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ABSTRACT

Thisarticle includes the results of astudy on socia inequalitiesin health area. In the
Paediatric Hospital Pereira Rossell, a place was defined to analyze health sociological aspects
in acontext of socia inequality. This place, to which we gave the name of corridor situation,
included every relationship that users of this public health service had with different
interlocutorsin any of the different corridors, before their real access to the health service.
The outcomes and empirical materia provided by this study derived in the need of deepening
the discussion on users-staff’ srelationship in corridor situation. Based on certain theoretic
and empirical data, this article triesto discuss about the dynamic of relationship, the ways of
communication and the handling of time that the Institution makes. This discuss will result in
afina analysis on the existent relationship among these elements, the public character of the
Ingtitution and the weigh that bureaucratic processesin corridor situation have on those who
have to use this service.
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Introduction

Thisarticleisthe result of astudy on socia inequalities in the health scope, made by the
author within the framework of the workshop “ Sociology of the Health” (2002-2004) in the
Sociology Degree of the University of the Republic.

The study, “ The health of the poor”, had as primary objectives the exploration and the
analysis of asocia space barely investigated in the field of the Sociology of Health.

In the “Pereira Rossell” Children Hospital, in Montevideo, a place was defined to anayze
health sociological aspectsin acontext of socid inequality. This place, to which we gave the
name of corridor situation, comprised the relationship that users of this public health service
had with different interlocutorsin any of the different corridors, prior to get in touch with the
health service.

Asfrom the bibliographical revision, it was found that most of the studies on health sociology
on socid inequalities were focused on the rel ationship doctor-patient. The perception that,

bef ore the consultation, people had to stay in aplace implying socia relationships which had
influence on the good service devel opment, derived in the necessity to analyze the
inequalities determined by the social stratification structure and to transfer the approach of the
doctor-patient’ s relationship in medical consultation, to user-health personnel’ s relationship in
corridor Situation.



The few antecedents of analysis' on this object of study lead to exploratory and descriptive
research objectives on this sociological problem. So it started with the ethnographic
description of the relations observed in different corridor situations, in order to study therole
that patient’ s socia condition played on the relations that he had with hisinterlocutors, and
how these relations affected the service quality in terms of human treatment, transmission of
information and its possible effects on patient’s heal th?.

The results and the empirica material that the study provided derived in the necessity of
deepening the discussion on certain aspects of user-health personnel’ s relationship in corridor
situation. Therefore, based on defined theoretical and empirical data (detailed in the following
chapter), this article tries to discuss about the relationship dynamics, communication ways
developed and time management that the institution makes.

The discussion of these subjects, which we considered socia aspects not directly affected by
institutional economic or budgetary factors, will result in afina analysis of the real relation
among these factors, the public character of the ingtitution, and the weight that the
bureaucratic processes of corridor situation have on those who have to use its services.

Study Contextualization

A brief presentation of theoretical and empirical datathat sustain the raised discussion, is
made next. Mogt of the empirical material on which thiswork is based, comes from the study
on socia inequalities in the health area aready mentioned.

The construction of the object of study

The Pediatric Hospital Pereira Rossell is composed of two sectors: the women’s one and the
pediatric one. Thislast sector, on which thisresearch is based, [...] hasthe special
characteristic of being the only hospital for children in Uruguay. Although there are other
hospitals where children are attended, it is the only one exclusively for children’ s attention,
and, in addition, it isthe reference hospita for al the country. This givesit avery special
significance within the health system. Being areference hospita, placesit in the following
situation: on one hand itisathird level attention hospital - what is not solved there, it isnot
solved anywhere in the country -. On the other hand, due to the characteristics of the public
health subsystem, this hospital isalso in charge of other levels of medica attention, up to the
primary one. For many reasons, -place of living, public transport to get to it, etc.-, people ask
for medical attention in thishospital when in fact they should address to a primary health
center. To get an appointment at primary health centers is another problem. For example,
personnel at health centers do not work at weekends, and a weekdays they work until noon or
early afternoon. Few first level attention centers count on emergency room. So this Hospital
has not only to deal with those cases requiring specialized staff and equipment, but also with
the bana pathology that should have to be seen or solved in another level of attention.
(Interview to aqualified informant).

The corridor situation

To ask for appointments for exams and doctor’ s consultation for aboy, user of the Pereira
Rossell Pediatric Hospital, was the cause for the approach to the hospital reality.

The researcher, who does not use public health services, experienced a different situation
from the one she would have experienced in the private health service: it was difficult to find
the sectors to which to address to, many administrative offices were closed and the signs did
not inform consulting hours but they announced “information is not given”, or requested: “do
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not knock and wait to be assisted”. Finally she left without having coordinated the
examinations, and having dedicated to this task much more time than the expected one.
Meanwhile, she observed that people who were there had to wait long hours, queuing while
they waited to be attended. The researcher realized (through conversations and complaints she
listened to) that many people left without having received any kind of service. In most of the
cases the personnel neither treated nor informed users properly.

Nevertheless, what called the researcher’ s attention was not the health personnel s attitude, or
the kind of service they gave to them, but the users' passive, resigned, patient attitude.

In the phonoaudiology sector (where examinations should be coordinated) nobody attended
users, and there were no signs with consulting hours. So, the researcher asked the people
waiting there, “ At what time are people attended here?’ The answer was: “ Sometimes they
are attended in the morning, but other times after noon”. The researcher asked again “ Are you
waiting for phonoaudiology consultation?’, and they answered affirmatively. As she did not
have time to wait, she went to the information desk to find out the consulting hours, but there
was nobody there. So she addressed to the security guard -who is at the hospital main
entrance- and asked him where she could find out consulting hours. The guard answered that
he did not know and that there was not a place for it. The researcher, with very little patience,
talked back to him: “how can it be that it is no way to find out consulting hours?’ And the
guard answered: “welcome to the world”.

From this“welcome” started the need to know thisworld, to research on the socia
relationships existing there, the role that users” social conditions played on those

rel ationships, and the perceptions and meaning that guided their behaviors.

It must be considered that poor patients attend this hospital . The Uruguayan Constitution says
(art. 44), “[...] the State will provide free means of prevention and assistance only to very poor
people or those lacking of enough resources’ (OPS, 2002, p. 15). In order to make use of the
Public Hed th system, the corresponding ministry grants four types of assistance membership
cards, commonly known as “poor membership card”. These are: 1. Free attendance
membership card for those whose incomes are not higher than two and a half national
minimum wages, and they are not charged for any of the servicesthey receive. 2. Assistance
membership card that has two categories. those who have to pay 30% of the rate and those
who have to pay 60%, depending on their income’slevel; 3. Mother-child membership card,
for pregnant and until six months after childbirth, and for children under one year, who
receive free attention; and 4. Membership card for life assistance, granted to retired people
over 65 years and to those under 65 who are unable to work.

It shouldn’t be forgotten that the term “public hospital” does not only refersto the kind of
people who are seen there, but also to the conditionsin which the institution must work, that
isto say, the shortage of economic resources for material acquisition and the payment of
wages. These factors deeply affect the service quality. Nevertheless, there are componentsin
the user-health personnel relationship that, without being directly determined by budgetary
problems, affect the service quality that usersreceive and, finally, it affectstheir health.

At the Pereira Rossell Pediatric Hospital was found a socia place where to analyze the health
sociological aspectsthat we called “corridor situation”. This social space takes place in the
waiting rooms, queues and administrative offices; there the users interact with the health
personnel; doctors, nurses, civil servants, socia workers, security guards and others, to be
admitted to a determined health service.

So, the need to observe this socia space and to analyze the relationship between users' socia
condition and the health service quality, the relationship they have with their interlocutors and
the meaning of their behaviors emerged.

The users go along a corridor situation before reaching medical attention. The social relations
within it can affect users' health conditions. To be properly guided to the sector where they
will be attended; to get or not the required attention on time and finaly to get aright
diagnosis and medicd attention, do not only depend on the economic and infrastructure health
system factors, but also on the socia relations that involve ethical values, social prejudices
and valuations of the ather.



Antecedents of the sociological analysisin the field of health: the relationship doctor-patient

Many studies and theories support that good health distribution follows the socia
stratification line. They affirm that the higher the social classis, the more the tendency isto
enjoy good physical and menta health, to bein touch with superior medica care systems, and
to have along life (Helsin, 1997: 519).

Health sociology offers severd studies on the inequalitiesin the health scope which are
determined by the socid stratification structure. Most of them focus their analysis upon the
consulting area; in the doctor-patient relationship. It is considered that thisisasocia
relationship in which the doctor and patient’ s socia class and values as well as language,
determine the relationship in itself. Aswell as Fernandez and Mitjavila affirm (1998), the
doctor-patient relationship is asymmetric and supposes a certain social distance between
them. This asymmetry has conseguences on the diagnosis process and therapeutic action.
According to these authors, the main aspect of the doctor-patient relationship is the
transmission of information and medical knowledge; they say that the greater the socid
distance between doctor and patient is, the more incompl ete the transmission of information
will be. They also affirm that in this relationship, the doctor attributes to his patient a certain
socia value which influences on the diagnosis and the therapeutic answers that he will giveto
him.

Boltanski (1975) finds in what he calls the medical capacity adeterminant of the socia
inequality in the doctor-patient relationship, closely related to the transmission of information
and medical knowledge before mentioned. The medical capacity, according to this author,
refers to peopl€’ s capacity to understand, identify and express the messages that their bodies
transmit to them, and this capacity is greater in the upper classes regarding the popular ones.
The power to express their sensations verbally implies alinguistic capacity and, therefore,
that the patient isin touch with and learns about medical taxonomies, as well astheir capacity
to handle and memorize them. The study concludes that the minor the socia distance between
patient and doctor is, the minor the linguistic distance is and the greater the communication
between them. Therefore, doctor’ s trestment quality towards the patient will improve.
Boltanski finds that, unlike the superior classes, the popular class members' perception about
medical consultation refer to: too fast medical examinations, insufficient doctor’s
explanations and the usage of incomprehensible words.

The research proposed to transfer the doctor-patient relationship analysis towards a previous
scope, which covered awider space and diversity of actors. The study of this corridor
situation implied to consider the user- health personnel relationship in all situations previous
to the effective medical attention: queues, administrative offices, waiting roomsi.e., where
the user usually interacts with doctors, nurses, civil servants, security guards and other users.
The background of corridor situation analysis came from the anthropol ogy, in Sonnia
Romero’swork, “Mothers and children in the Old City” (2003), an ethnographic study that
also serves as an empirical reference to this monograph, and to which we will refer to
afterwards.

Conceptual frame
Bourdieu and the theory of the fields

Bourdieu divides the social reality in severa fields or objective structures independent from
conscience and individuals' will. The individuals or agents relate to and participate in those
fieldsfrom their habitus, or schemes of perception, thought and action which direct their
experiences. These are, aswell, congtituents of the objective structures, and tend to conserve
them or to transform them. In this way, he analyzes the socia aspect from a dia ectic between
the objective aspects (social ingtitutions and structures) and the subjective ones (the agents). It
surpasses the historical dichotomy of socia sciences between individua and structure. This
recurrent relation between field and habitus finishes with the supremacy of the structure on
theindividual and viceversa



[...] the analysis of objective structures— of different fields- isinseparable from the
analysis of the genesisin the core of biological individuals of mental structures, that are
on one side product of social structures incorporation aswell as of the analysis of the
genesis of structures in themselves: the socia space, the groups which are distributed
there, are the product of historical fights (in which the agents commit themsel ves based
on their position in the socia space and on the mental structures through which that is
apprehended) (Bourdieu, 1988: 26).

Habitusis acquired during peopl€ slife trgjectories, as aresult of interpretation and
significance of severa processesin previous socia situations. It isinscribed in people's
bodiesin away of practical (common) sense which determined practices “[...] practica sense
like a sense of game, of a particular social game®, historically defined, which is acquired from
childhood by taking part in socia activities, [...]” (Bourdieu, 1988:70)

The relation between field and habitus takes place in socia spaces, in which some kind of
capital isat stake, and in which, from their socia positions, people interact with the purpose
of obtaining them. These positions imply hierarchies (power degrees) that are structured in
agreement with different productive conditions of habitus (or conditions of existence) and the
globa volume of their capital, that isthe sum of economic, cultura and socia capitals.

My work consisted of saying that people are situated in a social space, that they are not
from anywhere, that is to say interchangeable, asit is sustained by those who deny the
“socia classes’ existence. Therefore, according to the position they occupy in such
complex space, the logic of their practices can be understood and it determined, among
other things, how they will classify others and how they will classify themselves, and if
necessary, how they consider themselves as members of a“class’ (Bourdieu, 1988:
58).

The theory of the fields and the formulae deriving from it -[(habitus) (capita) ] + | field =
practice-, provided the necessary elements for the corridor situation analysis (like social
space), and alowed us to understand the relations that took place there, the different
participants (users and health personnel) conditions and the logic that directed their practices.

The corridor situation and the class condition

In the health field - mainly the public service one -, the study defined a certain socia space:
the corridor situation in children’ public hospital. It implied to consider a user population
quite homogenous, which is determined by its class condition. To try to understand their
passivity (like practice or behavior) perceived in the first approach, entailed the necessity to
get aclass habitus like a practice generating principle.

So it is necessary to go back to the unifying and practice generating principle, that isto
say to the class habitus like an incorporated way of class condition and of the
conditionsthat it imposes; therefore, it is necessary to construct the objective class like
a set of agents who are in homogenous existence conditions, and who impose
homogenous requirements and produce homogenous disposition systems, appropriated
to generate similar practices, and they also have a set of common characterigtic,
objective properties, sometimes legaly guaranteed (like having possessions or powers)
incorporated, like class habitus (and, specially, the systems of classified schemes
(Bourdieu, 1998: 99-100).

The study about “ The health of the poor” meant an effort to understand those categories of

perception and appreci ation which are produced by the agents' existent (or class) conditions
and which determine their behaviors in the corridor situation. These behaviors are the results
of their positions in the social space (socid value and power) and of their existent conditions

3 Bourdieu refersto social game from the following conception. “ We can talk about “game”
to refer to agroup of people that take part in aregul ated activity, an activity that without
being necessarily the result of rule obedience, responds to some regular patterns.



(class habitus). At the same time they reproduce the health system structures (field) in which
they participate.

The relation user-health personnel: “ welfare habitus’ * and class“ habitus’

The anthropol ogical studies that Sonnia Romero Gorski made on the Child-Mother Center®
(CMC) located in the Old City® contributed to the investigation by describing situations
developed in a place that had very similar characteristics to the corridor situation one. These
descriptions support our initial perceptions on the positions that public health service users
have and their relations with health personnel.

The theoretical references also made us to suggest that frequent cultura conflicts may
have brought into in that CMC space: [...] it may coexist the differences among
languages, attitudes and representations of avariety of socia actors (immersed in
different socio-economic contingencies). [...] It isimportant to remember that we have
already identified health professionals within hegemonic cultural positions and the
population who is attended in public health servicesin subordinated positions (Romero,
2003: 89).

Herewe must insist on an objective fact: people, before being attended by the doctor,
must face and solve their relationships with the Institution according to its terms and
norms and through the staff in charge of it. In addition they must show the card
(officidly typified like “ poor” card)7, that ratifies their subordinated socia position to
the others, and they must justify persona datain successive exhibitions to civil
servants, nurses, social workers or others|...] the unequal or asymmetric relations were
in thisway established in the different previous contacts before the consultation itself
(Romero, 2003:104).

Romero creates the welfare habitus category to define the logic that moves health personnel
behaviors. The health personnel, during their trgjectory in the hospita, acquire certain
hospital culture (set of values, norms and practices). In thisway, they receive acertain
symboalic capital that apart form conditioning their practices and distinguish them from users,
gives them the capacity to reproduce that culture. Following the logic of asymmetric relations,
this category was used in the study to oppose it to user class habitus.

Erving Goffman has a vision of the socia reality very closed to Bourdieu' s theoretica
perspective. Both authors consider the social life study starting from individud’ s interactions
in social situations. These interactions are guided by disposition systems or interpretation
frames acquired by repeated interactions, which provide the individual with apractical sense
of the situation. In addition, Goffman, as well as Bourdieu, imagines the interaction in socia
situations like a process in which the individuals, based on their capitals and positions,
negotiate the definition of the situation.

Like Bourdieu, Goffman offers, in his total institutions study, a more specific glance on
similar (although non egual) socia institutions to the one considered in the study, giving an
interpretation frame of the structures that govern the interactions which take place there.
Goffman findsin the study of individuas' interactions, framed in socia institutions, two
acting groups who are related between them by keeping certain degrees of oppositions and
agreements.

A socid ingtitution is any place surrounded by barriers established for being perceived,
in which a determined type of activity is developed in aregular way [...] Within the

4 Welfare habitus: Romero created such category to define the logic of health personnel’s
behaviour.

5 The CMI, as a specialized service of the Maciel Hospitd, played akey role at the end of the
80’ s and beginning of the 90's, when the number of needy family which settled in the old city
increased. (Romero, 2003: 83).

6 A neighbourhood in Montevideo.

7 Here Romero refers to the “ poor man card”.



socia ingtitution walls we found a group of “performers’ who cooperates to show the
audience a certain definition of the situation.

[....]A tecit agreement between the “performers’ and the audience is settled down, to
act asif adetermined degree of opposition and agreement exists between both groups
(Goffman, 1997: 254).

Regarding this investigation, those who Goffman refers to as “ performers’ were the different
members of the health personnel, whereas the audience was conformed by the users. All these
based in the assumption that the health personne has the power to show usersacertain
definition of the situation, due to its hegemonic position in thefield [ (capital) ( assistance
habitus) ].

In summary, in the space of the corridor situation, the relationship between users and health
personnel was anayzed, opposing their habitus (assi stance habitus opposite to class habitus),
and assuming the power asymmetries in such relationship.

The position of the observer in the field

The observer’s position was not external; she located in the field with different habitus from
those of the users’ and health personnel’ s ones. Thisimplied that the observation and
understanding of the object of study relied on the observer’s position in the social space, that
isto say, on her point of view.

Sociology must include “asociology” of the social world perception, that isto say a
sociology of the construction of the world visions that aso contribute to the
construction of that world. But since we have constructed the socia space, we know
that these points of view, as the word itself says, are views from a certain point, that is
to say from aposition in the socia space[...] [ and therefore ] the vision that each agent
has of the space depends on its position in that space (Bourdieu,1988: 133).

We must explicit that the research results, empirical reference of this article, were product of
an agent’ sinterpretation situated in a determined position in the space. Position from which
the object of study was perceived and built up

The sociologist cannot ignore that his own point of view isto be apoint of view about a
point of view. It cannot re-produce the corresponding one to his object and to constitute
it as such when relocates it in the social space, but from that very singular point of view
(and, in acertain sense, very privileged), where one should locate to be able to catch
(mentally) al the possible points of view. And only insofar as heis able to make
himself objective, he can at the same time that he remainsin the social world to which
heisinexorably assigned to, transfer himsaf with the thought to the place where his
object is placed (which also is, at a certain extend, an alter ego) and thus catch his point
of view, that isto say, to understand that if we werein his place, we would undoubtedly
be like him and think like him (Bourdieu, 1999: 543)

The Dynamics of User-Health Personnel Relationship

The users-health personnel relationship is characterized by the fact that one of the parts offers
the service that the other part looks for it. The health service isthe capita at stakein thefield
of corridor situation. The attitudes and behaviors that performers of both teams develop in
their interactions, from their habitus and capital structures, are the ones determining the
dynamics of these relations.

Thefield notes illustrate the way in which the dynamics of these relations were perceived.
With the purpose of analyzing it, typologies within both group — health personnel and users—
were constructed, in accordance with their behaviors. The construction of these typol ogies has
the intention to include, as from their observation, as many situations as possible of both
groups' relationships.

Within the health personnel group, there were two groups of people. On one hand, those who
keep aclosed relationship with the users, that isto say, who have visua contact with their



interlocutors, who carry out the necessary actions to fulfill the user’ s consultation or demand;
in the case of the doctors, those who receive and greet their patients. On the other hand,
members of the health personnel who do not have visual contact with the user and who do not
devote the necessary time or give sufficient information to users, were considered. So it was
distinguished between those who give a proper treatment to their interlocutors and those who
did not. With the only purpose of naming them, the first group was called efficient and the
second one inefficient according to the capacity to offer an adequate health service.
Regarding the users' group, two different forms of behavior were also found there. On one
hand, those users who if they do not receive the required attention, claim and face their
interlocutors. And on the other hand those who accept any type of treatment without showing
opposition. In the same way, the first group was called demanding and the second one non-
demanding, according to the capacity to demand an adequate health service.

The dynamic shows different waysin which different types of individuals, of both
equipments, are combined. From these combinations different types of situations arise. The
effects that these situations have on health service quality (capita at stakein thefield) are
considered here.

From the picture arises that the determining factor in the relationship between both teams is
the power that health personnel has on the situation. This power, this capacity to define the
situation, is determined by the possession of agloba capital which is greater than the users’
one.

Table 1. Health personnel and users typologies

Users
Demanding ones Undemanding ones
Efficient ones 1 Therelation flows 2 The rdation flows without
without obstacles. Inthis  obstacles. In this serviceis
serviceisgiven and given and received an
received an adequate adequate service
service
Non-efficient ones 3. A conflict, atension, is 4 The heath personnel do
T produced in this not find opposition in the
§ relationship, and therefore  non-demanding users and
o the user can get an theresult is an inefficient
2‘ adequate service or just the service and possible
§ opposite negative effects on patient’s
T hedth

Source: Author’s € aboration

Although within the health personnel group (doctors, nurses, civil servants, guards, etc) itis
possible to find different class habitus and diverse capital structures- and, in some cases, itis
possible that habitus and capital structure are very similar to the users’ ones-, the determining
factor that locates health personnel in a hegemonic position (and enlargesits global capital) is
the fact that in the relations field, where the public health service is the capita at stake, they
have the power to giveit, they are the ones who represent the ingtitution.

The public character of the health service emphasizes the distance between both groups and
the power grade of health personnel, when users' class condition is explicit, and therefore, the
lack of alternativesto the service they receive.

In quadrant 4, this power, which is not resisted, produces negative effects on the quality of
health service and on patients’ health. Let us consider the following note of field.

Field Note 1

A woman, with agirl who isabout two years old, approaches the admission office. The
researcher hears that she saysto the employee there: “there is no number for doctor’s



consultation at the policlinics’. The employee looks at the girl and the woman saysto
him: “ She hasfever”.

He takes histime before answer her, and then he does the emergency order for her ... |

The researcher approaches the woman and asks her: “What happened? Didn’t he want
to admit her?’ The woman gesturesin disagreement and snorts. “There is such aperson
here!!” . She comments what happened to the researcher: She went to the policlinic
where not many patients are attended, because the doctor goes there once in awhile.
She aso tells her that after telling the civil servant at the admission entrance that the
girl had fever and vomits, he decided to admit her. The girl istwo years old and from
Friday [it was Monday] sheisrunning 39° of fever.

If the mother had not exerted pressure on the civil servant (if she had been non-demanding)
she would have gone away with her daughter with fever, and nobody would have seen her.
But the woman indeed exerted pressure and got the emergency pass. So, what it isin quadrant
3, happened. Anyway, the civil servant who acceded to give the emergency pass to the girl
couldn’t have doneit based on the power granted to him by his position. In this case, it isvery
feasible that there would have been negative effects on the girl’ s hedlth state.

Quadrants 1 and 2 describe equal situations that reaffirm the determining condition of power,
to give users the service they look for, since in the case of the efficient health personnel, the
fact that users are or not demanding does not change either the situation or the service quality
that comes from interaction.

In most of the observations made, users class habitus show behaviors of acceptance of heath
personnel supremacy. In thisway, alegitimate imposition of the situation definition takes
place, which at the same time, ensures the reproduction of this social order.

Anyway, the handling of certain ethical criteria by the health personnel, and the total users
conscience of their rights, would contribute to a higher quality service that would allow to
improve the situations in quadrants 3 and 4.

Ways of Communication

The communication

Whereas the definition of communication varies according to the theoretical frame of
reference used and by the focus made on certain aspects of the total process, dl of them
include five fundamental factors: a) a starter; b) arecipient; c) away or vehicle; d) a message;
and e)an effect. Thus, in its more general form, communi cation denotes a process in which a
starter emits or sends a message via any vehicleto any recipient and an effect takes place.
Most of the definitions also include the interaction ideain which the starter is simultaneously
or successively arecipient and the recipient simultaneously or successively isthe starter [...].
Communication always implies some kind of differential effect in the recipient’s behavior,
and, in some definitions, in the starter’ s behavior. Unless some differential effect in the
recipient’ s behavior happens, communication has not take place (Hartley, 1968).

In this sense, communication implies the transference of messages between two units. The
message shares an emitter/speaker and areceiver, a codification and a decoding, a channel
and meansin which it leans for his transmission.

From this definition it is possible to think that all interaction implies a communicative
process. For the purposes of this study, the communication and the dynamics of the
relationship are constituent e ements of the same relation. Therefore, to analyze the
development of the relationship in the communi cation ways between users-health personnel
impliesto consider the field structure, field in which they take place, i.e. the different places
in the space and the asymmetries of power determined by the diff erences between global
capitals. When the emitter is the institution through the health personnel members (when they
speak, they write or they gesture), the communication has the intention to inform the users on
acertain state of things, an order, a certain definition of theworld. But, asin the



communication process the recipient can be transformed into emitter and answer the message
with another message, the user can accept or question the order of things presented by the
health personnel.

In order to present the users asocial order with positions and determined rule games, the
institution use some way of communication which will be analyzed and shown next.

The power to name
Field note 2

[...] the researcher observesthat a quite thin blond adolescent (of approximately
sixteen year of age),humbly dressed, and with ababy in arms|eft the lift a “admission”
floor. The baby can't be seen because of the blanket and driftwood size that covers
him. Behind her a high very-well dressed-made up woman also left thelift, and told the
girl: “Mother, wait me where we were today”, in away that it sounds to the researcher
authoritarian but not despotic. The girl nodded and turned left, to the corridor where the
phonoaudiology consulting room is. The woman goes to the corridor overlooking the
central hall.

Field note 3

[...] Whilethe researcher waits to carry out the interview, she observes that civil
servants cdl “Father” and “Mother” to people who are queuing up. They say, for
example:” Father, thisway”. Finaly the father waits in the queue and they send him to
consulting room N° 3 next to the administrative office.

Thisway of naming the usersis a practice of the heath personnel members determined by
their assistance habitus. Thistype of practice is seen here as aform to exert asymbolic power,
which Bourdieu cals the power to make things with words.

To address to a person resorting to one of his more specific characteristics, like the one of
being mother or father, implies the imposition of arole. Thisistherolethat counts onin that
specific field. That isto say, for the health personnel, adult people who attend to the children
hospital are mainly fathers and mothers. In this case, the institution message presents an order
of things and, at the sametime, it produces an effect on the recipient’ s behavior: the necessity
to act in agreement with the way they are named. In spite of al these people are also sirsand
madams, workers, unemployed people, young people, etcetera, during the corridor situation,
they are al what thisword means, by which they are denoted: fathers and mothers who will
have to fulfill what is socially expected from those roles.

In the situation described in picture 1, the power relationship between the girl and the woman
(probably asocia worker) it is still more evident than in pictur e 2. From the description
arisesthat the girl and the woman knew each other from quite along time: “Maother, wait me
where we were today”. That today has to do with a close past (some hours or minutes ago). It
also arises that there are no other interlocutors. It is suspected here that the woman had time
to ask the adolescent the name, but she did not do it. In this case, the form used by the woman
to call her emphasizes only one of the girl’ s aspects; she did not treat her as awhole and
depersonalizes her.

In the case of the civil employees at the administrative office, they interact during afew
seconds with several users, this unable them to address each user by its name. Nevertheless,
in other administrative offices or in queues of other socia institutions, these people would be
caled sir or madam, termsthat are less specific and imply less discipline.

The hedth personnel has the power to name and, therefore, to define the situation, to define
the rules and the roles of the games to the users. Thisform to exert symbolic power is
determined by the possession of a greater degree of symbolic capital (and social) and by the
acquisition of welfare habitus internalized in the trajectory of life within the hospital. The
exercise of this symbolic power implies the imposition of meanings like genuine, smoothing
the asymmetric relations that are the base of that power.



Theingtitution is the one in charge of the diffusion of that welfare culture and of the capacity
to exert symbolic power. The use of the language is afundamental tool at the time of defining
asdituation like rightful. The power to make things with words refers to the power that words
have to impose a determined vision of social order, that isto say, a certain correlation of
forces (positions and hierarchies). In the institutions' power of naming peopleis based the
effectiveness of its action, therefore the ingtitution names, grants titles and investitures; on
one hand doctors, nurses, and so on, on the other one fathers and mothers.

This pre-conscientious practice, devel oped from the health personnel’ s practical sense, is
tacitly accepted by those users with a certain trgjectory in the public health services. To be
called “father and mother” is an ordinary fact.

Thisrédation, between the practice to name and the practice to accept the name given, is
interpreted here like the reproduction of the system, that consolidates the position structure:
the hegemoni ¢ positions of those who have the power to name and the subordinate positions
of those who accept the accumul ation of orders (mandates) that represents that nomination,
recognizing in the institution and in those representing it, the authority to define a certain
social order.

Thesigns

The use of signsisaway of communication that health personnel develop in itsrelationship
with the users. In most cases the signs are used to prevent health personnel from having
“unnecessary” interactions.

Thistype of postersis characterized by the use of the word NO.

Information is not given
Please do not insist
Thanks.

After observing peopl€’ s reaction to these postersit can be concluded that users do not read
them in mogt of the cases, and anyhow, information is requested in the admission sector and
gueues are formed athough the signs say there are not numbers. In this sense, the
communication ways are little effective, they do not solve the user’ s needs of information and
they do not prevent health personnel from “unnecessary” interactions.

There are other types of signs, in which a*“task” isimposed to the user. These signs transmit
to the user certain game rules that must be obeyed.

Asfrom May 12 2003, patients who have reserved number by phone,
for the consultation, have to go directly to the “Policlinica’
It is no necessary to ask for it here

Another type of postersis akind of order, request or reminder. The tone used here is
less authoritarian.

Attention users of Pediatric Emergency Department.
We asked you to demand civil servantswho assist you (doctor, nurse, medical instructor,
administrative, or security guard) to keep identified
Direction of Pediatric Emergency Department
Pereira Rossell Hospital Center

Finally there are signs without informative purposes, which are useful to help users
stay at the hospital avoiding unnecessary delays and inquiries.




Information to the user
Pharmacy telephones for consultations
708 7741 to 44 extension 288

It isimportant to point out that thislast type of signs are very scarcely seen in the universe of
hospital signs and that informative signs on consulting hours are practically inexistent.
Thisway of communication, in most of the cases, hinders the communication reciprocity and
the differential effect resulting in those readers’ behavior is passivity and doubt. Beforeasign
whose message is “do not insist, information is not given”, the reader is called not to act (not
to request information) or, in any case, to ask himself: where isthe information given?

The distribution of these kinds of signsin which it is remarkable the little presence of
informative signs, shows the non-informative function of the signs used. Asfar asthe
communication in itself, the posters do not fulfill their objective; they transmit a message to
the recipient that produces an effect in its behavior. Nevertheless, asfar asthe service quality,
specifically regarding the transmission of information, this type of communication is not
effective. It is characterized by being vertical and unilateral, and if observed, it is perceived as
one of the most arbitrary power formsin the relationship user-health personnel.

Finaly, it is necessary to consider that illiterate people attend to this hospital, therefore, in
these cases, text signs are useless.

Fidd note 4

The researcher goes back to the bench where she was observing the queue for
admission. In the bench in front of her there are two children, agirl of ten and aboy of
four years, approximately [...] In awhile, the children’s mother approachesthe
researcher and says to her “Excuse me, could you tell me what it says here?, which day
do | haveto come?’, and she shows the researcher a pass for cardiac consultation. The
researcher circles with apencil the date 8/8/2003 and she says to her: “Y ou have to
come here on August 8”, then she points to the hour in the same way and saysto her “
at 8 in the morning patients are attended” and, indicating the number to her, shetells
her: “and you have number 8”.

Field note 5

Time 9.25. The researcher goes back Direction room. A couplein their forties getsto
the administrative office. An approximately thirty year old man approaches them and
says to the man : “Hey man, what doesit say there?’, “Pediatric Hospita Direction”, he
answersto him. “O.k., thanks’, he answers, and joins in the queue.

Textual communication is restricted only to those whose cultura capital gives them capacity
to decode the message. The use of signsleaves out of communication a certain number of
addressees, who do not receive the message and are not affected in their behavior. In such
case, thereis not any kind of communication.

The excessive use of text signsindicates the lack of institutional adaptation to the change
processes that are taking place in the whole country. The changes that have happened in the
last thirty years; the economic and socid crisis have deeply affected the social weave; the
poorest sectors' possibility to get in touch with health services, education and housing has
been restricted. A public ingtitution that takes care of these sectors' sanitary needs must
consider, at the time of establishing communication ways, the possibility that illiterate people
attend to the hospital.

How communication works during a conflict

On Friday 1° of August it was foreseen a direct observation in the Admission sector, because
that day numbers for specialists consultation would be given. Many users have been waiting
to get them, for at least one month. Workers' strike generated users' displeasure. From this




situation it was possible to observe the rel ationship health personnel - users, in terms of
opposition and conflict.

The decision of civil servants' strike (we distinguished them of therest of the health
personnel members as only administrative employees were on strike) was of great
significance here. It was a very important day for some users, because in some cases they had
been waiting for it for more than two months, and many of the cases were of extreme
importance or urgency cases. Thisincreased the displeasure among many of the users, making
them claim and complain.

The collective attitude taken here by the civil employees comesinto direct conflict with the
users, who are the only ones damaged by the taken measures. The power exerted by the civil
servants on the usersis shown in the day chosen to take this action. This action does not agree
with the demands presented that day by the civil employees (the vaidity of the demandsis
out of question here) which in general terms were about salary increase and provision of
resources (medicines and other articles) which allowed them to offer a better serviceto the
user. The preoccupation declared by them regarding the service quality, did not agree with
their decision of starting an indefinite strike as from August 1%

The strike makes difficult users- health personnel’ s face to face relationships, except for
emergency cases. When there are conflicts, signs are the communication way.

Field note 6
Admission: Four equa signs, besides the previously mentioned ones

On dtrike for indefinite time
Only procedures related to people who have just died.

While the researcher was registering in her notebook the sign, awoman with a girl
approaches her, asking if numbers were given. The researcher answered negatively,
adding that the administrative personnel were on strike. The woman beginsto tell her
case to her. She was there because of her daughter’ s operation. She had been there on
July 1* and was told to come back on August 1%. The researcher advises her to ask in
the administrative office. The woman goes there and when comes back tells the
researcher that the employee’ s answer to her question was: When the strikeis over |
will answer you”. And she makes a disagreement gesture.

Field note 7
Tax office: A sign in the administrative office

On strike
We do not seal
Numbers are not given
Reports are not presented
Only tickets and biddings

There are three women in this sector making questions to the employee. She does not
want to answer. So one of the women shouts to her “Y ou have to answer because thisis
your job and you are paid for it” and she repeats“Y ou must serve us’.

During the conflict, the function of the signsisjust to inform that there will not be any
interaction between both parts. The NO sings are the communication way used in the conflict:
unilateral and asymmetric. This makes the field structure morerigid and increases the
distance between the positions.

Asfrom this practice devel oped by the civil employees, it isinterpreted that they are aware of
their position of supremacy, in the corridor situation field, and exert the power that it confers
to them. But, mainly, it isinterpreted that from these actions, civil employees show their
distance to the users group and the low socia value that they give to them.




Time Management

The wait

The different corridor situations observed are crossed by the waiting situation. Asitis
described in the field notes, the wait can last hours, days or months.

Hours

Thewait average, according to the information gotten is of approximately eight hours.
Nevertheless, in many cases the waiting time is more than the average.

I nterviews

- From what time have you been here?

- Fromfiveam.

-Up to what time do you have to stay?

-Until fiveam. more o less, because | was told that the doctor comes at two, he has to attend
other patients and then attend me, so | am leaving by 5 am.

- Onemorning | say: “today | came for two reasons’ . So it is so good.

- A whole day, It depends on the reasons for coming.

- All day. (Helaughs)

- Twelve, twelve hours

- All day, all day.

- Well, we came at daybreak and at least until noon we will be here. So we practically lose the
morning here.

- Phew a, many hours.

- Moreor less?

- Sx hours, more or less.

- An hour and ahalf and sometimes two hours.
- Four or five hours.

- Ah, the hospital takes you... Whatever the reason is, you should caculate at least six or eight
hours.

Days
Waiting days refer to the user’ s need to spend the night in the hospital
Field note 8

The two mentioned | adies go on talking and in amoment they refer to the numbers that
are being given for doctors' consultations. They say that there are times in which they
are given numbers to be seen by the doctor in two months. One of them says: “Yes, one
day | came at night and there were at |east sixty people before me’. The researcher asks
them, “Do you come at nine p.m. yesterday?’. “ Of course”, the women answered and



they commented to her that they are going to sleep in the banks of Admission because
they are waited on a 7 p.m. the following day

Months

The patients” wait for months has to do with the possibilities of getting numbersto be
atended by specialists.

Field note 9

While the researcher is writing down the textsin the signs, she observes that thereisa
woman in one of the administrative offices. A woman saysto the civil servant: “I came
last month to ask for a date to see the psychologist, and the sign there said that numbers
for specialists would be given as from July 1%, today is July 2™ and the sign says as
from August 1%, [...]. Thewoman’s doesn’t insist nor does she addresses the civil
servant with anxiety or complaint. But she saysto the civil servant in avery polite and
quite way: “Do | come just on August 1% ? . The researcher does not listen very well
the civil servant’ s answer, but according to what the woman seems to repeat, only two
or three numbers are left for the following day.

Fidd note 10

-[...] | have come for seven months, and they have made me go and come back one day
after other, and .... Look that, my baby had a date set to be operated on her eyeandiitis
being more complicated to me because sheis ...let’ s say more... more...more... cross-
eyed, isn't she? And it is avery serious case, then, ook, with this... | do not know until
when we are going to go on with this...

The waiting period and itsimplications

The extensive waiting periods registered raise the discussion of at least three elements of this
reality: the high cost of opportunity that implies the waiting period in the hospital, the direct
effect of the wait on patient’ s health, and the user’ s attitude as they wait to be attended.

The opportunity cost

By opportunity cost it is understood here all the things that have | eft undone due to the wait.
Thetime that users have to wait in the hospital can mean for them the loss of the working day
or of apossiblejob opportunity. Asaresult, aday at the hospital for these people, who are
taking care of their children’ s health, can mean areduction in their incomes and that the
worsening of their life conditions.

On the other hand, the opportunity cost also refersto the rest of activities that have to do with
individual’s socia reproduction like for example feeding, sleeping and recreation. The
amount of time spent in the hospital causes that this becomes practically adaily activity.
Thus, the users acquire a certain way of living within the hospital and internalize its cultural
models. “ All institution absorbs part of its members' time and interests and it givesin a
certain way an own world to them; summarizing, it has absorbent tendencies’ (Goffman,
1988: 17).

The management of time that the institution does, which is seen from the extensive amount of
time that userslivein the hospital, derivesin a users-institution type of relationship with
similar characteristicsto what Goffman calls total institutions. Without reaching the frame of
atotal ingtitution, since it does not suppose atotd break with the life outside its walls (like
jailsor mental sickness establishments), the hospita appears like a space in which thereisan
authority that coordinates the activities; where the users develop its activities with a great
number of other users, who receive the same treatment, and where these activities are strictly
programmed and imposed from above, by means of a system of forma norms, and a body of
civil servants. All these are characteristic of total institutions (Goffman, 1988: 19-20). The
more spaces of users extra hospital life are absorbed by the institution, the more closer we
areto think it in terms of total institution.



Effects on the state of health
In many cases the waiting time has direct influence on children’s health
Field note 11

A woman with a sleepy baby in arms complains, crying, before the Direction office.
She has been waiting three hours at “the emergency room” for her baby to be attended,
who has diarrhea and vomits. He was not and he was derived to policlinics. There they
said to her that if the doctor had time, he would see the baby -with luck- at 3 p.m. It
was 11 am.

The infantile diarrhea can cause serious consegquencesif it is not treated on time. Other
extreme cases, like cardiac diseases, which need fast diagnoses, follow up and, in some cases
surgeon, can worsen due to the time users have to wait due to administrative aspects (such as
to obtain an appointment for the cardiologist, in the next two months).

Theusers attitude

Because the Pereira Rossell Hospitd is the only reference children hospital (third level of
attention) in all the country, it does not exist an users' alternative for their wait —[...] what it
is not solved there, is not solved in any other place” (interview to qualified informant). That
lack of aternatives can be related to the form in which users face up their waiting hours and
months. Most of them have an attitude of resignation.

To wait is something natural for them in fact: “when you come to a public institution, you
know that you have to wait”, “1 am till here, but | know that | have to wait “. Wait at the
Pereira (“apublic institution”) is an evident incorporated fact in users habitus (of class) who
makes them resign and not complaint; and tacitly assume their subordinate position.
Thisusers practiceis preconscious to such extent that they do not relate the time they have to
wait with the quality of the health attention that they receive. Eleven out of eighteen
interviewed people had a positive opinion of the hospital attention. Nevertheless, the maority
said that during their stay in the hospital they dedicate between six and twelve hours to wait.
The quality attention process dissociates here: on one hand, bureaucratic instances, and on the
other, medical attention. It is possible to think, from the users' answers, that they evaluate the
quality of attention in terms of medica attention; being the bureaucratic instances understood
like inevitable processesin their ways towardsit.

The hours and months that users have to wait reflect, on one hand, inefficiency in the system
operation (it does not correspond to analyze it here), and on the other, avery low vauation of
users time (which isconsiderably high in the private health systems). The waysin which
health personnel manage the time have to do with structural and organizational conditions,
and not with considerations regarding users' time. The user, “who does not pay by the
servicesthat he receives’, must accept the times that are imposed to him.

The Public Character of the Institution and the Weight of Bureaucracy

The public character of the institution

The public character of the health service puts into consideration two important aspects: on
one hand, the socia condition of the patient, and on the other, the shortage of resources for
the institution to work, asaresult of abad distribution in the health expenses®.

8 UNDP, Human development in Uruguay , Montevideo, UNPD, 2001. The document

affirms that, although in Uruguay the cost by person in health is approximately 35% greater to
the average of the rest of Latin American countries, their indicators in health matter present
inferior values to those of Costa Rica and Chile, countries with high human development. It
also affirmsthat Uruguay isin aposition of important disadvantage, if the distribution or
equdity in beneficiaries’ access to the health system is measured.



According to the form in which the socia security system in the country is structured, itis
possible to assume that people who attend the public health system are those with insufficient
resources; the very poor or unemployed ones or informal workers. In Uruguay, the formal
workers (affiliated to asocial security system) join amutual system -a group of medical
institutions, which are financed by a mixed system (worker-company). Therefore, the
character of publicinstitution is closely related to the patient social condition.

Aswell, the patient’ s class condition is associated to hislack of alternatives regarding the
health service that he receives. The fact that the Pereira Rossell Hospital isthe only reference
children hospital in the country intensifies this situation. The lack of aternatives has a strong
incidence on the users' passive and resigned attitudes before the long wait, the lack of
information and the authoritarian treatment that they receive from health personnel.

The shortage of resources derivesin the hospital’ s incapacity to respond to the population’s
needs that it takes care of. This resulted in overpopulation at the fecilities, shortage of
materials and medicines, and also the possibility that some members of the personnel disagree
with their work conditions. In this scene, the hospital authorities must articulate in the best
possible way the available resources.

The bureaucracy weight

The bureaucracy weight in the corridor situation, understood like asocia space that takes
place in waiting rooms, queues and administrative offices, where the users interact with the
health personnel to get in touch with determined health service, is, by definition, closely
related to the bureaucracy concept. It could be said that this socia space embraces dl the
bureaucratic process previous to medical attention.

In weberians terms, bureaucracy implies the rationalization of collective activities through a
specific work division, where the authority is distributed in a hierarchic way (Karp, Y oels,
1986: 195). Agreeing with this Weberian idea of bureaucracy, Coe defines the hospital
bureaucratic organization like “[...] ahierarchic disposition of jobs and positions for the
rational coordination of jobs that leads to the accomplishment of the group objectives’ (Coe,
1973: 308).

Weber, aswell as Coe and all those who have studied the bureaucratic phenomenon, has been
interested in the problems that incarnate this type of organizations. The complication of the
procedures, and peopl€e’ s dehumani zation and isolation are some of them.

For Crozier the bureaucracy, in the common and popular use of the word,

[...] evokes slowness, routine, the complication in the procedures, the non adaptation of
“the bureaucratic” organisms to the exigencies that would have to satisfy and the
consequent frustrations in the people who compose them, and in those who must use
their services and suffer them (Crozier, 1974, p. 12)

In this definition Crozier includes a new actor: the user who uses and suffers the vices of
bureaucratic organizations. However, while other studies (Coe and Crozier) focused their
atention on the negative effects of the bureaucracy on those that composesiit, this proposal of
analysis, however, focuses on those who must make use of its services

Worried about the advance of the bureaucratic phenomenon in the modern industrial society,
and therefore of its negative effects on individuals, Weber aswell as Crozier foresaw non
hopeful future. But Crozier adds a new e ement to the discussion: the advance of the
bureaucracy in the public scope aswel asin the private one.

[...] Sincethe great private organizations have been undergoing the influence of the
public bureaucratic model, that the bureaucratization of the private sector seemsto
acquire asimilar extension to the state administration, and that people frustration
derivesindifferently from one or another type of organization (Crozier, 1974: 13).

Regarding the discussion on social aspects of health quality attention in a health public
ingtitution, once the State of well-being and the industrial society have practically



disappeared, the question arises on the existence of a parallelism in the advance of
bureaucracy between public and private health organizations.
The discussion devel oped throughout this article reached the following conclusions:

 Public and private health organizations have evolved in different ways.

* The public or private condition of the organization shows the class condition
of the population who use that services.

e That class condition determines the aternatives that patients have regarding
health services. And it dso influences the logic of the relationships between
the ingtitutiona representatives and those who use the service.

» Thedifferent logics of relationship (user-health personnel) derive in different
levels of peopl€ sfrustrations

Private health organizations have not evolved in the same way than the public ones, but it
does not mean that they do not organize themselves in a bureaucratic way. Let us take the
case of the private health organizations (without considering the system of mixed financing).
From TV advertisements of enterprises like Medicina Personalizada (Personalized Medicine)
and Summun, it is deduced that these follow a marketing logic, where the patient isalso a
client. They give ahigh value to histime, he pays for the health service that he receives and,
therefore, he has health service alternatives. So, health private organizations try to reduce
drastically the negative effects of bureaucratic processes. They develop mechanismsto resist
bureaucracy vices; they apply to new formsto organize the time, they try patients respectfully
and look for personalized ways of communication.

On the contrary, the empirical evidence alows usto affirm that, in public health ingtitutions,
patient-user in his relationship with the institution through different corridor situations,
undergoes the negative effects of the existent bureaucracy incarnated in what thiswork calls
social factors of user- heath personnel relationship. As aresult, these negative aspects of the
hospital bureaucratic organization affect the service quality that the patient receives. The
public organization, in contrast with the private one, does not follow a marketing logic; it
offersa service in which the public ingtitution is organized according to the resources it
counts on and not to peopl€’ s needs.

The am of the State of well-being is shown in the health scope, like in others, in the
polarization of the society: those with sufficient purchasing power evade the disadvantages of
bureaucratic processes and pay for their status as clients; and those whose resources shortage
determines their possibilities, accept the given conditions: long wait, non informative
communication and authoritarian treatment.

Finaly, it would be possible to affirm that for the Uruguayan case, the change from an
industrial society to apost-industrial oneimplies a processin health services segmentation
and, asaresult, that dark prognosis regarding the bureaucratic weight: it isrestricted to a
certain population sector : the poorest one.

Final reflections

Once discussed and demonstrated those social aspects (attitudes, behaviors, decision making)
that affect the attention quality and that have to do with previous processes before effective
medical attention, it is possible to rethink the need of certain organization and communication
mechanisms devel oped by the ingtitution to be able to reduce the weight of bureaucratic
processes on Users.

Regarding the relationship dynamics, it is necessary a change in the behavior and attitude
logic of the members of both teams. This change of logic requires that health personnel’s
conscience of their supremacy contributes to the devel opment of emphatic rel ations with
those who receive their services. In thisway, instead of distinguishing themselves from the
other, they will be able to approach sufficiently to them asto get and understand their
necessities, and thus to be more efficient in their work On the other hand, for the users, the
change of attitude supposes the total conscience of their rights, which impliesto value their
demands, their times and the necessity to be treated with respect.



Once the mentality changes are reached, the institution will see the need to think and raise
new communication and forms of handling the time, since the approach to users’ reality
cannot be through impersonal communication ways. And finally, once articulated new
communication ways and understood users’ real® needs, all the ways of organizing thetime
will consider the users' time.
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Methodology Notes

Frame

The methodol ogicd frame which guided the research is referred here, asaway to illustrate
the process through which it was possible to accede the empirica materia in which the work
is sustained.

Type of design

Dueto the little previous knowledge of the object of study it was necessary to select an
emergent research design that alowed the generation of an action plan at the time of entering
into the field. The flexibility and opening degree that this type of design offers madeit
possible that certain design decisions, like the sampling and the inclusion of a complementary
collecting information technique, were made after the beginning of the field work.

Strategic methodology

The purposes of the study were to observe and to describe individual’ s behaviors (corpora
and verba), that allowed to research on those subjective aspects (meanings) that oriented
them. In order to get to thistype of information it was essential to participate in the moment
and place in which the activities/ facts take place. For such reason the selected
methodological strategy was the field research (Babbie, 1995: 280) with an ethnographic
approach.

What characterizesthe field research isthe way in which the socia redlity to researchis
observed: i.e. in the place and precise moment that it happens. Thisimplies the researcher
presence and participation in the field. The decision to give to the observation an
ethnographic approach had to do with how the researcher position was conceived in the field.
The ethnographic description is understood here as away to report on the reality, which is not
independent from the individua who observesit, but it emerges from the description that the
observer makes from his experience.

Techniques and tools for observation

The data collector technique derived from the methodological strategy: participant
observation. Thisis defined as the way to get into agroup’s social and cultural reality by
research’s participation in the collective object of study.

Theintention, in this case, was to take part in the pediatric Pereira Rossell hospita users
group, to get empathically (as Bourdieu says: to transfer oneself with the thought to the place
where the object is placed and thus to have its point of view) his situation in the field of the
corridor Situation relationships.

So, in order to analyze and be part of the analyzed situations, it was necessary to make use of
that socia space. Thus, the researcher asked for information at the administrative offices,
gueued, waited in waiting rooms and talked with users.

In some conversations she revealed her identity and the reasons of her presence, in others she
did not do it completely and in others she stayed there as a user. This variability in her
behavior had to do with confidence degree reached with her interlocutors and to the different
spaces where such conversations took place. For example, in the emergency waiting room,
her presence produced akind of distortion in the place when she waited there without a child.
In this case to carry on a conversation, she had to introduce herself.

The data collector tool was based on taking notes in afield notebook. The notes were
sometimes taken during the observation processes and others after them. The observation
guiddine consisted of the description of people, space structures, activities and conversations;
and it was wide enough to alow a deep and detailed registration of al the events that
contributed to the analysis of the following aspects:



0 the reationship dynamics that users have with their interlocutors (health
personnel and other users);
0 the perception schemes and meanings that guide their behaviors.
0 the behavior incidence or practices in the transformation or reproduction of the
public health system attention.
After finished the approaching processto the field, and set the pretest, it was come to the
conclusion that it was necessary to include the interview technique, asit would allow to
register some data that could not always be possible to do from participant observation. These
data had to do with users’ opinions, average of hours that they usualy stay at the hospital,
reasons for attendance, etcetera. The interviews were done to a series of users, following a
guideline of abrief and semi structured interview.

Analysisunits

The andysis units were the individual s who acted and interacted in the corridor situation
field: users and hedth personnel.

It is necessary to emphasize that, although the final users of these services were children,
those who carried on the actions (in the corridor situation) in order that these children got into
the health service, were the adults related to them. Therefore, the interest here was on
registering adult behaviors. The observation was based on the assumption that the adults
attitudes and behaviors in their interaction with the health personnel had a direct influence on
the health attention that children received.

Sampling

The space character of the object of study determined the need of selecting analysis units,
through a sampling of corridor situations; i.e. fields where to find analysis units.

Asthe research had to be developed in three months and for this job it was counted on one
person, it was necessary to make a sampling instead of considering all corridor situations of
the pediatric hospital. It was believed that as many of the situations were similar; to cover all
of them could have taken to afast saturation of the information. Therefore it was preferred to
analyze in depth a small number of spaces.

Thefollowing hospital sectors were selected to make a qualitative sampling:

- The waiting room of the pediatric hospital direction. During approaching process to the
field, the researcher participated in this space and found out that any case reached the
direction office. Those situations that were not considered by the hospital norms, for example,
conflicts or failures in the system, were canalized through this office. So it was an adequate
place for the observation and registration of different situations

- Emergency waiting room. It was selected at first, because it was understood that it was a
scope where the corridor situation had a greater intensity degree, due to the risks at stake by
the urgency of the cases that were seen there. After the pretest and the interview with the
described informant, it was found out that all the cases that had not been seen at afirst level
of attention went to the emergency room. This confirmed the necessity to select it like
observation space.

- Queues and Admission Sector. Typicd corridor situation space asit is there where the users
get their numbers for medical consultation.

- “Paliclinics’. Before approaching the field work, this space was chosen due to the great
attendance there. But once it was seen the impossibility to measureit, it was taken into
consideration the classification offered by the described informant: general policlinics
services and specialist ones (classification done according to the preoccupation and anxiety
degree that the consultation implies). Finally the following “ policlinics’ were selected at
random: Phonoaudiology, Genetic Endocrinology (together with Alergias and Urology, that
shares the same waiting room), Cardiology and Neuropediatric, as the field work was
developed.



Criteria of validity

Therigor of the obtained information was sustained in the effort of a continuous
systematization of the observation, in a permanent contrast between the observations and the
data given by the qualified informants and hospital authorities, and mainly by the permanent
control of the observer’s point of view. This point of view always kept “[...] the separation
between ‘the voice of the person’ and the voice of science[...]" (Bourdieu, 1999: 543), at the
timethat in her description she gave the reader the possibility “[...] of locating himself in a
social space point from which [ the object ] directsits view towards that space, i.e.; the place
in which hisworld vision becomes evident, necessary, taken for granted” (Bourdieu, 1999:
542).

Results of the study

The systematic observation of the interactions and anaysis of both member teams' different
behavior regarding attitudes, gestures and speechesin their relationship derived in the
following results.

- In the scope of corridor situations, the users have, in power terms, asymmetric relations with
health personnel. The determining factor of thisasymmetry isthat the health personne have
the power to give the health service, i.e,; the capita at stakein thisrelationship field.

- The health personnel’ s behaviors and attitudes towards their relationship with the users are
understood like practices through which they define the situation (the game rules) and hold
their hegemonic positions. These practices are expressed by long waits imposed to the user,
different ways of communication used: verbal, by gestures and textual, and the decision
making that directly affects the service (for example, unexpected strike).

- The characteristic of being a public service makes explicit the user class condition: a poor.
On the other hand, it determines the way the system is organized: based on the same system,
that isto say, on its structure and necessities (shortage of resources), and not based on the
users necessities.

- the passive, resigned and natural attitudes that most of the users express before health
personnel’ s practices are determined by their class condition and the lack of alternatives that
their condition imposes to them. The users’ practices do not question system and, this way,
they collaborate with its reproduction.

- the observation of the corridor situation relationship has allowed to understand in genera
terms, those behaviors which are the majority, but it has also alowed to get minority
behaviors of certain actors of both groups who question the way in which the system works,
and who a so improve the attention quality. The existence of these actors make possible to
think about a system transformation.
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