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A distinction оentrai to the analysis presented in this paper 

la that drawn between a "oourse of illness" and an "illness tra-

jectory". The first t e n  offers no problems to tbe reader since 

everyone baa experienced an illness, wbloh did not merely appear 

but developed gradually over time, getting worse and tbe perhaps 

clearing up. To tbe knowledgeable medioal, nursing and teobnloal 

staffs, eaoh kind of illness bas its more or less obaraoterlstio 

phases, with symptoms to matoh - and often only skilled "interven-

tion" will reverse, halt or at least slow down "tbs progress of 

the disease". Course of illness is, then, both a oommon sense and 

professional term. In oontrast, trajeotory is a term oolned by the 

authors. It refers not only to the physiological of a patient's 

disease but to the total organisation of work done over that oo-

urse, plus tbe impaot on those involved with that work and its 

organisation« For different Illnesses, the trajectory will involve 

different medioal and nursing actions, different kinds of skills 

and other resources, a different parceling out of tasks among tbs 

workers (including perhaps kin and the patient) and involving 

quite different relationships - instrumental and expressivs both -

- among the workers*

A ooncept like trajectory is nscsssary for sooiologioal under-

standing of illness management. It protects tbe researchers from 

bsing confined by the perspective of ths health workers themsel-
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▼es-mlnimisea the dangers of simply appreciating or oritlolalng the 

••natives* aa judged essentially fron within their own framework. 

At the same tine, thia concept la rooted in cloae observation (see-

ing, hearing, interviewing) of health workers and so hopefully does 

justice to their viewpoints* So muoh so, that those studied ought 

to reoognite themselves in our aooount of them and their work, and 

not disagree with the major thrust of that aooount - a requisite 

for our kind of researoh* But tha oonoept is above all a means for 

analytically ordering the immense variety of events that oocur - 

at least with oontemporary obronie illnesses - as patienta, kind, 

and staffs seek to control and oope with those lllnesses.Of course 

all work - industrial, oommeroial, artistio, domestic - involvea 

a sequence of expected tasks, sometimes routiniвed but sometimes 

eubjeot to unexpected oontingenoies. It may be that "trajectory* 

fits the organisation of those kinds of work also*

But there are two striking features of health work shared only 

with oertain other kinds of work* One consists of the unexpected 

and often difficult to oontrol oontingenoies stemming not only 

from the illness itself, but also from a host of work and organi-

sational sources as well as from blograpbioal and lif# style sour-

ces pertaining to patients, kin, and staff members themselves* 

A second and crucial feature of health work is that it Is "people 

work". The produot being worked on, over - or through! - is not 

inert, unless comatose or temporarily nonsentlent* Two things fol-

iowi 1) the patient oan react and so affect the work, 2) the pa-

tient can participate in the work itself, that is be a worker. The 

latter point is equivalent to saying that the product la not only 

worked on or over but also sometimes with* As will be seen, both 

major features (contingencies and people work) of lllnesa trajec-

tories affect the various speolfic kinds of trajectories, and dif-

ferentially so along their varioua phases. Taken together, both 

features insure that trajeotory work harbors the potential for 

being complex and often highly problematic.



Further aourcea of problematic complexity; 

ohronlo 1 line«a end technology

Two other eouroee - the prevalence of ohronlo lllneea and as- 

eoolated technologies fer dealing »1th it - make for eoapllaated 

and often highly problematic trajectories. In brief, their com-

bined impact la aa foliowa. Some kinde of technology (like the ma-

chinery, druga, and various prooedurea used for kidney dialyaia 

patienta) are producing new trajectories ( P l o u g h ,  1981)« 

Until the health profeaaionala gain experience with the novel 

twlata and turns of the illneae, also with It and the regimen’a im-

pact on other bodily systems, and. the organisation of work to ma-

nage all of that, the resulting trajectories can be diffloult in- 

dead aa the hlatory of dialyela treatment baa shown* At the other 

and of the age acalet babies aaved in the aophiatioated ICHs" may 

develop disabilities and ayatemio illnesses - acme not known until 

aomewhat later - that are not neoeasarlly "curable"; and their 

extant la still not at all known (see W i e n e r ,  et al. 1979)«

Improved technology haa also produced what might be oalled a 

■stretchout* of trajectories. By thia we mean that although the 

technology (for example, open heart surgery) keeps ill persons 

alive, and вау even Improve them symptomatically, they then faoe 

uncertain futur*« regarding both the physlologioal consequences of 

the surgery, druga, etc., including drastic impact on other bodily 

aysteaa - and in the organisation of work to manage reglmena and 

attandant life atylea« Sven without the creation of auoh related 

phyaiologloal disturbances, trajectory atretchout poaea new medi-

cal, organisational, and biographical problemat for exemple, the 

dlabetloa who, now living longer, encounter end-of-the-trajectory 

oomplioationa that neither they nor often their physicians dreamed 

of.

SlBoa many patients suffer from multiple chronic lllneises 

(whether related syatemlcally or not), their respective reglmena 

need to be balanced carefully or else there are physiological af-

teroat ha, which result In unexpected and sometimes uncontrollable 

kinds of phyaiologloal, and aor work-related trajectory, develop-

ICS - Intensive Care Bureery.



sente* (Ce offer a oase a few page« belo«, which «erre* ae a poi-

gnant illustration). Sometime« tbe balancing le hampered by lack 

of knowledge of, say, the aide effeots of nee drugs or even older 

ones ueed with a given patienti or by the etaff'e own fooue on a 

primary trajeotory to tbe virtual exclusion of othere regarded ss 

secondary! aleo of their lack of knowledge that the patient hae 

other illneuaee.

Advances In half-«ay technology utilised in the eervloe of ma-

naging dlffioult o aroniо illnesses result in unexpected contingen-

cies during tbe acute illness period - ae when experimental or re-

latively nee drugs, or familiar ones used with apeolflo patients, 

produce unexpected physiological occurrences that amount esaen- 

tiaily to new phaaea in tbe illneaa and its attendant work. Surgi-

cal nurses have remarked to us about avant-garde surgery that la 

poetaur&ical phaeea it la dlffloult even to aaeeaa "what is going 

on" and to what degree the aurgery baa been "auooaaaful”. Beoauas 

"everything la so new”, they literally do not quite know what to 

expect or ho» to evaluate it. Complicating muob trajeotory work, 

alao, within the hospital especially la that new mioropbasee and 

new stretchouts bring in the services of multiple departments, in-

volving the work of their respeotlve teohnlolana and specialist«, 

яств of whom are struggling with new phenomena.

The hospital staffs inoreaaingly reoognlss that patienta need 

to be taught requisite skills for handling drug«, equipment, and 

for doing various therapeutio procedure« when at home. So some-

thing else is being added to the trajectories, in the last day« or 

hours before the patient leaves the hospital. In the days or weeks 

afterward, the patient may be visited and worked on by visiting 

nurses, social workers, respiratory therapists and other kinds of 

health professionals.

It 1« easy to аве that the complexities of trajectory work are 

added to by the boat of new specialist« (medioal, nursing, techni-

cal) «ho are working on the patient'« illness and having to relate 

to eaoh other and to each other's work. These health workers are 

in various degrees experienced or inexperienced. Worse yet, sinoe 

many specialities are quite new, their practitioner« are essen-

tially finding their way in their work on the patient's illness.

In a very real sense, contemporary medioal effort« are produ-

cing not only na« chronic illnesses and phase« of illness - and



the associated trejeotory work - but ere producing new kinde of 

ohronioally ill people, they are predominantly older pereona of 

oouree, but elao include tha ICB *greduatee" — soaetimes referred 

to by etaff ee "deaaged gooda" - end in feet people of ell agea. 

Seturelly, the interplay of life oyole and life atylea with the 

purely phyaiologloal condition« la immensely variedt amid another 

way, ao ere the trajectories.

Trajectories, routine end problemat lot 

çeseiïîustretions

Oeapite ell the oonditiona that further the problematic chareo- 

ter of trajeotoriee, of oouree »any are relatively routine,Certain 

illneasee and their poaaible developmenta ere well-known} ao are 

the lapeota of therepy ao well aa tha requieite reaouroea and or- 

ganieetiou needed to eontrol thoae illnesses. In the pagee below 

we aha11 be dleoueeing trejeotorlee that run the full range froæ 

quite routine to highly problematic - "out of control totally* or 

pertly *out of control*. It should be ueeful for readers who are 

little aoquelnted with hoepitel work if first they ere provided 

with eoae inages of trejeotory work through the presentation of 

two oeee iHuetretlone drawn from our researoh* The commentary on 

theee oeses will be ainimelt just enough to highlight e few featu-

re* of trejeotorles end trejeotory work that will be eddresaed in 

leter pages.

1* We begin with e oese thet illustrates such phenomena ess 

1) multiple trejeotoriee, 2) emergency (*eoute*) hoepitel oere,

3) initial steps in diagnosing or mepping of e major trajeotory 

("heart failure*), 4) the complexity of the division of lebor, 

including thet among trejeotory-managere} also among various teob- 

nioel speolallete drawn froa different departments, 5) the se-

veral klnde of work Involved in trajeetory management.

The patient, Mr. Binshteln, was hospitalised for possible con-

gestive heart failure. Be bed had en ayocerdiel infarotion eight 

yeere previously when 57-yeere old, but hed einoe lived quite e 

norme1 life exeept for self-adainlstered aedloetion to oontrol an-

gina. Einabtein hed reoently experienced much more engine, but



attributed it to the motion of oold weather (whloh bad always af-

fected him somewhat), for he bad bees on ад extended riait to 

Australia during its winter seaaon. Hie obronie bronobltia wan al-

so "aoting up", for be was ooughing up much eore phlegm dally than 

usual. (Before hospitalisation be did not realise that bis inoreu-

sed ooughing waa so intimately tied up with a malfunctioning heart). 

Ten days before hospitalisation, he had a checkup by bis Internist 

wbo discovered,through a routine blood teat, that be had mild anomie. 

A barium x-ray was then ordered to oheek for possible blood loss 

in the oolon. The internist awaited this report before moving to 

hla next diagnostic taotio of taking a bone biopsy* Meanwhile, tbe 

internist knew that the patient had appointments the following 

week with both his cardiologist and his respiratory specialist. Be 

aides the anemia, a possible cardiac flare-up and difficulty wiiL 

bis lungs, Einahteln bad, soma months before, developed such seve-

re neok pains that be now oould only sleep sitting up, despite 

being put on home traction by an orthopedist.

Tbe cardiologist and the respiratory epeolallat, seen on suc-

cessive duya, both suspected oongestive heart failure (a heart 

"gallop" and considerable edema bad now appeared), and ao hospi-

talized him speedily. For tbree or four days he was given lntenae, 

virtually emergenoy care. A host of laboratory teats were ordered- 

Elnshteln giving freely of blood, urine, and so on - fiKGa were ta-

ken at the bedside, he was sent to be x-rayed and then for an eob№> 

cardiogram procedure. Cardiologist and respiratory physician wor-

ked closely together, eaob in bis own provlnoe, but essentially 

the lungs took Immediate preoedence. So the lung problem was atta-

cked by giving antibiotioa, and by utilising tbe services of phy-

siotherapists and phyaioal rehabilitation technicians wbo trooped 

in and out of Einshtein's room, giving mist treatments, bronohosil 

treatments, and pounding Elnshtein's rib oage area in an effort 

to loosen bis phlegm and olear his lungs of it. All those respira-

tory treatments went on undlminlsbed - and ultimately had a suc-

cessful outcome - during the tbe two weeks of his hospitalisation. 

After the first days of «mergenoy treatment the reapiratory physi-

cian moved into the background - tbe oardiologiat moving into tbe 

foreground - evincing this by manner and less frequent face-to-fa- 

ce monitoring of tbe patient.

Einahtein'a oardiologiat waa actually new to this case, bad



indeed never seen bin until just before tbe hospitalisation - Ein- 

■btein having switohed from another oardiologiat. One reason 

for Eissbtein'a obolee of this cardiologist, reoomaended by the 

internist, was that ha reasoned that all of bis physioiana (inter-

nist, oardiologiat, respiratory speoialists) eould work together 

for each «as assooiated with the same hospital and knew one ano-

ther* During the first days of hospitalisation, the oardiologiat 

awaited the results of various test including the eobograai both 

to verify the suspeoted congestive heart failure and to locate 

whloh section of the heart was most affected and with what degree 

of damage* He attaoked tbe edema with a diuretic, but within three 

or four days changed to a second diuretio when it beaome olear that 

Einshtein's body had overreacted to the first one. Meanwhile the 

nurses were making frequent checks of the patient's blood pressu-

re, whloh waa quite low and unstable, while keeping careful watob 

ever bis urine output* When Ihe diagnosis of oongestive heart fai-

lure beoame olear, then the oardiologiat moved to the forefront in 

the patient's "management"* He informed Einahteln of the diagnosis, 

agreed to by all three physlolana involved in the oaeei he put him 

on isodil (to prevent angina) every three hoursi and explained that 

a oouple of days later he was going to treat tbe heart failure 

with a drug (apresollne) whloh by affeotlng the vascular system 

«ould allow, beoausc of the lessened resistance, the heart to 

funotion mors stronglj* Ее explained that If this worked, then the 

dosage of apresollne eventually would be lnoreased* Patient and 

physlolan eventually disoussed the impossibility of predicting ac-

curately "bow far baok" the patient would oomes a wait-and-see 

attitude waa necessary, and Indeed it «ould be many months before 

the outcome «ould be known* The cardiologist also explained the 

neoessity of out ting down on sodium, to lessen edema, and had a 

representative of the dietary department visit with the patient end 

explain the low-sodium diet.

Meanwhile apropos of his neok pains the patient «as doing some 

trajeotory management himself, as «ell as making some operational 

deolsiona, «hieb affeoted at least temporarily the oardiao «"ł 

lung trajeotoriea. He requeated pain medioation ao that be oould 

aleep at night, and «as allowed it. He asked for a large chair and 

several pillows, and each night surprised eaoh ne« night nurse by 

sleeping in that chain only at the very oloae of hia hospitalisa-



tlon did be disoover, through experimentation, that he could now 

sleep fairly comfortably by raising the movable bed «о that hie 

head was about eighteen inohea abore normal sleeping position.Host 

evenings he requested baok rubs from whatever nurse was on duty, 

and they were cheerfully given, in part no doubt beoause he accom-

panied each request with "at your convenience, when you aren't too 
busy".

Sinshtein's pain management occasionally Interfered with the 

respiratory management; or said another way, sometimes he made 

ohoioes In favor of the former at the possible expense of the lat-

ter. For instance, proper placement of his body during the rlb- 

-pounding, and atlmulatlon of hie lung area oalled for having, 0£ 

the mobile bed, the lower part of his body raised above the uppex 

part - but since this ir.oreaeed his neok pain markedly, he persua-

ded the physioal therapists to do their work while he lay flat. 

Again, he was supposed to "posture", lie on his side and oough,but 

sometimes he delayed posturing, or omitted it, beoause lying down 

just hurt too much. Paradoxically he also learned how to attack 

the Immediate respiratory problem - ooughing up the phlegm, whloh 

was sometimes very dlffioult or wraoked him - by putting together 

bits of Information garnered over several days of querying the se-

ven or eight different respiratory teobniolane who arrived at hie 

bedside. Eobody thought to actually ooaoh or query Ы "  about pos-

sible difficulties in coughing - he was just supposed to do it. 

The wracking oough of oourse interfered with the cardiac regimen 

of resting as much as possible, so by better management of the 

coughing he was, in however minor a way, contributing to better 

management of the cardlao trajectory.

Csoe he played a more prominent and visible part in the car-

diac dr«uLa. The cardiologist bad out down drastically on the diu-

retic doefc,*n because it waa contributing to too low a blood pree- 

.• ■rej but hours later a nurse gave the old, etronger dosage. Bin- 

shteiг., :gy at the time, did not immediately notice the fami-

liar pill, but minutes after swallowing it queried the head nurse

- who got flustered, called in the intern, who in turn apologised 

for the error and ordered an TV, explaining that it would he ne-

cessary now to counteract the diuretio with a twenty-four hour 

intravenous drip.

About four days after hospitalisation, Kinshteln'e internist



reported the barium x-ray «a* negative end did a bone biopay to 

eheok out another possible source for the anemia. And he ordered 

Iron pills to counteract the anemia. Einahteln «ould oontlnue to 

take this medication for nany months.

the Interoiat, loa« familiar »ith hia patient, aeeured him 

fro» tine to tine that the oardiologiat «aa on top of tbinga. The 

cerdiologiet alao contributed meaaurably to relieving Einshtein's 

anxiety by relatively unhurried visits, olear explanation,and af-

ter aeveral day* by responding to questions about potential pro-

gress and Units to oomplete reoovery, anticipated poathoapltal 

phaaes, expected lenght of the recovery period, and questions du-

ring one aaaaion about the possible effect of oongeetive heart fai-

lure on longevity. The oardiologiat alao carefully explored the 

patient'* life atyle and expreaaed a «alt-and-see attitude about 

whether and ho» muoh it «ould have to be altered* In fact, though 

he did not reveal bia suspicion, ha had real doubta about how ouch 

reoovery waa poaalbla. Einahteln discovered thla only three months 

later through bis internist who told hin that the oardlologist was 

happily surprised at the rats and degree of recovery.^

As the day of leaving tbo hospital approached, the cardiolo-

gist carefully explained to Blsshteln the home regimen to be fol-

lowed, answered questions about alternative treatnents considered 

and reasons for discarding them; be also explained how tbe drug 

therapy would be altered depending on «bow things turn out", for 

the next weeks would be essentially and an experimental, drug jug-

gling period. The ohiaf respiratory therapist turned up and talked 

about home miat treatments. A phyaloal therapist taught Einahteln 

a sat of breathing exercises. A dietician oarefully explained the 

rules of a low sodlun diet, leaving a liât of sodlun values found 

In ordinary food and loaning a book on "oooklng without salt" that 

night be useful. The Intern - who had taken a deep interest In thie 

care and had been clearly instrumental in swe of the dally opera-

tional nedlcal deolslon making - dropped in for a ceremonial fa-

rewell. Then Einahtaln's wife - who had performed many function« 

while he waa In the hospital, and would do varied trajectory work 

in the nontha to come - called for a cab and took hi* hone.

There he «ould be subject to the cardlolcglat'• provisional 

program of juggling drug dosagea and «ould oarry out the respira-

tory regimen faithfully. As for his nanagement of the neek paint



he requested his internist to reoommend a reputable aoupunotisti 

also switched to another orthopedist« «ho reoosmended physiothera-

py. Within two months,, Einshtein'e neok paina had ao diminished 

that he waa able finally to poature properly, and aleep lying down 

ao thet he oould get the full measure of reat required by his oar- 

diso oondition.

2. Bext is a oaae illustrating a trejeotory whloh is highly 

problematio from everyone's point of view« physioians, nurses, pa-

tient. Some features of this case that stand out ares 1) the mul-

tiple trajectories, 2) the multiplicity of trejeotory managers and 

the confusion over "coordination" of their efforts, 3) the numbers 

of medioal and teohnioal departments drawn upon as resources,

4) the sheer diffioulty of predictlug outcomes of the medioal in-

terventions and the diffioulty of deoiding whloh to utilise,5) the 

patient's active role both in reaoting to stsff decisions and ma-

king her own daily deoiaions, 6) the oumulstive lmpaot on everybo-

dy* including frustration beoause of great diffioulty in gejnłng 

and maintaining control over the various oouraes of illness, anger 

and upset over the patient's "uncooperative* behavior,oonfliot and 

resulting anger among the staff members themselves, plus dismay 

and upaet over the "dying" issue. [...]

Complexities of organlalng therapeutlo aotlon

The complexities of organising therapeutis aotlon derive mainly 

from two souxoes. The first is the problemstlo oh&rsoter of so 

many trajectories. Is will be noted directly belo«, if the illness 

oourse is well understood and no untoward oontingenoies arise,then 

the stereotypical picture of « single physician instituting thera-

peutic plans and having them carried out suoosssfully is a reali-

stic pioture. If the trajastory is problematio, however, then that 

olaasio image of medisal work оan be very far from aoourmte. Tbs 

second source making for the oomplexlties of therapeutlo aotlon is 

the amount and range of tasks plus the organisation of those tasks, 

so that even relatively routine expeotable trsjeotorles оan deve-

lop unanticipated complexities around organisational issues. These 

in turn can profoundly affeot the organisation and effloaoy of



therapeutic action. In the next pages, some of these complexities 

«111 be disouseed.

Trajeotory management la relatively routine for courses of il-

lness tbat torn oat to be relatively standard - they are all well 

known, the physician and staff members bave bad szuoh experlenoe 

with them* Hospital wards are equipped to handle routine oases with 

some efficiency, using standard operating procedure! the needed 

mschlncry is on tha ward, the desired medioatlons are on band or 

easily obtainable, the nursing staff understand the procedures, 

the head nurse has bad nuoh experience in coordinating the sche-

duling and timing of varloua resources or services needed from ot-

her departments* Indeed each ward tends to have what we would term 

its obaraoteristlo "shape" ( S t r a u s s  et* al«, 1964), for it 

has its obaraotaristis types of illness» which are handled there - 

and though oomplex» the requisite taska are well understood and 

their larger organisation relatively worked out. An example would 

be that of a reoovery room for poatcardlac surgical patienta,where 

the latter are initially in parlous conditions, where the clusters 

of tasks require highly skilled nursing and physician ataff, but 

where the routlnea are well laid out even for handling emsrgenolee, 

and tha organisation for all that ia nicely coordinated. The chief 

physleian, aa tha main trajeotory manager, oan count on all that 

organisational machinery for handling - hopefully without undue 

bitches - bis sntioipatable routine case, through the first days 

of postsurgioal reoovery* By oontraat, if a patient is placed on 

a ward into whoss sbspe hs does not fit at all - that is,the staff 

havs little or no experience with his illness, have no experience 

with the equipment used on bim or with medioatlons ordered for him

- than the routine trajectory turns into a nonroutine and, also, 

often highly problematic one* Worse yet, "difficult oases" become 

even more problematic under these "out of shape" oonditions*

Casss tbat are, on diagnosis, viewed as potentially problema- 

tie will require a more complicated order of task organisation and 

coordination* To begin with, the physician may not be able to fo-

resee olearly the coures tbat ths illness will take, or perhaps 

its rats of development, with or without medioal Intervention* Or 

the disease eouree may bo relatively recognisable, but the impact 

of experimental drugs or procedures (old ones not being effeotive) 

arc not well known. He ean, anyhow, visualise some of the tasks



to be done end rely on'the vard personnel to oarry the* ont, bat 

they end he know or euepeot that other resources (specialists, de-

partment и , tre*»seats} nay bare to be oalled upon as unanticipated 

developments ooour to supplement the more usual standard operating 

procedure of the ward* In extrams oases whole «lusters end eequen- 

oes of tasks are unanticipated, and a great deal of ad hoo organi-

sation is required to get them decided upon, end to get them done* 

To beck up a bit, however, the initial diagnosis leads the phy-

sician in ohaxge of the case to cocsideratIons of medioal inter-

vention, of treatment« Here again, modern medioal technology - ho-

wever "half way" - is likely to offer several initial therapeutic 

options. Breast cancer, for instance, oan be treated with surged, 

radiation, chemotherapyj and there are several types of saoh, and 

they can be used singly, in combination and in different sequenoesj 

Which options to choose? The physloian's experience may lead him 

to one choioe or ancthert ao may bis medlosl or soolal ideologies« 

his setв of belief about surgery or particular kinds of surgsryj 

or about various drugs or maoblne treatment, or his mors socially 

tinged oonvlotions about womanhood and about sexual relations.Con-

siderations of cost, convenience, availability, speed of lmpaat, 

skill, risk, dlsoomfort, psychological impact on the patient will 

also be balanced.

In managing more or leas standard cases, the physloian will 

not need to searoh for viable options, elnot he will know most of 

them. For more problematic cases, he may institute a searoh for 

options other than those he has already had experience with, uti-

lising literature and collegial consultations. Housestaff may be 

Involved in both the searoh and the declslcns about which options 

ahall be tried* Typically the physloian will anticipate certain 

outcomes from medioal interventions, some undesirable (drug aids 

effeots) and will alert the nursing end will alert the nursing end 

physloian house staff to monitor for those effeets end, if they 

appear, to stand ready with counter measures*

However, there may slso arias soma of those unanticipated oon- 

tingenoies discussed earlier« When, they appear, the reaponalble 

physician may not have ready options to utilise as ocuntar measu-

res. Again, he may institute a searoh for options, or housestaff 

(even nursing staff) may press sltemative courses of sotlon on 

him« So while one physloian may make the option deoision, others



ч»У also toe involved in tbat deelaioa. Moreover, at these unexpected 

option pointa whoever ia present may sometimes seed to make striot- 

ly operational decisions, needing quickly to choose one or another 

option without oonaulting the phyaioian providing that the danger 

to the patient is perceived as great and inmediate. In that sense, 

the trajeotory management ia further diluted or - necessarily - 

shared. (One example ia the incident in oasu when the cardiao pa-

tient discovered the nurse'a error concerning hie diuretic medloa- 

tlon, alerting then the head nuree, who in turn oalled the lntjx*n 

who made a quick decision to oounter the potentially dangeroua con-

tingency with an Intravenous drip)«

Each new contingency, whether large or small, requires some 

ohoioe of alternative llnea of action in order to get the trajeo-

tory Into the beat possible manageable order* i.e., to keep the 

gyroaooplc shaping of the trajeotory aa suooessful as possible. 

Again, we aay "trajectory* rather than simply refer to the illness 

course, because ao much more la involved than the illness itself. 

Per example, the phyaioian may not only order a procedure changed 

but requeat that a skilled, or a specifically skilled person, car-

ry it out. Moreover, at oruolal option pointa, several persona with 

aomewhat different atakea In the caae may be weighing, and pres-

sing their reapeotlve views on, various possible options.

One important implication of that last sentence ia that under 

conditions of contemporary boapltal praotloe, it la not alwaya a 

simple matter to aay who la In obaxga of managing the trajeotory. 

In routine caaea, the principal phyaioian la primarily responsible 

for visualising the trajectory! for ordering, evaluating and ею ting 

on diagnoatle testes for laying out the lines of work that need 

to be done) for utilising the ward'a organisational maohlnery« Ho-

wever, whan tha oouraa of lllneas becomes problematic, when things 

get out of band, when other phyaiologioal aysterns go awry, when 

other chronic lllneaaea impinge on the primary one - and even be-

gin to taka priority - than the trajectory management begins to 

get abarad with other medioal apeciallata. These apeoialiata aay 

dlaagrac or their ordera may oonfllot, ao that problème of «coor-

dination" can play bavoo with house staff and not incidentally al-

ee with patient care« Łaoк of coordination aaounta to a blurring 

of the division of labor, with untoward oonaaquancce then flowing 

froa unclear or diaagreed upon conceptions of reeponaibllity«



On the other hand, the apeolallata m y  work well together,sha-

ring la the ehaping of the trejeotory* It 1« important to ander» 

•tend that with eomplex trajectories, thle shaping, whloh lnvolvaa

• oomplloated division of labor, may be parceled oat not only 

among aeveral apeolallata, including a payohlatriat, but may alao 

Involve the efforta of kin* Patienta themaelvaa may enter thla pro~ 

oeaa at key option pointa, entering aa lntenaely Interested partlea 

or being invited in by the phyalolena, who may even preaa them to 

make certain deoialona when the optlona are very rlaky, or their 

potential psyohologloal or blographleal Impact are great. But they 

may enter as Intensely Interested parties who wslgh the option cri-

teria differently from the physlolans. Their own option search*' 

may lead them to propose and even to insist on oonaideratlon o> 

alternative options, Or.e patient with severe respiratory disease 

whom we followed closely in and out of the hospital was aatonl 

hingly and successfully sssertive in his own trajaotory management, 

pressing his physloian repeatedly on all kinds of laaueat but one 

of bis major controlling strategies was to know the whole range of 

pharmaoeutloal possibilities and to utilise them with or without 

his physician's knowledge.

in additional complication is that precedence in the trajec-

tory management la dlreotly affsoted by the axiatanae of multiple 

illnesses. As the esse of the oardlao patient illuatrated,when the 

lungs were under control and the cardiac oondltion was apeolfioal- 

ly diagnosed, then the management ahlfted from reaplratory to oar- 

dlac specialisti while the intexclat atayad in the background ma-

naging the minor and noninterfering condition of anemia* If, howe-

ver, the illness that brought the patient Into the hoapital impacts 

on another - or atarta another - then the firat can drop into a 

poaltlon of aeoondary importance, at leaat for a while, the other 

taking precedence* Usually that means ths chief trejeotory mana-

ger, until Illness priorities change again, will be another medi-

oal speoislist*

One feature of highly problematio trajectories,«specie, "ly when 

there are a plurality of highly Interested parties or even of tra-

jectory managers, is what might be osllsd trejeotory debates,whloh 

Involve not merely teohnioal but also ldeologloal iaauea* Aa tha 

trejeotory (or trajeotorlea) goaa badly awry, many voloaa are heard, 

aoma aoto voce, but aome loud and dear, expreaaing different vleea



од why tbe illness la ant of band, «by tb# new symptoms or Illness 

hare appeared, «bat alternative line* of aotlen ought to be taken, 

who ought to be brought Into ths aot and who pulled out, end ao 

on. In every highly problematle trajeotory whoae unfolding we ba-

re watohed orer the years, we have obeerred thie kind of debate, 

[,.,] The debate encompasses not only the medioal apaolalists, but 

noat of the werd'a personnel - sometimes right down to the nursing 

aides who вау express thenselres publloly too - and the argumenta 

and attsspt at persuasion take plaoe In oonferenoe, at the nur-

sing desk, in tbs oorrldors, and lnerltably, slnoe the patient Is 

Involved, paeaionata argumenta ooour in the slok person's room too. 

Slnoe partloular deoisions about options at orltleal junctures po-

ints eau profoundly affeot the shape of the trajeotory (end ths 

patient's life!), it is well to think of those deoisions aa, la 

ths profoundest sense, potentially rery fateful, [,.,]

Trajectory pbaees, are of work, and task sequences

Slnoe trajeotorlea extend orer time, they bars phaaea Ths phy- 

■1olana'e and staff's trajeotory scheme inoludes risualisatlon of 

some of those phases* more aoourately for routine than for proble-

matic trajectories. When the trajectory manager anticipates these 

phases, ho or she bas in mind oertaln things that will need to be 

done per phase, beginning with the dlsgnostio period and moving 

along through rarious therapeutic steps. The physlolan in bis or 

bar trajectory scheme rlsuallies what might be termed an arc of 

work* tbat is, the overall work tbat needs to be done to eontrol 

the Illness oourse and get patient baok into good or sufficient 

enough shape to go home. The are of work may not be completely vi-

sualised by the physlolan, and indeed the physlolan may hold in 

abeyance precisely what further work is required until after ini-

tial steps are done, until "we see how things work out" -until the 

aotual phases arc known. Under those conditions, the total are of 

work will croire more slowly, as the trajectory manager senses or 

calculates what needs to be dons next. And In problemstic trajec-

tories that go quits awry, even temporarily "cut of eontrol", the 

total sequencing of work msy be known only after the case Is fini-

shed, (The ease of Mra. Prloe, the lady with lupua, exemplifies ths

m
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evolution of unanticipated phaeea, unantioipated sequences of week, 

and en aro of work that could only be known poat hoo).

At any rate, during eaoh phaae it will be decided that certain 

thinge need to be donet monitor cardiac output, get another x-ray 

done, continue the dialysis sessions, monitor the posteurgical con-

dition, and eo on. Any point at whloh It la deoided to do thoae 

things, we oall a trajectory point sequence. The t e n  la apt be-

oause at each point a different oluater of taska is required! they 

will change partially or totally at the next "aequenoe point". But 

the term la leas important than our recognition that the cluater 

of tasks ( H u g h e s ,  1971, calls them "bundlea of taaks") have 

both a sequential ordering and an organisational base that allow« 

their being carried out.

The physician ordinarily doea not oonoem hlmaelf with th 

organizational and operational detalla of oarrylng out "the or-

ders”! the supervision and artloulatlon of those taska fall under 

the province of various technlclana and nurses, and where apeCla- 

lised tasks are done (like x-ray or brain spanning) alao of other 

medical specialists. If there is some defeot'ln organisational ar-

rangements, then there will be difficulty in adhering to the se-

quence and Its timing - aa will be illustrated below. Tha resource 

base includes the proper skills, sufficient wo/manpower, appropria-

te equipment, necessary drugs, enough time, and ao on. Some of th* 

resources will be allocated to and be found on the ward itselfi 

others must be drawn from other departments and sometimes from out-

side the hospital ltelf (like repair servloes for equipment or, 

more lmplioitly, the eleotrloity to run equipment)* £..*]

Concluding remarks

In closing this paper, we shall underline a few points already 

alluded to. First, and in relation aapeclally to tha oaaea just 

dlaouaaad, it la noteworthy that trejeotory work may require or 

Involve some among several different klnde of work. They includet 

comfort work, olinioal safety work, machine work, eompoaure, bio-

graphical, and other kinds of paychologioal work (aubtypea of what 

will be termed "aentlmental work") - plua the work of coordinating 

(articulating all of the many taaka involved In the total are of



work. These may hare higher of lower priority depending on the 

trajeotory end lta phasing.

Seeond, trajeotory work of whatever epeoiea involves the orga-

nisation of reaouxoea. Thie la why trajeatories cannot be concep-

tualised aa pertaining only to the physiological oouree of an 111- 

neaa or Involving only medioal-curslng and other technical tasks. 

Bven the oonatruotion of an effective intensive car# nursery or 

intensive oare unit for adults, for inatanoe, can involve the work 

of an imaginative or at least oompetent arohiteot who oan,to quote 

the commenta of one of themt design an "appropriate apatial envi-

ronment* for the personnel's work. Âa the discussion in thie chap-

ter should have made olear, the organisation of resources ie a mat-

ter that involvea both a multiplicity of resources and a complexi-

ty of organisation for their utilisation.

A third point touohed on but not espeoially empasized in the 

above pages is that work on trajeotories oan have significant con- 

sequenoes for the various participante. True, some trajectories 

are relatively uneventful, ao that the experiential and biographi- 

oal oonaequenoes are minimal, eapeolally for the personnel. But 

even with routine trajeotories, there oan be oonaequenoes for aome 

persons since work relationships are direotly related to the ill-

ness trajeotory with whloh they are all involved. However, when 

trajeotories - of any kind - beoome problematic, then the impaot 

on working relationships oan be visibly great, whether deleterious 

or beneflolal. And In some instanoes, the Impaot on staff members 

is more lasting, having oonaequenoes for their immediate or lon- 

glived self regard. The conoept of trajeotory la especially useful 

in thinking about the experiential and identity impaot of work in 

hospitals beoauae it brings out the evolving charaoter of that 

work and work relationships over the oourse of the entire "oase".
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Aneela L» Strauea

THAJKKTOBIE CHOHOBX

Artykuł presentuje nowe podejśoie w badaniaeh loeów pacjenta 
dotkniętego chorobą ohronioeną, znajdująoego elf w nowooieenya 
eapitalu wyposażonym w okomplikowaną aparatur« medyoeno-teohniecną. 
Autor proponuje nową kategorię enalityoeną w badaniaeh interakeji, 
a mianowicie konoepojo "trajektorii*. Konoepoja ta,wyprowad«ona a 
tradycji symbolicznego interakcjoniemu, umożliwić ma eyntesy różno-
rodnych danych, które ebierane eą w trakoie drobieigowyoh analii 
interakcji, a takie ma obronić praed przyjmowaniem jednego, domi-
nującego punktu wldaenia w takich badaniaeh.


