Chapter 24

‘Occasional’ Drinking

Some Uses of a Non-standard Temporal Metric
in Primary Care Assessment of Alcohol Use

Timothy Halkowski
University at Albany—SUNY

troduction

“Time is seemingly tamed if we treat it spatially on a calendar or the face of a clock, where we can make it appear as
divided into separate units next to each other. But this also falsifies time. Real time has no divisions at all, but is unin-
terruptedly continuous: at midnight yesterday did not click over into today. . . . We have no experience of today being
_next to yesterday, as it is represented on a calendar. Reduced to space, time seems more under control—but only seems to
be. . . . (This is not to deny that spatial reductionism is immeasurably useful & technologically necessary, but only to say
- ‘that its accomplishments are intellectually limited, and can be deceiving),” (Walter Ong, Orality & Literacy, pgs. 75-76).

rimary care visits, doctors regularly ask patients if they use tobacco or alcohol. If the patient ‘answers yes’ to either
tion, the doctor regularly initiates a ‘habit assessment’ series, wherein questions as to amount, regularity of use, and
ible interest in quitting are asked.! When physicians inquire about and assess a patient’s alcohol or tobacco use,
regularly work to elicit a quantification of the patient’s use. Specifically, doctors work to elicit rates of use from
gients.’
_ Patients sometimes resist physicians’ efforts to generate a rate of their alcohol or tobacco use.’ One way they do
is by using non-standard temporal metrics to describe their tobacco or alcohol use (formulations such as ‘sometimes,’
nce in a while,” & ‘occasionally’). In this paper we will focus on patients’ formulations of their use as ‘occasional’ as
method for obviating the quantification of their usage. That this formulation of use is specifically designed to obviate
te of use' is something we will see both patients and doctors orienting to.
In studying this work by patients, we will be analyzing an interactional move that has general relevance to inter-
on between representatives of institutions and their publics (e.g., patients, clients, customers, etc.). As one of the
imary actions of institutional representatives is the collection of information and data from others, it is likely that
e are methods that people occasionally use to resist such processing.!
_ This study also has broader relevance to what has been termed the ‘morality of cognition’ (Heritage 1984; Garfinkel
67; Drew 1998; Lynch 1991, 2006). When we consider how patients and doctors interactively manage how to describe
d assess a patient’s use of alcohol or tobacco, we see that patients can contest these descriptions. In essence, these
Lests are about how one ought to appropriately, fairly, accountably describe and assess this patient’s usage. While (in
ry) any patient’s usage can be mathematically formulated as a ‘rate of use,’ patients sometimes treat those formula-
$.as inappropriate, or in some fundamental way incorrect. Indeed, sometimes physicians agree with the patient’s
tion of a rate. It is at just this point that we can see how abstract quantitative mathematical formulations of use
eated as inappropriate for the assessment of some patients’ alcohol use, and non-standard temporal metrics of use
treated as adequate and accountably correct descriptions.

The data for this study are drawn from a corpus of 100 audio & video taped primary care visits, collected from
¢ clinics (one from the southeastern U.S,, four from the midwest U.S.). The data were transcribed using the Jefferson
Cription system (Atkinson & Heritage, 1984).

iblished manuscript. (2007). Reprinted with permission.
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Background

In this chapter I mean to highlight a key aspect of physician—patient discussions regarding alcohol use.’ The work doc
tors do in these series of questions generates a formulation of the patient’s alcohol or tobacco use that can be termeé
‘regimented’ (‘to put into systematic order, to subject to uniformity and rigid order’).® The ‘regimenting’ of some infor.
mation, (such as a patient’s substance use) is a scientific technique that has its own history, one nicely described by the
historian Theodore Porter.

“Any domain of quantified knowledge, like any domain of experimental knowledge, is in a sense artificial. But reality s
constructed from artifice. By now, a vast array of quantitative methods is available to scientists . . . Once put in place

4]
they permit reasoning to become more uniform, and in this sense more rigorous,” (1996:5).

A key part of the generation of uniformity in information is the use of shared, specifiable metrics or measures (Crosby,
1997). Once a patient’s usage is rendered in a standard, abstract, and uniform manner, it is comparable to other Cases)
and it is possible to assimilate it into a population of like measures. Given the centrality of this regimentation to insti-)
tutional work, analyses of interactions wherein quantities and rates are elicited and generated are important contributiong
to the broader historical literature on the development and spread of quantification in western society (Clanchy 1993,
Crosby 1997, Porter 1996).

Harold Garfinkel did some of the most insightful early work on the interactional generation of ‘counts.” In an early
unpublished manuscript he highlighted ways that members’ work of counting members is built upon local relevancies
that are not reducible to abstract mathematical formulation (1962). In any effort to quantify, there are judgment calls
regarding what should count and what should not (cf. Lynch 1992, 2006, Halkowski 2006b). Sacks’ lectures as well are
filled with similar observations regarding “members’ methods of measurement” (1988/89, 1992).

More recent work (Pomerantz 1986, Button 1990, Maynard et al., 2001, Drew 2003, Boyd & Heritage 2006, Sti.
vers & Heritage 2001), has highlighted ways that precision and approximate measures are crucial (and morally laden)
resources in interaction. In addition, this recent research has underscored ways in which the interactional generation of
measures is a fundamental activity of institutional interactions. .

Central to the work of most people-processing institutions, and many of their employees, is the elicitation of
information from others, so as to generate rates (Zimmerman 1971, Maynard et al. 2001; Drew & Heritage 1992, Beach
& Mandelbaum 2005, Heritage & Maynard 2006). The work doctors do to elicit and generate counts and rates of
alcohol and tobacco use (and patients’ work to sometimes resist this) is a crucial realm for researchers to investigate,
The centrality of this institutional work, and the ways it can become contentious for agency and individual, make it a
perspicuous site for the investigation of social order’s generation and maintenance.

Analysis: Orders of Regimentation In Discussions Of Alcohol Use
Consider the following data segment:

Data excerpt 1 [ssme3-3.5]

1 Dr ‘kay, ahhh do you drink?

2 (.6)

3 Pu Mm hmm.

4 (.4)

5 (ta-) Beers.

6 (.8)

7 That's it.

8 Dr [How much.]

9 Pu [Beer is | my favrite.

10 (.6)

11 Dr: How mulch would you sa:y.]
12 Pu [ About ah ca:n. ]
13 (.6)

14 Dr: Everyday, ahh

15 (1.0)

—
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Pt: Not (.) everyday. (.) A sixpack ‘al last me two
weeks just about.

Dr: °Okay. °

In doctor-patient discussions of alcohol and tobacco use there are two levels of ‘regimenting’ that we should note. At

e start of such discussions, there is an initial question as to whether or not the patient uses alcohol or tobacco. This
question is frequently formulated as a ‘yes/no interrogarive’ (Raymond, 2003), as in the above data segment. Such ques-
jons are designed to ‘prefer’ a yes or no answer, and in this case the patient offers an affirmative response (line 3). She
expands her answer by offering the type of alcchol she drinks (line 5), asserting the exclusivity of her preference (line
7), and accounting for the exclusivity of her preference (line 9). In these assessment series, patients’ affirmations of use
are routinely followed by doctors’ inquiries as to amount, rate, and history of use (as we see here in lines 11 & 14).

But while patients can offer simple ‘free-standing’ ‘type conforming’ answers to this question (‘yes’ or ‘no’) such
answers are actually uncommon. Instead, right at the outset of this line of inquiry patients can contest what ought to
ount as ‘smoking’ or ‘drinking,” thus resisting this first level of regimentation (Halkowski, 2006b).

Once it is established that a patient ‘drinks’ or uses tobacco, a second order or level of regimentation occurs,
hereby the doctor works to elicit a rate of use (as in the above data segment, lines 11-18). In the above data segment,
the doctor works to elicit a rate of use by offering a candidate rate of use for the patient to confirm, alter or reject
(‘everyday,’ line 14). This kind of temporal metric (‘everyday’) is a key resource in the quantification and ‘regimenta-
tion’ of patients’ habits because it is a standardized or regularized temporal metric (as are metrics such as ‘every week,’
very month,’ etc.). What they have in common is a standard temporal term, joined with the modifier that highlights
the systematic regularity, or periodicity of the event.!

~ While patients can respond to such inquiries with straightforward rates (e.g., ‘a pack a week,’ ‘a six-pack or two a
week’), they can also work to resist this work by the doctor. Fundamentally, the stance some patients take is that while
they drink/smoke, it's not at a level that should be considered troubling or medically relevant.?

In the following data segments, we will be working to understand how patients use the non-standard temporal
metric of ‘occasional’ alcohol use to resist the doctors’ work of formulating one’s drinking practices into an abstract
regularized rate.

Sti-

ich
' Analysis: ‘Occasional’ Drinking

e, ~

Data excerpt #2 [IM/DL/211103]

Dr: De you ahmm (1.2) do you smoke, (0.2)
Pt: Mm hmm (0.2)
Dr: How many packs a day

(0.4)
Pt a pack of cigarettes lasts me two days.
(1.4)
Dr: okay and ah- how many years have you done that.
(0.5)
Pt: sinc:e eighteen.
(1.4)
Dr: °kay® alcohol,
(0.5)
Pt: Alcohol I'll drink occasionally.
(0.4)
like birthdays:: [(.) Thanksgiving]
Dr: [2 head nods ]
Pt (.h) Christmas
(0.5)
Pt [well (new year’s)
Dr: [so not every weekend

P n:o (0.5) n:o (0.3) n:o.
({(shaking head no)).
(1.7)

Dr: and at one sitting how much would you have.
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In line 11 the doctor acknowledges the patient’s response to the prior question (regarding his history of tobaceg
use), and then asks the patient if he uses alcohol. This question is built upon its sequential location, following the
doctor’s earlier question on tobacco use (line 1).

After a delay that presages a dispreferred response,” the patient offers a non-type conforming response (Ray.
mond 2003), characterizing his drinking as ‘occasional.’” The patient initially lets this turn component stand as Possibly
complete, but then expands his answer tumn by offering two instances of drinking occasions (line 15). In overlap wigy
‘thanksgiving,’ the doctor gives two quick head nods, acknowledging the answer expansion and encouraging the patiep,
to continue. The patient further expands his answer (line 17) by offering another holiday that may be an occasion fo
his use of alcohol, and then, after a brief silence, he adds ‘new year’s.” He marks it via his introductory ‘well, treating

this as one that perforce includes alcohol use, and therefore must be mentioned in this calendrical sequence of alcohgl.

use occasions.!”

In overlap with the patient’s addition of ‘new years’ to his list of drinking occasions, the doctor inquires ‘so not
every weekend’ (line 20). This turn (introduced via an upshot marker) serves as a confirmation elicitor, asking the
patient to confirm that ‘every weekend’ would not be an accurate way to characterize his drinking. The upshot marker
and negation serve to contrast this formulation with the patient’s prior characterization of his alcohol use.

Note that the doctor uses a particular temporal formulation in this confirmation elicitor: ‘every weekend.’ He
thereby treats ‘weckend’ as a temporal formulation related to the use of alcohol. His use of ‘every’ serves to highlight
periodicity and regularity of use, as contrasted with the patient’s own formulation of his drinking as sporadic or irregular.
This contrast (between regularized patterns of use, and sporadic occasions of use) is one that both patients and doctors
treat as relevant to alcohol use assessments. Note this well, as it will be a feature of each of these sequences.

Data excerpt #3 [IMdre181103]

1 Dr Do you smoke at all,

2 Pt No.

3 D= "Okay." any alcohol,

4 Pt (‘hhh) ahhm only occasional

5 D Like the holidays

6 Pu Right.

7 Dr: Not on the weekend or anything.
8 Pu No.

In the above data segment, the initial question regarding alcohol use is built sequentially off of the doctor’s earlier
question regarding smoking (cf. data segment #2, line 11, above). To this yes/no question, the patient responds with a
non-type conforming answer: a minimizer plus ‘occasional’ (line 4). By this response, the patient is marking that his
alcohol use can’t be accurately or appropriately characterized by answering yes. The doctor responds by offering a can-
didate ‘type’ of occasion for drinking for the patient to confirm or elaborate upon (line 5). The patient readily confirms
that candidate occasion-type (line 6). Following this, the doctor in line 7 offers a contrasting candidate formulation of
alcohol use periodicity (‘not on the weekend or anything’).

This contrasting candidate formulation of alcohol is similar to the one in data segment 2, line 20 above. The
same standardized temporal metric unit (‘weekend’) is offered, and that metric is presented as a regularized, recurring
time for alcohol use (‘every weekend,” ‘the weekend'’). So in both cases that we have considered, the doctor responds
to the patient’s activity-formulation of ‘occasional’ drinking by eliciting an explicit rejection of a contrasting candidate
alcohol use formulation—one that highlights a regularized pattern of drinking.

Data excerpt #4 [Im/abd/hxZ]

1 Dr Do you do you drink alcohol,

2 P No:

3 ()

4 Occasionallly (just not ah)]

5 D [occasionally ]

6 okay.

7 (0.5)

8 D= How might you drink occasionally

9 Pu Ahh:m parties (.) like (.) birthday parties
10 Dr: [mm hmm ]|

11
12
13
14
15

17
18
19
20
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Pt: [(so) its] not a everyday its not a adl day
Dr: mm hmm, (0.4)

Pt: ahhm (2.0) °I don't like it

Dr: [(yeah)(okay)]

Pt ['m (well) ]I just do it°
0.7
Dr: *mm hmm®
Pt Its not a habit [(or anything like] that)
Dr: [ (okay okay) ]
Dr: ((asks about street drug use))

DTN OO ON TN T 1 e

In line 1 the doctor {employing the yes/no interrogative) asks the patient if she uses alcohol. Here the patient
esponds initially with a ‘type conforming’ response (‘no’) (Raymond 2003). After a brief silence, the patient expands
er answer turn by adding the component ‘occasionally just not ah’ (line 4). Via this answer expansion, the patient
ualifies her initial ‘no’ answer, and shades it into a more nuanced formulation, one that also ‘breaks the mold’ of the
nitial ‘yes/no’ question (Stivers & Heritage 2001, Raymond 2003), and thereby resists formulation by the binary tem-
late: drinker/nondrinker.

In lines 5-6 the doctor acknowledges the patient’s shifted formulation of her alcohol use. He then elicits explica-
on of her self-formulation of occasional drinking (line 8). To this the patient responds with candidate drinking-occasion
parties’), and after a micro-pause, modifies that instance with the category ‘birthday,’ thus highlighting the relatively
benign and limited set of occasions she is invoking via ‘party’ occasions (line 9)."

 The doctor acknowledges this elaboration (line 10), and in overlap the patient expands upon her initial explication
of drinking occasions (line 11). She introduces this expansion via an upshot marker (‘so’) thus casting the utterance to
come as a characterization or reformulation of her drinking behavior. She then produces two negatively formed charac-
terizations of her alcohol use: ‘its not a everyday its not a all day’ (line 11)." It is by now a well worn observation that
when speakers make a negative observation there is generally something special being done, in that in principle there
are an infinite number of negative observations that can be made in any setting (Sacks 1992a, 1992b). By character-
izing her alcohol use as ‘not everyday,” the patient is making explicit that her use is not regularized and frequent. By
stating that her drinking is ‘not all day’ she is further highlighting that individual ‘sittings’ or drinking events are not
prolonged. Via her invocation of these two negative contrastive formulations, the patient is treating these characteriza-
tions (regarding periodicity and duration) as generically relevant in the assessments of alcohol use.

We can now look back to line 4, where the patient expanded her initial ‘no’ answer into ‘occasionally just not
ah." We can now see some possible formulations she headed towards, before abandoning the utterance. These expansions
in line 11 can be heard as retrieving and completing that initial fragment.

In line 12 the doctor acknowledges the patient’s negations, and the patient goes on to add that she doesn’t like
drinking, but simply does it (lines 13 & 15)." In line 18 the patient further expands her answer, offering yet another
negatively framed characterization of her alcohol use (‘its not a habit or anything like that'). Here she explicitly addresses
the potentially habitual nature of drinking, and denies the applicability of that description (or ‘anything like’ it) to her,
to which the doctor responds in overlap with repeated acknowledgement tokens (line 19).

Via her three negatively formulated characterizations, the patient displays the potential relevance of the periodic-
ity, duration, and habitual nature of one’s alcohol use. These are each explicit ways to support one’s own stance as an
‘occasional’ user of alcohol.

Data excerpt #5—[SSMCPC22]

Dr. How ‘bout (.) have you been ah drinker in the past
or [don’t] you drink very much at all.

Pe. [No. ]

Dr. Okay.

Pe. Maybe an occasional wine at ah wedding or somethin
[ don't even do that anymore.

Dr. Uh huh,

Pt Never smoke never drank.

Dr. Does- (.) do anythings run in the family in
particular? (.) Like- that your parents died of?
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In this data excerpt, the doctor asks the initial alcohol use question in a different and rather more complex man.
ner than in the previous examples. In lines 1 the doctor initially asks if the patient has ‘been ah drinker in the past.
Where all the other data excerpts show doctors asking about the activity of drinking, here the doctor is asking thle
patient if she was categorizable (in the past) as a ‘drinker.”* Note that just as the doctor starts to extend and reform,,.
late his question, the patient strongly, with no mitigation and almost no delay, answers the yes/no interrogative wi, ,
type-conforming ‘no’ (line 3).

Just as she does this, the doctor works to offer an alternate characterization for the patient to confirm or rejee,
this one focused on her current behavior (line 2). Following the doctor’s acknowledgement of her answer (line 4), the’
patient offers an answer expansion (lines 5-6). She opens this expansion with a possibility marker (‘maybe’) highligh;.
ing that she may have had ‘an occasional wine at a wedding or something.’ By invoking a drinking occasion such g ,
wedding, the patient is highlighting that whatever drinking she may have done was likely quite sporadic, rather thy,
regular and patterned.’

To claim ‘an occasional wine’ is to claim one drink. Her appended phrase ‘or something’ (line 5) stresses tha j;
would only be at a ‘wedding-type event’ that she would be likely to have a glass of wine. The patient then concludes he;
answer expansion by asserting that she no longer ‘even’ consumes alcohol to that limited degree anymore. Note here her
use of the term ‘even,” whereby she is able to emphasize the ways in which her past alcohol use was quite limited,

In line 7 the doctor acknowledges this answer expansion by the patient. Then the patient characterizes he;
behavior thus: ‘never smoke, never drank’ (line 8).!¢ Via this summarizing self-assessment, the patient asserts that what
drinking she did in the past cannot reasonably be treated as medically relevant. In this light, her shifting answer 1o
the doctor’s initial question about drinking is rather useful for us as researchers. The progressive shifts in her answer
expansions simultaneously demonstrate allegiance to the literal truth of the matter (‘an occasional wine at a wedding
or something’), as well as the situated, relevant answer for the purpose of this visit (‘no . . . never smoke, never drank’).
The patient, in this elaborated answer turn, can show the doctor that she can offer the literal answer, and at the same
time strongly indicate what she takes to be the locally procedurally relevant answer. As it turns out, the doctor here
does not contest either form of her answer.

Conclusion

“What was clearly new, however, in the contribution of the work bell or the city bell used for purposes of work was
that instead of a time linked to events, which made itself felt only episodically and sporadically, there arose a regular,
normal time. Rather than the uncertain clerical hours of the church bells, there were the certain hours spoken of by
the bourgeois of Aire. Time was no longer associated with cataclysms or festivals but rather with daily life, a sort of
chronological net in which urban life was caught,” (J. Le Goff, 1980:48). -

Both the Ong quotation (at the start of this paper) and the Le Goff quotation above describe historical shifts in how
time is culturally rendered, grasped, and managed. Both scholars highlight ways in which time has been ‘rationalized
and standardized. Similarly, in this chapter we focused on two fundamentally different ways that time is used in the
formulation of patients’ alcohol use descriptions. Generally doctors work to elicit a standardized rate of use metric (e.g,
‘six drinks per week’). But there is a fundamentally different temporal metric that patients can invoke: a non-standard
temporal metric of use, such as ‘occasional’ drinking. Invoking this metric is a method whereby patients obviate a physi-
cians’ otherwise standard push to elicit a rate of use.

We have seen in this chapter that doctors and patients regularly contrast invocations of ‘occasional’ drinking with
regularized, rate of use formulations of drinking, and treat the former as obviating the need to elicit or offer the latter.
This analysis of the detailed interactional methods used by patients to claim to be ‘occasional’ consumers of alcohol
advances lines of inquiry in several domains, to wit: the morality of cognition; the data collection practices of institu-
tions; and the broad sweep of quantification in history.

i, The Morality of Cognition

Because every drinker’s alcohol usage can (in principle) be mathematically formulated as a rate of use (a rate per somé
standard temporal unit, e.g., beers/week), it is an inherently interesting social phenomenon when someone’s alcohol
usage is not formulated that way (e.g., when doctors don’t attempt to elicit a rate, or when patients obviate the effort
to do so). As we have seen, patients and doctors can treat some patients’ alcohol use as not requiring or fitting into
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rate of use description. Instead, they treat some types of use as accountably describable as ‘occasional’ (Garfinkel 1962,
1967; Heritage 1984, Hilbert 1992; Drew 1998; Lynch 1991, 2006).

Deeply connected to this point are ‘the ways in which patients display themselves to be accurate, appropriate,
accountable reporters of their behavior, including their alcohol use.!” For example, we have noted that as patients
claim to ‘occasionally’ drink, they take pains to offer those descriptions and characterizations in ways that highlight
the minimal, non-regularized, episodic nature of their alcohol use. Recall here dara excerpt #2, line 19, where the
patient introduces his answer expansion of ‘new year’s’ with ‘well,’ (highlighting this addition as an ‘of course’ occasion
where alcohol almost by definition would be consumed), thereby displaying himself as a reliable reporter of his

13 Pr.  Alcohol I'll drink occasionally.

14 (0.4)

15 like birthdays:: [(.) Thanksgiving]
16 Dr [2 head nods ]
17  Pt.  (h) Christmas

18 (0.5)

> 19 Pt [well (new year'’s)
20 Dr.  [so not every weekend

8 Dr.  How might you drink occasionally

> 9 Pr.  Abh:m parties (.) like (.) birthday parties
10 Dr. [mm hmm ]

11 Pt [(s0) its] not a everyday its not a a:ll day

By using this sort of example, the patient can underscore the kind of event where she would have a drink, and by impli-
cation, the kind of drinker she is. Thus, analyzing the specific features of patients’ invocations of ‘occasional’ drinking
has allowed us to discover details of how patients present themselves to doctors as reliable accountable reporters of their
aleohol consumption.

. Data Collection Practices of Institutions

This chapter gives us a more detailed understanding of quantification as a generic practice, and especially as it is
exhibited in interactions between institutions’ agents and their publics. Contemporary bureaucratic institutions and
their agents work to elicit abstract generalizable quantifications and rates from customers, clients, patients, inmates and
others. Interactions wherein this kind of data is elicited are a central activity of institutions and their agents. Yet we
have described in this chapter an interactional method (‘invoke ‘occasional’ use’) that obviates institutional (in this case
medical institutional) pushes for objectively standardized measures and rates. Thus this analysis highlights a powerful way
hat interactional practices can shape the sort of data that institutions are able to collect (cf. Maynard et al,, 2001).
For institutions, (and institutional interaction) it is helpful to have recourse to ‘occasional’ as a non-standard
metric of use. In its own way, a non-standard metric like ‘occasionally’ can serve to preserve the rationality of quanti-
ative rate of use measures. It can do this by allowing exceptions to the otherwise pervasive push for abstract, regular
ates of use. To not allow for a class of exceptions would mean that doctors would have to relentlessly demand a rate-
f use formulation from every patient. (Recall, any alcohol use can (in principle) be formulated as a standardized rate).
A relentless push for standardized rates of use could take a patient’s two drinks at New Year’s, two at Christmas, and
ethaps six total at various birthday parties, and generate a rate of 0.192 drinks/week. While mathematically correct,
Deither patients nor doctors would treat this as a reasonable description of one’s alcohol use. (Indeed, following Bloor
(1978) such a rate might be termed an ‘abomination.’) Hence it is not surprising that we have interactional methods
or ‘exception-barring.” Allowing for the use of ‘occasionally’ is a way to deal with what otherwise might be exceptional
Monsters’ for standardized quantification, thereby preserving the rationality of rate of use measures.

©w

s

O



328  Halkowski

ii. Quantification as a Historical Process

The ability of patients to interactionally obviate doctors’ push for a rate of use is a fascinating exception to a well-dog,
mented historical movement, whereby measures have increasingly been standardized, regularized, abstracted and thereky,
rendered comparable with other data from a population (Clanchy 1993, Crosby 1997, Porter 1996, Hilbert 1992). \

The work of bureaucratic institutions for the last several centuries exemplifies this pervasive expansion of quangjf.
cation (Porter 1996), and yet we have here described an interactional method that cuts against the grain of this rathe,
strong geographically and historical dispersed phenomenon.

In this chapter I have attempted to explicate ways that doctors and patients use standardized and non-standarg.
ized temporal metrics. The institutional push for standardized ‘rates of use’ can be seen as a broader ‘regimentation of
the habitus’ that occurs in medical interactions (Halkowski 2007). In numerous ways patients’ habits and practices are
interactionally rendered as standardized and comparable quantities (Halkowski, 2002, 2006b, 2007). The work doc.
tors do to elicit and generate these counts and rates (and patients’ work to sometimes resist this) is a crucial realm of
practices for researchers to investigate. The centrality of these practices for institutions, and the ways they can become
contentious for agency and individual, make them a perspicuous site for the investigation of social order’s generation
and maintenance.

Notes

1. ‘Answers yes' here is a gloss for the numerous and sometimes quite subtle ways that patients affirm that they use tobacco
or alcohol. See Halkowski (2006b) on other ways that patients respond to the questions ‘do you smoke/drink?

2. For an analysis of this work, see Halkowski, 2002.

3. See Halkowski 2007.

4. On the ‘people processing’ work of institutions, see Zimmerman (1971), Maynard (1984), Drew & Heritage 1992, Maynard
et al., 2001.

5. Similar analyses of doctor-patient discussions of tobacco use are in preparation. See Halkowski 2007.

6. Oxford English Dictionary.

7. This is not to suggest that such temporal terms are always treated as stable. In some cases temporal terms like ‘day’ can
be ‘decomposed’ by the patient. (For example, one patient, responding to a doctor’s question states “I work third shift, so my days
are not your days”).

8. Thus one patient, asked how much she smokes, responds, ‘I'm not a heavy smoker, if that's what you're talking about.’

9. In primary care tobacco and alcohol assessment discussions, patients demonstrably treat some answers to ‘do you smoke/
drink? as ‘preferred,’ by offering them with little or no delay, no mitigation, and no accounting. Indeed, when a patient can answer
by saying not simply ‘no,’ but ‘never,’ they will do so (Halkowski, 2002).

10. It is by such subtle shadings as this introductory ‘well’ that patients demonstrate themselves to be accurate, appropriate,
and accountable reporters of their behavior when speaking with their doctor. For more on how people show themselves to be ‘good
patients, see Halkowski (2006).

11. Note the emphasis on the first syllable of ‘birthday.” This can be a way of contrastively marking this type of party as distinct
from other types of parties. Emphasizing ‘birthday parties’ can be a way for the patient to highlight that she is not a heavy ‘partier,
but simply one who attends birthday parties. l.e., these are not regular, frequent parties, but annual parties.

12. Compare this turn with the prior two data excerpts, wherein the physicians elicited just such a confirmation from their
patients.

13. We can briefly note the contrast the patient offers between ‘liking it’ and ‘doing it." This contrast appears to assert that
alcohol use has no special claim upon her, but is simply (or ‘merely’) a practice. Of course, any claim that something is ‘simply’ %’
is itself interactionally delicate or problematic, in ways that Sacks (1992a) and Garfinkel & Sacks (1970) have demonstrated.

14. Note that the patient is expected to hear ‘drinker’ as referring to the consumption of alcohol. This is one way that the
patient is seeable as orienting to this as a medical encounter.

15. By invoking weddings as the sort of events wherein she would ‘have an occasional wine,’ the patient is almost literally
claiming to be a ‘ceremonial’ drinker, i.e., one who only by sense of communal obligation raises a glass for the wedding toast.

16. Earlier in the discussion the patient was asked if she was ‘a smoker, or a past smoker,” to which she responded, ‘never’

17. This is part of the way people do: ‘being a good patient.” Cf. Sacks 1992, Halkowski 2006.
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