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Abstract 

Drawing on an ethnographic study of teamwork in Critical Care Units (CCUs), this chapter 

applies Henri Lefebvre’s (1991 [1974]) theoretical insights to an analysis of clinicians’ and 

patients’ embodied spatial practices. Lefebvre’s triadic framework of conceived, lived, and 

perceived spaces draws attention to the role of bodies in the production and negotiation of 

power relations among nurses, physicians, and patients within the CCU. Three 

ethnographic vignettes—“The Fight,” “The Parade” and “The Plan”—explore how 

embodied spatial practices underlie the complexities of healthcare delivery, making 

visible the hidden narratives of conformity and resistance that characterize 

interprofessional care hierarchies. The social orderings of bodies in space are 

consequential: seeing them is the first step in redressing them. 
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Introduction 

Within the last two decades, the sociology of space has emerged as a fertile field of 

theoretical and empirical inquiry across the disciplines of geography, philosophy, cultural 

anthropology, architecture, environmental science, linguistics, cognitive science, and 

performance studies. From global networks (Castells 1996) and cities (Blum 2003) to 

cognitive processes (Levinson, 2003) and sexual practices (Green et al. 2010), spatial 

sociologists have sought to demonstrate how individuals and groups transform physical 

space into social space, where human actions and symbolic interactions in turn transform 

physical realities (Gieryn 2000, Urry 2004 [2001], Werlen 1993). In these processes, the 

human body emerges as the primary locus of meaning making. At once occupying and 

experiencing space, bodies are both objects and subjects that constitute the core of all 

social practice. The body is at once what we have (i.e. flesh and blood occupying physical 

space), who we are (i.e. an identity or self-image imagined and ascribed), and what we do 

(i.e. the bodily practices that make us social beings) (Waskul and Vannini 2006).  

As commonplace as it now seems, the notion that bodies are creators and mediators of 

social space is one that has received comparatively little attention in the sociology of 

healthcare practices. With some exceptions (Angus et al. 2005, Dyck et al. 2005, Mol 

2002, Mol and Law 2004, Mesman 2009), accounts of healthcare delivery have generally 

shied from probing the body in space. Under the thrall of modern medicine’s “clinical 

gaze” (Foucault, 1963), healthcare systems figure as scientific-rationalist machines 

providing biomedical “solutions” to bodily “problems” through the efficient deployment of 

human and technological resources. Healthcare spaces such as hospitals, clinics, and 

wards are physical settings in which patient bodies are to be sheltered, treated, and cared 

for, designed accordingly to accommodate and facilitate the clinical practices of care-

giving (McGann 2013).  

Our aim in this chapter is to interrogate the dominant discourses of the disembodied 

biomedical model, exploring how bodies at once shape, and are shaped by, the social 

spaces in which they move. To this end, we draw on the theoretical insights of French 
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philosopher Henri Lefebvre, particularly in his wide-ranging seminal text The Production 

of Space (1974), to analyse a set of empirical data collected during a year-long 

comparative ethnographic study of team interactions and patient care in four Critical Care 

Units (CCUs) in two American cities (Paradis et al. 2014). Lefebvre (1974) regards the facts 

of embodiment as fundamental to socio-spatial life: “Considered overall, social practice 

presupposes the use of the body: the use of the hands, members and sensory organs, and 

the gestures of work as of activity unrelated to work” (p. 40). His theory attends to both the 

embodied and disembodied dimensions of social space: space perceived by living 

subjects and conceived as abstract objects. For Lefebvre, the dialectical links between the 

material and symbolic dimensions of space trace a conceptual triad of conceived space, 

lived space, and perceived space—concepts that transact with, even as they transcend, the 

categories of Cartesian dualism.  

Reserving a fuller definition of the spatial triad for the next section, it is worth noting for 

now that the intuitive usefulness of Lefebvre’s framework has led many scholars to adopt 

and adapt it for their analytic purposes (McGann 2013, e.g. Buser 2012, Carp 2009, 

Fincher and Iveson 2008, Watckins 2005). In this chapter, we explore the affordances of 

Lefebvre’s conceptual vocabulary for critiquing the dominant epistemological and 

ideological paradigms of healthcare delivery. Focusing on the embodied spatial practices 

of healthcare in the hospital CCU, we seek to address the following questions: How do the 

bodies of clinicians and patients interact within the abstract and material spaces of 

healthcare delivery? What relations of power are negotiated through the embodied spatial 

practices of clinicians and patients? Using Lefebvre to study healthcare delivery highlights 

the generativity of embodied spatial practices as they enact, and react to, the social 

orderings of bodies, thereby revealing the dialectical tensions between conceived and 

lived space. Our chapter aims to make visible what the body does in the clinical 

environment in three interpretive narratives that we call “The Fight,” “The Parade,” and 

“The Plan.” 
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Embodying Space through Lefebvre’s Theory1

Writing in the wake of the French student protests of the late 1960s, Lefebvre (1991 

[1974]) saw space as a construct of power, embodying the social relations of production 

and consumption within the political economy of Western capitalism. Lefebvre argued 

that while capitalistic modes of production had subjected human bodies to a 

homogenizing, functionalist work order, human bodies nonetheless played a disruptive 

role in the constitutive relations between space and power (Stewart 1995). Echoing the 

insights of Nietzsche, Bakhtin, Foucault, and de Certeau, Lefebvre maintained that any 

resistance to the status quo must begin with the body. 

Lefebvre’s conceptualization hinges on three “moments” in the social production of space: 

conceived, lived, and perceived space2 (Lefebvre 1991 [1974]). Conceived space is the 

physical space constructed by cartographers, urban planners, architects, and 

mathematicians, which function as abstract referential frames for anchoring, ordering, and 

controlling the messy complexities of social life. From geographic maps and architectural 

schemas to organizational plans and statistical operations, conceived space is the product 

of scientific rationality, conceived through the codifications of knowledge experts who 

wield epistemological authority over representations of reality.  

Lived space indexes a way of knowing that is more informal, personal and embodied than 

the formal, detached, and abstracted languages of expertly conceived space. Lived space 

is created by humans through their everyday experiences, flowing from their feelings and 

                                                             
1 Our intention in this chapter is not to impose a theory of “best fit” on our empirical data, but 
rather to experiment with theoretical instruments in an act of interpretive license. Theoretical 
framing is always an exercise in exclusion, and many social theorists have contributed to our 
understanding of spatial embodiment (e.g., Foucault, Bourdieu, Merleau-Ponty). They are 
theoretical alternatives to be set aside for the moment in favour of Lefebvre, whose writing 
appealed to us for its focus on the spatial embodiment of social practices. 
2 In Donald-Nicholson’s (1991) translation of Lefebvre’s text (c.f. Lefebvre, H. (1991 [1974]). The 
production of space (Trans. Donald Nicholson-Smith). Oxford, UK: Blackwell), this triadic schema 
is referred to as representational space, representations of space, and spatial practices. Throughout 
our analysis, we have chosen instead to use the terms lived space, conceived space, and spatial 
practices respectively for the sake of conciseness and clarity. 
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perceptions of the multiple meanings that imbue a particular space or body. As much as it 

emerges from the individual’s felt and imagined experience, it is “directly lived through its 

associated images and symbols, and hence the space of ‘inhabitants’ and ‘users’” of a 

space (p. 39, emphasis in original). This is not the mental space of formal abstractions and 

logical-mathematical concepts, but the lived space of passionate embodied experience—

one that finds rich expression in symbolic representations, whether through literature, art, 

or other modes of creative expression. 

Finally, perceived space is the space of spatial practices. Spatial practices can range from 

interpersonal gestures at the micro level, to social practices of everyday life, to the 

political actions that create systems of spatial distribution such as zoning and international 

borders (Urry 2004 [2001]) at the macro level. Lefebvre sees “gestures” as a specific social 

code shared by, and understood through, the body. “Gestural systems,” writes Lefebvre, 

“embody ideology and bind it to practice. Through gestures, ideology escapes from pure 

abstraction and performs action” (p. 215). Gestural systems are socially produced, 

culturally situated, and individually embodied; they express the attitudes, beliefs, and 

values of individuals as well as those of dominant groups. The perceived space of social 

practices resides in the immanent tensions between conceived space and lived space, as 

individuals mediate between the objective frames conceived as official knowledge and the 

subjective realities of their own lived experiences. Implicit in these mediations are the 

ways in which power is both asserted and contested, reproduced and reconfigured. As 

Lefebvre asserts, perceived space “also serves as a tool of thought and of action; that in 

addition to being a means of production it is also a means of control, and hence of 

domination, of power” (p. 26). Spatial practices enable both conformity and predictability 

on the one hand, and subversion and transformation on the other. To study embodied 

spatial practices is to pay attention to how bodies—whether docile or agentive—act 

within and against the spatial limits demarcated by those in power (Bhabha 2004, Soja 

1996). In what follows, we show how Lefebvre’s spatial triad can help to elaborate the 

embodied relations between structure and agency, reproduction and resistance. In 

particular, we seek to understand how the bodies of medical professionals—along with 
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their embodied markers of race, gender, body size, and profession—interact with 

conceived space, create their own lived space, and enact perceived space. 

Methodology 

Our methodological approach eschews any claim to “generalizable” findings, insofar as it 

draws on an interpretivist paradigm of scholarly inquiry and, more specifically, offers to 

flesh out the contours of Lefebvre’s theory. The first and last authors conducted all data 

collection and fieldwork presented in this study, which included ethnographic 

observations, interviews and shadowing sessions with clinicians. They met regularly to 

discuss emerging concerns and understandings, and to agree on further lines of inquiry. 

The role of bodies in structuring care processes was identified as a focal area early in the 

study by the first author, who had studied embodied and gendered interactions in a 

boxing gym (Paradis 2012). Early on, then, fieldwork attempted to document the bodily 

aspects of care activities. The second author was brought in for his expertise in social 

theory and to contribute a fresh perspective on our data. The analysis that follows draws 

primarily on ethnographic observations and semi-structured interviews with CCU 

clinicians. 

Data analysis started with the extraction of all body-related ethnographic field notes from 

our dataset by the first author. After an initial selection of fifty particularly rich events 

(Emerson, Fretz, and Shaw 1995), we each parsed through the data excerpts and engaged 

in open, inductive coding independently. Convening to compare and contrast our 

interpretations, we then generated several working themes around the categories of 

“bodies” and “space,” and evaluated the potential of different social theories of space for 

enriching our analyses. This process of dialogic, exploratory analysis led us to consider the 

potential usefulness of Lefebvre’s spatial triad in making sense of the embodied, spatial 

dynamics of social interactions in the CCU. A second round of focused coding was then 

carried out on a subset of seven stories that we considered particularly evocative. The 

resultant write-ups, drawing on a Lefebvrean analysis of three chosen vignettes, constitute 

our shared interpretation of the ethnographic data.  
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Our analysis argues for the utility of interpretive research, in critical response to the 

hegemony of positivist methodologies in bio-medical and clinical research (Green and 

Thorogood 2009). Specifically, we look to a rich tradition of narrative research, which 

encompasses the genres of biographical writing, autoethnography, and case narratives 

(Polkinghorne 1988, Clandinin and Connelly 2000), for inspiration. While acknowledging 

longstanding debates over the “crisis of representation” in ethnographic writing and 

qualitative research (Geertz 1988), we invoke the postpositivist premise that all social 

phenomena exist as multiple, complex realities that precede and exceed the 

representational powers of language (Lincoln, Lynham, and Guba 2013). Notwithstanding, 

the language of written narratives construct versions of “truth” as subjective 

representations of lived experience. Under this principle, attempts at scientific objectivity 

through the act of interpretation are self-evidently futile, and we thus present our 

interpreted/interpretive data fully as our own. 

Featuring attempts at “thick description” (Geertz 1973), the narrative vignettes based on 

our ethnographic data can be read as literary exercises in fleshing out the living, lively 

complexity of social phenomena. Our aim is to penetrate the surface structures of plot, 

characters, and setting to explore the hidden narratives of human action and motivation. 

More trenchantly, our interpretive narratives aim to confront the twin enemies of 

interpretivism, which Lefebvre (1991 [1974]) refers to as the “illusion of transparency” and 

the “realistic illusion.” The first “illusion of transparency” purports to unveil all things 

hidden and symbolic through a totalizing comprehension: “[a]nything hidden or 

dissimulated—and hence dangerous—is antagonistic to transparency, under whose reign 

everything can be taken in by a single glance from that mental eye which illuminates 

whatever it contemplates” (p. 28). The second, “realistic illusion” sees material surfaces as 

yielding more truth than their symbolic representations, a view predicated on “the 

mistaken belief that ‘things’ have more of an existence than the ‘subject,’ his thought and 

his desires” (p. 29). Lefebvre’s critique of the illusions of empiricism—which see “truth” as 

an observable, unified reality— joins forces with the poststructuralist paradigms of 

narrative inquiry, placing the burden of proof on the creative reconstruction, rather than 
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the mimetic representation, of reality. Implicit in our methodology for this chapter is the 

desire to penetrate the illusions of transparency and realism through the very act of 

subjective transcription, description, and interpretation. Ultimately, our intention is to 

move beyond questions of validity (e.g., Are our findings valid? Are our observations and 

observational instruments reliable?) towards questions of consequentiality (e.g., How do 

our interpretations resonate with the subjective experiences of our readers, rousing both 

judgment and sympathy? How might they move people to transform policies, programs, 

and practices around interprofessional collaboration and patient care?). The latter point on 

consequentiality (i.e. the question of “so what”) will be taken up again in the chapter’s 

conclusion. 

The Fight: A nurse’s lived experience of interprofessional rounds 

In this first vignette, we show how a nurse, Zoe, experiences interprofessional rounds as 

an embodied space of contention, a fight between herself and physicians. We have 

described elsewhere the nature and purposes of rounds in the CCU (Paradis, Leslie, and 

Gropper 2016), but here it suffices to know that rounds are professionally and socially 

sanctioned spaces where clinicians in the CCU come together to discuss patients. 

Grounded in both physical and social space, rounds are the “clearing house” where senior 

and junior physicians meet with their colleagues in the other professions (mostly nurses 

and pharmacists) to share, solicit, and analyse data about their patients. This supposedly 

collaborative arrangement is a ritualized effort to design more holistic care plans for 

patients from a multiplicity of physiological, psychological, and social perspectives. Zoe 

describes a common practice in the CCU: rounds, constituted by the bodies of participants 

and the props they carry, seem to fill most of the space available to them. These rounds 

counted between 5 and 15 participants, each jockeying for position with one another 

within more or less circular huddles in the units’ hallways.  

Zoe is a white CCU nurse in her late 50s with decades of experience across a variety of 

clinical contexts. Tiny and wiry at about 80 pounds (36kg), Zoe is always active and 

attentive to patients’ needs on the unit. She sees one of her key roles as advocating with 
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physicians for her patients’ needs, and she speaks quickly, clearly, and with conviction. 

The assertive authority of her voice stands in seeming contrast to her physical stature. 

To discuss what she calls her “strong opinions” about the hospital and CCU 

administration, Zoe asked to meet away from the workplace. By asking to meet in a 

neutral space “outside”—a sunny patio near her home—she ascribes to the study hospital 

the idea of a limiting social space, one where her subversive views about collaboration in 

the CCU would not be welcome. The hospital where she works is a space where her own 

interests, and those of her patients, are sometimes orthogonal to other, more powerful 

imperatives. Elise met her over iced tea in the fall of 2013, and Zoe shared her lived 

experiences of rounds through expressive nonverbal gestures and language.  

Elise: So one of the things that I have noticed is when they [the physicians] do 

their rounds, they make a circle. 

Zoe (RN): Right [sharply], try and get around them, it’s close to impossible. 

Zoe’s voice, clipped and animated, makes audible her frustration as she constructs 

her lived experience of rounds as an obstacle. For her, the physical act of navigating 

the space around physicians’ bodies and conversations is often “close to 

impossible.” The interview continues: 

Elise:  Anything else you notice about their circle formation? 

Zoe: Well, you have to fight to get in it. As a nurse, as a person at the bedside, I 

will walk through the whole thing. I’ll say, “Excuse me,” and I’ll kind of go in there, 

and I want to hear.  

Zoe sees the spatial practice of rounds as dominated by physicians’ interests and bounded 

by the close proximity of bodies. She must “get around” physicians to do her work, or “go 

in[to]” the circle to hear and be heard. Her lived space is experienced as an 

interprofessional “fight”—a physical battle for professional space. As part of her perceived 

space of embodied spatial practices, she mobilizes her body to “walk through the whole 

thing,” connecting her mission to “get in” with her professional identity as a nurse, 
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someone “at the bedside” who has a real stake in the conversation about the patients she 

sees as hers. The tropes of “fighting” and “getting in” reflect bodily experiences of struggle 

and penetration, illustrating how metaphors play a constitutive role in our embodied 

perceptions of everyday experience (Lakoff and Johnson 1980, Varela, Thompson, and 

Rosch 1991). Here, martial metaphors underscore the lived space of conflict that Zoe 

inhabits as a recipient of symbolic violence within the professional hierarchy of medicine, 

an outsider in medicine’s conversations: 

Zoe:  I want to be kind of near to the attendings because they (junior physicians) 

are directing things towards the attending. I want to hear that information. I want to 

hear the attending. And sometimes it’s really hard to get in there. Sometimes they 

[the physicians] sit in front of you.  

Since attending physicians (also known as staff or consultants outside the United States) 

are at the top of the medical hierarchy, junior physicians routinely direct their oral patient 

reports towards them. Physicians’ voices are material, and participate in Zoe’s lived 

experience of rounds, shaping her embodied perception of the social spaces of 

interprofessional inclusion and exclusion. To be within hearing range of the conversation, 

Zoe must try to position herself near the attending physician in what is already a crowded 

space. Standing near the attending physician requires Zoe to navigate the bodies of the 

many clinicians who share her goal: to hear and be heard. When physicians “sit in front of 

[her]”, physically blocking her entry to the critical conversational zone, she is made to feel 

out of place, an “outsider” dispossessed of the care space. The spatial practices of 

physicians impede her work as an embodied collaborator: she cannot participate in a 

conversation that she cannot hear.  

Zoe further describes what she perceives to be a gendered component of this behaviour, 

which she calls “male space”: 

Zoe: And also I’m real sensitive to male space. Even though there’s a lot of 

women there that will do the same, but mainly I’m really sensitive to a lot of that 

male space because they’re like this. [Zoe stands up and uses her body to imitate the 
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posture that she finds offensive.] And it’s like, “Are you kidding me?” You don’t 

really see a woman doing that. 

Elise [verbalizing Zoe’s physical moves]: Yeah, hands on their hips. 

Zoe: Like this. 

Elise [still verbalizing]: Shoulders wide. 

Zoe: Yeah. The other day this guy hit me. He was twirling his stethoscope, and he 

hit me with it. I’m like … 

Elise [laughing nervously]: Wow. I’m sorry. 

Zoe [sitting down]: I’m like, “For God’s sakes.” I’m like, “Hey.” And he goes, 

“Oh.” He didn’t say sorry or anything. And in my mind I was like, “The next time 

you hit me with that, you’re going to, you’re going to hear it dude.” It’s a real thing 

about male space. Women don’t quite take up as much space. 

Elise: Yeah. 

Zoe: But if you say, “Excuse me,” and they don’t move out of the way a couple 

times, and I'm like, “Excuse me,” and then I’ll touch them. I generally don’t touch 

people, you know. 

Zoe physicalizes her internalized image of “male space”: hands on hips, shoulders wide. 

Her experience is viscerally felt and received, and in turn vividly evoked through her 

bodily dramatizations. She makes visible the spatial practices of the “male” (physician) 

bodies that impinge on her own lived space. While Zoe realizes that some women 

physicians also behave in the way she describes, she nonetheless associates this enlarged 

posture with men’s larger physical statures—a view seemingly reinforced by the high ratio 

of men to women among CCU physicians. Zoe’s embodied experience of space as it 

intersects with gender, physical size, and professional status makes her see the spatial 

practices of physicians as attempts at claiming and defending a professional gendered 

authority. When men physicians sit in front of her, stake out space with their arms and 
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shoulders, or hit her with their careless use of a prop, she reads these as spatial 

manoeuvres that reinforce her sense of embodied vulnerability and marginality. Yet “as a 

nurse,” assigned to stand “at the bedside” of her patients within the conceived space of 

the hospital’s spatial division of labour, Zoe is determined to “get in” and “fight.” 

The Parade: Mr Grey temporarily disrupts physicians’ spatial 

practices 

Mr Grey is a white emaciated homeless man whom the CCU staff refer to as a “frequent 

flyer” because of his short but regular hospital admissions for a pulmonary condition. He 

is the kind of patient that few nurses like and many avoid (Leslie et al. 2017). Spirited and 

cantankerous, he refuses to play the docile sick role described by Parsons (1951), often 

calling for assistance and demanding high service standards in defiance of the unit’s 

middle class standards of decorum. If the highly-skilled Zoe was disadvantaged as a nurse 

during interprofessional rounds—fighting to gain space alongside her physician 

colleagues—the ill and socially-outcast Mr Grey could be seen as entirely powerless when 

it comes to influencing rounds. 

The conceived space of the CCU, designated by architects, infection control specialists, 

and information technologists, consists of a series of individual rooms that resemble 

“goldfish bowls” in which patients are subject to the near-perfect panoptic surveillance of 

nurses and physicians. Patients’ bodies are cared for in these spaces by being continuously 

monitored through a technological apparatus of eyes, probes, and instruments. Only 

hospital gowns, sheets, and a paper-thin curtain can shield patients from the gazes of CCU 

professionals, visitors, and ethnographers. Yet, beyond the protective veil of a gown, sheet 

or curtain, probes and instruments constantly report out patients’ bodily functions to local 

and remote computer screens. The aggregate of these digital data, functioning as 

“objective” measures of a patient’s condition, become part of the conceived space of 

physician-initiated diagnostics, assessments, and prescriptions  
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Mr Grey embodies a lived space of his own. Early on an October 2013 morning, a 

medical team of seven physicians begins rounding at Mr Grey’s bedspace. As is typical 

practice on this CCU, they choose to stand outside, in the hallway. Their bodies and 

equipment—including a rolling chart desk and two mobile computing stations—jam the 

passage. This encourages all but the most determined nurses—nurses like Zoe in the 

previous vignette—to reroute themselves. Leaving the curtain at the doorway of Mr Grey’s 

bedspace drawn, the physicians begin discussing his case, only to have him intrude upon 

their conversation as a disembodied voice from the other side of the yellow cloth.  

“Hey doc!” cries Mr Grey, “the drugs aren’t working. I’m in a lot of pain here.” His off-

stage attempt to garner more narcotics is followed up with a threat: he will discharge 

himself from the CCU against medical orders if his demands are not met. Eventually, a 

promise returns from the physicians’ side of the curtain: “Someone will stop by later, Mr 

Grey.” Meanwhile, the rounding troupe moves off to an assembly point further along the 

hallway. While Mr Grey’s lived space within the CCU is defined by the corporeal 

urgencies of a body in pain, the spatial practices of the rounding physicians reflect the 

professional exigencies of the clinical gaze. Mr. Grey and his fellow patients on the CCU 

are housed in rooms that feel like goldfish bowls – their bodies open to monitoring by 

eyes, probes, and instruments. Within the conceived space of official rounding schedules, 

doctors examine a series of disembodied data representations – vital signs, oxygen 

saturation levels, drug pump flow settings, radiographic images of organs and 

obstructions.  As a troupe, they enact a professional calm that can stray into coldness as 

they duly, and dully, work through the data undistracted by patients, visitors, or other 

clinicians. Typically, interactions between physicians and patients happen either prior to 

rounds (when junior physicians collect data to present at rounds) and after rounds (when 

physicians follow up on the care plan by explaining it to the patient). In this way, rounds 

occupy a conceived space of official work schedules, insulated from patients’ lived 

spaces. 

Later, an unexpected parade begins. The rounding troupe has moved on to occupy the 

hallway outside a different goldfish bowl. The senior resident begins his presentation, 
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reading from the screen of his mobile computing station. As he finishes outlining the 

admission history of the patient behind the curtain, and transitions into a head-to-toe 

description of her condition, George (the unit’s occupational therapist) and Mr Grey 

appear at the west end of the hallway. Encouraged by George, Mr Grey is using a walker 

to round the corner, proceeding east along the hallway. With no apparent eye contact 

between George, Mr Grey, and members of the rounding troupe, the physicians break 

their claim on the hallway space. They quietly roll their equipment out of the way, and 

what was previously a logjam thins out and spreads itself along the walls. Neither Myles 

nor Elise has ever seen rounds broken like this, as “crossing” the rounds typically involves 

picking your way through the huddled crowd. In contrast, Mr Grey proceeds like Moses 

through the Red Sea, walking at a stately pace and exclaiming to the rounding troupe: 

“Excuuuse me! Pardon Me!”  

By suitably playing the sick role—that is, by agreeing to participate in treatment with 

George—and making a spectacle of it, Mr Grey stages a performance of mock compliance 

that appears to usurp the rounding physicians’ usual claims to space, making them 

redistribute themselves and their furniture along the walls with reverential haste. The 

physicians, who have, up until this point, maintained the fiction that the senior resident’s 

discussion of the woman behind the curtain is continuing and at the centre of their 

attention, are pressed against the walls with only their mobile computers separating them 

from Mr Grey. As he gets to the end of the troupe with George in tow, he turns to the 

closest available white coat—a junior intern—and says, before moving on: “Hey doc, the 

drugs aren’t working! Just get me outta here.” The troupe then reassembles and continues 

as if nothing has happened.  

It is noteworthy that while Mr Grey’s lived space is, like Zoe’s, very much dominated by 

the (in)attention of physicians, his brief assumption of the “good patient” mantle returns 

the conceived space of the CCU hallway to the intentions of its architects: a space 

designed for transit and movement. The interruption is clearly fleeting, and as much as Mr 

Grey cares little about the architect’s conceptual vision, the infection preventionist’s 

vectors, or the technology provider’s schematics, he is more interested in re-appropriating 
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the physicians’ space and attention for his own means. His unimpeded passage shows 

how the conceived spaces of exclusion and inclusion in the CCU can be disrupted, albeit 

fleetingly, by the spatial practices of individual agency. While Mr Grey succeeds 

momentarily in displacing the CCU’s spatial norms, his parade and his retinue—an 

apologetic occupational therapist—leave him with no more access to the drugs he wants 

than when his disembodied self was a mere voice behind the curtain. It is a victory for the 

Parsonian sick role—a role firmly entrenched in the conceived space of hospital 

medicine—rather than a triumph of the patient’s lived space of personal designs and 

desires. Once the parade is over, the sick patient’s usual status is re-assumed, and the 

doctors’ monopoly over the hallway is reasserted. 

The Plan: James’ tactical use of bodies 

The contemporary rhetoric of interprofessional collaboration suggests a democratic ideal 

where someone’s rational arguments, supported with data, should hold power in 

collaborative decision-making. Unfortunately, as we have seen in the case of Zoe, 

material and status barriers in the conceived space engendered by clinical hierarchies 

constrain the ability of nurses to “incorporate” themselves into the spatial practices of 

CCU rounds (see also Long et al. 2006). In this third vignette, we show how one male 

nurse, James, uses both his body and that of his patient to engage in interprofessional 

conversation and action. While we tell the story of an exceptional individual here, Myles 

and Elise saw similar tactics mobilized by other nurses to stage or display the complexity 

of their patients’ situation and thus force physicians to listen to them. 

James is a white CCU nurse in his late forties, about six feet tall, broad shouldered, and 

quite muscular. He sports a short crew cut and wears his facial hair in a perpetual state of 

scruffiness. He speaks with few, carefully chosen words in a low but loud voice, and is 

respected by both his nursing and physician colleagues as an experienced and 

knowledgeable nurse.  

One day in late fall, 2012, Elise was observing him at work with Mr Clark, an Asian 

homeless patient with a substance abuse problem. Mr Clark was admitted because of a 
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gastrointestinal bleed, and his alcohol withdrawal symptoms were making him belligerent 

and dangerous to himself and others. To manage Mr Clark’s behaviour and force him to 

stay on the unit, James called security twice, and obtained orders from physicians to tie 

him to his bed using restraints. The hospital’s care and treatment policies—supported by 

state law—allow clinicians to confine individuals who are a danger to themselves, and 

thus Mr Clark is forcibly strapped to his bed, his body held captive to the conceived space 

of hospital treatment regimes. Under the watchful scrutiny of the modern hospital’s 

clinical gaze, both his inputs (sedatives, fluids, dietician-approved foods, but no alcohol!) 

and his outputs (blood in the stool?) are closely monitored, first by his bedside nurse, and 

then by the medical team through his medical record.  

While restraints successfully confine the patient’s body and spatial practices, they fail to 

contain the corporeal and symbolic realities of the patient’s lived space. Held in place 

against his will, Mr Clark continues to swear loudly, writhing and thrashing in painful 

protest against the hospital’s clinical protocols. Mr Clark is still screaming as a group of 

four physicians in street clothes and white coats stop in front of his room for their morning 

rounds. He threatens to leave while tugging violently on his restraints. Meanwhile, James 

is sitting silently at his workstation in front of the computer, apparently unperturbed. The 

rounding physicians position themselves right by James, but stand with their backs turned 

to him. Dr Reddy (a second-year resident) is in charge of presenting Mr Clark’s case to the 

group, and she does so while standing with one arm holding her notes and the other 

resting on the back of James’ chair. Her body erects a physical barrier between James and 

the physicians, while her nonchalant posture physically and symbolically excludes him 

from the circle. The attending physician and the other residents are listening intently as 

she presents her head-to-toe assessment, lab results and trends. Realizing that she lacks an 

updated value for her presentation, she takes a step back to ask James, who is temporarily 

included in the circle. He answers and she steps back into the circle to repeat the value, 

jettisoning him from the circle again. Dr Reddy’s bodily spatial practices assume a 

mediating role between the physicians’ clinical expertise and the nurse’s professional 

understanding of the patient, acknowledging both sources of knowledge as crucial in 
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examining the patient’s history and creating a care plan. Yet significantly, it is the 

physician’s voice that speaks on the nurse’s behalf, tacitly acknowledging the latter’s 

authority—or at least, the authority of the data that he relays—while excluding his body 

from the circle. 

Up to this point, the power dynamic recalls what Elise and Myles have seen countless 

times: physicians dominating the conversation during purportedly interprofessional 

rounds, physically excluding other professionals and only temporarily including them to 

suit their own needs (Paradis et al 2016). In this instance, a spatial interruption occurs 

when the physicians start discussing their care plan, which includes a gastrointestinal 

scope and the need to involve “psych” (i.e. psychiatry). At this point James stands up and 

leaves his chair, turning around to physically join the circle. He is taller than two of the 

physicians and certainly more physically imposing than all of them. His sudden, emphatic 

movement gets their attention and interrupts their planning. The materiality of his body 

and the contrast between his posture and his earlier passivity command a hearing. 

“This patient is really aggressive, very aware,” he announces, “and he knows tomorrow is 

Thanksgiving and he wants to go home to celebrate.” Mr Clark is unlikely to consent to a 

GI scope for this reason, he continues, and since there are no surrogate decision-makers 

on file, it is unlikely that they will be able to run the tests they need to ascertain whether 

his bleeding has resolved. As James speaks, Mr Clark continues thrashing, swearing, and 

screaming loudly, as if to assert his spatial presence as the audible subject and object of 

the round’s investigations. With Mr Clark’s palpable protestations acting the part of a 

chorus, James then reminds the physicians of key organizational details that they have 

missed in constructing their plan: “[The] GI [service physicians] will not be giving a 

verdict until 3pm, and psych will be gone then. Which means there won’t be a 

discharge.” He suggests that if they are to have any luck with discharging Mr Clark for 

Thanksgiving, a psychiatric assessment would be necessary. In light of James’ 

contribution, the physicians begin to consider scheduling issues, and come to agree that a 

rushed discharge would be counter-productive, despite encouraging signs of healing. They 
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concur with the nurse’s prognosis that the patient, being violent and delusional through 

alcohol withdrawal, will likely go out to binge drink as soon as he gets out.  

Reflecting on Mr Clark’s disruptive behaviour after this episode, James shares with Elise 

how he has learned, where possible and when necessary, to delay sedating difficult 

patients before rounds so that the physicians can actually witness patients’ disruptive 

behaviour. His tactic of “managing” his patient’s body through medication withholding 

results in a carefully timed display of resistant embodied spatial practices, full of sound 

and fury, signifying the body in pain. Trapped in his bedspace, Mr Clark’s spatial practices 

of agonized thrashings and anguished protests enact a drama of resistance scripted by the 

covert spatial practices of his wily nurse. Mr Clark’s embodied spatial practices, mediated 

by James’ tactics, add weighty, carnal evidence to the case against an early discharge and 

transform the care plan. Significantly, it is through the patient’s resistant spatial practices, 

enacted within the lived space of his corporeal afflictions, that a space of authority is 

opened up for the nurse to influence the decisions of the rounding troupe. 

Conclusion  

In this chapter, we have sought to make theoretical sense of the ways in which embodied 

practices construct and contest the hierarchical spaces of healthcare delivery. Doctors, 

nurses, and patients do not merely occupy the spaces of healthcare units; they create 

differential spaces of power through their interactions as embodied spatial beings. 

Lefebvre’s framework on the social production of space allows us to conceptualize these 

interactions beyond the dualisms of mind and body, resistance and conformity, self and 

society, the better to elucidate the spatial dynamics of embodied power relations. While a 

Foucauldian notion of power as produced and productive underpins this interpretive 

framework, it is the attention to embodied and spatial dynamics that distinguishes 

Lefebvre’s empirically grounded theory. Accordingly, our three ethnographic vignettes 

illustrate the key elements of Lefebvre’s spatial triad: (1) the conceived space of 

biomedical healthcare, overseen by the clinical gaze of medical science, and organized 

by neoliberal capitalism’s rules of efficiency and productivity; (2) the lived space of 
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personal bodily experience, articulated through the embodied agent’s verbal and 

nonverbal signs and behaviours; (3) the spatial practices of physicians, nurses, and 

patients as they manoeuvre their bodies in time and space to negotiate the power 

structures of the CCU. Having employed a Lefebvrean lens to interpret our narratives of 

care delivery, we hope to have shed theoretical light on how clinicians enact and 

experience healthcare spaces in and through their bodies. 

Our vignette on Zoe illustrates how her lived space as a nurse on the CCU is shaped by 

the spatial practices of gendered, physical, and professional power relations. While the 

collaborative ideal of interprofessionalism implies the equal participation of all voices in 

determining patient care plans, Zoe’s personal experiences suggest how spatial 

enactments of interprofessional collaborations work to undermine this ideal. Zoe’s sense 

of professional alienation is tied to her sense of spatial exclusion, and her fight to get in is, 

in an important way, a fight against this threat of deprofessionalization. Her fight is a set of 

embodied spatial practices that responds at once to the tensions between the conceived 

space of the CCU’s built environment, to the physicians’ exclusionary practices in 

perceived space, and to Zoe’s own lived space of corporeal and professional vulnerability. 

Fashioned by architects, infection control specialists, information technologists, and 

hospital administrators, the conceived space of the modern hospital constitutes a powerful 

apparatus for disciplining, organizing, and technologizing the work of healthcare 

providers. Within the panoptic design of the CCU’s institutionalized space, patients’ 

(assumed to be) docile bodies are continuously monitored through probes, wires, and 

machines that report out their vital signs to local and remote computer screens. Digital 

representations of patient bodies are thus codified in the conceived space of the hospital 

as part of a disembodied schema of physician-initiated diagnostics, assessments, and 

prescriptions (Armstrong 1995, Foucault 2012 (1963)). In our second vignette, Mr Grey 

attempts to wriggle out of this institutional straightjacket and reclaim his body.  However, 

his spatial practice of resistance—a mock-parade of the sick role and its attendant 

privileges—affords merely a temporary spectacle of inverted power relations within an 

entrenched conceived space. Indeed, Mr Grey’s failure to participate in, let alone 
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influence, his physicians’ monopoly over his care and treatment plan makes visible the 

intransigence of the CCU’s care architecture in the face of resistant spatial practices.  

Yet, the transformative potential of resistance remains ever-present. In the setting of our 

final vignette, the institutional power of the hospital and its conceived space appears at 

first only to constrain and contain patients treating their lived spaces of pain and sickness 

as mere corporeal objects, bereft of rational agency. Nonetheless, this apparently 

hegemonic conceived space of treatment protocols, and legal and professional strictures, 

can be tactically re-appropriated through spatial practices that deploy the body and its 

lived space as rhetorical weapons. In the climax of the episode, James’ self-presentation as 

an empowered, knowledgeable, masculine agent conspires with Mr Clark’s presentation 

as a disempowered, irrational, abject body, piecing together a “body” of evidence in 

support of an argument that persuasively informs and ultimately sways the care decisions 

of the physician-led rounding troupe. 

Echoing longstanding concerns over the tensions between physicians and nurses in 

interprofessional encounters, our vignettes suggest that physicians in the CCU 

characteristically dominate the orderings of space, dictating the terms of interaction 

between nurses, patients, and themselves according to the instrumentalist norms of the 

biomedical model of healthcare. While the nature of our data does not permit definitive 

claims about the racial and gendered dimensions of social hierarchies in the CCU, the fact 

that most CCU physicians in our study were white men, and a majority of the CCU nurses 

were women from a range of non-white racial backgrounds suggests that interprofessional 

hierarchies favouring physicians are further bolstered by other social factors.  In turn, 

numerous studies have shown the impact of interprofessional imbalances on mortality and 

morbidity rates, as well as on nurses’ morale and employment turnover (Estabrooks et al, 

2005; Tourangeau et al, 2007). In a time where neoliberal ideologies in contemporary 

healthcare and social policy have eroded the significance of body work and the emotional 

labour of nurses and physicians (Bergum and Dossetor, 2005; Storch andand Kenny, 

2007), scholarly attention to the ethical and practical implications of nurse-physician 

relations seems especially pertinent. We argue that this concern for relational ethics 
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requires an attentiveness to the role of embodiment in situated enactments of hospital care 

delivery. The principle of embodiment recognizes the ecological contexts in which 

healthcare professionals live and work—namely, the spaces in which their bodies and 

those of others interact as they enact the ethical work of caring for the sick and dying. 

Melding literary descriptions with theoretical interpretations, our analysis has sought to 

dramatize the embodied dynamics of these ethical spaces.  Spaces in which bodies reflect, 

reproduce, and resist the prevailing structures of asymmetrical power relationships.  

Our aim in this chapter has been to show how a critical sociology of embodied spatial 

practices can offer healthcare practitioners a deeper, more humanistic account of 

healthcare delivery and the relational ethics that underlie it. Our intention is to provoke 

honest dialogue around how nurses and physicians can participate more effectively in the 

shared moral work of caring for their patients within the spatial constraints and 

affordances of their professional settings.  To this end, we have deployed narrative inquiry 

as an affective tool for examining the politics and ethics of space, distancing our methods 

from the bloodless epistemologies of the dominant biomedical paradigm. That our 

ethnographic accounts might strike some readers as partial or even fictional is precisely 

the point: ethnography’s spatial practices themselves entail the act/art of inhabiting, 

through imaginative empathy, the lived and perceived spaces of others. Indeed, if art 

imitates life, it does so in ways that allow us to apprehend the lived realities of our 

embodied subjectivities. 
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