures were being carried out by the nursing and medical staft.
Hospital and Trust management had notified all the ward managers in the
hospital a tew weeks prior to the inspection through ofticial written
letters and memos. These offered a detatled list of certain areas of
procedures and policies that needed to be checked, along with details ot
how patient information was clearly at hand for the patients on the wards.
Qualified nurses were made to check their notes on their patients to see if
they had completed detailed care plans and risk assessments.

The ward manager had reminded nurses in advance that he would be
carrying out his own checks on the patients’ notes so to make sure that
care plans and risk assessments had been completed by each primary
nurse. He was concerned that the ward had to look ‘welcoming’ and
‘homely’ for new and present patients. He had ordered laminated printed
posters that he was fixing to the walls of the ward. The posters were there
to offer the patients information about the ward and hospital. For
example, one poster provided patients with a detailed account of how, 1t
they wished, to lodge a complaint against the care they were being given.
Another poster listed the values of the Trust and hospital, while another
poster simply explained what to do in an emergency. After spending the
morning deciding where best to position the posters, he delegated staft to
see 1f certain areas of the ward were clean and ‘respectable’. One nurse
checked the laundry room, while another checked the TV and pool room.
In the afternoon the ward manager carried out his own inspection of the
ward environment.

The reaction of the nursing staft to the Mental Health Commission’s visit
was one of apprehension and uncertainty. They all felt that they were
being treated like children by Trust management. Thetr response to the
ward manager fixing posters to the walls, and inspecting their notes was
met with humour. They felt that the ward manager was under a lot ot
stress with the pending visit and that his actions were becoming more
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‘erratic’ than some of the patients on the ward. However, 1n general, they
could understand the pressure that he was under, but all telt that 1t was
unfair pressure to have.

This short vignette 1llustrates the tormal and informal 1dentities that organisations
consist of. One the one hand a visit by a powertul body, such as the Mental
Health Commission, resuits in the Trust and 1ts wards attempting to conform to a
single harmonitous and tormal identity. In order to do so, wards have to

temporally relinquish their own unique and informal identity.
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Introduction

Structure is - “a category of facts with very distinctive characteristics; it
consists of ways of acting, thinking and feeling, external to the individual,
and endowed with a power of coercion by reason of which they control

him” (Durkheim,1938: 3).

“Within Organisations we will tind sub-units that can be referred to as

[eroups], and such groups may develop group cultures™ (Schein, 1985:8).




[t is one thing researching the actors working within an organisation who are
consciously and unconsciously being controlled by tts formal structure. 1t 15
another when the organisation requests that the researcher becomes a tully paid
member of staff, who then has to negotiate how they are themselves controlled
within the organisation, as researcher and as employee. This chapter 1s
deliberately divided into two distinct halves. The first explores the researching ot
the actors who work within an organisation. It examines how organisations work
to meet their desired goals, through the management of bodies. Parts 1-3 ot the
first half of this chapter offer a review of the literature covering sociological,
social psychological and anthropological approaches to understanding
organisations. Rather than supporting a single theory, I argue that opposing
theories (mainly bureaucratic and ‘cultural’ theories) on organisations can be
applied simultaneously. [suggest that organisations function on loosely
bureaucratic structures but that these structures - due to the traditional and
negative image they conjure up — are masked by more flexible theories based on
an overarching cultural principle. The first half is an essential part ot the whole
thesis because it locates where the research took place, namely a psychiatric
hospital, and also how the concept of organisations in general plays a crucial role

in understanding the social and cultural phenomena that [ explore in the thesis.

The second half of this chapter explores how 1, as researcher, had to become a
full-time paid member of statf to carry out my research. It explains how I
negotiated my position within the organisation’s structures and policies. It

focuses on how the hospital became my field of research. T explain how the field
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location started off as a defined physical space, in which the hospital walls
represented the boundaries, but how interactions with the gatekeepers (hospital
management), clinicians and nursing staff meant that there became less well
detined because many of these interactions were not necessarily located within
the physical walls of the hospital. Thus, my interactions became part of a tlexible
field of research (Norman 2000)". T also discuss how the idea of entering into
what [ thought was my clearly defined research site where 1 would have had a
clear role, was naive and more complex. [ became aware that the groups and
individuals [ was researching were as instrumental as [ was, 1f not more so, 1n

defining where | was situated within ‘my’ field.

This half of the chapter also explores how 1 adopted a reflexive, and
autobiographical approach to certain aspects ot my research 1n relation to my
own cultural background and gender. I illustrate this by using ethnographic
examples of situations where [ found that my position was being challenged by
‘normal’ everyday encounters that [ was tfaced. By retlecting on my own cultural
background [ was able to make sense of these encounters to a certain extent.
Furthermore, I argue that this process appeared to be a fairly natural and

spontaneous aspect and not a methodological, post-modern tool (Shore 2000).

The chapter ends by arguing that an ethnographic approach makes 1t ditficult to
implement or follow a unified ethical approach to fieldwork. The daily
interactions between researcher and the researched means that any ethical

disposition lies in the subjective judgement of the researcher. This i1s mainly due

* Karin Norman (2000) explains that “telephone calls to and from the field have served as a

47




to the nature of the interactions that the researcher faces. My cxperiences of field
work interactions meant that [ was, nearly all the time, entering into a game
(Hammersley 1989) where my presentation and appearance would change
depending on who [ was interacting with. Thus T would try to fit into the 1mage
that I thought others felt [ should represent. Although my calculations were not
always right, it highlights the fact that I was manipulating the encounter to gain
acceptance and through acceptance gain information. This raises questions that I
discuss concerning deceit, lying and the role, if any, that informed consent plays
in the ‘research game’. Here, [ am not attempting to dismiss the value of ethics
within the social sciences, but [ do question how effective ethical guidelines such
as those provided by the Association of Social Anthropologists (ASA 2000) are
within ethnographic research. In other words, if I am implying that ethnographic
research is deeply seated within subtle forms of interaction between the
researcher and researched, then there is a methodological challenge tor the

researcher to follow such guidelines.

Part 1 — The Social Life of Organisations

There are two general ways that one can approach the concept of organisations.
The first 1s gained by looking through a traditional lens to explore the concept as
a bureaucratic structure with a well detined hierarchy and division ot labour
which aim to achieve the goals of the organtsation. The second 1s to view

organisations as ‘culture’, that 15, as complex and organic network of human

reminder of the open-ended, somehow “placeless” nature of contemporary fieldwork™ (2000:120)
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interactions. The latter approach apparently offers a more dynamic way ot
understanding the phenomenon, while the former is seen as uncritical and out of

date by those ascribing to the latter view. Structure 1s therefore replaced with

flexibility.

Here, [ will explore these two general views of organisations. First, I will tocus
on Weber’s ‘ideal type” model of bureaucracy since his work has been so
influential 1n further debates on this topic. I will then look at the use of the term
‘culture’ within organisational studies (which includes here organisational/social
psychology studies) and within organisational management and policy. Part Two
will argue that the use of ‘culture’ is misleading on two accounts. The first 1s
because it uses traditional anthropological definitions of culture — mainly a
Tyloresque approach which is “that [culture 1s a] complex whole which includes
knowledge, belief, art, morals, law, custom, and any other capabilities and habits
acquired by man as a member of society” (Tylor, 1958 [ [870]:1). This trames
culture as a *whole’ with a defined and static image. The second major tlaw is
that it 1s assumed that an organisation /ias a ‘culture’ or is a ‘culture’. I will
criticise this by offering an anthropological critique. The final part of this chapter
suggests that it would be more beneficial to research or analyse organisations by
re-visiting Weber’s concept of bureaucracy, which fundamentally means
exploring the ways hierarchy and power are expressed within a modern day
organisation. [ suggest that by looking at the formal and informal processes and
routines, one can then analyse how power and hierarchy work within the
organisation’s structure. Central to this are the ways in which ofticial policy

allows for its apparent official image and requirements to be manipulated.
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The Framework of Bureaucracy

The topic of organisations 1s usually linked to bureaucracy which 1s the
fundamental structure that provides the organisation with the tools so as to
appear efficient. I will loosely use Weber’s concept of bureaucracy to define the
processes by which organisations work. Bureaucracy essentially functions as the
most rational torm of organisation in which it aspires, through conscious rules
and goals, to be separate trom everyday life (Hirsch and Gellner 2001).
Organisations are then “social units (or human groups) deliberately constructed
and reconstructed to seek specific goals™ (Etzioni, 1964:3). Such a rational and
formalised approach to understanding how organisations work, has placed
bureaucracy in a negative light. Du Gay (2000) makes the point that these “are
not the best days for bureaucracy... burecaucracy tosters only rational and
instrumental human facilities, to the exclusion of an individual’s sexual,

emotional, or other substantive dispositions™ (2000:3).

Weber’s concept of bureaucracy rested on the central teatures ot a systematic
division of labour where complex administrative problems are broken down 1nto
manageable and repetitive tasks, each linked to a specific ‘office’ which 1s itself
controlled and coordinated under a centralised hierarchy (Beetham 19387). Weber
explains that the “organisation of otfices follows the principle ot hierarchy; that
18, each lower office is under the control and supervision of a higher one”
(Weber, 1964:331). Theretore what 1s fundamental in an organisation is an
ordering of social relationships and the positioning of individuals into their

relevant groups or ‘units’. Thus, the presence ot a leader and usually an
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administrative statt was the detining characteristic of an organisation”™
(Thompson, 1980:10). Bureaucracy is based on a formalised, top-down structure
of authority. The types of system that Weber was mainly describing were new,
large and complex; there was a need for processes where tasks could be managed
through a specialized division of responsibility. The hierarchical structure of
authority co-ordinated the diverse tasks in the pursuit ot the organisation’s
objectives. Achteving these objectives relies on superior roles at every level to
control and subordinate those below them (Blau 1981). Weber described the
ideal bureaucratic environment in which to achieve its desired goals as the
“dominance of a spirit of domination of formalistic impersonality, ‘sine ira et
studio’, without hatred or passion, and hence without atfection of enthusiasm”™

(Weber, 1964:340).

Bureaucracy for Weber was situated in a larger theory ot legitimate authority. It
was seen as a form of rational authority “resting on a belief in the ‘legality’ of
patterns of normative rules and the right ot those elevated to authority under such
rules to issue commands (legal authority)” (1964: 328). Weber explained that the
rise of bureaucracy, with its rational legal structures, was the bedrock tor the
orowth in capitalism. The development ot more complex and abstract legal
provisions which were needed to implement democratic procedures “themselves
entailed the creation of a new form of entrenched monopoly” (Giddens,
1995:22). It was the specialized nature of bureaucracy, with its complex

separation of tasks, that became, for Weber, the integral feature of capitalism.

" This of course is different to Marx’s account of the rise and domination of capitalism. Where
Weber argued that rational and legal authority. and thus power, through a burcaucratic process
was fundamental to capitalism, Marx argued that it was the subordination of the working classes
by the bourgeois who controllied the means of production. In Marx’s view the proletariat would
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Organisations as ‘Cultures’

The idea that an organisation has a ‘culture’ and ‘sub-cultures’ within different
departments, or ‘offices’, has been evident within theories of organisational
psychology, sociology, management and consultancy since the 1970’s (Turner
1971, Hardy 1976). The concept of ‘organisational culture’” became widely used
in the 1980°s and 1990’s as an attempt to move away from the static and
oppressive image of bureaucracy. The principle 1s that ‘organisational culture’ 1s
something that the group develops over time and thus becomes part of the
unconscious daily process within their routine. Wright (1994) has 1dentitied four
ways that ‘the culture concept’ is present within organisation management. They
are: 1) Different ‘national cultures’ — the need to manage on a global scale. 2)
Management working with people from different ethnic backgrounds in a
workforce. 3) Informal ‘values™ held by the workforce. 4) *Company culture’ —
values formally imposed by management as glue to hold a worktorce together
(Wright, 1994:2). Let me explore the concept of ‘organisational culture’ by

looking at two key writers who are advocates of this concept: Edgar Schein

(1985, 1991) and Lionel Stapley (1996)°.

Edgar Schein
Schein argues that to really understand how an organisation works one has to

view the organisation as a culture. He states that the “concept of organisational

rise through class consciousness and rise against those subordinating them. Weber argued that the
expansion of burcaucracy was not the dictatorship of the proletariat, but the dictatorship of the
‘official” (Giddens. 1995:38).

* Both Schein and Stapley come from a background in social psychology.




culture is especially relevant to giving an understanding of the mysterious and
seemingly irrational things that go on in human systems” (1985: 4). Furthermore,
he explains that one of the simplest ways of understanding what appears as
trrational is to relate it to culture, because culture often provides meaning to what
appears as irrational or ‘silly’(1985). An organisational culture, 1s retlected

through:

Organisational regulations — language and ritual ot interactions
The norms that are involved with the working groups.

Dominant values espoused by an organisation — a ‘product quality’
Philosophy that guides the organisation’s policy

Rule of the game for getting along in the organtsation

(Schein, 1985:6)

Schein focuses on the relationship between ‘organisational culture’ and
leadership and stresses that the main purpose of leaders are to organise and
control culture (1985). He is therefore suggesting that leadership creates the
culture that people work and interact in so as to tulfil the aims of the

organisation. For Schein, culture 1s:

_..a pattern of basic assumptions — invented, discovered, or developed by
a given group as it learns to cope with its problems of external adaptation

and internal (1985:9).




Additionally, culture, “in this sense, is a learned product of grotip experience and
15, therefore to be found only where there is a definable group with a significant
history” (1985:7). Organisational culture exists as a unit that 1s structured, taught,
and productive. Furthermore, within the organisation sub-groups are tormed
where different group cultures develop. Although Schein argues that an
anthropological approach to understanding culture 1s important — that 1s, that
culture s positioned within mental models and cannot be understood on a surtace
level of interpretation, he still advocates however, that culture needs a clear
boundary that is owned by a group if one is to gain a successful understanding ot
it (1991). He explains that culture 1s only a useful concept if there is an agreed

process on how to define 1t (1991).

Lionel Stapley

Stapley argues that culture should be understood as something that an
organisation is: “it emerges from social interactions, as the product of
negotiation and shared symbols and meanings™ (1996:12). He explains that an
“organisation, or part of an organisation, may be viewed as an assoctation of
individuals, and it is those individuals who develop the constraints that we
categorise as structure and culture” (ibid). Stapley’s psychodynamic approach
uses Winnicott’s notion of a ‘holding environment’ and “basic trust’ in infant
development in relation to attachment of the mother. These emphasise the need
to create boundaries to help the infant make sense of the world. Theretore the
‘holding environment’ is not just the physical holding of the child by the mother,
but also how the mother nurtures the child in their social environment. As the

infant develops, they become associated with different or multiple ‘holding
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environments’. Stapley expands Winnicott’s theory to organisations. He argues
that “the organisation becomes a partly conscious and a partly unconscious
holding environment for its members” (1996:36). In a similar way that the
‘holding environment’ provided by the mother influences the personality of the

child, the ‘organisational holding environment’ influences the organisation’s

‘culture’. Stapley explains that:

...1t 1s how the members of the organisation interact or their interrelations
with the holding environment that results in the culture. It 1s how the
members of the organisation perceive the holding environment that

results 1n the unique and distinct culture that 1s the feature of every

organisation (1996:39).

‘Organisational culture’, for Stapley, develops out of a process of interpretation

by the individuals within the work environment. It 1s the way 1n which the

individuals interpret their position in such an environment that creates the

‘culture’.

Part 2 - An Anthropological Critique of ‘Organisational Culture’

The main critique of ‘organisational culture’ from an anthropological stance 1s
that the term ‘culture’ is used in a very general sense and hence carries with it
very little meaning and essence. Martin (1997) cringes at the way 1n which

corporations use the term culture; “it seems so supertictal! But nothing than an
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almost transparent membrane, would serve well” (Martin, 1997:251). In fairness
to Schein and Stapley, they both argue that the use of the concept has been
diluted within organisational settings. Schein states that there has been a
tendency “in the last few years to link culture with virtually everything”
(1985:4), while Stapley makes the point that it could be turned into a “superficial
fad, reducing it to an empty, if entertaining, catch — all construct explaining
everything and nothing” (1996:6). However, the main problem with Schein’s and
Stapley’s approaches to culture within organisations is that culture eventually has
to become a definable unit that can be changed, worked on and reborn so that the
“mysterious and seemingly irrational things” that Schein sees as part of culture,
become rational and understandable. This ultimately leads to all within the
organisation and especially the management, claiming that they are all aware ot
their cult<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>