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How do nuclear regulators design safety meetings and ask 
questions to organize the safety oversight of nuclear power 
plants? (Barbour & Gill, 2014, 2017)
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Questioning as regulatory work practice: The communicative
accomplishment of reliability and safety in the oversight of
nuclear power plants
Joshua B. Barbour a and Rebecca Gillb

aDepartment of Communication Studies, The University of Texas at Austin, Austin, TX, USA; bSchool of
Management, Massey University, Albany Campus, Auckland, New Zealand

ABSTRACT
The safety of high hazard systems depends on the organizations
that monitor and regulate them, but theorizing of these
organizations tends to gloss over the specific communicative
practices that comprise organizing for reliability and safety. This
article investigates nuclear power plant inspectors’ communicative
work practices by studying how asking and answering questions
organizes their work. The data include interviews (N = 29) and
shadowing of resident inspectors at six nuclear power plants and
a regional office of the U.S. Nuclear Regulatory Commission. The
analysis of communicative work practices central to inspection
work (e.g., interrogating, coordinating interaction, and keeping
track) contribute to normative theory of questioning in safety
organizing with implications for the communicative study of
questioning, work practice, and high hazard systems.
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The leaders’mobiles vibrated, and we set down our menus. We had arrived at the enchiladas
place early to have time to talk about the project before the midday rush. The restaurant was
quiet and dark save for dim lighting and sunlight through half-closed blinds. The phones
drummed on the wooden tables, loud in the empty restaurant. They answered. The senior
leader spoke briefly to the caller, and asked someone on the line to setup “a bridge”-- a
secure teleconference. The others joined the call. Soon after, he asked: “Can you summarize
the event for us?”… “Has it stopped?”… “How much was it?”… “Has the cause been ident-
ified?”… “Is it ongoing?” They listened. The senior leader gave a few instructions, and they
hung up and pocketed their phones. They explained that the call was no cause for worry.
Nonetheless, lunch would have to wait. They stood up, we shook hands, and they left.

This study focuses on the safety oversight work practices of resident inspectors (RIs) in the
United States Nuclear Regulatory Commission (NRC). The NRC’s mission is “to license
and regulate the civilian use of radioactive materials in the United States to protect
public health and safety, promote the common defense and security, and protect the
environment” (NRC, 2015a, p. xi), which includes responsibility for nuclear reactors
and power plants. RIs work at each plant, verify information provided by the plants to

© 2017 National Communication Association
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Designing Communication for the
Day-to-Day Safety Oversight of Nuclear
Power Plants
Joshua B. Barbour & Rebecca Gill

Inspectors of nuclear power plants manage information to make plants safer and to
monitor and evaluate adherence to regulatory requirements. Integrating grounded
practical theory and communication as design (CAD), we investigated the collective
design of and practice of status meetings—a pair of daily meetings meant to manage
information about the day-to-day safety oversight of nuclear power plants. Our analysis
focused on (1) the problems these status meetings were meant to address, (2) the
techniques participants used or proposed to address them, and (3) the situated ideals
reflected in the designs for and practice of these meetings. Clustering the techniques
illuminated designable features of status meetings (e.g., what, how much, and how to
communicate, turn-taking, timing, pacing, and audience). We extend work on CAD by
conceptualizing and investigating collective design work, focusing on the fit, function,
and fragmentation of approaches to status meetings. We also contribute to the theory
and practice of organizing for safety and reliability by making recommendations for
coping when communication processes informed by best practices nonetheless produce
persistent, irresolvable tensions that complicate the enactment of safety.

Keywords: Communication as Design; Grounded Practical Theory; Regulatory
Communication; Nuclear Power Plants; Safety and Reliability

The rumbling of the steam driven turbines vibrates through our shoes. After
walking through a maze of pipes, steel beams, and concrete, we stand on the roof of
the enormous building that houses the turbines, next to the pipes that feed them.
Wearing what seems to be the agency uniform of chinos, a button down, and
comfortable shoes, our guide gestures at them without looking. He explains the
intense heat and steam below us: The reactor generates heat. That heat raises the
temperature of water kept under pressure to prevent boiling. Pipes transfer that

Joshua B. Barbour, PhD and Rebecca Gill, PhD, are Assistant Professors at Texas A&M University, College
Station, TX, USA. Correspondence to: Joshua B. Barbour, Department of Communication, Texas A&M
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How do analytics practitioners communicate to request, 
commission, and collaborate? (Barbour, Treem, Kolar, 2018)
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https://www.thenation.com/
article/archive/work-automation-
jobs/

12

https://www.cnn.com/
2019/08/24/politics/
economy-us-workforce-
automation/index.html
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https://www.wsj.com/articles/ai-is-the-
next-workplace-disrupterand-its-coming-
for-high-skilled-jobs-11582470000

14
https://www.latimes.com/opinion/op-ed/la-oe-wright-robots-jobs-data-mining-20160328-story.html

15https://www.youtube.com/watch?v=fn3KWM1kuAw
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WHAT STARTS HERE CHANGES THE WORLD

Questions for you:
• Have you ever personally lost a job or had your pay or hours reduced because your employer 

replaced your position (or some aspect of your job) with a machine, robot or computer program? 

• Would you ride in a driverless vehicle?  

• Would you use  a robot caregiver?  

• Would you apply for a job that that used a computer program to select applicants? 

• Which occupation do think is most likely to be automated in part or in whole? 

• Which statement is closer to what you believe: 

• “Businesses are justified in replacing human workers if machines can do a better job at a 
lower cost.” 

• “There should be limits on the number of jobs businesses can replace with machines, even if 
they are better at it than humans.” 

• Have you ever automated part of your own work? 

17

18https://www.pewresearch.org/internet/2017/10/04/automation-in-everyday-life/
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WHAT STARTS HERE CHANGES THE WORLD

Reason for Optimism 
and Dread
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Wang, P., Berzin, T. M., Glissen Brown, J. R., Bharadwaj, S., Becq, A., Xiao, X., Liu, P., Li, L., Song, Y., Zhang, D., Li, Y., Xu, 
G., Tu, M., & Liu, X. (2019). Real-time automatic detection system increases colonoscopic polyp and adenoma detection rates: 
A prospective randomised controlled study. Gut, 68(10), 1813. https://doi.org/10.1136/gutjnl-2018-317500

https://deepmind.com/blog/article/
predicting-eye-disease-moorfields



Lucas, G. M., Gratch, J., King, A., & Morency, L.-P. (2014). It’s only a computer: Virtual humans increase willingness to 
disclose. Computers in Human Behavior, 37, 94–100. https://doi.org/10.1016/j.chb.2014.04.043 

https://www.youtube.com/watch?v=I2aBJ6LjzMw&feature=emb_logo

https://www.wired.com/story/virtual-therapists-help-veterans-open-up-about-ptsd/
Lucas, G. M., Rizzo, A., Gratch, J., Scherer, S., Stratou, G., Boberg, J., & Morency, L.-P. (2017). Reporting mental health 
symptoms: Breaking down barriers to care with virtual human interviewers. Frontiers in Robotics and AI, 4, 51. https://doi.org/
10.3389/frobt.2017.00051 

https://www.kxan.com/news/poli-a-hospital-assistant-robot-frees-up-nurses-time/

https://www.facebook.com/texasexes/videos/meet-poli-a-robot-built-by-the-
cockrell-school-of-engineering-one-day-she-will-a/10154497384856500/

https://sim.ece.utexas.edu/index.html
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Tammy Dobbs. 
https://www.theverge.com/2018/3/21/17144260/healthcare-medicaid-algorithm-arkansas-cerebral-palsy
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Less than a quarter (153 of 653 [23.4%]) of all RCTs
reported patient race (36% of HF studies, 27% of ACS stud-
ies, and only 7% of AF studies). Reporting of race improved
over time, particularly in the last decade, when approxi-
mately twice as many studies reported race as those in the
prior decade (Figure, A).

When race was reported, the majority of patients were
white. Over 86% of patients enrolled in AF and ACS trials were
white compared with 73% in HF trials. Consequently, other
races had a relatively low representation. Black patients con-
stituted 19% of those studied in HF RCTs and 6% in AF and ACS
RCTs (Figure, C). These percentages are close to their ratios in
US registries of the same diseases (6%,4 21%,5 and 11%,6 re-
spectively). Multicenter trials had better reporting of racial
groups (29%) compared with single center trials (9%). Mean
patients’ age was 75 years or older in only 2% (10 of 653) of all
RCTs. Most trials (94%) enrolled patients from North America
or Europe. Approximately 9% of RCTs included patients from
Asia, South America, and Australia. Patient recruitment from
Africa was limited to 4%, all from South Africa.

Discussion | Our results suggest that women, elderly patients,
and those of nonwhite racial backgrounds are underrepre-

sented in the RCTs of the ACC/AHA guidelines for AF, HF, and
ACS. These findings raise concerns about clinical trial enroll-
ment and the applicability of the guidelines in these under-
represented populations. Investigators should enroll and re-
port more women, elderly patients, and minorities in future

Table. Baseline Data Included in RCTs in Each of the AF,
HF, and ACS Guidelines

Variable

Guideline

AF HF ACS
RCT, No. (%) 229 (25.1) 230 (28.2) 194 (20.0)

Total sample size, No. 163 948 390 640 782 334

Mean (SD) 715.9
(1619.5)

1698.4
(5144.5)

4032.6
(7602.0)

Age

Mean of means
(SD), ya

63.4 (5.7) 61.4 (7.3) 61.1 (5.4)

!ge range, "#. (%)

$75 y 2 (0.9) 8 (3.5) 0

70.0-74.9 y 27 (12.2) 15 (6.7) 4 (2.1)

65.0-69.9 y 62 (28.0) 40 (17.9) 29 (15.6)

60.0-64.9 y 80 (36.1) 82 (36.7) 99 (53.5)

55.0-59.9 y 35 (15.8) 48 (21.5) 41 (22.1)

%55.0 y 15 (6.7) 30 (13.4) 12 (6.4)

Sex, %

Male 66.9 71.0 70.7

Female 33.1 29.0 29.3

Continents, No. (%)

North America 93 (40.6) 157 (68.2) 122 (62.8)

Europe 148 (64.6) 100 (43.4) 125 (64.4)

Asia 11 (4.7) 11 (4.7) 34 (17.5)

Africa 1 (0.4) 4 (1.7) 17 (8.7)

South America 2 (0.8) 17 (7.3) 36 (18.5)

Australia 10 (4.3) 14 (6.0) 37 (19.0)

Multicenter, No. (%) 157 (68.5) 154 (66.9) 159 (81.9)

Abbreviations: ACS, acute coronary syndromes; AF, atrial fibrillation; HF, heart
failure; RCTs, randomized controlled trials.
a Twenty-four trials did not report mean patients’ age (8 in AF guidelines, 7 in HF

guidelines, and 9 in ACS guidelines).

Figure. Reporting of Sex and Race/Ethnicity and Percentage
of Female Patients and Racial Groups in RCTs and Guidelines
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Less than a quarter (153 of 653 [23.4%]) of all RCTs
reported patient race (36% of HF studies, 27% of ACS stud-
ies, and only 7% of AF studies). Reporting of race improved
over time, particularly in the last decade, when approxi-
mately twice as many studies reported race as those in the
prior decade (Figure, A).
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white. Over 86% of patients enrolled in AF and ACS trials were
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races had a relatively low representation. Black patients con-
stituted 19% of those studied in HF RCTs and 6% in AF and ACS
RCTs (Figure, C). These percentages are close to their ratios in
US registries of the same diseases (6%,4 21%,5 and 11%,6 re-
spectively). Multicenter trials had better reporting of racial
groups (29%) compared with single center trials (9%). Mean
patients’ age was 75 years or older in only 2% (10 of 653) of all
RCTs. Most trials (94%) enrolled patients from North America
or Europe. Approximately 9% of RCTs included patients from
Asia, South America, and Australia. Patient recruitment from
Africa was limited to 4%, all from South Africa.

Discussion | Our results suggest that women, elderly patients,
and those of nonwhite racial backgrounds are underrepre-

sented in the RCTs of the ACC/AHA guidelines for AF, HF, and
ACS. These findings raise concerns about clinical trial enroll-
ment and the applicability of the guidelines in these under-
represented populations. Investigators should enroll and re-
port more women, elderly patients, and minorities in future

Table. Baseline Data Included in RCTs in Each of the AF,
HF, and ACS Guidelines

Variable

Guideline

AF HF ACS
RCT, No. (%) 229 (25.1) 230 (28.2) 194 (20.0)

Total sample size, No. 163 948 390 640 782 334

Mean (SD) 715.9
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Multicenter, No. (%) 157 (68.5) 154 (66.9) 159 (81.9)
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failure; RCTs, randomized controlled trials.
a Twenty-four trials did not report mean patients’ age (8 in AF guidelines, 7 in HF
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Why Doctors Should Organize
Meeting the challenges of modern medicine will
require more than seeing patients.
Eric Topol

Many doctors feel despair about their appalling working conditions and the deteriorating doctor-patient

relationship. But there have been no protest marches or social-media campaigns. Why not?

Illustration by Nicole Xu

In the fall of 2018, the American College of Physicians published a position
paper on gun violence. “Firearm violence continues to be a public health
crisis in the United States,” its authors wrote, in the journal Annals of
Internal Medicine. The report argued that assault weapons should be
banned and that “physicians should counsel patients on the risk of having
firearms in the home.” When it was published, the National Rifle Association
responded with a tweet: “Someone should tell self-important anti-gun
doctors to stay in their lane.”

“Our economists projected that, for each minute of 
keyboard work that could be avoided by 
doctors, four hundred thousand hours would be 
freed up for patient interaction—the equivalent of 
hiring two hundred and thirty full-time physicians. 
Keyboard liberation is just one of the gifts of time 
that machine learning might provide: by 
synthesizing patient data, artificial intelligence 
could speed chart review; it could allow for 
automated diagnoses of common conditions such 
as urinary-tract infections, ear infections in 
children, or skin rashes; it could help patients self-
manage high blood pressure or diabetes. All this 
outsourcing and off-loading could alleviate the 
burden on doctors and pave the way for a 
revitalized connection with patients. 

And yet it could also make medicine worse. 
Unfortunately, unlike teachers, lawyers, and other 
professionals, doctors are predominantly managed 
by businesspeople. Most medical administrators 
know very little about the time it takes to listen; to 
do a careful physical examination; to engender 
trust; to cultivate a deep relationship with a patient, 
each of whom has his or her own life story, pain, 
anxiety, and anguish.”

https://www.newyorker.com/culture/annals-of-inquiry/why-doctors-should-organize
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Drawn from Schulte, F., & Fry, E. (2019). Death by 
1,000 clicks: Where electronic health records went 
wrong.  Retrieved from https://khn.org/news/death-
by-a-thousand-clicks/

Toll, E. (2012). A piece of my mind. The cost of 
technology. JAMA, 307(23), 2497–2498. https://
doi.org/10.1001/jama.2012.4946

Schulte, F., & Fry, E. (2019). Death by 1,000 clicks: 
Where electronic health records went wrong. https://
khn.org/news/death-by-a-thousand-clicks/

WHAT STARTS HERE CHANGES THE WORLD

The form that automation takes in 
health will unfold in the 
conversations among policymakers, 
providers, technologists, managers, 
patients, and caregivers.
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How do organizations 
design and discipline their 
communication to solve 
problems? 
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Questions of Collective 
Communication Design
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Design Logics Fit, Function, 
Fragmentation

Individuals’ Overlapping Communication Design 
in Ongoing Flows of Communication 

Barbour, J. B., Gill, R., & 
Barge, J. K. (2018). 
Organizational 
communication design 
logics: A theory of 
communicative 
intervention and 
collective 
communication design. 
Communication Theory, 
28, 332-353. doi:
10.1093/ct/qtx005
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Evaluating

Design Logics Fit, Function, 
Fragmentation

Individuals’ Overlapping Communication Design 
in Ongoing Flows of Communication 

Barbour, J. B., Gill, R., & 
Barge, J. K. (2018). 
Organizational 
communication design 
logics: A theory of 
communicative 
intervention and 
collective 
communication design. 
Communication Theory, 
28, 332-353. doi:
10.1093/ct/qtx005

(a) generate concrete insight for 
intervening in communication,  

(b) identify specific theory- and 
practice-based communication 
strategies and what makes them 
work (or not), and  

(c) make explicit taken-for-granted 
assumptions about why a particular 
form of communication works

WHAT STARTS HERE CHANGES THE WORLD

CAREER: The Future of 
Work in Health Analytics and 
Automation: Investigating 
the Communication that 
Builds Human-Technology  
Partnerships (SES-1750731)
Goal 1: Investigate the communication 
practices involved in automating work to 
encourage automation that benefits work and 
workers. 

Goal 2: help students at community colleges 
and universities understand and prepare for 
the opportunities and challenges of 
automation and for careers likely to be 
affected or created by automation.
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Key Communication 
Practices

• seeking and sharing information about technologies 

• “benchmarking” -  co-workers’ questions about technology and how to use it 

• “technical teaching” - interactions with designers and technologists 
especially related to how technologies work in practice  

• rhetorical framing and pitching of technologies 

• deliberating about technology adoption and use 

• organizational policy-focused deliberations in the decision making about 
technologies development and implementation
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Leonardi, P. M. (2012). Car crashes without cars: Lessons about simulation technology and organizational change from 
automotive design. MIT Press.
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Can we help healthcare organizations 
have  more effective deliberations 
about the future of health and work as 
they automate and augment 
healthcare work? 

How do healthcare organizations 
develop and implement data-intensive, 
automated health information 
technologies such as clinical decision 
support systems, analytics dashboards, 
and EHRs?

WHAT STARTS HERE CHANGES THE WORLD

Data Collection as 
Observer

As of last summer… 
• (1) a health data research center (n = 2), 
• (2) a collaboration between a surgeon and a medical 3D printing company (n = 1), 
• (3) a consulting firm that applies artificial intelligence (AI) to automate data-intensive work in healthcare (n = 2), 
• (4) a health information exchange and consulting firm (n = 7), 
• (5 & 6) two information technology health-focused consulting firms (n = 4 and 1 respectively), 
• (7) an technology development firm that creates automated patient kiosks (n = 1), 
• (8) the technology unit of a large clinical organization (n = 20), 
• (9) a health data infrastructure organization (n = 10), 
• (10) a health and social services information technology organization (n = 10), 
• (11) a health data integration start up (n = 1), 
• (12) a large clinical organization (n = 1), 
• (13) an academic medical center (n = 1), and 
• (14) the analytics unit of a health insurance company (n = 1).
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Observations (388 hours) and interviews 
(N=84) across multiple organizations involved 
in automating health, led by Jared Jensen.



46

Can we generate 
insights about what is 
fundamentally human 
about data-intensive 
work by looking at the 
work and play of 
personal analytics? 

How and why do 
practitioners of personal 
analytics creating new 
human-technology 
partnerships, new forms 
of work and play, through 
automation?

Personal health analytics application screenshots.
Image © 2019 Joshua B. Barbour, Shelbey Rolison

 

helped her avoid a gap in her data. Another example is P23 

who used spreadsheets to record jogging and biking times 

before switching to DailyBurn, She did not transfer data 

from the spreadsheets to DailyBurn, because she would 

have had to manually transfer the data, which takes time. 

This is a lost opportunity for more longitudinal reflection 

about her physical activity.  

Collection Stage 

The Collection stage is the time when people collect 
information about themselves. During this stage, people 

observe different personal information, such as their inner 

thoughts, their behavior, their interactions with people, and 

their immediate environment. Participants reported different 

frequencies of collection: several times a day (e.g., food 

consumption), once a day (e.g., amount of sleep), several 

times a week (e.g., exercise), or a few times a month (e.g., 

symptoms, books read). 

People encountered several barriers in the collection stage 

(Table 2). Many of the problems are because of the tool 

used for collecting information. Some problems occurred 

because of the user, either because they lacked time, lacked 
motivation, or did not remember to collect information. 

Other problems are data-related: 1) data may rely on 

subjective estimation (e.g., how many calories were 

expended when lifting weights? P23); 2) data may rely on 

subjective ratings with no standard for entering data (e.g., 

P1 wanted to rate his relationship satisfaction, but noticed 

that his ratings were not consistent); 3) data may be hard to 

find (e.g., P54 said, “Sometimes life isn’t interesting 

enough to make me want to write it down, other times I 

can’t find any worthy writing material.”)  

Integration Stage 

Integration is the stage that lies between the Collection and 

Reflection stages, where the information collected are 

prepared, combined, and transformed for the user to reflect 

on. In Figure 1, the Integration stage is represented as the 
distance between the Collection and Reflection stages. This 

distance is determined by how much effort the user has to 

put into preparing the collected data for the reflection stage. 

The Integration stage can be long, meaning that the user has 

to do many things to prepare the collected data for the 

reflection stage. An example of this is when the data to 

visualize is collected on paper. In such a system, the user 

has to gather all of his notes and transcribe the data into a 

graphing application such as Excel. The Integration stage 

can also be short, meaning that the user bears little 

responsibility in preparing the collected data for reflection. 

An example of this is Mint, which automatically integrates 
financial data from bank accounts and credit card 

companies. Another example is Nike+, which automatically 

synchronizes runs between an iPod and the Nike+ website.  

Integration barriers prevent users from transitioning from 

collection to reflection of data (Table 3). Users encountered 

these problems when collected data comes from multiple 

inputs, reflection of data happens in multiple outputs, and 

the format of collected data is different from the format 

necessary for reflection. 

Collection Barriers Example Quote 

Tool (13/68) “not having ready access to a computer at the time 

symptoms happen” P6 

Remembering 

(12/68) 

“Forgetting to record it. Because I am often not at my 

personal computer.” P57 

Lack of time (11/68) “not difficult, time consuming at times.” P16 

Finding data (7/68) “Sometimes life isnʼt interesting enough to make me 

want to write it down, other times I canʼt find any 

worthy writing material.” P54 

Accuracy (6/68) “Guestimating mass of food matching homemade or 

restaurant foods against database entries” P5 

Motivation (5/68) “keeping up the motivation to do so, finding payback 

for the investment of time and effort.” P4 

Table 2. Collection barriers. 

 

Figure 1. The Stage-Based Model of Personal Informatics Systems and its four properties: 1) barriers in a stage cascade to later 

stages; 2) stages are iterative; 3) stages are user- and/or system-driven, and 4) uni- or multi-faceted. The visuals for 3) and 4) can 

be used to show these properties for a particular system. 

Integration Barriers Example Quote 

Transcribing data 

(10/68) 

“Itʼd be neat if I could graph it straight from the 

website instead of manually typing in the data to a 

spreadsheet” P41 

Organization (8/68) “Collecting is simple. Organizing it takes some 

time.” P29 

Scattered 

visualizations (4/68) 

“A bit cumbersome going to so many different sites 

[for visualizations]” P6 

Multiple inputs (3/68) “Difficult to keep organized because sometimes 

data are kept in separate places” P31 

Table 3. Integration barriers.  

CHI 2010: Performance, Stagecraft, and Magic April 10–15, 2010, Atlanta, GA, USA

561

Stage-Based Model of Personal Informatics from p. 
561 of Li, I., Dey, A., & Forlizzi, J. (2010). A stage-based 
model of personal informatics systems. Paper 
presented at the Proceedings of the SIGCHI 
Conference on Human Factors in Computing Systems, 
Atlanta, Georgia, USA.

WHAT STARTS HERE CHANGES THE WORLD

Data Collection as 
Observer

47

Observations (9 hours) of personal analytics 
meetings and interviews (N=29) across 
multiple personal analytics and automation 
communities involved in automating health, 
led by Shelbey Rolison.

WHAT STARTS HERE CHANGES THE WORLD

We’re asking

• What are the forms and effects of automation in healthcare 
and personal analytics (RQ1)? 

• What are the problems and dilemmas that analysts and 
implementers try to address in their communication 
(RQ2a), what techniques do they employ to do so (RQ2b), 
and what situated ideals guide their efforts (RQ2c)? 

• How do workers and managers discipline their 
communication to implement automation (RQ3a), and how 
do they negotiate alternative techniques, design logics, and 
ideals of communication, work, and automation (RQ3b)?

48
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Comparing and contrasting communication practice 
for automation.

 

9 

 

study healthcare organizations’ offices of analytics in still relatively early days of deciding what to do 
with the data at their disposal.  

The advent of technologies for “self-monitoring,” “lifelogging” and “personal analytics” has coincided 
with the emergence of communities that aim to make innovative and effective use of the flows of data 
generated (Lupton, 2016; Neff & Nafus, 2016; Wolf, 2009). The QS movement, founded in 2007, has 
grown to include “more than 100 groups in 30 countries with approximately 20,000 participants” (Nafus 
& Sherman, 2014, p. 1787). QSers engage in practices such as collecting, visualizing, and interpreting 
data, to understand and intervene in their day-to-day lives (Choe et al., 2014). Whereas the general use of 
wearables tends to be short lived and focused on fitness (Epstein, Kang, Pina, Fogarty, & Munson, 2016; 
Patel, Asch, & Volpp, 2015), QSers work with data and automating technologies to cultivate and act on a 
data-driven understanding of the self (Ruckenstein, 2014). The QS movement provides a window on 
behavior that may be more common and important as work is transformed by automation. It brings 
together individuals from multiple occupations with differing goals, logics, and ideals for work and 
technology. Nafus and Sherman (2014) argued that the QS movement is a useful context for the study of 
data-intensive practices because of QSers’ diverse “notions of analytics” that are distinct from but related 
to the dominant, institutionalized practices of large firms (p. 1785). QSers may work with data in their 
day jobs, but for them, datafication and automation are vocational as well as occupational. They are 
creating new forms of work and play, new human-technology partnerships, using the very automation 
technologies that threaten to eliminate and diminish work. 

3.1.1. Comparing and contrasting communication practice for automation in these contexts 

  

Each setting involves the development of novel forms of automation. Each setting involves participants, 
medical professionals and QS practitioners, who have latitude regarding how automation figures into their 

 Focus of 
Automation 

Automation 
Technologies Communication for Automation Occupations and 

Organizations 
H

ea
lth

ca
re

 A
na

ly
tic

s 
Teams of 
analysts 
building 
clinical 
decision 
support 
systems 
(CDDSs) for 
healthcare 
professionals  

Electronic 
healthcare 
records, 
CDDSs, and 
bedside 
monitoring and 
remote sensing 
devices 

Ongoing interaction to develop and 
refine CDSSs   

Established, 
regulated 
occupations that 
have tended to 
resist or reject 
efforts to automate 
their work. 

Pe
rs

on
al

 A
na

ly
tic

s 

Individuals 
focused on 
automating of 
the collection 
and meaning 
making of 
data about 
their own 
health and 
work 

Wearable 
devices (e.g., 
Apple Watch, 
Fitbit), mobile 
phones, alert 
and reminder 
systems, off-
the-shelf 
applications for 
automation 
(e.g., IFTTT) 

QSers collect data for reflection and 
intervention and refine approaches 
through discussion with practitioners 

 

Emerging 
vocations drawing 
on individuals 
with multiple 
occupations in 
multiple 
organizations, and 
who share interest 
and enthusiasm 
for datafication 
and automation. 

 

Analytics and 
informatics 

teams

Clinician and 
public health 

workAutomating
decision 
support

Medical and 
administrative 

leadership

Regulations for the 
use of medical 
data, professional 
standards of 
medical practice

Personal analytics to 
automate the 
gathering and 

analysis of data for 
health and 
productvity

Quantified self 
communities

Streams 
of data 
about 

the self

WHAT STARTS HERE CHANGES THE WORLD

Data Collection as 
Participant
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Can we improve adult vaccine 
delivery by optimizing clinical 
and health information 
technology processes in Austin/
Travis County, Texas? 

The Lab will 
• help create and implement 

clinical decision support tools 
• investigate effects on provider 

adoption and vaccination rates 
• generate insights about the 

collective communication 
design

02/19/19 Centers for Disease Control and Prevention  |  Recommended Adult Immunization Schedule, United States, 2019  |  Page 2

Vaccine 19–21 years 22–26 years 27–49 years 50–64 years !65 years

In"uenza inactivated (IIV) or 
In"uenza recombinant (RIV) 1 dose annually

In"uenza live attenuated
(LAIV)                                                                                                                        1 dose annually

Tetanus, diphtheria, pertussis 
(Tdap or Td) 1 dose Tdap, then Td booster every 10 yrs

Measles, mumps, rubella 
(MMR)                                                                       1 or 2 doses depending on indication (if born in 1957 or later)

Varicella  
(VAR) 2 doses (if born in 1980 or later)

Zoster recombinant  
(RZV) (preferred) 2 doses

Zoster live  
(ZVL)             1 dose

Human papillomavirus (HPV) 
Female 2 or 3 doses depending on age at initial vaccination

Human papillomavirus (HPV) 
Male 2 or 3 doses depending on age at initial vaccination

Pneumococcal conjugate 
(PCV13)                                                         

Pneumococcal polysaccharide 
(PPSV23)                                                              1 or 2 doses depending on indication 1 dose

Hepatitis A  
(HepA) 2 or 3 doses depending on vaccine

Hepatitis B  
(HepB) 2 or 3 doses depending on vaccine

Meningococcal A, C, W, Y 
(MenACWY) 1 or 2 doses depending on indication, then booster every 5 yrs if risk remains

Meningococcal B  
(MenB) 2 or 3 doses depending on vaccine and indication

Haemophilus in!uenzae type b 
(Hib) 1 or 3 doses depending on indication

1 dose

Table 1 Recommended Adult Immunization Schedule by Age Group 
United States, 2019

or or

oror

�! Recommended vaccination for adults who meet age requirement,  
lack documentation of vaccination, or lack evidence of past infection �!Recommended vaccination for adults with an 

additional risk factor or another indication �!No recommendation

02/19/19 Centers for Disease Control and Prevention  |  Recommended Adult Immunization Schedule, United States, 2019  |  Page 3

Vaccine Pregnancy
Immuno-

compromised 
(excluding HIV 

infection)

HIV infection 
CD4 count Asplenia, 

complement 
de!ciencies

End-stage  
renal  

disease, on  
hemodialysis

Heart or 
lung disease, 
alcoholism1

Chronic liver 
disease Diabetes Health care 

personnel"
Men who have 
sex with men<200 #200

IIV or RIV 1 dose annually

LAIV CONTRAINDICATED PRECAUTION 1 dose annually

Tdap or Td 1 dose Tdap each 
pregnancy                                                                                          1 dose Tdap, then Td booster every 10 yrs

MMR CONTRAINDICATED 1 or 2 doses depending on indication

VAR CONTRAINDICATED 2 doses

RZV(preferred) DELAY 2 doses at age #50 yrs

ZVL CONTRAINDICATED 1 dose at age #60 yrs

HPV Female DELAY 3 doses through age 26 yrs 2 or 3 doses through age 26 yrs

HPV Male 3 doses through age 26 yrs 2 or 3 doses through age 21 yrs 2 or 3 doses 
through age 26 yrs

PCV13

PPSV23

HepA

HepB

MenACWY

MenB PRECAUTION

Hib 3 doses HSCT$ 
recipients only

1 dose

1, 2, or 3 doses depending on age and indication

1 or 2 doses depending on indication, then booster every 5 yrs if risk remains

2 or 3 doses depending on vaccine and indication

2 or 3 doses depending on vaccine

2 or 3 doses depending on vaccine

1 dose

Table 2

or or

Recommended Adult Immunization Schedule by Medical Condition and Other Indications  
United States, 2019

�! Recommended vaccination for adults 
who meet age requirement, lack 
documentation of vaccination, or lack 
evidence of past infection

�! Recommended vaccination 
for adults with an additional 
risk factor or another 
indication

�! Precaution—vaccine might 
be indicated if bene"t of 
protection outweighs risk of 
adverse reaction

�! Delay vaccination until 
after pregnancy if 
vaccine is indicated

�! Contraindicated—vaccine 
should not be administered 
because of risk for serious 
adverse reaction

�!No recommendation

oror

1. Precaution for LAIV does not apply to alcoholism. 2. See notes for in#uenza; hepatitis B; measles, mumps, and rubella; and varicella vaccinations. 3. Hematopoietic stem cell transplant.

Centers for Disease Control and Prevention. (2019). 
Recommended Adult Immunization Schedule, United 
States. Retrieved from https://www.cdc.gov/vaccines/
schedules/

VAC-OPT: Dr. Leanne Field, Dr. Vince 
Fonseca, Elena Sirbu, and the VAC-OPT 
Team including People’s Community Clinic 
(PCC), ICC Health Information Exchange 
(HIE), HASA HIE, Scientific Technologies 
Corporation (STChealth)
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Can health information 
technology help people in mental 
health crises by prompting 
conversations that create, 
memorialize, and retrieve 
psychiatric advance directives?

INTRODUCTION
Communicating during a health crisis is 
important, di!cult, and complex. Psychiatric 
Advance Directives (Psych-ADs), modeled 
after healthcare advance directives, help 
persons living with serious mental illness, 
their health care providers, and healthcare 
organizations communicate more e"ectively 
by prompting and guiding conversations 
about future mental health treatment wishes 
and preferences in the event of an incapaci-
tating mental health crisis.

Psych-ADs are legal documents that let you 
not only identify treatment wishes and pref-
erences regarding psychoactive medication, 
restraints, seclusion, or use of electroconvul-
sive therapy—Psych-ADs also o"er you the 
option to choose an “agent” to make health 
care decisions for you if you cannot.

Talk with your trusted friend(s) and/or family 
members about what is important to you and 
who you want involved in an emergency.

CONCLUSION
Follow the diagram below for how you can Be 
Your ADVOCATE using psychiatric advance 
directives and create your Psych-AD in 
consultation with your healthcare provider, for 
Your Health, for Your Future!

BE YOUR ADVOCATE
for Your Health, for Your Future

@ virginia.brown@austin.utexas.edu

t @VirginiaABrown

DISCLOSURE STATEMENT
The presenter has no conflicts of interest to report in 
preparation of this document. Use of the Psych-AD 
ADVOCATE Wheel is granted to anyone. Please cite as: 
Brown, Virginia A. 2019. “Be Your ADVOCATE: For Your 
Health, for Your Future.” Presented at the 19th Annual 
CTAAFSC, February 27, 2019, Austin, TX.

ADVOCATE Psych-ADs

W
IT

H

ACCESS 
your Psych-AD forms:  

www.nrc-pad.org/states/texas-forms

COMPLETE
the documents.

AND,

DECIDE 
what is right for you.  

VOICE 
your mental health 
preferences.

TELL 
your health 
care team.

ORGANIZE 
your information .

ENGAGE 
to make your 
voice heard.

Poster designed by Dr. Virginia A. Brown. Brown, V. A. 
(2019). Be Your ADVOCATE: For Your Health, for Your 
Future. Presented at the 19th Annual CTAAFSC in  
Austin, TX. Poster © 2019 Virginia A. Brown.

PADs: Dr. Virginia Brown, Dr. Billy Table, and 
Dr. Jorge Almeida through the DISRUPT Lab 
in the Department of Population Health at 
Dell Medical School (DMS)

WHAT STARTS HERE CHANGES THE WORLD

Thank you! 
Comments/questions?
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What (communication) practices are of 
interest to you?

• Who does the practice?  

• Why does it matter?  

• How would others recognize it as a 
practice versus just action?
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What (communication) 
practices are of interest to you?

• “accounting tabulation (which defines a certain 
class of professional work) would consist of 
multiple microsocial actions that together 
constitute a socially recognizable practice 
(Orlikowski, 2000).” 

• “hiring routines can be seen as a combination of 
meso-level actions such as screening 
applicants, holding colloquia, and negotiating 
contracts” p. 238 

• “The copy repair technicians observed in Orr’s 
(1996) study operated in a similar space of 
practice. They used specific work practices 
such as conversation with users and 
replication of problems to elicit the undesired 
material function of the copiers. In this space of 
practice technicians could develop the 
knowledge necessary to provide solutions to 
common problems.” p. 253
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Indexical - “they provide 
knowledge to make sense of 
the world” 

Accountable "they make 
people’s actions mutually 
intelligible”  

Reflexive “commonsensical 
and intuitive to others”

Garfinkel, H. (1967). Studies in ethnomethodology. Polity Press.
Leonardi, P. M. (2015). Studying work practices in organizations: Theoretical 
considerations and empirical guidelines. Annals of the International 
Communication Association, 39, 235–273. https://doi.org/
10.1080/23808985.2015.11679177 
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How do scientists, regulators, engineers, and project 
managers collaborate across difference to document 
transuranic waste storage? (Barbour & James, 2015)


