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Abstract:
First aid is an under investigated category of the emergency care system with much research focusing on ambulance crews and emergency service departments. Historically, first aid research has been dominated by psychological responses of individuals (e.g., actions of the bystander or the individual willingness to act in a situation). This study takes a different approach to studying first aid by examining the nature in which provision situated in. Using ethnographic data from a study based at the Great North Run (GNR), the analysis follows one patient’s journey through treatment to show it is the dynamic interplay of multiple schemes that structure first aid response at various stages of treatment. These schemas assign the patient to particular spaces and times demonstrating a spatial-temporal aspects of these infrastructures. Additionally, these tools inform first aiders decision-making drawing them into ‘risk-work’ type of performances. In bringing together this ethnographic material and sociological debates on standardisation tools, I reveal that the interplay and enactment of these schemas represents an extension of the systems of value that underpin the prioritisation of patients beyond the clinic and out into the community.




Introduction
When someone needs urgent medical attention, the response depends on the nature of the emergency, its location, and who is available to help. Incidents and injuries occur in various settings—public and private spaces, homes, workplaces, and while traveling. Assistance can come from bystanders, trained workplace first aiders, event first aid teams, or ambulance services. Despite its importance, first aid is often overlooked in emergency care research, which tends to focus on ambulance services, emergency departments, and rehabilitation (Pellegrino et al., 2017: p.5). Existing studies primarily examine individual physical, psychological, and behavioural responses—especially bystander actions (Latane & Darley, 1970; Hussain & Redmond, 1994; Cho et al., 2010; Lavine & Crowther, 2008). Recent research has explored individuals’ willingness and confidence to act in emergencies (Oliver et al., 2014; Muise et al., 2019). However, much of this research treats first aid as fixed and abstract without considering the situated nature of provision. 
This article takes an alternative approach on studying first aid by examining how first aid is structured and organised in temporary event settings. The study examines the organisation of first aid treatment at the Great North Run (GNR), from an athletes collapse at the finish line to their discharge from the main medical facility. I argue the coordination of first aid response is structured by three different types of standardisation tools. These include the British Red Cross Priority Guideline Tool, NEWS2, and the Patient Report Form (PRF). The interaction between these tools shapes first aid organisation through different spaces and stages of treatment. This study shows voluntary care provision is organised by categorical and ordering work (protocols, guidelines, triage infrastructures) when arranging patient treatment in the community, revealing first aid is part of a broader system of global classifications, embedded in historical and collective structures (Bowker & Star, 1999, p.288). Additionally, non-medical volunteers are being drawn into similar performances to those of hospital staff when negotiating and interacting with these tools (e.g., performing risk-work and privileging their expertise depending on role). This demonstrates third sector care organisations mirror similar bureaucratic and ‘professionalised’ practices found in hospitals. 
Standardisation in healthcare studies 
[bookmark: _Hlk187401233]Standardisation has been a central point of interest in the healthcare field exemplified by the introduction of clinical triage as a way of assessing and prioritising urgent and emergency healthcare needs across a range of healthcare settings including front line nursing work (Johannessen, 2017; van Pijkeren et al., 2021), medical call centre services (Russell, 2012; Ruston, 2006; Pope, 2023) and emergency departments (Hillman, 2014). 
In medical sociology research, much has been written about the role and status of standardised tools in influencing the delivery of medical work. To date, much of this work scrutinises the role of standards and triage when organising medical work. This is because medical practices are often far more complex than what is depicted in a triage system. Consequently, professionals often overrule triage guidelines, prioritising their own expertise to enhance patient-centred care (Greatbatch et al., 2005; Hillman, 2014; Johannessen, 2017). Pope and colleagues (2023) highlight the challenges of NHS111 in redistributing urgent care, revealing that digital systems, while intended to reduce hospital admissions, require significant digital literacy and symptom understanding. Patients can encounter obstacles in seeking care, such as circular patient journeys between NHS111 to eConsult. This research indicates that the effective use of triage infrastructures often requires tacit knowledge and competency skills.
Other scholars have examined the development of protocols, flowcharts, and training systems, and how these systems redistribute medical work among practitioners and reshape care provision in out of hospital settings. In a study focusing on the development of infrastructures for older persons’ care settings, van Pijkeren (2021: p.1696) demonstrates how infrastructural work introduces new elements to existing infrastructures, thereby altering the organisational practice and the regionals organisation and provision of care. Their findings indicate the development of a new triage system acts as a reconfiguring instrument for existing medical infrastructures, creating “room for (new) ideas in ‘doing’ quality care”.  This is because when care processes are replaced by these infrastructures the nature of care itself changes, both professionally and geographically.
This paper is informed by some of this work, such as ideas concerning how triage systems organise and distribute medical work, but goes further by examining the conjunction of separate but coexisting protocols which matter for the organisation of patient treatment in non-clinical settings.
Scholars have examined the interplay and multiplicity of categories in organising medical work, particularly in clinical decision-making. For example, Berg’s (1992) work in disposals explores how standards can be interpreted and used in different ways to reach a desired outcome. Similarly, Hillman and colleagues (2013) demonstrate how healthcare staff interact with risk governance systems (including protocols, guidelines, and triage tools) in acute hospital wards for older persons. Drawing on Horlick-Jones (2005a) term of the - ‘interactional matrix’ – which describes the different categories, systems of classifications that shape decision making - Hillman et al., (2013) show how hospital staff are “immersed in an ‘interactional matrix’ of moral duty, social obligation and institutional priorities and the matrix itself is shaped by the situations in which care is provided” (2013:p.951). Their findings reveal the interplay of various standards, protocols, guidelines that interact with other forms of sense-making to shape staff decision-making and patient journeys. Furthermore, Hillman et al. (2013) also note that an overemphasis on standardisation tools can create challenges in care provision, potentially fostering a defensive culture, dehumanizing patients, disconnecting clinical relationships, and distorting practice.
The studies above, are no different to the GNR in that standardised tools and procedures enable multiple healthcare organisers to coordinate the delivery of first aid. In this context, classification tools serve to guide the decisions of first aid teams and healthcare professionals when treating patients. This organisation of help, as Bowker and Star (1999: p.288) note, is "situated, collective and historical." 
The analysis draws intellectual inspiration from Science and Technology Studies (STS) ideas concerning classification schemes and standards, in particular Star and Bowker’s text ‘Sorting Things Out’ (1999). This work examines how categories and classification schemes are used, defined, and constructed, while also revealing their role in shaping and sustaining power relations and structures. Understanding the work of categories can enrich our understandings of the visible and invisible work involved in maintaining large-scale infrastructures such as the Internet, classification indexes (e.g., the International Disease Classification), guidelines and protocols (e.g., Nursing Interventions Classification) and report forms (Bowker and Star, 1999; Star and Strauss, 1999).
In addition to classifications, Bowker and Star also focus on the reproduction of standards, which they define as "any set of agreed upon rules for the production of (textual and material) objects... A standard spans more than one community of practice (or site of activity)... Standards are deployed in making things work together over distance and heterogeneous metrics..." (1999: pp. 13-14). In this sense, standards can be understood as arising when classifications become formalised, as "every successful standard imposes a classification system, in the sense that it forms boundaries around objects and activities" (Bowker and Star, 2000: p. 151). This suggests the process of standardisation also bounds activities, defining both the activity itself and its performance, for example, through instructions, guidelines, algorithms, and protocols (Berg, 1997). 
[bookmark: _Hlk187656247]Drawing on Bowker and Star’s analysis of classifications and standards, this paper examines how three classification schemes – the Priority Guideline Tool (developed by the British Red Cross for patient identification and triage), NEWS2 (a scoring system for identifying acutely ill patients in healthcare settings), and the PRF (a form used by emergency care providers to record patient details as part of their medical record) – coordinate patient treatment at the GNR. Through the use of these three tools, patients are assigned to particular spaces and times at distinct stages of treatment. A more detailed discussion of the role and function of these tools will be provided in the Findings section. This paper reveals that the patient’s ‘journey/career’ is a product of these three classification schemes, which intertwine and operate together at various stages of the incident. It is the interaction between these tools that coordinates care delivery when incidents occur outside of clinical settings.
[bookmark: _Hlk195022736][bookmark: _Hlk164850677]In taking up this topic, and in thinking about how coexisting guidelines shape each other I suggest that the overlap and interplay between multiple classifications is important in that it is these which structures the boundaries of first aid and the care provided by different agencies. The significance of understanding how multiple classification systems combine became clear during observations and conversations with volunteers from The British Red Cross Event First Aid team at the GNR. The following account of a first aid incident is drawn from my fieldnotes and conversations with volunteers from The British Red Cross Event First Aid team at the GNR. In documenting the first aid treatment of one patient, my aim is to illustrate how three distinct yet interlinked classifications – the Priority Guideline Tool, the National Early Warning Score (NEWS2), and the PRF – organise and structure the care I observed. This study addresses a gap in healthcare research by examining the structure of non-medical volunteer teams and their role in managing patient treatment. It builds upon existing debates about standardisation tools, demonstrating their central role in first aid teams' decision-making when coordinating patient care in temporary event settings. 
Method
The study addresses the research question: how is care and responsibility organised across third sector provision of first aid treatment?  Data collection was conducted at the GNR occurred during in September 2019 and was conducted at The GNR through a combination of methods. These methods included shadowing and observation of activities, in situ interviews (recorded as low inference fieldnotes – detailed, descriptive notes focusing on direct observations) follow-up audio recorded interviews (n=6) with British Red Cross volunteers and the collection of formal and informal artefacts (protocols, first aid manuals, briefing and debriefing notes).
Fieldnotes recorded all observations of activity. A total of 20 staff agreed to be shadowed at the event. I positioned myself with The British Red Cross Event First Aid ‘finish line’ team and moved between the finish line and the temporary field hospital during the event. Six volunteers with varying experience levels, roles, and locations across the race were recruited for audio-recorded interviews. These interviews were conducted in public spaces (e.g., cafes) 3-5 days post-event. Secondary materials were also to understand how first aid guidelines were formalised within the service. These included event plans, risk assessments, blank PRFs, training booklets and the event planning and management guidelines. 
Through the combination of these three methods, I was able to understand (1) how response was organised by various protocols and guidelines during a first aid situation; (2) how multiple classifications and categories were bounded and worked together to organise patient delivery and (3) the organisation of response is embedded in the setting before an accident even happens, for example, it is only when a person becomes a patient in which categories become enacted.
The site was selected for two reasons. Firstly, the site was different to other event settings the British Red Cross provided medical care for. This is because the GNR is a multi-scale event with more than 50,000 participants and spectators. The race was linear and went from Newcastle City Centre to the coast in South Shields. There were 23 medical posts, a casualty retrieval service, and a temporary field hospital. Every half a mile was a medical post run by first aid volunteers either from St. John’s Ambulance or British Red Cross. These medical posts were responsible for a particular area of the race. Meanwhile, The British Red Cross Event First Aid ‘finish line’ team and moved between the finish line and the temporary field hospital during the event. By shadowing first aid volunteers at this event, I was able to observe a range of first aid situations (e.g., blisters, collapses, hypothermia, ankle, and knee injuries) that offered insights into the different stages of providing help. I got a clear idea of the distinctions of the different spaces and responsibilities of a patient’s treatment. 
Secondly, The GNR was managed like a mass-casualty incident (NHS England, 2018) and at the time of the event, the field hospital was the largest operational A&E facility in Europe.  Multiple agencies including The British Red Cross, NHS healthcare professionals, St. John’s Ambulance volunteers and staff, members of The British Armed Forces, senior and junior police cadets, event coordination and private security teams worked together both to provide necessary care and treatment to patients and to reduce the strain of the local hospital services. Due to the mass-size of this event and the multiple types of healthcare agencies working at this event, I was able to examine the margins of responsibility between organisations and how they mapped on to different spatial areas and stage of treatment and study the different temporal stages of the first aid delivery and on when and how patients move from one ‘site’ to another. Overall, The GNR was ‘a site’ in which I could observe first aid incidents and understand the social organisation of first aid delivery.
Fieldnotes and interview data were anonymised, and pseudonyms have been used when referring to volunteers in this paper. Patients and families were not recruited; everyone had the option to request that their care not to be observed. The study received ethics and research governance approval (FASS-LUMS REC project reference number FL18181).
Data analysis was interpretive (Sheard, 2022) and was inspired by Bowker and Star’s work on classifications, categories, and boundaries. I follow their method of taking note of where and how spatial, temporal and professional boundaries are configured and enacted, and how professional and everyday practices are organised and framed by them. It was much of this work that inspired and guided me on what I would look out for and the conversations I had with volunteers at the event.  
Throughout the data analysis process, I went back and forth with theoretical traditions such as the performative work of boundaries and categories. It then became clear that there were multiple classification tools that bounded the patient to distinct stages during the first aid sequence. I was able to go through the analysis and select parts of fieldwork observations and interview transcripts that illustrated the sequence of first aid delivery and how this is part of a global structure of boundaries and categories. Analysis mainly focused on the margins of responsibility between organisations and how they mapped on to different spatial areas and stage of treatment.  Although conversations also focused on the lives and careers of the volunteers involved, and what it is to ‘be’ and become a first aid provider, this was not the main line of enquiry. The purpose of studying the spatial enactment of these distinctions was to understand the construction of first aid delivery across particular spaces and times.
The next section provides a brief description of the spatial distribution of first aid provision at the GNR.

Setting the scene: The Great North Run
The study describes first aid provision at a mass-participation long distance running event, the GNR, a 13.6-mile-long race in England. Multiple healthcare agencies provide medical care to ease the strain on local hospitals and to provide care and treatment for any casualties. The roles and responsibilities of these multiple organisations varied across the space and time of the race, e.g., first aiders at the finish line did less clinical treatment than those in the main medical centre or at other medical posts. 
First aiders working at medical posts closer to the finish line had a higher mix of expertise. Most NHS professional healthcare staff were stationed at the main medical field hospital rather than along the course. This was partly because the facility included equipment used to treat patients suffering from severe injuries/ and illnesses. The hospital, set-up 200m near the finish line (because this is where most casualties occur), had 70 beds and as divided into a minor casualty area (managed by The British Red Cross Event First Aid Service) and a High Dependency Unit (run by NHS healthcare professional staff). The facility had a welfare room for friends and family of patients, an admin area for admin staff, and a resting room for patients. Patient flow was steady from 10am-4pm, peaking 12-3pm. 
 Though most of The British Red Cross team and NHS healthcare professionals were based at the field hospital, some volunteers moved around. The finish line team saw the highest frequency of casualties, often due to runners collapsing or becoming hyperthermic after stopping. It was because of the predicted high number of these types of incidents that first aiders at this post had specific roles not replicated in other medical posts along the route. First aiders here carefully observed athletes coming through, encouraging them to continue moving into the medal station area to prevent blockage. In the case of a medical emergency, first aiders triaged and transported patients to the field hospital but did not provide any clinical treatment, as medical professionals nearby had the appropriate medical equipment and skills. 
The following section presents the results of the study. Excerpts and quotes have been selected to illustrate the three classification schemes that were enacted at different stages of the first aid sequence and to highlight that these were important for the patient pathway. 

Findings 
The findings are presented in three main sections. First, I introduce The British Red Cross Priority Guideline Tool and how roles on the finish line interact with this. Second,, I discuss a national system, NEWS2, and show how this figures in first aid treatment in the main medical facility at the GNR. Third, I study the role of the PRF in recording and categorising patients. Finally, I argue that it is the work of these multiple classification schemes that bound and define the patient across different stages of the first aid sequence.

The Priority Guideline Tool: A multiple object 
The Priority Guideline Tool is a structure of responsibility designed by The British Red Cross Event First Aid Service that supposes that every first aider can use and judge when dealing with an illness/ injury. In essence, the tool determines the ‘seriousness’ of injury. It guides first aiders on what to do during an incident. The triage guideline tool categorises four divisions of incidents: Priority 1 Alpha, Priority 1, Priority 2, and Priority 3. 
                       [image: A medical report with text and images
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Figure 1. The Priority Guideline Tool (copied from the GNR briefing document) (The British Red Cross, 2019)

The purpose of the Priority Guideline Tool is to standardise and organise first aiders’
initial responses. It is for all the British Red Cross first aiders to follow and does not
exclude or imply that the first aider has any special role or experience. Gary, a paramedic who volunteers for The British Red Cross explains how this classification schemes organises
and guides first aiders response, particularly those working at the finish line.

“We have developed this system over the years where we sit in tunnels, so I act as a triage at the main finish line, so I spot them coming in and try do a triage that will pre-determine their collapse. …And we have a team of two either side who are resus[citation] trained and defib[rilator] trained, so there the priority [is] that we keep at the top end. Walking wounded, we try and encourage the marshals to keep them walking through, so they are P3’s. P2’s need a wheelchair, so we try have a couple of [first aiders] floating who will push wheelchairs through the funnels. And at the end of the funnels, [we have] a Red Cross person who is usually very experienced at ambulance level and we get them to do a secondary triage because P1’s can go off and P2’s can go off between the start and finish of the funnels. So, we always do a secondary triage there…” 

What we see here is the Priority Guideline Tool organises the operation of the first aid team working at the finish line. This is an example of what Bowker and Star (1999) describe as a standardised tool. Like other standardised forms of classification, the Priority Guideline Tool is used to group casualties into categories. In the case, when someone falls ill, and when they are defined as such by the first aid team, athletes turn into patients, and then, quickly, into one or another of these categories of P1, P2 or P3. These categories, in turn, define and structure what happens next, and the actions of first aid teams. 
It is only a few moments after I finish speaking to Gary that I witness the first casualty at the finish line. Below is an extract from my field notes that explains the start of the process of providing medical help for this particular incident.

 “A senior police cadet and three event officers crowd round an injured athlete, while two first aiders are on the ground ‘working’ on the patient. The tunnel is closed off, so first aiders have space to work on the patient. Thirty seconds later, the casualty is moved onto a stretcher and is transported to the field hospital by a first aider and two police cadets….” 

Gary does not move when this was happening. He emphasises his role is all about triaging and getting the appropriate members to transport the patient to the field hospital. He is able to spot injured or ill athletes more quickly because his role of as a paramedic. He explains, 

“It is quite unique on the finish line because a number of years ago we decided we could not treat, and we could only do immediate, rapid treatment on the scene because the medical centre was only 200m away. So, the decision there that was made was that I would only… because of my work experience, I was able to recognise poorly people put them into P1 category or a P2 category, probably a lot quicker and more efficiently than some of The British Red Cross people…”

Here Gary is working with other categories too: including those born of his own experience (i.e. NHS medical staff) and those of other Red Cross volunteers. Gary’s duty is to triage patients and ensure all those around him are carrying out first aid appropriately. He only steps in if he needs to. Gary’s role and experience reflects some of the tensions and conflicts that can arise when using the Priority Guideline Tool. In contrast to the official position: it turns out the ‘priority guidelines’ need local interpretation. Gary suggests he can use the tool more effectively than any other first aider because of his role and experience as a paramedic. In effect, professional knowledge interferes or cuts across how different individuals use the tool. These observations complicate the view that the categories are simply or directly enacted. Gary’s experience shows that interpretation is also involved and that some professional skill is needed to interpret the situation and that this is not a matter of simply applying these categories. This is not unusual. Medical professionals frequently make judgements about categories when using triage systems. Professionals often take an active approach to face-to-face triage (Russell, 2012) and often interpret categories with reference to their personal judgment - using tacit knowledge alongside guidelines when assessing patients (Johannesson, 2017; Ruston, 2006).
Although this is just one case, I observed other situations in which professional expertise interplays with the literal application of standardised categories. For example: when patients categorised as P1s reach the field hospital they are immediately sent to NHS staff rather than being treated by volunteers. As Darren the field hospital manager explains, capacity and space are also relevant.

“Yeah so there is a triage category, so the people at the finish... There is a team on the finish line, The British Red Cross team on the finish line who are very experienced, and they will have a look at the patients themselves and they will decide what the heck is going on but also there is a triage at the bottom of the tent, there is a paramedic there. So again, they will triage them and say yeah definitely the doctors or send them to my end and if there’s a problem and we can move patients between the hospital. If someone is really ill at my end, I can move them up. Meanwhile, if there are getting a bit busy and I have a bit of space and not many people down at my end… I’ll check with the doctors… they will check with me for the overall numbers and what the balance is.”

 Adjustments are made in ‘real time’ depending on the pressures involved. To return to the case that I decided to follow, the first aider and two police cadets transported the patient to the main medical facility. Just before they entered the hospital, an NHS medical practitioner used the Priority Guideline Tool to carry out a secondary triage. Rather than using the tool to decide if the patient needs CPR or to choose the most suitable vehicle for transportation (as was the case on the finish line), at this point the priority system is used to determine which area the patient should go to within the field hospital. Here, space, time and professional responsibility all intersect with each other as the sequence of the first aid delivery progresses. This is important in that what starts off as a ‘single’ classification scheme, the Priority Guideline Tool, changes its role as the patient enters the hospital. As illustrated here, it has different roles depending on the part of the first aid sequence in which it is used - when a patient is first identified, and later at a secondary triage point. In both cases, judgements and interpretations are critical: but in somewhat different ways and are often negotiated by professional expertise. As described below, this is not the only system of classification in place. 

NEWS2: intertwining categories 
The second classification scheme I explore is NEWS2 which is used to organise first aid delivery inside the field hospital. NEWS2 a classification scheme made up of six different physiological parameters (respiratory rate, oxygen saturation, temperature, systolic blood pressure, level of consciousness and heart rate) that first aiders and healthcare professionals refer to in determining the clinical state of a patient (Royal College of Physicians, 2017). Each of these measurements are scored between 0-3 and are added together to generate a total score. These measures are repeated and if they are increasing, or if the score is high, this points to the need for more intensive medical attention. An extra two points are added if the patient is receiving oxygen therapy. Although these NEWS2 scores give an appropriate indication if a patient needs more intensive care, the guidance is that they should not be used to substitute for clinical judgment. Any concern about a patient’s clinical condition should prompt urgent care regardless of NEWS2 (Royal College of Physicians, 2017).
 Like other classification schemes, NEWS2 is standardised and is used by multiple different types of practitioners and mandated by professional organisations (i.e., the NHS). It is mandatory for all NHS healthcare practitioners to carry out NEWS2 in hospital settings and it is increasingly recommended for use at a national level outside NHS settings (Royal College of Physicians, 2017). Existing studies evaluate the use of NEWS2 in community care settings such as general practice (Finniken et al., 2020) and nursing homes (Stocker et al., 2021) but no research has evaluated the role of NEWS2 when organising voluntary care provision. At all events that The British Red Cross Event First Aid Service provide medical care for, all volunteers and staff are required to carry out NEWS2 when treating a patient at a medical post. The only first aiders exempt from performing NEWS2 when treating patients are those on the finish line team. Steve, a finish line team first aider, elaborates on this point, explaining further

“Yes, we do have NEWS2. But as I said, we are unique… as on the finish line we are primarily there just to scoop and run… So obviously we are trained in NEWS2… but for us we don’t do it.” 

This example highlights there are particular stages of patient treatment when different categories are mobilised. In this incident, it is when the patient is delivered to the field hospital in which NEWS2 is enacted and intertwined with the Priority Guideline Tool. The NEWS2 score and clinical judgment determines the later sequence of first aid delivery. For example, if the patient has a high NEWS2 but is only categorised as a P3, they are moved to the High Dependency Unit (which is located inside the field hospital at the GNR) for more intensive care.

 In this incident, the patient is triaged as a P1 but after medical treatment in the High Dependency Unit, a secondary NEWS2 test is carried out and suggests the patient’s condition has improved. The patient is then moved to the resting area and is then seen by two Red Cross Event First Aid volunteers in the minor casualty area. In this situation, the patient moves through every area of the field hospital and is treated by different kinds of healthcare providers from professional medical staff to Red Cross Event First Aid volunteers. The NEWS2 scores are also recorded on what is known as the PRF – discussed below. In taking on the NEWS2 method of recording and classification (adopted in 2018) The British Red Cross Event First Aid team followed NHS recommendations. This is important in that the metrics used, and the scoring system has, to some degree, altered the way first aid is organised at events. Before each event, first aiders are reminded that they have to carry out NEWS2 and record every detail onto the PRF. Failure to do might result with volunteers being suspended from the service. Here, the NEWS2 acts as a mandatory guideline to ensure all first aiders and other clinicians have performed their duties and responsibilities appropriately. Anna, an Event Duty Officer, elaborates more on the effectiveness on NEWS2:

“[Laughs] I can tell you how they are supposed to work. The NEWS2 scoring system is supposed to be a clinical tool to work out how poorly a patient is and by monitoring their conditions and identify when a patient is deteriorating. It works brilliantly in hospitals. It saves hundreds of lives because it is a great way of monitoring progress. However, it is not designed for front line first aid so it was a bit not as effective as I would like. It is based on a safety netting protocol where I would for brand new first aiders, if they are on a smaller event and they don’t have people they can ask for advice, we don’t want them discharging patients who really need more monitoring or need more advice etc. So, it is kind of a safety net for any first aider, but particularly for those who are less experienced.…” 

Despite questioning whether NEWS2 is effective in first aid settings, Anna describes it as a safety-netting tool, particularly for less experienced first aiders, to help them make appropriate treatment decisions. In hospitals, staff regularly use protocols and guidelines to inform decision-making when providing care and treatment (Hillman, 2014; Goodwin, 2014) and become immersed within an ‘interactional matrix’ of moral duty, social obligation, and institutional priorities (Hillman, et al.,2013, p.941).  Similarly, this is no different to event first aiders who are informed by multiple categories such as patient presentation, the available resources and event specific guidelines when making decisions around patient care. For example, first aiders are institutionally bounded to record NEWS2 scores and use the Priority Guideline Tool when delivering patient treatment. However, first aiders personal interpretation of these categories can often conflict with their own sense-making, highlighting that even with standardised protocols, categories and classifications are always in tension.

The next part of the sequence shows how NEWS2 becomes entangled with existing arrangements, including the PRF and other related procedures and processes.


[bookmark: _Hlk187839166]PRF: A different type of classification scheme
When the patient enters the field hospital at the GNR, all details of the incident have to be recorded on a PRF, no matter how minor their injury is. This section describes the role of the PRF in organising first aid delivery and record keeping as the patient’s career unfolds. In the incident I followed, the patient is directed to the High Dependency Unit because they are recognised as a P1 by the finish line team and the paramedic on the gateway of the field hospital. The patient is transported by trolley by the finish team staff and The British Red Cross administration team start filling out a PRF. The PRF is a paper document that has several sections that first aiders or NHS staff fill in when they are clinically treating a patient.
The form is divided into several sub-sections, some of which are retrospective such as the incident date and time; patient details such as name, age, gender and ethnicity, alongside the name of their GP and next of kin. Other parts of the form are completed as treatment progresses. These sections include information about mental capacity; observations and NEWS2 findings; airway management; cardiac arrest, CPR and defib; FAST; 12 Lead ECG; cardiac symptoms; patient mobility; refused (if the patient refused treatment or transport); injury code (priority category). It does not include factors such as how the patient was feeling or who was with them at the time of the emergency.. The form is standardised, in the sense that entries ensure that every first aider or NHS worker is following the guideline for appropriate first aid treatment (i.e., carrying out measurement of the six physiological parameters). The form serves a number of different roles, including constructing a narrative for every patient pathway; acting as evidence (in case a patient decides to take legal action after treatment), recording NEWS2 and observation scores and acting as a means of ensuring every first aider is complying with the national standardised clinical practice. Depending on the type of incident, several volunteers or healthcare professionals might complete different parts of the form at different stages of the treatment. 
During the incident I followed, the patient moved from the High Dependency Unit to The British Red Cross area. This is because the patient’s condition improved from a P1 to a P3 as indicated by a low NEWS2 score when in the High Dependency Unit. Clinical judgment and NEWS2 matters for how the person moves when inside the field hospital. It is the interaction between these two classification schemes which organise the patient’s movement when inside the main medical centre.
Each practitioner who treats the patient carries out a separate NEWS2 and related set of observations. These multiple scores, alongside other categories, such as if the patient needs to go to the local hospital, are recorded on the form. It is only when the patient is discharged that the form is handed back to British Red Cross administrative staff. This team stores and delivers all the forms to the admin office. In this office, there is a team of first aid volunteers who manage and handle forms from every event at which The British Red Cross provides medical support for. Although the PRF does not necessarily determine the response of first aiders e.g., what equipment they should use to transport someone or in which space the patient should be treated, the PRF produces a narrative that records medical action from start to finish. Without it, healthcare professionals and first aiders would not have any record of the incident. Darren explains PRFs and the role of the admin team at the GNR, 

“The main difference with the field hospital is that we have admin staff. So, at any normal event you do your own paperwork and PRF’sThere [at the field hospital] we have our own admin team and we sign the paper and get the runner number and give that to the discharge team. We have a full team of people who start the PRF and sign… we don’t do that at any other event. It’s just that our first aiders can concentrate on first aid rather than worrying about paper work and that sort of thing that allows to take the pressure [off].” 

Because of the expected high frequency of incidents at the GNR, a team of British Red Cross admin volunteers are responsible for starting all PRFs. These volunteers do not clinically treat patients. This is unusual because at any other event the British Red Cross provides medical care for, first aiders are responsible for completing paperwork and clinically treating patients.  By assigning an admin team to manage PRFs, clinical first aiders can focus entirely on providing treatment without the burden of documentation. This approach helps reduce the risk of dehumanising or alienating patients—an unintended consequence of relying on standardisation tools in medical settings (Hillman et al., 2013).
As described above, the PRF overlaps with NEWS2. In the particular incident that I followed, the patient is treated by both senior healthcare professionals and The British Red Cross Event Service first aiders. These groups carry out identical tests and come to the same conclusions, both of which are recorded on the form. 
Here we see that the layering of record keeping is important. The PRF is filled in as the first aid sequence progresses. First aiders fill in the form while they work with the patients. They do not wait until after the incident to fill in the form. The admin staff check forms thoroughly and properly when patients are discharged. This is to ensure all standard guidelines have been followed. PRFs left uncompleted can result in unintended consequences for organisations such as The British Red Cross, The GNR and the NHS. If a patient dies or their illness/ injury worsens after treatment, the PRF protects first aiders and health professionals both professionally and legally. Anna confirms this, 

“They are vitally important. These things can come back on us. Since we are a registered organisation that should know better but if the treatment is incorrect and the patient then becomes seriously ill and then passes away… it comes back to us, they can also sue the venue. This has happened to me. I had a patient sue the venue for slipping over and I was called as a witness, but the PRF was called as evidence in this case. I was thoroughly examined because they had to ask me lots of questions... thank God my PRF was pretty good but if I hadn’t remembered, like at GNR, I wouldn’t remember any of the patients really except one or two…” 

Anna expresses fear over accountability, as patients can take legal action if they have concerns about their treatment. This accountability culture, which requires first aiders to begin documenting patient details as soon as they enter the field hospital, creates a self-surveillance environment (Waring, 2007). As a result, record-keeping tasks, duties and responsibilities becomes more important than the delivery of care itself (Hillman et al., 2013). Although the administrative team primarily handles PRF documentation, this example highlights the importance of first aiders following protocols, guidelines and procedures when providing first aid. If a patient or their family takes legal action, the PRF serves as a record, offering legitimacy to both individual first aiders and the organisation. 
The PRF has dual purposes. As well as being a record of events (used retrospectively) and a document used to offer legal protection in case of patient litigation the PRF is also passed between different people involved and acts as a bridge between their roles and responsibilities. For example, the admin team manage the biographical details (categories that do not change), while the clinical first aiders complete the categories surrounding the pathway, i.e., NEWS2 findings and observations. The admin team at the end have a responsibility of checking all forms are completed, storing the forms safely and ensuring they are sent to The British Red Cross admin office at the end of the event
For two hours, I shadowedRed Cross volunteers and NHS medical staff in the main medical facility, where the patients low NEWS2 score showed they no longer required medical attention. Following appropriate medical advice from the first aid team, the patient wasguidedto the admin desk near the hospital exit. The first aider gave the PRF to the admin team who asked for the patient number. The patient was reunited with their family and left the field hospital. From this point on, they are no longer a patient. 

[bookmark: _Hlk175914842][bookmark: _Hlk176177021]Discussion: a landscape of categories 
[bookmark: _Hlk185422001]This paper examines the social organisation of first aid treatment at the GNR.  By applying Bowker and Star’s work on standards, as well as other studies on classification tools, it becomes clear that multiple protocols and guidelines are enacted at particular stages of the first aid incident, structuring the patient’s pathway. By studying the organisation of first aid response, I demonstrate how the entanglement of these tools structure patient care in temporary event settings. I conclude with four key points.
First, it is not just the work of one classification scheme, but multiple classification schemes that organise voluntary care provision at the GNR.  Building on Bowker and Star’s (1999) ideas, I focus not on a single system but on the multiplicity and intersection of categories to study how a patient’s journey is organised. The three classification schemes interact with each other to define and record the patient’s condition. Different stages of the first aid sequence are critical for understanding how these multiple classification schemes intersect and operate. For example, NEWS2 does not work independently; its use relies on other classification schemes such as the Priority Guideline Tool to organise first aid delivery when inside the field hospital. My findings show it is not just the work of one scheme, but a combination of multiple classification systems that define and record the patient’s movement at the GNR. In this way, the organisation of the response is ingrained in the settings even before an accident occurs. 
The second point has to do with the patient’s changing status as they move from being an athlete to a casualty, and as they fall ill – collapsing on the finish line - and as they then recover. In this context, the patient is not a fixed object: their condition changes during this period. For example, while they are assessed and triaged at one moment, the whole NEWS2 process is about following change through repeated measurement. Only when the patient receives a low NEWS2 score, supported by clinical judgment (and recorded on the PRF), can they be discharged from the main medical facility. Throughout the first aid sequence, different classifications are activated. The Priority Guideline Tool is first used at the site of the incident and again once the patient is inside the field hospital. The PRF is started in the administrative area of the field hospital and travels with the patient during their treatment. NEWS2 scores are reassessed within the treatment facility. Once in the field hospital, both first aiders and NHS staff work together to improve the patient’s condition. If the condition worsens, the patient would be transferred to a local hospital; if it improves, they move towards being discharged. Different classifications schemes work together as the patient moves through the system and as their condition changes. This illustrates there is a spatial and temporal aspect to when and how classifications are mobilised. NEWS2 measurements can only be carried out in the field hospital because that is where first aiders and relevant healthcare professionals are situated. Which categories are mobilised and when is important for how these co-existing systems interact. For example, in the field hospital NEWS2 overlaps the Priority Guideline Tool, while towards the end of the treatment, the PRF overlaps and in effect takes over from NEWS2. In summary, the use of these three classification systems involves both spatial and temporal elements. These spatial and temporal distinctions map on to areas of professional responsibility and hand-over. For example, record keeping is part of making and reproducing differences between administrative and clinical roles and between services provided by volunteers and experts. As van Pijkeren et al., point out “triage as an infrastructure and a socio-spatial practice of reorganizing medical care provision… both professionally and geographically” (2021: p.1686). In this case, the three classification schemes effectively reorganise medical provision at the GNR. 
Thirdly, there are complexities in how first aiders engage with standards and protocols. The analysis shows categories and classifications are always in tension – that even with standardised protocols, it is rare that these simply ‘override’ each other in a straightforward way. First aiders interacting with these tools experience a number of tensions such as prioritising their own judgment and following protocol. For example, Gary claims he is the most proficient at using the Priority Guideline Tool due to his paramedic experience, while Anna suggests that NEWS2 serves as a safety net for less experienced first aiders. However, both have a moral duty to follow organisational procedures when delivering patient care. These findings contribute to existing debates around professionals privileging their clinical judgment and expertise over standardised decision-making tools (see Facey at al., 2024; Johannessen, 2018; Ruston, 2006; Greatbatch et al., 2005) but goes further demonstrating a complexity that goes beyond a simple distinction of guidelines versus expertise. Instead, first aiders are immersed in an “interactional matrix” of moral duty, social obligation and institutional priorities (Horlick-Jones, 2005a as cited in Hillman et al., 2013). Here, within this interactional matrix of competing demands, the interpretation of categories and classifications remains a point of tension. 
My fourth point concerns the professionalisation of voluntary first aid teams, which reflect the bureaucratic structures of professional healthcare services, such as the NHS. My analysis shows non-medical volunteers are drawn into performing ‘risk-work’ (Horlick-Jones, 2005b) in their everyday practice when organising first aid. These performances mirror the same interactions and routines to healthcare professionals in clinical settings, whose role is to provide patient care (Paulsen et al., 2024; Harrad-Hyde et al., 2022; de Graaff, 2021; Hillman et al., 2013). For example, completing checklists, maintaining paperwork, and accurate record-keeping are often more important than the delivery of care itself (Hillman et al, 2013). This is emphasised by Anna who shows the recording of NEWS2 scores and storing PRFs are vital to patient treatment. Interactions with these standardised tools are often “performative – deliberate, self-conscious acts done only in response to external expectations” (Facey et al., 2024, p.1111). While relying on standardised tools for decision-making when delivering care can result in “defensive practice” and “dehumanising patients” (Hillman et al., 2013, p.941). This contradicts the original purpose of first aid, which is to empower laypeople with basic life-saving skills to provide care in emergencies and life-threatening situations. Instead, non-medical volunteers experience fear over accountability when providing first aid at events and the service itself reflects bureaucratic practices to those of professionalised healthcare services.

Conclusion
The purpose of this study is to extend the analysis of categories and classification work by examining how the interplay and enactment of these classification schemes reflect the expansion of value systems that shape patient prioritisation when care is delivered in community settings. Rather than treating first aid as a fixed body of knowledge or a practice that can only be seen through an individual and psychological lens, my findings reveal that categorical and ordering work plays a crucial role in structuring first aid provision within specific social and institutional contexts. Additionally, this study highlights how these systems interact with the evolving role of mainstream healthcare systems, including ambulance crews and first responders. 
[bookmark: _Hlk190443337]First aid is structured before it is enacted on the ground, but it only becomes mobile when action occurs—such as a patient collapsing. Non-medical volunteers engage in similar practices and routines to those of professional healthcare staff when interacting with these standardisation tools. I reveal that the organisation of first aid treatment is part of a global structure of categories and boundaries. I argue that it is the interactions between multiple classification schemes that structure patient care and determine the patient’s movement through different stages of the first aid sequence. The GNR serves as a case study of how first aiders interpret and use these classification schemas in practice.
Classification schemes such as the Priority Guideline Tool, NEWS2, and PRF are embedded in every event where the British Red Cross provides medical care but only mobilised where a medical incident happens. Rather than a single classification schema organising care, the dynamic interplay of multiple schemes structure first aid response at various stages of treatment. These schemes are interwoven yet distinct, each with its own history and purpose.
This study demonstrates that first aid provision is both 'situated' and 'collective.' As Bowker and Star remind us, classifications and standards actively shape everyday practices. By following the organisation of first aid response, this research reveals how multiple classifications and categories intertwine to structure patient care.
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