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nd leader of the Center for Activity Theory ang
the founder ¢ of Helsinki in Finland and Profess E::;bp

Work Research at the Universfty ang P Enery
an:egnemlUnizTersity of California, San Diego. He f yndamentally builds his theoreticy] o

al-historical or activity-theoretical appr oach to learning and

zvxp%h?;}?zas first launched in the Soviet Union in t{le 1920s and 1930 by L:f
Vygotsky. However, in his dissertation on “expansive learning” in 1987, he combingd y;
approach with the system theoretical work of British Gregory Batesop on double-bind s,
ations and learning levels and thereby introduced the notion of conflicts which were absen,
in Vygotsky's framework. In the following slightly abridged version of an article from 200,
Engestrom sums up the historical development and status of activity theory and illustrages
its potential with a case study from his Boundary Crossing Laboratory in Helsinki.
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Introduction

Any th?ory of learning must answer at least four central questions: (1) Who are

il:e subjects of learning — how are they defined and located? (2) Why do the
arn — what makes them make the effort? (3) What do they leq h thy

contents and outcomes of learning? (4) How do they leanyl _ :;'r;l;t‘zr :t tﬁzeke;:

actions of processes of learning? ‘
: 8! In this chapter. J w:
examine the theory of expansive learnin (o Vil use these four questions to

the framework of cultural-historica] activ{gt (Enges“dm’ 1987) developed within

Before going into e i y theory,
Xpansive | i
five central j - carning,
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Gene ation” " iy th i
- orical activity theory was initiated by [ ¢, \
culfuml’d leafl y 1930s. It was further developed by VYgOts[ZgOtSky (1978) in the

19005 an ] Leont'ev (1978, 1981). In my reading, aCtivitys colleagye anq dis.

ciple Alft(lree generations of research (Engestrém, 1996) Ynt]he"’Y has evolyeq
€ st generarjon,

(U8 d Vygotsky, created the idea of medig; e
d;ntefed aro(;‘gky,s (1.978, p- 40) fapnous triangular mgr:l‘e ITi]:s “:g:aahwas Crystal-
lize rljirect connection bef,wegn stimulus (S) and response (R)w acs the condi.
fon€ lex, mediated act” (Figure 4.1A). VYgOtSky’s idea of Cultur;lfansc?nded

. ctions 1S commonly expressed as the triad of subject, object, and rrgz(cilliatl.on
Of?fa . (Figure 4.1B). —— | ating
an’l[he insertion of cultura artifacts into human actions was revolutionary in th

ic unit of analysis now overcame the split between the Carteslgnnind?:t

th u:?sand the untouchable societal structure. The individual coy]
il

. dno lo
J without his or her cultural means; and the society could no loﬁger
€r

o unde stood witbout the ag;ncy{) of: individuals »\Tho use and produce artifacts,
This meant that ob]eFts ceased to be just raw material for the formation of logical
perations in the subject as they were for Piaget. Objects became cultural entities
nd the object—orientedness of action became the key to understanding human
psyche. .

The limitation of the first generation was that the unit of analysis remained
individually focused. This was overcome by the second generation, centered
sound Leont’ev. In his famous example of “primeval collective hunt” (Leont’ev,
1981, pp. 210-213), Leont’ev explicated the crucial difference between an indi-
vidual action and a collective activity. However, Leont’ev never graphically
expanded Vygotsky’s original model into a model of a collective activity system.

Sucha modeling is depicted in Figure 4.2.

The uppermost sub-triangle of Figure 4.2 may be s
berg” representing individual and group actions embedded in a collective activity
sstem. The object is depicted with the help of an oval indicating that object-
oriented actions are always, explicitly or implicitly, characterized by ambiguity,
suprise, interpretation, sense-making, and potential for change. |
m::z iﬁ“eept of activity took the paradigm a huge step 'foer;'lrd in tf;ﬁt it

e focus on complex interrelations between the individual subject

een as the “tip of the ice-

S
MEDIATING ARTI FACT

R

Object

Subject

'E re4
o Jation
(A)Vyaotsky’s model of mediated actand (B) its common reform
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4.2 The structure of a human activity system (Engestrém, 1987, p, "
Figure 4.

and his or her community. In the Soviet .Union, t};e SOICielt‘al flctivi

tems studied concretely by activity theor1§ts were “ge y lmltEd.tO
and learning among children, and contradictions Of activity remaipe
extremely touchy issue. Since the 1970s, the tradition was tgken up
recontextualized by radical researchers in the West. New domains of actiy.
ity, i » were opened up for concrete research. A tremendoy
diversity of applications of activity theory began to emerge, as manifeste]
in recent collections (e.g. Chaiklin et al., 1999; Engelsted et al., 1993,
Engestrom et g, 1999). The idea of internal contradictions as the driving

force of change ang development in activity systems, so powerfully concep.
tualized by Il'enkoy (1977), began to gain its d

. U€ status as a guiding principle
of empirica] research.
Ever since V. otsky’ i '
very much dYg kys foundaFlona[ work, the CUItural—hlstorical approach was
Iy much 3 iscourse of vertica] developme t «. . il
Michae| Cole (1988) o rcultural tesearch Tmained ap isolated attempt.
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mts indicate that the door j Open f,
e

: . Or the formge:
These d tion of activity theory. In this mode of rese .

arek;, nbnatlon of the

b . . . ’ e i

s gene:c?: include minimally two Interacting ACLVity systems

expand d 4.3, the object moves from an initig State of unrefle,.
soureé 4o

In “1 . aterial” ((?bject 1;b €.g- a specific patient ente
given 1r1::actiV ely meaningful object constructed by the 5 stem (o)
o arient constructed as a specimen of a bllomedical disease Category anq
og. the instantiation of the general.object of lllness/health), and tg r}(’)tan

" m;ed or jointly construct.e d O,b]FCt .(ObjeCt Jieg.a COllaboratiVCIS’ cgz:
dally ngn derstanding of the patient’s life situation

and care Plan). The o
. : + The objecy of
ruct® is a moving target, not reducible to conscioys short-term goals, !
setivit lc urrent shape, activity theory may be Summarized wj
In 1t5

the hel f
r earlier summaries, see Engestrom, 1993, 1995, 199 %), P of five

obj ect-oriented

asic
(Figure 4.3),
ted, sityar:

ripg a physician’s office)
Ctivity sy,

Pri;;;p};it(f;‘indple is that a collective, artifact-mediated anq

vy system, seen in its networ1'< relati(?ns to other activity Systems, is taken ag
activit e unit of analysis. Goal-directed individya] and group actions,
the pnmic operations, are relatively independent but subordinate units of analy.
automattually understandable only when interpreted against the background of
sis .evzr;tivity systems. Activity systems realize and reproduce themselyes by gen-
enti® actions and operations.
eratl;leg econd principle is the multi-voicedness of activity systems. An activity sys-

Tis ;1waY5 a community of multiple points of view, traditions, and interests,
The division of labor in an activity creates different positions for the partici-
;}:ts’ lthe participants carry their own diver‘se histories, an@ the act%vity system
itself carries multiple layers and strands of hlstoFy fengr_aved in its artlfacts, ru?es,
and conventions. The multi-voicedness is multiplied in 'network.s of interacting
activity systems. It is a source of trouble and a source of innovation, demanding
actions of translation and negotiation.

G
MEDIATING ZE%'.’:‘I«':%
ARTIFACTS OBJECT, OBJECT,

OBJECT,

OBJECT,
SUBJECT .

SUBJECT

i} RULES
RULES COMMUNITY — DIVISION DIVISION ~ COMMUNITY

OF LABOUR OF LABOUR

OBJECT,

. n-
. , r the third ge
Rure 4 3 Two interacting activity systems as minimal model fo

€ration of activity theory.



Presupposition tha

SOnab[y
learned, well defined, There

e Acaviysystems takeshapeand g
The third principle is historic 'lyh ir problems and potentials can only be Meq
over lengthy periods of tiMme- I—CI:istOrY irself needs to be studied as loca| l‘:fld&.
stood against theif OWT hlstorv. 25 history of the theoretical ideas and toolftory
of the activity and its o.b]ects’:;ln nedical work needs to be analyzed againstthat
have shap.ed the 1ac:l;,:¥z.ation ;nd against the more global bistory of the medit; el
history of its local o8 4 tools employed and accurr}ulgted in the local actjy
concepts procefiur.es, E}nth " tral role of contradictions as sources of ch by,

The fourth principle is df tcions ? « not the same as problems or conflicts age
and development: antllr;i “z;cumulating structural tensions within and be.tw en.
tra(.ii(:,tions - sh ls'[‘t}(::;?m}:aiy contradiction of activities in capitalism is betweZ:
i}c\tewl::z' ?:lféna;x d exchange value of commoditi‘es: ThlS primary contradictio
pervades all elements of our activity systems. Activities are open systems. Whep
an activity system adopts @ new element from the outside (for example, a new
rechnology or a new obj ect), it often leads to an aggravated secondary contradic-
tion where some old element (for example, the rules or the division of labor) col-
lides with the new one. Such contradictions generate disturbances and conflict,
but also innovative attempts to change the activity.

The fifth principle proclaims the possibility of expansive transformations in
activity systems. Activity systems move through relatively long cycles of qualit
tive transformations.-As the contradictions of an activity system are aggravated,
some individual participants begin to question and deviate from its established
:;”Sl'li:;::l: lf:;ez, et:?fis eslci\alates into collaborative c?nvi§ioning anfi a Cclleliiz:
the object and motigve ofo tr}tle ant?fpanSlve transformat.lon y sccomplishe d‘::aﬂ}’
wider horizon of possibilities tchwu'Y arf\ reconc’eptuahzed o embfac? o
cycle of expansive trans formatian in the previous mode of the activity s
through the zone of proximal deyecl): may be understood as a collective J°

pment of the activity:

duals

It is the di
1stance i
between the present everyday actions of the indiv!
jvelf

and the historic
al
ly new form of the societal activity that can be collect

generated as a solyt; ’
ryday actions, ution to the double bind potentially embedded in the "
1)
E (Engestrom, 1987, P
X o
S PdaNsnve learning - 3 pey
ta . a
all n arq theorles of learnj Pproach -
Y an individya| ng are focy Jitio

se'd on processes where a subject (Fra s’
s inpso ssibly also an organization) acquir®” tiVelY
he behayiy of th uch a way that a corresponding e ide”
t the knowledgi X sulfjeq may be observed. It i5 2 5 f'evdl 1%

i Or ski . . )
ill to be acquired is itself stable airslto be

d com
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p tent teachern Who knOWS W a

identifiable k » More recene|
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The problem is that much of the most j

organizations violates this Presupposition. People and organizations gy Il th
time learning something that is not stable, not even, defined or understosdaah :1
of time. In important transformationg of our personal lives and organizati eal

ractices, we must learn new forms of activity which are not yet %here _19;113
are literally learned as they are being created. There is no competent téachez
Standard learning theories have little to offer if one wants to understand theif;
processes. ’

Gregory Bateson’s (1972) theory of learning i
ful for tackling this challenge. Bateson djs
learning. Learning I refers to conditioning,
correct in the given context — for instance,
classroom. Bateson points out that whereve
is also going on: people acquire the deep
characteristic to the context itself, Thus,
den curriculum” of what it means to be a s
to pass exams, how to belong to groups,
participants with contradictory demands:

pressures can lead to Learning 111, where a person or a group begins to radically
question the sense and meaning of the context and to construct a wider alterna-

tive context. Learning III is essentially a collective endeavor. As Bateson points
out, processes of Learning III are rare and dangerous:

ntriguing kinds of learning in work

tinguished between three levels of
acquisition of the responses deemed
the leamning of correct answers in a
r we observe Learning I, Learning II
-seated rules and patterns of behavior
in classtooms, students learn the “hid-
tudent: how to please the teachers, how
etc. Sometimes the context bombards
Learning I creates a double bind. Such

Even the attempt at Level I1I can be dangerous, and some fall by the wayside.
These are often labeled by psychiatry as psychotic, and many of them find
themselves inhibited from using the first person pronoun.

(Bateson, 1972, pp. 305-306)

Bateson’s conceptualization of Learning III was a provocative propo§a!,d no:n ;1101
elaborated theory. The theory of expansive learning de.velops .B;.ateso?l lsc;l e;as ‘©
a systematic framework. Learning III is seen as learning a'Ctl:}llt'Y :1,1 e e
own typical actions and tools (these will be dlsc.ussed l‘at.er mstel;1 " Ev e i
object of expansive learning activity is the entire actlcwlnty sss; ourally new pat.
learners are engaged. Expansive learning activity produce

terns of activity.

in
The learning challenge in children’s health care |
Helsinki

i d
‘i ded by taxation, an
In Finland, public health care services are prln.C.lPaRYCfiltri‘C:I rucrural issue in
e adent typically pays a nomina! feef f;l)l‘ avig.hOSpital services, histoi'ically
the Helsinki area is the excessive use ot hig .’e hildren’s medical care,
Caused by a concentration of hospitals in this gﬁ;ailc:n?s Hospital, which has a
the high-end of medicine is represented by the



|
i
|
|

5 Engestrom . : T
52 Yrid . ients and not actively encouraging them ¢,

monopolizmg 1ts Pat Due to rising costs, there is now much poli[]'.

: ¢ Iabor in favor of increased use of Primary

hildren with long-term illnesses, especiy,
. lear diagnoses. Children wit.h asthma and Severe alley.
iple or unc {ly growing group- Such children often drift betweg,
land rap.lthz:ugtranYOne having overview and overall responsip.
w;ctory- This puts a heavy burden on the families and o,

m is most acute among €

The proble
those with mult
gies are 2 typic:'i .
caregiver organizations ‘
ity of the child’s care traj

thirs}f: i(e:t}fi'ldren’s Hospital decided to respond to the pressures by initiating ang

hosting a collaborative redesign effort, facilitated by our resleagc(;l 8Toup using 3
method called Boundary Crossing Laboratory. Approximately anI'ted FEpRE
sentatives of physicians, nurses, other staff, and management from primary care
health centers and hospitals responsible for children’s health care in the Hel.
sinki area met in ten three-hour sessions, the last one of which was held in mid-
February 1998. The participants viewed and discussed a series of patient cases
videotaped by the researchers. The cases demonstrated in various ways troubles
caused by lack of coordination and communication between the different care
providers in the area. The troubles took the form of excessive numbers of visits,
u‘nclear' loci of responsibility, and failure to inform other involved care providers
(ln;kjllzfrfil: pa,;ilfl!l::s fgmily.) of th.e practitioner’s diagnoses, actions, and plans.

§ challenge in this setting was to acquire a new way of working in

g::gtf:zfynﬁ ailnd lcnlractitionetr}s1 from different caregiver organizations will col-
. and monitor the child’s traj —_ .
bility for its overall progress. ild’s trajectory of care, taking joint responsi-

There was no readil i
the problems; no wise teacher had the correct alnys,\::: Hable model chac would fx

as .
engf I:}‘Lthtical collective subject that we could
1ttle valye when ¢ . anstrmation. Top-down commands
- Competen R Ctives §hou1d be, o management does not know what the
! Tanagement of the Children’s Hospit2
=~ Was ConsciOus of its own li mitatiOnS

.\ ognit; €arnip
Munities of p'racu‘ceir:;lon '(H tchins, %9%53% and Wenger, 1991; Wenger, 1998)
Ollaborggign ol sys tellus 1o g k for wel ded co™
of children’s o r 2UVe Subjeces oor >’ SUch ag ¢y ko Ok for well-bounded &0
Medica] cape in 4 ﬁflea ing Ut§ ‘Oﬁlented teams or work Ug‘tl‘;’
SSinki, ther .- the multj-organizational fi€
» there ; organization

€15 no well-bounded work unit th?*
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could conceivably be the center of coordination. In each individual patient case,
the combination of institutions, specialties, and practitioners involved in the
Jelivery of care is different, and it is seldom possible to name a stable locus of
control.

Latour’s (1987) actor-network theory recommends that we locate learning in a
heterogeneous network of human and non-human actors. This is fine, but Latour’s
principle of generalized symmetry turns all the actors (or actants, as he prefers to
call them) into black boxes without identifiable internal systemic properties and
contradictions. If we want to successfully confront the various actors involved in
the care, we must be able to touch and trigger some internal tensions and dynam-
ics in their respective institutional contexts, dynamics that can energize a serious
learning effort on their part.

In our case, learning needs to occur in a changing mosaic of interconnected
activity systems which are energized by their own inner contradictions. A minimal
constellation of activity systems includes the activity system of the Children’s
Hospital, the activity system of the primary care health center, and the activity
system of the child’s family. In each particular patient case, the specific instantia-
tion of the three activity systems is different. Yet, the general structural charac-
teristics and network positions of each one of them remain sufficiently stable to
allow analysis and redesign.

In the Boundary Crossing Laboratory, the basic constellation of the three
activity systems was implemented so that hospital practitioners sat on one side
of the room and primary care health center practitioners sat on another side of
the room. The voices of patients’ families came from the front of the room, from
videotapes made by following patients through their hospital and health center
visits and also from actual parents we invited to join in the sessions.

In the first session of the Boundary Crossing Laboratory, we presented the
case of a prematurely born boy who was suffering from asthma symptoms and
repeated respiratory infections. His care had been initiated at the Children’s
Hospital in August. By mid-November, his personal physician at the health
center had not received any information on the initiation of hospital care
or on plans for continued care. As the health center personal physician was
unable to attend the Laboratory session in person, wWe showed her videotaped
interview to the participants. The personal physician’s use of reported speech
- borrowing the voice of an imagined hospital physician — made her statement

particularly poignant:

Excerpt | (Boundary Crossing Laboratory, session 1)

INTERVIEWER I'm thinking to myself, would there be any room for negotiation, | mean, is

it always so that one-sidedly one party, the hospital, decides that OK, now this is.at
such a stage that we can send him to primary care ... Is there any discussion on this?

PERSONAL PHYSICIAN Nobody has ever asked me, “Would you take this patient for
follow-up?” But then again, | am not specialized in pediatrics.
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: , ‘
In the Laboratory session, practitioners from the Chllc;:rer;1 s III?‘Spltal by ang
large denied that patient information is not 1sertlt ttctwhte ﬁe 1e:;1 th centers g
mainta'med that the papers must have g()ttlefl Ofi :h t it . i C?men Health
center practitioners o the other hand ¢ alm;: at i was in fact commg,
that the Children’s Hospital Wo‘fld not senc patient papers to .the healt,
er words, at this point the multi-voicedness of the interactig,

ter. In oth . -
ice)gk the shape of interlocking defensive positions. Toward the end of the fi
session, the head physician of the Children’s Hospital opened a first crack iy

the defensive deadlock:

Excerpt 2 (Boundary Crossing Laboratory, session 1)

HEAD PHYSICIAN OF THE CHILDREN’S HOSPITAL And here | think we now have 2
pretty obvious issue, we just have to ask whether the patient record is actually sent

to the primary care.

While expansive learning was firmly distributed within and between the three
key activity systems, actions like the one taken by the head physician demon-
strate that individual agency is also involved. However, different individuals
speaking in different voices take the leading subject position in the activity at

d}'l\fffetrent moments. The leading subject role and agency is not fixed, it keeps
shifting.

Why do they learn - what makes them make
the effort?

Ezl;zlt::rtgtciilili'gmg thetiry (Lave and Wenger, 1991), motivation to Jearn ste™”
thing userlPis erm cclll EF;?HY valued collaborative practices in which som®’
o e gradﬁall uced. This seems a satisfactory starting point when W loOr
ortlon fom 1 l(Y gaining competence in relatively stable practices. Howeve:
risky expansive learning processes associated with major 2

formations i .
In activity system :
1 ac $ are not w - .+ arion
gradual acquisition of maste ell explained by mere particip?

As 1 pointed .

Is triggered bi’ dzlllltb;:: lg::i Bateson (1972) suggested that expansive Leal’nmgthe
o . s . .

participants by the context,gler? erated by contradictory demands impos® 02 the

participants face and articy| the Boundary Crossing Laboratory, W€ me™ . otk
activity by presentin cuace the contradictory demands inherent in thelf y .
In several of these cgsz: erl:es of troublesome patient cases captured on videoli‘f;
tually impossi » the patient’ . made 1t
sible for th, , s mother was also present. This M2 d
added € participant ) P ' ems &
Desgir:eatoly o t}l:e urgency of Fhe dso;(l))lbl?amed st g
verwhelming evi e bind. the
contradictions was very g_efg’ldence, the acknowledgment and Jreiculatio® 0 .
0 emerge in the ¢ practitioners. The first stateme“bora;on"

hird session of the Boundary Crossing -

1
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Excerpt 3 ( Boundary Crossing Laboratory, session 3)

HOSPITAL NURSE A chronically ill child who has several il

Inesses does not necessarily
have a clearly defi

ned physician in charge. The care is fragmented. The information is
terribly fragmented in the patient's medical record. It is not necessarily easy to draw

conclusions as to what has happened to this child in the previous visit, not to speak of
finding information about visits to another hospital, for example what shared guidance
and counseling practices the family would need.And one doesn't necessarily even find
information on the current medications. They are merely in the parents’ memory or
written on some piece of Paper. So the information on the care of the illness com-
pared to the clinical situation and urgent care situation can be detective work ...

To make analytical sense of the situation,

tory of the activity systems involved. Since
care health centers,

have effectively incr

we need to look at the recent his-
the late 1980s, in municipal primary
the personal doctor principle and multi-professional teams

eased the continuity of care, replacing the isolated visit with
the long-term care relationship as the object of the practitioners’ work activity.

The notion of care relationship has gradually become the key conceptual tool for
planning and recording work in health centers.

A parallel development has taken place in Finnish hospitals. Hospitals grew
bigger and more complicated in the postwar decades. Fragmentation by special-
ties led to complaints and was seen to be partially responsible for the rapidly
rising costs of hospital care. In the late 1980s, hospitals began to design and
implement critical paths or pathways for designated diseases or diagnostic groups.
At the beginning of the Boundary Crossing Laboratory work, the head physician
of the Children’s Hospital made it clear to the participants that he saw critical
pathways as the solution to the problems:

Excerpt 4 (Boundary Crossing Laboratory, session 1)

HEAD PHYSICIAN OF THE CHILDREN'S HOSPITAL Why critical pathways, that has surely
been explained sufficiently, and now I'll only tell you that fn the sp:n: \;vecset::sti:
this activity. That is, the planning of critical pathways for. children and 2 :::,es from
Uusimaa county. And we have a basic working group which has repri:asenand b
both the health center level and the central hospital level and from here

parties, that is, representatives of both nursing and physicians.

shouldn’t the problems with
17 Evidence presented and
led to the conclusion

. , : t
With these reforms spreading and takl:ll : lro:))n,tro
coordination and collaboration be under ¢

. ssions
discussed in Boundary Crossing Lab<.)rator.Y > d critical paths were solu-
that this is not the case. Care relationships Tn ts of contradictions. These

: i ical se
i i ticular historic
tions created in response to par

assing
ew, more encomp
contradictions are rapidly being superseded by 2 nevs

configuration of contradictions.
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Care relationships and critical path_S respond to contradictions ingern, to
respective institutions. Care relatio.nshlpslare seen as a way to conceptualige 4
ment, and plan long-term interactions with a papent mgde primary healgh o u-
Their virtue is that the patient can be seen as h;.ivu}g m}xltlple interacting PTObler .
and diagnoses that evolve over time; their llm.ltatlon is that resppnsibiliw for tr}l:s
patient is practically suspended when t.he patient enters a hospital. Conesponde
ingly, critical paths are constructed to give a normative sequence of procedyre fo_
dealing with a given disease or diagnosis. They do not help in dealing with patien d
with unclear and multiple diagnoses, and they tend to impose their diseage. i
tered worldview even on primary care practitioners. Fundamentally, by Ry car.
relationships and critical paths are linear and temporal constructions of the objeqe
They have great difficulties in representing and guiding horizontal and SOCiO‘SPaﬁai
relations and interactions between care providers located in different institutiong
including the patient and his/her family as the most important actors in care, |

Asthmatic and allergic children with repeated respiratory problems are a cley
case in point. Such a child may have more than a dozen hospital visits, includ.
ing some stays of a few days in a ward, and even more numerous visits to a pri.
mary care health center in one year. Some of these visits are serious emergencies,
some of them are milder but urgent infections, some are for tests, control, and
follow-ups.

One of the cases we presented in the Boundary Crossing Laboratory was
Simon, age 3. In 1997, he had three visits to the district hospital of his munici-
pality, 11 visits to the Helsinki University Central Hospital (HUCH) ear clinic,
14 visits to his personal physician at the local health center, and one visit to the
outpatient clinic of the HUCH Children’s Hospital. Another case we presented
Andrew, age 4, had in 1997 four visits to the HUCH hospital for skin and allergic
diseases, nine visits to his local district hospital, and 14 visits to his primary car¢
health center.

After we presented yet another such case in the Boundary Crossing Laborator
the head physician of the Children’s Hospital turned to the hospital physicia®
who was in charge of designing the critical pathway for allergic children 2"
asked her to explain how the implementation of the critical pathway will solve

this child’s problem. The response was something of a turning point for the head
physician:

Excerpt 5 (Boundar y Crossing Laboratory, session 7)

HOSPITAL PHYSICIAN | Here is first of all ... the care for asthma and then

::ree:or :‘ood allergy. So in the case of one child, this cannot really be prest
verhead, how this goes, o
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HOSPITAL PHYSICIAN 2 Well, unfortunatel
: y these chi i
critical pathways. e children will indeed belong to multiple

The. consFellgtlon of contradictions in tl:ais field of activity systems is schematicall
depicted in Figure 4.4. In both the hospital and the health ¢ ically
emerges between the increasingly important object of patieerr::sert,na:)s?: tl’gdlctlon
primary care and hospital care, and the rule of cost-efficiency impl . etu:t?n
both activity systems. In Helsinki, the per capita expenditureyon E:Tente o
: alth care is
clearly above national averages, largely due to the excessive use and high
of services provided by the central university hospital of which the Ch?ldrce(:z
Hospital is a part. Thus, there is an aggravated tension between the primary care
health center and the university hospital. Health centers in the Helsinki area
are blaming the university hospital for high costs, while the university hospital
criticizes health centers for excessive referrals and for not being able to take care
of patients who do not necessarily need hospital care.

A contradiction also emerges between the new object (patients moving between
primary care and hospital care) and the recently established tools, namely care
relationships in primary care and critical paths in hospital work. Being linear-
temporal and mainly focused on care inside the institution, these tools are inad-
equate for dealing with patients who have multiple simultaneous problems and
parallel contacts to different institutions of care. In the activity system of the

HEALTH CENTER CHILDREN’S HOSPITAL
TOOLS:

TOOLS:
CARE RELATIONSHIPS CRITICAL PATHWAYS

OBJECT: CHILDREN OBJECT: CHILDREN SUBJECT:
SUBJECT: Mojvmc; BETWEEN MOVING BETWEEN HOSPITAL
GENERAL PRIMARY CARE 2”&’3‘:5&% PHYSICIAN
PRACTITIONER DHOSPITAL o\ reoME:
\ .. GAPS,OVERLAPS AND ‘J
DISCOORDINATION
NITY: RULES:
RULES: COMMUNITY:  DIVISION OF LABOUR DIVISION OF LABOUR NS%:P:‘%SHW COSTERECTIVE
COSTEFFECTIVE  NURSE,HEALTH BETWEEN L2 OVE,EQ‘AND STAFF CARE
CARE CENTER STAFF PROFESSIONS PRO A ECIALISTS

TOOLS:

ECT:
O(BILRONICALLY |LL CHILDWITH

SUBJECT: MULTIPLE PROBLEMS

PARENTS

COMMUNITY:
FAMILY MEMBERS,
FRIENDS

e in the Helsinki area.

Figure 4.4 Contradictions in children’s health car
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needs to be improved.And | say already at this point that this trial requires additional
work, it brings more work. For the outpatient clinic, we propose a procedure in which
the outpatient clinic during the entire month sends written feedback on every patient
visit regardless of the continuation. To whom, to the home, to the personal primary
care physician, to the physician who wrote the referral.

The proposal met with a range of objections, largely centering on the excessive
amount of work the feedback system was expected to cause. The head physi-
cian of the Children’s Hospital joined in the chorus of objections, employing the
available concept of critical pathways as a warrant in his argument:

Excerpt 8 (Boundary Crossing Laboratory, session 4)

HOSPITAL HEAD PHYSICIAN We have these task force groups for the critical pathways
in place, and they have also discussed this matter, and without exception, they have
the opinion that definitely not for every visit — |, too, would be afraid that if there
is feedback for every visit, there will be so many pieces of paper that the essential
information gets easily lost, so surely it would be better that the sender, that is those
who are in charge of the care of the patient, should themselves assess when feedback
needs to be sent.

The proposal was rejected. In the fifth session of the Boundary Crossing Labora-
tory, the task force came back with a new proposal. In the discussion, the new
proposal was mainly referred to as “care responsibility negotiation.” The term
“care agreement” was also mentioned. The proposal emphasized communication
and negotiation between the parents and the different practitioners involved in
a child’s care. '
This proposal had a favorable response. It was elaborated further in the sixth
session. In this session, the “care agreement” emerged as the central new concept.
The older concept of critical pathways was still used side by side with the new

idea of the care agreement:

Excerpt 9 (Boundary Crossing Laboratory, session 6)

HOSPITAL HEAD NURSE Then an important thing in this is the division of care responsibil-
ity which we have discussed, which is difficult to chew on. Now this also takes a stand
with regard to the division of care responsibility, and at the end there is the important
point that parents have accepted the plan, and the concept of feedback refers simply
to a copy of the medical record text which contains necessary contact information.
And in our opinion, this would mean additional work but this would be simple enough,
flexible and possible to realize if we embark on this, and the goal is to develop dialogue.

DATA SECURITY SPECIALIST Well, if | may comment on this. This would in my opinion
be exactly building the critical pathway model, finding ways to improve the critical

Pathway and the work within it.
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Under the umbrella of care agreement, four interconnected solutions were cre-
ated. First, the patient’s personal physician — 2 general practitioner in the local
health center — is designated as the coordinator in charge of the patient’s network
and trajectory of care across institutional boundaries. Secondly, whenever a child
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Figure 4.5 Conceptual model of the care agreement practice.

The new instrumentality is supposed to become a germ cell for a new kind
of collaborative care, “knotworking,” in which no single party has a permanent
dominating position and in which no party can evade taking responsibility over
the entire care trajectory. The model implies a radical expansion of the object of
activity for all parties: from singular illness episodes or care visits to a long-term
trajectory (temporal expansion), and from relationships between the patient
and a singular practitioner to the joint monitoring of the entire network of care
involved with the patient (socio-spatial expansion).

How do they learn — what are the key actions?

Theories of organizational learning are typically weak in spelling out the specific
processes or actions that make the learning process. One of the more interest-
ing attempts to open up this issue is Nonaka and Takeuchi’s (1995) framework
of cyclic knowledge creation based on conversions between tacit and explicit
knowledge. Their model posits four basic moves in knowledge creation: socializa-
tion, externalization, combination, and internalization.

A central problem with Nonaka and Takeuchi’s model, and with many other
models of organizational learning, is the assumption that the assignment for
knowledge creation is unproblematically given from above. In other woFds, wbat
is to be created and learned is depicted as a management decision that s outside
the bounds of the local process (see Engestrom, 1999b). This assumption leads
to a model in which the first step consists of smooth, conﬂict-f.ree sqcnahzmg, the
creation of “sympathized knowledge” as Nonaka and Takeuchi ca}l it. i

In contrast, a crucial triggering action in the expansive learning pro§e§s ;f-
cussed in this chapter, as in other analogous processes W€ have analyzec, is the
conflictual questioning of the existing standard practice. In the Box.mdary ro:su;i
Laboratory, this questioning was invoked by the troublespme Palt)‘ei?t Casesr’oguce
defensively rejected time and again. The practitioners did 3150h_egm stos}?own -
Questioning actions in their own voices; a small example ofl this ::athe i
excerpt 2. The analysis of contradictions culminated much later
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Laboratory, the first proposal of the proj et group in s.ession 4 was the first attemy,
ot such modeling (see excerpt 7). The critical dlscuSS%OFl and rejection of this y,
posal (excerpt 8) is an example of the action of examining the new model. The g,
ond, successful proposal, presented in session 5, is again an example of modeling
and the ensuing elaboration in session 6 (excerpt 9) again represents examining

the new model.

The care agreement model has been implemented in practice sine
May 1998. The manifold implementation opens up a whole different story o
tensions and disturbances between the old and the new practice, a story (0
large and complex to be entered in this paper. The cycle of expansion (Fig:
ure 4.6) is not completed yet. Our research group continues to follow and

document the implementation and to feed intermediate findings back to the
practitioners.

Conclusion: directionality in learning development
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Figure 4.7 Expanded view of directionalities in concept formation.

concept in practice, practitioners and parents have accumulated experiences t

challenge and transform this concept again in new sideways moves.
This account leads us to a new, two-dimensional view of concept formation

) (Figue 4.7).
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