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1Public Medicine: the 
Reception of a Medical 
Drama* 
Solange Davin 

Introduction 

Medical dramas have been a staple of British networks since the early days of
television. From Dr Kildare, Emergency Ward 10 and Dr Finlay’s Casebook
through Angels, Peak Practice and St Elsewhere to Cardiac Arrest, Chicago Hope
and ER, they have been enthusiastically received by the public, whose interest
shows no sign of fading. Casualty, the flagship BBC1 medical drama, first aired
in 1986, continues to draw over eleven million viewers, and its off-shoot, Holby
City, also on BBC1, nine million, according to figures published in the televi-
sion magazine Radio Times. ER attracted a record thirty-five million fans in its
first season in the USA (Pourroy, 1996) and rapidly acquired a quasi-cult status
in many countries, including Britain, where it has a following of over four
million, a respectable rating for Channel 4. Yet scholars have paid scant
attention to the genre and, apart from Buckingham’s (1997) chapter on young
Casualty spectators and an early telephone survey of American ER viewers
(KFF, 1997), how these substantial audiences respond to medical dramas
remains unexplored. This chapter begins to fill the void by reporting on a
reception study of ER.1 

The study 

Following Ang’s (1991) methodology in her reception study of the American
soap opera Dallas, an advertisement was circulated in television magazines.

* In this chapter, italics are verbatim quotes from informants.
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Its wording was open2 – simply asking viewers to explain why they watch ER –
in order to allow respondents to express themselves in their own terms and to
address issues of interest to them rather than topics pre-selected by the researcher.
The aim was to generate rich respondent-focused data. 

This chapter is based on almost two hundred letters received in answer to
this message. Women and men3 aged between 12 and 84 and from very
diverse backgrounds (unemployed, doctors, students, clerks, teachers etc.)
replied. After repeated readings, the letters were submitted to an open coding
procedure (Strauss and Corbin, 1990) which enabled the post-hoc emergence
of thematic categories from the data. This initial classification was further
analysed and divided into a number of sub-categories (and sub-sub-categories
when and as appropriate) according to similarities, to differences, to contradic-
tions etc. in the informants’ statements (Deacon et al., 1999). The limitations
of the study are acknowledged – the respondents were self-selected and more
women than men took part in the study. 

The findings demonstrate, first, that viewers use ER, a popular entertainment
show, as a reliable source of knowledge, from which they gather information
through emotional and/or ludic strategies. Secondly, viewers trust this inform-
ation primarily because they perceive ER as realistic. But their concepts of
realism go well beyond a simple television–reality comparison: they see the
programme as a transparent representation of the world and yet as constructed;
they disagree as to which elements decrease or increase realism, with some
items described as doing both, depending on perspective; consensus about
the realistic properties of a component may conceal underlying discrepancies;
informants write of realism of details, or of blanket realism; the American
origins of ER can reinforce or hinder realism or may be erased altogether; and
television and reality overlap. 

Thirdly, the intricacy of interpretations4 stems from the fragmentation of the
postmodern individual into an array of dynamic identities, including health and
illness, which, in spite of being fundamental identity segments, have been
obscured by the academic preoccupation with factors like gender or socio-
economic levels, and which need further examination.5 Finally, the study illustrates
that real viewers are astute and insightful, which undermines perennial stereotypes
of dumb audiences. 

ER – a medical documentary? 

Conceived in the 1970s by Michael ‘Jurassic Park’ Crichton and based on his
own training on casualty wards as a medical student, ER is a fast-paced drama
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which follows the trials and tribulations of a group of health professionals in the
emergency department of a Chicago hospital. Well-known actresses/actors
(e.g. Julianna Margulies, George Clooney) and directors (e.g. Quentin Tarantino)
have contributed to the serial. 

Unsurprisingly, viewers see ER as outstanding entertainment. They like its
broken rhythm where action and emotion, chaos and calm, happiness and sadness
follow each other in quick succession. They look forward to their weekly
rendezvous with their favourite characters, whose lives they compare to those of
the actors who embody them (Figure 1.1). They enjoy guessing the content of the
next episodes, rewriting the scenarios, imagining happy-ever-after endings. 

Figure 1.1 Viewers look forward to their weekly rendezvous with the cast of ER
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But many also describe ER as a trustworthy source of information, sometimes
as, literally, a documentary: 

If you remove the humour, it is like a documentary, things which happen round the clock and
rather gloomy. [Michelle] 

When I watch ER it is more like watching a documentary. [Jean] 

What do informants report learning from the serial? First, they assimilate
medical details about physiology, symptoms and syndromes, diagnoses, opera-
tions etc.: 

It teaches you about diseases, like in one episode a woman had Alzheimer’s
disease. [Laurence] 

It gives you the opportunity to learn more about medical knowledge and knowledge of your
own body. [Lillian] 

Secondly, ER is said to impart health promotion advice: 

We learn all sorts of things, what damage a car crash can do, the consequences of taking
drugs or drinking. [Christopher] 

It does help with health promotion when it can. It warns about glue sniffing, drug abuse,
smoking. [Gwen] 

This echoes the findings of a 1997 US telephone survey (www.kff.org/
content/archive/1358/ers.html) where just over half the subjects interviewed
had improved their knowledge of health care by watching ER and 12 per cent
recalled consulting a doctor after being worried by an episode. The date-rape
narrative was estimated to have informed five million viewers about emergency
contraception. 

Such responses are not limited to ER. According to Kingsley (1995),
millions of viewers have acquired medically-related information from Casualty,
and some fans have used the data given in the show to make a self-diagnosis.
My own (Davin, 1999) reception study of the serial confirmed that its followers
learned about diseases, about high technology, about emergency procedures,
and, as Buckingham (1997) found in his work with adolescents, that the
show helps viewers to prepare themselves for a possible involvement in a real
emergency.6 
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Nor is it only medical dramas which provide useful medical data. Other
entertainment broadcasts, such as soap operas, have proved to be a valuable
resource.7 A spectator gave All my Children, where she heard about ovulation
prediction kits, credit for her getting pregnant (Rogers, 1995) and some fans of
The Young and the Restless lost weight alongside the main character (Cassata,
1985). Viewers learnt about amniocentesis from Dallas (Rapp, 1988) and about
mental illness from Brookside (Philo, 1996). Melodramatic serials have also been
an efficient device for the dissemination of health promotion material in
developing countries (Singhal and Rogers, 1999). 

That continuous serials act as a pool of knowledge should not be surprising
since some of their producers have regarded their remit at least in part as one of
information-provider.8 The Casualty team try to include helpful medical and
first-aid advice in their storylines, and their scenarios are overseen by medical
experts whose motto is to ‘educate as well as entertain’ (Kingsley, 1995, p. 86).
The producer of the British soap opera Crossroads, Jack Barton, was committed to
‘using the soap-opera form for bringing to the notice of the audience the problems
of the disabled, the need for kidney donors, and many more issues of social
concern’ (Hobson, 1982, p. 47). Likewise, the BBC soap EastEnders was intended
to help raise awareness of social problems and has featured many, from racism
to rape, including a range of health topics – vaccination, cot death, drugs,
alcoholism, infertility, cancer, HIV/AIDS, spina-bifida, mental illness (depression,
schizophrenia) etc. – often championed by ‘teacherly’ characters such as the local
nurse or GP (Buckingham, 1987, p. 84); the creator of Brookside had similar
ambitions (see Gottlieb, 1993, p. 40). Even science-fiction can have pedagogic
objectives (see Cull, 2001, on Dr Who). 

On the other hand, although the ER production team was keen to ensure
‘that the finalized script interprets the medicine correctly and that, once shot, it
remains authentic’, it refused to ‘pander to viewers medically’ (Pourroy, 1996, pp.
18–24). Nevertheless, ER possesses many attributes commonly associated with
documentaries: the medical storylines are based on real emergency cases sent by
health professionals from all over America, medical consultants supervise the
script-writing and filming stages, some of the actors are acquainted with real
hospital procedures, the technological equipment is authentic, the Steadycam
cameras are indicative of factuality (Pourroy, 1996). 

ER – a socio-political drama? 

While many viewers are fascinated by the medical angle of ER, some are also
attentive to its social aspects. First, they gather socio-medical information
about the organisation of health care. They compare the welfare state structures
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with which they are familiar with the American privatised health market,
where, apart from a few underfunded and overcrowded hospitals, public
provision for those without private insurance is almost non-existent. These
respondents conclude that the public-service egalitarian ethos is far superior
to the no-payment-no-treatment consumerist model, which they condemn as
a harmful manifestation of an overarching for-profit culture. 

Secondly, because ER takes place in one of these rare state hospitals, it also
serves as a refuge to many homeless and/or unemployed people in time of sickness
or accident, and it is therefore ideally situated to reveal the flip-side of the Ameri-
can dream – a utopian land where all aspirations can be achieved through hard
work and resilience – portrayed in some Hollywood-style serials. Some viewers
praise this non-PC approach [Lisa], which exposes the climate of violence, of pov-
erty, of exclusion, with which the less privileged are confronted: 

We keep seeing patients who need social workers, who cannot afford care, children with
bodies full of gunshots, abused children etc. It seems to me that ER is a rich and realistic
portrait of American society. [Sylvia] 

These viewers find such depictions of a country in chronic crisis shocking and
alarming, and the underlying laissez-faire, profiteering and consequent lack of
compassion and of support for those most in need unacceptable. These
political comments reflect those made in other studies: both the Russian inter-
viewees in Liebes and Katz’s (1993) cross-cultural research on Dallas and the
young fans of EastEnders (Buckingham, 1987) interpreted the shows in an
ideological framework even where it was not made explicit within the pro-
gramme itself. 

How do ER viewers learn? 

Two approaches to learning, one ludic and one emotional, are prevalent in this
study. The first is the transformation of ER into a quiz, a detective story, whereby
spectators join in the investigations and try to predict which diagnosis, test(s) and
treatment(s) will be given to each patient, if possible before the screen medics: 

We record it so we can stop the tape and guess the diagnosis once we know the symptoms. Some
of our friends even play games to guess which tests they are going to carry out for each
patient. [Elizabeth] 

The second strategy is identification. ER fans identify particularly with medical
students because of the affinity of a (perceived) common position of novice: 
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The student is the beginner prototype, to whom everything happens, who is ignored or patronised,
but who evolves. I really like him. He resembles the spectator. [Jean-Paul] 

We see the ward through the student’s eyes. [Laurent] 

Viewers empathise with the ups and downs of students’ training, sharing their
joy when they succeed and their sadness when they fail or make mistakes. These
future medics become the ‘open sesame’ which unlocks the doors of the strange
hospital universe to viewers, which enables them to discover the intricacies of the
casualty department and to engage in a virtual course in emergency medicine.
This corroborates previous evidence that ‘emotional’ tactics foster learning
(e.g. Brown and Basil, 1995; Poole-Hayward, 1997). 

Thus informants re-genre an entertainment programme as a quasi-factual
broadcast from which they extract information through sentimental or playful
tactics. Being in apparently incompatible viewing modes – cognitive/emo-
tional, distant/close, critical/involved – echoes both the ‘edutainment’ trend
and the ‘travelling’ or ‘growing’ theories of learning which juxtapose ‘desk’ and
‘couch’ metaphors (involved concentrated viewers and relaxed easy-going
viewers) (MacMahon, 1997, pp. 88–91), and where the objectives of the
broadcast are to entice viewers into exploring a topic (Meyer, 1997). ER certainly
is inspiring: 

ER makes me feel like finding out more. I’d like a doctor to comment on the gestures and the
words. [Carol] 

My daughter has just started studying medicine partly because of the series and she is not the
only one [Eileen]. 

While ‘top–down’ transfer of knowledge (intentional or otherwise) does occur
in ER, its audiences are by no means the proverbial blank slates waiting to be
injected with information, but media-literate, analytical spectators evaluating
programmes in the light of their considerable pre-existing knowledge and
experiences. This resonates with health promotion campaigns using melodramatic
serials in developing countries, whose efficacy was largely due to the acknowl-
edgement not that viewers are sponges ready to unthinkingly absorb all televi-
sion images, but that they are simultaneously serious and playful, sentimental and
critical, detached and involved, educating and enjoying themselves. It is by enab-
ling individuals to empathise with characters, to assess the pros and cons of
various solutions, to discuss the questions raised in the narratives with friends
and families, that advice seems to be best disseminated (see Davin, 2000), rather
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than through information-processing approaches where direct influence is inferred
between message and behaviour (e.g., being made aware that their actions are
potentially dangerous should lead rational receptors to modify their conduct). 

The transformation of ER into a reservoir of medical information is of particular
importance since it is known, first, that medical subjects top the public’s list of
interests (Wellcome Trust, 2000), and secondly, that television has long been a
prime source of medical information (e.g. Karpf, 1988; Kitzinger, 1998). By their
very content, medical dramas are therefore likely to play a key role in this search for
knowledge; all the more so since, when consulted, viewers have repeatedly articu-
lated their preference for hybrid broadcasts which amuse them while addressing
their problems (e.g. Elkamel, 1995). When the radio soap The Archers was created
in 1950 to disseminate agricultural advice, the format was chosen by the farming
community (Kingsley, 1988). More recently, adolescents have requested that
safe-sex issues be included in soap operas (BAC, 1999). Furthermore, in a study
on the reception of parallel illness storylines in fictional and factual programmes,
interviewees, in a somewhat counter-intuitive fashion, expressed scepticism about
documentaries, which they criticised for being selective, incomplete and artificial,
and contended that continuous serials are a better support for the communication
of (medical) data because they have massive followings, their multiple plots render
distressing narratives less upsetting, they promote identification and they allow
repetition (Davin, 2003). 

Realism(s) 

Viewers give a number of reasons for trusting the data imparted by ER. Some
have read (p)reviews in magazines and newspapers praising its authenticity or
have heard about it from friends or acquaintances involved in health care. But
the most widespread argument is the realistic quality ascribed to the ER images and
storylines, which is mentioned in almost all letters. Informants make ‘referential
statements’ (in Liebes and Katz’s (1993) terms): they connect fictional situations
and/or characters to real life: 

I have been to casualty and it reminds me of the atmosphere and the gestures so typical of this
ward. [Jane] 

In Benton’s lack of realism about his mother and his verbal violence I can see my own father
and my grandmother. [Sue] 

But respondents’ conceptions of realism go well beyond basic dichotomies
whereby television mirrors reality (with varying degrees of accuracy). Just as
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Hagen’s (1992) informants described news bulletins as a transparent reflection
of the world and yet as fabricated, and in spite of their repeated affirmations
that ER does show what really happens in casualty, viewers are, like Pasquier’s
(1999) adolescents, well acquainted with the ‘manufactured’ aspect of televi-
sion and cite many factors likely to raise or to detract from the impression of
realism. The Steadycam cameras, which have long been associated with cinéma-
vérité, enhance realism because they move around a lot as if the viewer IS the
camera looking all over the place. It makes it look very real [Didier]. Conversely,
actors’ outside commitments may hinder realism. As one person asks: 

In episode one, Susan meets a psychiatrist who vanishes. Did the actor have a contract some-
where else? [Janine] 

Financial constraints and the quest for ratings may also compromise realism.
The first can lead to the numerous romances between characters being mostly
confined to the group of medics (this way, they have fewer actors to pay [Mon-
ica]). The second compels producers to maximise audiences, even if realism suf-
fers in the process: 

The medicine is fairly real but not to the point of putting people off. [Liz] 

Most of the cast are good-looking, which is not the case in hospitals. But I know that they have
to do this so that more people will watch. [Anna] 

This viewer is not alone in perceiving the characters as better looking than aver-
age: 

Most characters are attractive and slim, not as in a normal hospital. [Dorothy] 

But when informants write about this subject, antagonistic criteria begin to
appear as some perceive the characters as ‘deglamourised’: 

The actors are not all cute with lots of make up, they are just everyday people. [Justin] 

They are not all good-looking as in some other American series. [Didier] 

This is in line with the remit of casting officers and make-up artists to have
plain, tired, sickly-looking characters to match the hospital setting: 
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ER takes place in Chicago, which is filled with people who have come from all over the
world, who are too tall and too short, too fat and too thin – and who look like hell
because they are sick. Or feel like hell because somebody they care about is sick. None of
us are at our stylish best when we’re in ER. That’s not the story we are after. (Casting
director John Levey, quoted in Pourroy, 1996, p. 42) 

Equally controversial is the question of the speed at which the patients are
brought in, assessed and treated, which is taken, on the one hand, as evidence
of realism: 

Everything is done at breakneck speed just as in my everyday work. Everything happens so
fast. [Janet, nurse] 

and, on the other, as a mark of unrealism: 

In the hospital I know there is no such speed. [Camilla] 

Speed is a fundamental and recurrent feature of ER and essential to its sense of
urgency and excitement, as is the endless cortège of seriously injured patients
arriving on the ward, and respondents are very aware of these implausibilities.
Yet they discount them and persist in asserting that ER is very realistic, because
they are fully au courant that such excesses are neither accidental nor due to
mistakes, sloppiness or deception, but deliberately included in the scenario to
heighten the tension that a quality drama requires: 

A series needs drama hence everything happens in the same place. [Maria] 

Although it is rare for a casualty to have so many disasters, the fiction requires it!
[Andrew] 

Gibbs (a physician) and Ross (1996), in their book on ER and its medicine,
concur that most of the unrealistic details which they spotted in the episodes –
students never going to the library, residents being on call on the ward rather
than at home, etc. – are explainable by the imperatives of dramatic stimulation.
The ER script-writers do not deny that realism occasionally has to be sacrificed
to the demands of drama: ‘From the beginning we decided to take liberties
when necessary. We knew there would be times when scenes would not depict
exactly the way emergency medicine is practised. But ER is a dramatic show . . .’
(medical consultant Dr Gentile, quoted in Pourroy, 1996, p. 26).9 
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Moreover, ER is not exempt from minor medical errors, and manifestations of
this ‘approximate realism’, often expressed in ‘it’s realistic but. . .’ formulas, are
most frequent in the replies of physicians, who are in a good position to detect
them: 

The medical terms ring true, and it shows the problems of being an intern, but there are too
many intubations and reanimations which work. It shows electric shocks as miraculous,
which is far from being true. [Catherine, gynaecologist] 

There is a good medical realism except that the reanimation scenes are shortened too much,
and the doctor who goes out of the reanimation room, removes his gown and simply gets on
with something else is not very realistic. [Jerry, GP] 

Other informants, however, are not concerned with technical or medical minu-
tiae and concentrate instead on blanket links to reality: 

It is real, the decoration, the people waiting, running all over the place, worrying. It is real
in its facts, that is, the person arrives, she has a problem; this follows real life. Outside too,
things are real, like they take the tube. [Tony] 

That evaluation of realism happens at various levels and is exemplified by the
following quotes about the episode ‘Love’s Labour Lost’, with its string of
mistakes and difficulties leading to the death of a young patient. At the micro-
level, the intern would not have made such basic errors of judgement, having
delivered a couple of hundred babies [Charlotte]. But, in a more general way,
‘Love’s Labour Lost’ put things back in place, things are not always great [Lucy]. 

Not only can viewers disagree on whether a particular item reinforces or
decreases realism, as seen above, but when they do agree, this consensus some-
times conceals underlying discrepancies. Thus there is no doubt in many
respondents’ minds that the medical jargon which peppers ER is realistic. For
some, failing to understand this vernacular is a guarantee of realism: 

The universe of the hospital is well represented with its language which is incomprehensible to
outsiders. [Lisa] 

The medical jargon makes the situations more real. I mean, how many times have you been
to the doctor’s or to the hospital and not known what on earth they are talking about!
[Helen] 
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This is what the ER executive producer hoped to achieve. He claims that unlike
other dramas, where 

you hear characters saying a lot of ridiculous things like ‘it’s time to do the laparotomy!
Joe get that tube so we can see if there’s blood in his stomach!’ when, clearly, everybody
in the scene would know what a laparotomy was . . . [w]e allowed the audience to feel as
if they’d stepped into a real hospital. (John Wells, quoted in Pourroy, 1996, p. 18) 

But, again, their efforts are not entirely successful and some viewers (outside
health professionals) do understand the medical expressions and take this as
a proof of realism: 

The doctors talk in such a way that the patients understand, so we can understand as well.
[Michelle] 

I think that what makes it realistic is the expressions, the use of medical terms. It gives an
impression of competence. And some of them we already know so we know they are real.
[Robert] 

The complexities of respondents’ notions of realism are perhaps best illustrated
by their constant to-and-fro oscillations when they write about the American-
ness of ER. The origins of the show are sometimes foregrounded when, as
above, the US and UK health care systems are contrasted. For example, some
informants point out that many non-urgent patients would not be in casualty in
the UK because they would have attended their local GP surgery instead.
In this sense, ER is ‘their’ reality, that is, it is reality made in the US, it is differ-
ent from here [Jonathan]. Nevertheless, for some, ER may be a worrying
preview of the future as ‘their’ reality threatens to become ‘ours’, and the serial
thus has a potentially realist dimension: they fear that a US-style two-tier medical
system may be implemented in their own country and that the social problems
which plague America may soon reach their shores. Likewise, some young
viewers of news bulletins read images of violence in the United States as a
warning of what may happen in Britain, and voice their unease about the
growth of crime through comparisons with the US: ‘ “We are just going to be
like New York” [or] “I feel lucky that I don’t live in America” ’ (Buckingham,
1997, p. 195). 

On the other hand, ER’s made-in-America label contributes to its realism,
first, because medical experts supervise the making of the show while, as a number
of viewers complain, many of our programmes lack medical advisers, and secondly,
because American broadcasts are believed to be less censored than European ones
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and to have more latitude to handle issues which may be avoided or inadequately
covered on their side of the Atlantic:10 

I never know why British audiences have to be protected from all unpleasantness, it makes the
programmes so bland. . . . Why is UK entertainment sanitized to the extent that they [sic]
fail to grasp the imagination? [Moira] 

The American-ness of ER, then, manifests itself in idiosyncrasies, which lower
realism but which give rise to a potentially closer realism, and an added veracity
and openness which enhance it. At other times the foreign roots of the serial
disappear altogether behind the (perceived) universality of biomedicine, of
emergency procedures and of high technology. The casualty department,
which in the previous discourse was typically American, remote, different, now
becomes one of many identical casualty wards, a global, familiar, realistic
location: 

Everything seems true, it is universal. We are in America and the equipment is new but it is
in all the ERs in the world. [Gwen] 

We saw how viewers sometimes establish parallels between ER and their lives.
But they also assess realism by contrasting the elements of different broadcasts: 

The pace of Casualty is so slow and unreal compared to ER. [Julia]. 

Moreover, fictional programmes may be a reference point to which factual ones
are compared. Thus ER can be taken as the blueprint for the documentary The
Real ER, filmed at County Cook Hospital in Chicago and believed to be the
model for ER: 

The Real ER is the same hospital as ER. The real doctors resemble the ER doctors. [Jean] 

If I did not know that The Real ER is a documentary I would think that it is another ER.
The characters look like ER characters. At the beginning, it’s Dr Greene, and the nurse
could be Carol. [Avril] 

The juxtaposition of programmes can be so ambiguous that the inside and the
outside, critical distance and suspension of disbelief, reality and television are
inextricable: 
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In Chicago Hope, I did not get the impression that they were concerned. They were in a
film, while in ER you feel that they are real doctors, because they are on call, they get woken
up, they are constantly in this milieu, facing all sorts of problems, and we feel that we are in
a hospital when it is a series. [Carol] 

Such overlaps and reversals are only to be expected since much of our savoir,
our knowledge, is, has always been, in some way, mediated, derived not from
direct acquaintance with facts or with events but from hearsay, from friends,
from books, from magazines, from newspapers, from the radio, from films,
from television, from CDs, from the internet (or, in days gone by, from posters
or from the town crier), particularly when the subject matter is outside the daily
routine of most people, as Gerbner and Gross (1976, p. 179) underline: 

How many of us have ever been in an operating room (awake), a criminal courtroom, a
police station, jail, penthouse, corporate boardroom, movie studio, or other staples of
television locales? Yet how much do we ‘know’ about such places, about what goes on in
them, about the people who live and work in them? How much, indeed, of our images
of the real world has been learned from fictional worlds? 

We live in a ‘pseudo-environment’, as Lippman wrote as early as 1921, and we
learn about real life from fiction: 

In my family everybody watches. They are delighted to have an insight into what I do. [Jude,
nurse] 

Thanks to fiction, we can go in the parts of the hospital which are prohibited to the public
and to families, operating theatres and others. [Brian] 

Thus reality can be interpreted through the media: patients’ expectations of
(and disappointments about) their therapy were partly based on media repre-
sentations (O’Keefe, 1999) and one of Seiter’s (1994, p. 390) interviewees
described his malaise by recollecting a favourite drama: ‘I was rushed to hospital
in an emergency. So then all the General Hospital things that went on, that
I had seen, sort of become real to me. I could not believe that I was in hospital
playing the part of a very sick man.’ 

Sometimes the media can be more potent, more compelling – more real – than
experience, and it is on the screen that events are ‘real-ised’ (see Fiske, 1995):
some of Philo’s (1996) informants trusted media information on mental illness
over their own experience. In The Cosby Show, Clare Huxtable as a lawyer and the
Cosby family as ‘middle-class’ were deemed more representative than those met by



36 AUDIENCE RECEPTION STUDIES

viewers in real life (Press, 1991, pp. 110–11). For Woolley (1993, p. 195), who
was at the site of the Clapham rail accident, it was nevertheless on the screen that
‘the event happened’; his own experience had a ‘lower meaning’. Along similar
lines, a police officer changed his testimony in the ‘Rodney King trial’ after seeing
a videotape to which he too attributed a ‘higher truth’ than he accorded to his
experience (Fiske, 1995, p. 130). And some spectators seem puzzled when reality
fails to match fiction, as one informant ponders: 

People say to my wife [a nurse]: Why don’t you wear a green jacket? Why is your husband an
engineer and not a doctor as on television? [Timothy] 

Television, then, is not the legendary window on the world. In our intertextual
postmodern world, the line which separates television from reality is no longer
clear-cut. The two endlessly deconstruct, construct, reconstruct themselves and
each other. Viewers compare television to reality, programme to programme,
reality to television. Attempting to disentangle them is a thankless (and point-
less) task because 

The media do not impart a slice of reality. . . . Reality consists of that which has been
mediated both by the media and by other things, and is constantly constructed anew.
The content of television radiates out into the rest of reality, which therefore cannot be
separated from it. (Bausinger, 1984, p. 350) 

It is ‘the dissolution of TV into life, of life into TV . . . a sort of fantastic tele-
scoping, of collapsing of one into the other of two traditional poles . . .
implosion’ (Baudrillard, 1981, pp. 54–5). 

Attempting to evaluate programmes unambiguously as un/realistic is therefore
over-simplistic. In informants’ letters, form and content interact, contradictions
and ambiguities abound, television and life are intertwined, and ER remains realis-
tic regardless of errors, of implausibilities, of excesses, of artificiality, of American
hallmarks: 

We really feel as if we were in the hospital with its disorder, its fauna. In short, we believe it.
[Carol] 

This suggests that it may be fruitful to replace the reel/real dichotomy by a
continuum which can accommodate degrees and levels of realism, overlaps,
incongruities, approximations, antagonisms, ambivalence, conflicting perceptions
and criteria, etc. Understanding audiences’ notions of realism is important not
solely for media studies but also for health promotion because realism is a crucial
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requirement for people’s willingness to accept advice and to take it on board
(Elkamel, 1995). 

Health and illness identities 

Audiences who are capable of reading television in such an intricate and fluctu-
ating fashion cannot be divided a priori into pre-set groups, cannot be expected
to produce bounded, distinctive interpretations according to the category to
which they have been ascribed, a not uncommon approach in media studies
(and in other social sciences disciplines). In his seminal Nationwide Study, for
example, Morley (1980) endeavoured to establish links between subjects’
socio-economic levels and interpretations. Instead he found that ‘social position
in no way directly correlates with decodings’ (Morley, 1980, p. 137)11 and he
later suggested that we should 

try and reinstate the notion of persons actively engaged in cultural practice. To put the
point another way, one cannot conclude from a person’s class, race, gender, sexual
orientation and so on, how she or he will read a given text . . . [because] the same man
may be simultaneously a productive worker, a trade union member, a supporter of
the social Democratic Party, a consumer, a racist, a home owner, a wife beater and a
Christian. (Morley, 1991, p. 43) 

While Morley’s stance befits the multiple subjectivities of the postmodern
‘screenager’,12 a conspicuously missing component in his list is health and
illness identities. Health and illness are fundamental identity segments (Crawford,
1994), and, although they are usually taken for granted and have therefore
remained invisible (partly because they have been obscured by the academic
focus on some of the sociological variables mentioned by Morley, such as
gender, class, ethnicity), they are likely to contribute to the shaping of interpret-
ations, especially when programmes include medical themes. 

Health and sickness, however, are not a straightforward matter of biology,
whereby each disorder can be explained by a particular underlying pathology, but
fluid concepts created at the interface of the material and social/cultural realms.
Accordingly, they have a range of meanings. Health, for instance, has been
equated to an absence of illness, to a reserve of health, to self-care, to vitality, to
equilibrium, to mental well-being, to the ability to carry out everyday tasks. More-
over, the line between health and sickness is hazy: countless people are suspended
in a limbo state, in between health and ill health, by recurring but benign aches
and pains; some ailments are ‘normal’, healthy even (children’s diseases, colds),
and even a serious condition need not prevent patients from describing themselves
as being in good health (e.g. Robinson, 1971). Likewise, illness has a variety of



38 AUDIENCE RECEPTION STUDIES

meanings, from destructive to liberating; recovery can be of minimal concern or it
can monopolise patients’ time and efforts and develop into a new way of life.13 

Any alteration of health status can engender anxiety and an erratic sense of-
identity. Sickness, especially if it is life-threatening, chronic or disabling,
profoundly affects our self-consciousness and our world-view, as Duff (1994, pp.
9–11), who has Chronic Fatigue Syndrome, vividly describes: 

I find it difficult to reconcile the contrary visions of health and illness, or even hold them
in my mind at the same time. They slip away from each other, like oil and water. . . .
There is, perhaps rightly so, an invisible rope that separates the sick from the well, so that
each is repelled by the other, like magnets reversed. The well venture forth to accomplish
great deeds in the world, while the sick turn back onto themselves and commune with
the dead; neither can face the other very comfortably, without intrusions of envy, resent-
ment, fear or horror. Frankly, from the viewpoint of illness, healthy people seem ridicu-
lous, even a touch dangerous, in their blinded busyness, marching like soldiers to the
drumbeat of duty and desire. 

The removal of this invisible rope was one of the objectives of some early
medical documentaries, whose producers hoped that their programmes might
help lower the ‘barrier which too often isolate healthy people . . . from the sick’
(Barrère, Desgraupes and Lalou, 1976, pp. 94). 

A particular disease, however, need not give rise to a unique, immutable
identity segment. Any disorder can create a number of identities in sufferers (and
in non-sufferers, see below), as shown, in the case of asthma, by Adams, Pill and
Jones (1997),14 who uncovered different relations to the illness: ‘accepters’
acknowledge asthma as part of their lives, ‘deniers’ develop strategies to hide it,
and a few redefine their asthma as acute rather than chronic. To all these patients
several sickness subjectivities are available, and these may guide interpretations of
(medical) narratives in varied ways: an asthmatic viewer may not interpret an epi-
sode – especially if it features asthma – as would non-asthmatics, but an ‘accepter’
may produce different readings from those of a ‘denier’. Furthermore, conceptions
of asthma fluctuate across time and place (Gabbay, 1982) (as is the case for many
diseases, whose changing constructions are well documented in the medical
humanities), and illness identities would fluctuate accordingly. It is also important
to note that such identities have no necessary link to biology or to diagnosis, and
are not the prerogative of patients. In the previously mentioned study of fictional
and factual sickness narratives, it emerged that a number of healthy respondents
had incorporated an illness segment in their otherwise healthy identities after pro-
longed contact with seriously ill relatives or friends, and that many of their
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responses differed markedly from those of viewers who had had little or no contact
with disease. 

Incidental findings show that sickness identities can affect interpretations
and viewing practices. For example, the respondents in Cumberbatch and
Negrine’s study (1992) read media texts according to their illness experience.
A woman who had had breast reduction read the Roseanne episode dealing
with the subject in a more critical way than did others (Crowther, 1998).
Tulloch’s (1990) older informants watched the Australian ‘medical soap
opera’ A Country Practice because they found its medical items relevant and
were eager to find out more. Experience of ill health can also make viewers
hesitate before watching: 

I watch sometimes, but with moderation. The reason is simple: after a few ‘minor life
accidents’ (car crash, beginning of cancer), I ended up in hospital several times. I know
hospitals well enough and it is not a pleasure I enjoy when I want to escape in front of the
screen. [Eric] 

Such memories can have a lasting impact: a couple disapprove of the use of ill
health for entertainment because of their daughter’s lengthy stay in hospital
over twenty years previously. However, the impact can be mitigated by other
identities, as suggested by this college pupil, who explains how the same accident
led to different responses to ER: 

My friend had an operation for her foot and since that she has stopped watching. She said
that it was so horrible that she does not feel like watching anymore. I too had surgery on my
foot but it made no difference! I too broke my foot at Christmas, but maybe I still like ER
because I want to work in a hospital setting and she does not. [Nadia] 

Furthermore, curiosity can overcome caution: 

The medical milieu is not really ‘my thing’ because it reminds me of bad childhood memories.
But I said to myself: ‘don’t stay ignorant, watch’ and I watch. [Sue] 

And ER can have ‘medicinal’ qualities which counterbalance disturbing
recollections: 

I was myself admitted to A&E several times. Before ER I could never watch medical
programmes where you are shown operations (blood, flesh . . .). This series helps me not to feel
concerned by the physicians’ aggressive gestures. [Jill] 
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Health and illness identities, then, are flexible and dynamic. They intersect and
interact with other identities15 and colour interpretations in multiple ways.
Reciprocally, they may be shaped by television representations.16 These
processes need further scholarly attention. 

Conclusion 

The skills and intelligence of television viewers have too often been under-
estimated in media studies. Time and time again research agendas have assumed,
more or less explicitly, a one-way linear model of communication which reduces
reception to the regurgitation of fixed narratives transmitted by an omnipotent
media to a naive, gullible public with little agency (e.g. the viewer-in-the-text,
information-processing etc.) – a mere referendum, complains Barthes (1970,
p. 10). But there exists no necessary correspondence between sent and received
messages. Meaning is not inscribed ‘in the text’ but generated in the encounter
between contingent texts and nomadic viewers. Recent qualitative reception
studies (Baudin, 2001; Buckingham, 1997; Hill, 1999; Pasquier, 1999;
Turnock, 2000) illustrate that real audiences are media-literate, insightful,
astute, that they read, reread, modify, extend, analyse, assess, play with, learn
from, and variously use broadcasts in unexpected, sometimes idiosyncratic, pos-
sibly contradictory ways according to their frames of reference, to their moods,
to their situation, to their dominant identities, at a given moment. 

The sophistication of viewers is manifest in this study, where they re-genre a
popular entertainment show as a reliable (medical, social, political) pedagogic
broadcast – a documentary – and collect data from the episodes through sentimen-
tal or recreational tactics of identification or game-playing. They trust this
information largely because they consider ER to be realistic – despite conflicting
viewpoints, despite dissent on which elements heighten or reduce this sense of
reality and why, despite unconvincing excesses and implausible details, despite its
American roots, which may be highlighted or disregarded. Their evaluations rest
not merely on their own vécu, their lived experience, but on their substantial
knowledge of production practices, on friends’ opinions, on the written press and
on other programmes, as the media and real life increasingly overlap and merge
into a transtextual, global hyper-reality. In spite of its limitations, this research
demonstrates that viewers are neither cultural dopes nor witless dupes, that they
do not resemble traditional caricatures of innocent simpletons, that their multiple
subjectivities – including health and illness identities – promote complex contex-
tual readings. More attention needs to be given to the reception of (medical)
broadcasts, with or without pedagogic ambitions, if the elaborate information-
gathering and meaning-making processes viewers engage in are to be fully
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comprehended. This calls for more qualitative audience research and for theories
grounded in their findings. 

NOTES 

1. The project began as a cross-cultural study of British and French viewers. The
rationale was less national differences per se than the disparity in the number of,
and enthusiasm for, medical dramas between the two countries. However, no
cross-cultural difference emerged at analysis (see my article at http://wjfms.
ncl.ac.uk/ER.htm). For full details of the study, see Davin (forthcoming, 2004). 

2. This openness can be seen in the fact that six detractors of ER replied. 
3. Almost a third of the respondents were men, who answered mostly by email.

Some stated that it was the technology which had enticed them to do so. This
indicates that men do watch broadcasts with an allegedly ‘feminine’ content –
romance, health, illness – and that they may come forward given appropriate
means and incentives. 

4. ‘Interpretation’ is used here in its largest sense – as including denotation, conno-
tation and evaluation (see Palmer, 1995, chapter 3). 

5. Another reason for the diversity of interpretations is that texts have many
blanks (without which television would be impossible), which viewers who are
knowledgeable about media grammar, routinely fill in (for instance, unless this
is part of the plot, characters are not usually shown going from one place to
the next, yet the public know that some travel has occurred) (see Iser, 1995). 

6. It would, however, be hasty to conclude that all medical dramas are equal: one
informant trusts Peak Practice more than Casualty, another is more confident if a
helpline number is given at the end of the broadcast (Davin, 1999). In terms of
health promotion, such questions have to be attended to at the formative
research stage. 

7. Soap operas have an ambivalent status. They started on American radio in the
1930s, sponsored by domestic cleaning products manufacturers eager to target
housewives (hence their name). Replete with sentimental and familial storylines,
they earned a reputation of being ‘women’s programmes’, of triviality. In Britain
soaps were part of the public service ethos and as such had a duty to inform and
educate as well as to entertain (see Anger, 1999; Buckman, 1999). Nevertheless,
the stigma endures: I despise Casualty because it is a soap and not a medical drama
[Helen]. 
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8. Two meanings of ‘information’ need to be distinguished: ‘pedagogic’ (‘learning
that’) and ‘instrumental’ (‘learning how to’). Whether television is an adequate
medium through which to ‘learn how to’ do first-aid, for example, is a moot
point (anecdotal reports of deaths following attempts at resuscitation ‘as
shown on television’ have appeared in newspapers). 

9. This jars with the previously mentioned concern for medical authenticity. The ER
production team constantly oscillated between the requirements of ‘authenticity’
and of ‘drama’ (Pourroy, 1996), although the medicine per se seems to have
remained, on the whole, accurate (notwithstanding minor details). 

10. Most UK medical dramas employ medical advisers, and early ones were over-
seen by medical associations (Karpf, 1988). Some topics are heavily censored
on American networks (see Kingsley, 1990). 

11. For other examples of pre-set groups collapsing at analysis, see Schlesinger
et al. (1992), Dahlgren (1986), Corner, Richardson and Fenton (1990). 

12. Machin and Carrithers (1996) and Liebes (1997), amongst others, show how
different identity segments come into play according to the situation and
contribute to different interpretations. 

13. A large and fascinating body of work on the meanings of health and illness is
available in the anthropology and sociology of medicine (see, for example, Calnan,
1987; Blaxter, 1990; Herzlich, 1973). 

14. For other examples, see Smith, Flowers and Osborn (1997) on arthritis, Cain
(1991) on alcoholism, BSC (1997) on disability. 

15. Other identities are known to play a role in (interpretations of) health and
illness: e.g. gender (Cornwell, 1984; Saltonstall, 1993), age (Quadrel et al., 1993),
class (d’Houtaud and Field, 1984). 

16. On the role of television in identity construction, see Buckingham (2000),
Fisherkeller (1999), and Steele and Brown (1995). 
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