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Helpful Learning

Improving practice, improving organizations

Griff Foley

Looking as if you’re doing it

In a recent article on Australia’s water crisis the economics journalist Ross Gittins said he suspects that politicians nowadays are more interested in appearing to tackle problems than in actually solving them.  Genuine action on water, Gittins argued, would require long-term planning and complex solutions that might offend powerful interest groups.  

Today, looking as if you’re doing it is a universal strategy.  When the market rules, government budgets are tight and public services chronically underfunded.  It is easier for politicians to offer easily explainable simple strategies rather than supporting the sustained work needed to solve complex problems and deliver quality services.

Yet citizens long for real, effective, action. They are tired of hospital waiting lists, potholed roads and run-down schools.  They worry about the lack of action on issues like water and climate change.  They are sick of spin.  They want politicians and public servants who deliver.

At the same time, the people responsible for delivering public services are looking for help.  Frequently overworked, lacking resources and leadership, browned-off by ineffective, fad-driven attempts at organisational improvement, they are looking for real, practical ways of improving both their own practice and their organizations.   

There is an as yet inchoate counter-movement underway that addresses this desire.  One of its harbingers are the many, many people in every field of human activity working to create more competent practitioners and more effective organizations.

The common denominator of this infinite variety of projects is an interest in learning.

Learning

We learn every day, in every situation.  Mostly we learn informally, through experience. Often we don’t realise we’re learning.  We are busy doing something and don’t notice that we’re learning as we’re doing it.   

Sometimes our learning is helpful, sometimes it isn’t.  Sometimes we fail to learn.  We are often unable to distinguish between helpful and unhelpful learning, or to know when we have failed to learn.
 

Individuals learn, groups learn, nations learn.  And they fail to learn.  (See Foley 1999 for case studies.)

In workplaces informal and incidental learning is the 90 per cent of the iceberg beneath the tip of organisational life.  We’d better learn to see the iceberg, before we run into it.  

To put it another way, we need to learn how to learn.

Colour-coded filing cabinets

 Some years ago, flying back to Australia from Germany, I happened to sit next to a science teacher who worked in a suburban Sydney TAFE (technical and further education) college.  We got talking about the endless organizational restructuring that TAFE, the biggest provider of adult education in the state, had been experiencing since 1988.  New organizational forms and new layers of management kept emerging, soon to be replaced by others.  I had heard much about this process from my graduate students, many of who worked in TAFE.  My flying companion, though, seemed to sum something up when he said, "You know, if I want more teaching hours, there is never enough money.  But if I want colour-coded filing cabinets, there's no problem". 

What does this story tell us?  For this teacher, a decade of organisational change had not made TAFE more efficient and effective.  He felt that during this time the superficial (colour-coded filing cabinets) had become more important than the substantial (teaching). This teacher’s story suggests that in their daily work TAFE teachers were learning to be cynical, alienated and disempowered.  The sense I got from this teacher was that his managers had turned his workplace into a black joke and there was nothing he could do to change it.

Negative learning

This teacher’s story echoed the experience—and learning—of hundreds of TAFE teachers and other educators
 I worked with in the 1980’s and 1990’s.  Their stories told of individual and organisational negative learning and failure to learn. 

Negative learning is potentially disabling.  The TAFE teacher could have become so worn down by organisational practices that he quit.  Luckily, he loved his discipline and was fiercely committed to his students, so he tolerated what he saw as organizational irrationalities and continued to find spaces within them to teach.  But he had given up trying to change his workplace.

Failure to learn

When we fail to learn we are doomed to repeat disabling behaviour.  An alcoholic endlessly repeats his addictive behaviour until it kills him.  Similarly, an organization wedded to wrong action endlessly repeats its errors.  Over the past 20 years NSW TAFE has engaged in numerous organisational restructures, none of which has dealt with its problematic organisational dynamics or resource constraints.  TAFE is not alone in this.  At its worst, an organization’s failure to learn is lethal. Infamously, the immolation of astronauts in the Challenger disaster did not shake NASA’s conviction of its own infallibility and so led to the deaths of more astronauts in the Colombia explosion.
  

Helpful learning

Helpful learning is learning that helps individuals and organizations to do something constructive.  It enables rather than disables.  So how can we turn negative, potentially disabling, learning into constructive learning, learning that helps individuals and organizations perform better?  

A method

We need to discover what people are actually doing and learning in their work.  When we examine workplaces, our own or others, we must be like anthropologists studying a foreign culture, recording people’s words and actions, noting organisational rituals and mores.  Then we should articulate the strategic significance of what we’ve discovered: What does it mean for what we do? 

The improvement movement

Over the past three decades a global movement to improve individual and organizational practice has developed.  Driven by resource constraints or profit targets practitioners and organizational leaders have strived to get better at what they do.  Much of this activity and the writing associated with it has been fad-driven and formulaic and has not improved practice.  But some of this work is thoughtful and useful.

“We’ve failed, Janelle”

Atul Gawande is an American cancer surgeon.  He also writes clearly and prolifically on ways of improving medical practice. Gawande is particularly interested in discovering what makes one medical practitioner or program better than another.  In pursuing this understanding he has adopted the research and writing approach of journalists like Tom Wolfe, observing and reporting on what excellent doctors do.
 

Cystic fibrosis is a rare genetic disease.  A defective gene produces a chloride defect that thickens bodily secretions, interfering with the absorption of nutrients and inhibiting normal growth and lung function.  

Systematic study and treatment of cystic fibrosis is relatively new.  But startling improvements have been made.  In the US, the median life span of patients increased from three years in the 1950’s to 33 years in 2003. And in each era some doctors and treatment centres were much more successful than others, achieving median patient life spans well above national averages.

Gawande set out to discover why.  He first visited a Cincinnati treatment centre that ranks in the middle of national outcomes data on CF treatment.  Gawande found skilled, energetic and dedicated staff engaging in careful, conscientious and at time innovative medical work.  Then he went to Minneapolis to examine the best treatment centre in the country.  

One afternoon Gawande watched the head of this centre, Warren Warwick, giving a 17-year old patient, Janelle, her regular three monthly checkup.  Warwick had been treating Janelle since she was diagnosed with CF at the age of six.   

Gawande begins his account of this session by noting the physical and cultural differences of patient and doctor: Janelle’s dyed long black hair, black eyeliner, studded ears, eyebrow and tongue; Warwick at 76 tall, stooped, skin liver-spotted, conventionally dressed.  How, we wonder, reading this, will these two get on?  

In a familiar, bantering way Warwick asks Janelle how she’s progressing and she says fine.  He then shows her there has been a dip in her lung-function test (the key CF indicator) from 109 per cent to 90 per cent.  Warwick probes.  Why has the reading fallen?  Has she been ill?  Has she been taking her medication and having her torso percussed regularly to clear the mucus from her lungs?  It gradually emerges that Janelle hasn’t been taking her treatments.  Warwick tries to find out why and when he can’t he goes to a well-used blackboard on his office wall.  

He does some calculations, showing Janelle that what seems like a marginal difference between the daily risk of a CF patient getting a bad lung infection without treatment (0.5 per cent) and with treatment (0.05 per cent) is actually over time a big difference.  Over a year, Warwick points out, it’s the difference between an 83 per cent chance of staying well and a 16 per cent chance.

Now he has Janelle’s attention, and he probes further.  He finds that she’s got a new boyfriend and a new job, and so is rarely home to take her treatments.  Also, she has stopped taking her medicine at school because the school nurse dispenses it (“It’s such a pain.”)  

Warwick negotiates a new deal with Janelle.  She will go home daily for her lung treatment.  At school she will take her medicine herself rather than giving it to the nurse.  And she will go to hospital for a few days to make up lost ground.

Janelle accepts the first two conditions and baulks at the third.  Warwick insists, saying: “We’ve failed, Janelle. It’s important to acknowledge when we’ve failed.” Janelle begins to cry, and Warwick has succeeded. 

As Gawande notes, Warwick’s success lies in his focus, determination and inventiveness. Over many years he has studied what works in CF treatment.  His strategy is simple: he does whatever it takes to keep his patients’ lungs open.  Regular sessions with patients are crucial, but so too are technical innovations.  Over the years Warwick has invented a new, deeper, lung-clearing cough for patients; a mechanised vest to enable patients to clear their chests by themselves; a stereo-stethoscope to allow him to listen simultaneously to the quality of the breathing in both a patient’s lungs. He also holds weekly staff meetings to review cases and ensure consistency in the quality of care.

Understanding and improving practice

“What the best [practitioners] may have above all”, says Gawande, “ is a capacity to learn and adapt—and to do so faster than anyone else.”

Gawande is right.  Certain qualities are integral to Warren Warwick’s and other excellent practitioners’ ability to learn and change.  They have clear moral purpose.  They work single-mindedly, even ruthlessly, to improve their clients’ welfare. They also have a wonderful ability to think on their feet and act decisively. Watching people like Warren Warwick work is like watching a superb tennis player respond to a seemingly impossible shot from an opponent.  The response is so quick that you can’t see the thinking, but you know the thinking is there.

Over the past thirty years we have come to understand that developing practitioners’ capacity to analyse their work is the key to improving their performance. Donald Schon (1983, 1987) and others have shown that in their work practitioners do not neatly apply knowledge they learned in their formal training; rather, they negotiate complex situations. In doing this, Schon said, it helps to find a bit of metaphorical dry high ground in the trackless swamp of our daily work, and get some critical distance from the situation. Then problems can be better understood and more effectively acted on.  According to Schon, the capacity to critically analyse has two dimensions: an ability to reflect-in-action (to think on your feet as something happens) and an ability to reflect-on-action (to analyse an event after it has occurred). 

Learning failure

With individual and organizational commitment, helping individuals improve their practice is relatively straightforward. Improving organizational performance is much more difficult.  A combination of resource and cultural constraints often paralyses workplaces, making change seem impossible.  Nowhere is this more apparent than in the health sector.

Don Berwick is a paediatrician who developed a passion for improving the quality of US health care.  In 1991 he founded the Institute for Healthcare Improvement in Boston.  IHI supports healthcare organizations that are “measuring their improvement work and getting results”.

At IHI’s annual forum in December 1999 Don Berwick gave a paper that has had a huge impact on the health improvement movement in the US.  Berwick began his talk by recalling a fire in Montana in 1949 that killed 13 young firefighters. These young men were among a team of 15 who had been parachuted in to fight a forest fire. It seemed a routine task.  But the fire jumped a gully and got into grassland, hemming in the firefighters.  Their only escape route appeared to be to sprint up a 76-degree slope in front of the fire.  As they ran, their foreman, Wag Dodge, realized that the fire would soon outrun them.  So he stopped and lit another fire, which ran up the hill in front of him, making a clearing.  Dodge called to his crew to join him as he lay down in the clearing.  His crew ignored him and kept running up the hill.  Only three made it to the top and escaped the fire, and one of these three was so badly burned that he died a few hours later.

Dodge’s ability to think on his feet, to reflect-in-action, saved his life, and subsequently many other lives.  His “escape fire” innovation has since become standard practice in US fire fighting.  In his paper, Berwick uses “escape fire” as a metaphor for what “unraveling” organizations need to do. 

US health care is unraveling, Berwick asserts, citing a compelling list of indicators: poor staff morale, declining public health provision, soaring costs in private health care, inequity of provision across race, class and region, frequent medication errors, overuse of antibiotics, excessive treatment waiting times. 

Berwick then recounts a recent experience of his wife, Ann.  In spring 1999 Ann, normally energetic and athletic, found she was having trouble walking.  She was diagnosed as having an autoimmune spinal cord problem.  From April to September 1999 she had six stays—60 days in total—in three of the best hospitals in the US.  Over that time she gradually got worse until she was bedridden.  For most of that time no one could tell Ann exactly what was happening or was likely to happen.  In late 1999 she gradually began to improve, but this was not due to the health system.

Berwick lived with his wife through her hospital experience.  At the end of it he concluded that medical errors were not rare but were the norm, and that while health care staff work well the system does not.  Medications were wrongly prescribed, specialists contradicted one another, data on Ann’s case were not systematically compiled, care was unreliable and at times insulting to the patient.  There was little or no coordination between the 50 doctors and 150 nurses who cared for Ann, and almost no post-hospital follow-up of her case.  The care was very expensive: probably $150,000 by late 1999.  Fortunately Ann was well insured.

At the end of this experience Ann and Don Berwick were deeply grateful to the carers that had treated Ann.  But, Berwick concluded, the health care system was systematically causing harm, and this had to stop.  The fire has jumped the gulch, he wrote, and is licking at our heels.  Patients and health workers knew this:

They see it every day, and even if their defensive routines no longer permit them to say what they see, they do see it: errors, delays, nonsensical variation, lack of communication, misinformation, the care environment not at all a place of healing. (Berwick 2002, 29)

Or, we might add, of constructive, enabling learning. The daily experience of the system was full of negative learning for patients and staff.  And the system was failing to learn—it seemed unable to learn and improve.

Changing the system

Organizations enable us to make sense of the world and impose order on it, argues Berwick
.  But US health care systematically fails to do this, and it is in this sense that it is unraveling.  So what is health care’s “escape fire”?  How to restore sense-making and effectiveness to the US health care system?  

Berwick suggests five preconditions to constructive change in the health care system, and three “design elements”—three essential elements of a new system, a new way of making sense. 

Of the five preconditions, the first, Berwick says, is the toughest: facing reality.  We must, he says, addressing his colleagues in the health system, name clearly and boldly the problems we have.
  And we must do this without marginalizing the truth-tellers or demoralizing the good people working in bad systems.

The second thing we must do is to dispense with techniques and ways of thinking that inhibit improvement.  

The third precondition is to develop inclusive and collaborative ways of working.  

The fourth precondition is to learn how to listen and talk to each other. “Sensemaking,” Berwick asserts, “is fundamentally an enterprise of interdependency, and the currency of interdependency is conversation…[O]pen dialogue is a precondition for success.”

The fifth precondition is capable leadership.  Effective leaders, Berwick maintains, do these things: they clearly define tasks, they demonstrate their own competence, they disavow perfection so as to encourage openness and innovation, and they engage with their staff to build a sense of collective purpose and commitment.   

Berwick’s three design elements—the building blocks of an improved health care system—are access, science and relationships.

Access is the patient’s access to the care they need, when they need it.  Two characteristics of the current system, Berwick notes, restrict access.  One of these is the visit.  Making the face-to-face encounter of patient and health professional so central restricts patient access to quality health care.  Supply of health professionals always outstrips patient demand, resulting in delayed or poor quality care.  Berwick suggests several ways of improving patient access: group visits, self-care, e-mail consultations, electronic chat rooms, Web-based health information, public health-care libraries.  

A second way that the current system restricts access is by giving medical professionals control of patient records. Patients, not the system, should own their health records. Whenever health professionals block patient access to medical knowledge, be it by the making the visit central or restricting patient access to medical information, Berwick argues, they add cost and fail to meet need.

Improving patient access to and control off suitable health care is both economically sensible and ethically sound.  It is central to improving health systems.  The system’s commitment to patients should be: total access, without compromise, 24/7/365. 

The second element in Berwick’s improved health system is science—the best available knowledge about what improves health care.  Again, the current system’s commitment to clinician autonomy restricts patient access to knowledge.  The improved health system would do everything it could to facilitate patient access to useful knowledge. 

The third building block of the new health care system is improved relationships between patients and staff.  The way the system is currently structured—with its visits, its ethic of clinician autonomy, its lack of resources and overworked staff—limits quality interaction between professionals and patients.  These pressures cause staff to try to control or limit their contact with patients.  

In the new health care system patient-staff interaction will be seen as not the price of care but as care itself, and a patient with a question as an opportunity rather than a burden. Information transfer will be central to the health relationship.  The system will invest in improving the accessibility, completeness and reliability of information for patients.  

Two values are central to Berwick’s thinking about improving health systems.  The first is that patients must control their own health care.  The second is that the system must be transparent.  

The value placed on patient confidentiality and professional autonomy in medicine has created a closed system that denies patients information about and control over their own health care.  The new system will be open.  We will work in daylight, says Berwick, openly studying what we do, and offering patients any windows they want onto the work that affects them. (Berwick 2002, 31-55)

But how to change?
Berwick’s prescriptions for reforming the US health care system are persuasive.  His five preconditions to change can be applied to any organization.  His design elements concept—the building blocks of an improved system—is also applicable to any organizational setting. 

But six years after writing his Escape Fire paper Berwick felt little had changed.  The problem, he said, was a deficiency of will and ambition on the part of those who ran the health-care system—executives and their boards of management.  This lack of commitment was in turn related to the internal politics of the system.   There were too many stakeholders benefiting from inefficiency, and too few with a stake in improvement.  (Galvin 2005)  Such resistance to change is also common.

Berwick sees organizational change as a political process, requiring leaders’ commitment to change and a willingness to take on vested interests.  Certainly this is the case at the system or enterprise level. But even in seemingly unpropitious circumstances, individuals can make constructive changes to the way work is organized.

Energising discouraged teachers

John Gray
 is a newly appointed deputy principal in an inner-city primary school. He finds a staff disheartened, feeling besieged by disruptive students. He asks: What have these teachers learned, in their daily work, to make them feel like this? He finds that the students carry the wounds of their home life into the school. They fall asleep in class after being kept awake all night by drug-taking and sometimes abusive parents. They come late to school and don't bring their lunch. When the teachers raise these issues, parents react aggressively, or don't respond at all. But the teachers are not just responding to what the students bring with them; their attitudes are also shaped by the laissez-faire culture of the school. Traditionally in this school, leaders have not led, and staff, individualised and fragmented, have shut the doors of their classrooms and survived the best they can.

John calls a meeting in which staff, for the first time that they can remember, share experiences and concerns. The deputy takes a record of this discussion to the district office and asks for help. A team of consultants visits the school, and encounters quantitative data on negative student behaviour, kept at the suggestion of the local union organiser. The consultants use this information to successfully argue for the appointment to the school of a full-time specialist in behaviour disorders.

John’s approach is straightforward.  He identifies a key problem—the staff’s inability to work together—and devises and implements a strategy: staff meetings. But his seemingly simple solution rests on a sophisticated analysis of what teachers were learning, daily, in their interactions with students (to feel besieged and disheartened) and the source of their learning (the students’ home life).  And think of how much more enabling John’s solution was (meetings in which staff could share their experiences & discuss ways of dealing with the problem) than leaving teachers to struggle on alone, no doubt feeling that their failure to get on top of the situation was their fault.

Another point: The sort of strategic learning John was engaging in can be seen as just common sense.  But because John and most other practitioners are so busy just getting through their working day, they don’t have time to find a piece of dry high ground and think systematically about problems.  By taking time out to do a university course, during which he conducted an action research project on this problem, John created a space in his life where he could learn to think strategically.

Creating spaces for strategic learning should be a normal part of working life.  Reviewing the experience of successfully innovative Australian local councils, John Martin concluded that a willingness to experiment was a common factor.  Staff members in these councils were encouraged to 

look for new ways of working, often with only a vague sense as to what it is they are trying to achieve. The spirit which drives them is based on values and key principles, rather that concrete outcomes. This is because they are learning as they proceed and are comfortable living with the uncertainty and ambiguity this creates. (Martin, 27-28, italics added)
Earlier in this paper I suggested that attempts to improve organizations should rest on an analysis of what people are actually doing and learning in their day-to-day work.  Like Martin, I have found that constructive organisational interventions proceed inductively, and are based on some key principles.  The principles that my students
 and I have found helpful are: 

•
People in workplaces learn all the time, experientially and informally

•
Such organizational learning can be positive or negative, productive or unproductive (unfortunately it is often the latter)

•
In attempting to change workplaces it is essential to understand the dynamics and outcomes of this informal, experiential learning

•
Constructive organizational change stems from analyses that both come to grips with the complexity of workplace problems and generate practical strategies

•
Change projects should themselves be treated as learning experiences, capable of being learned in and from

•
Change strategies must be:

—
democratic: all participants should be able to influence the process and outcome, but none dominate

—
explicit & transparent: there should be clear processes & procedures, visible to all

—
accountable: they should be continually monitored & evaluated

—
flexible: they should be able to change, in orderly & equitable ways

•
Change projects should be treated as long conversations, which follow procedural rules for discussion—reasonableness, truthfulness, freedom, equality, respect for persons, and orderliness

•
Change agents need to develop skills in: consultancy, negotiation, political mapping, facilitation of group process and facilitation of discussion.

Change interventions, however experimental and inductive, also require a systematic method.  My students have found a commonly accepted action research procedure helpful:

Issue/problem > hypothesis (or/& broad assumptions) > research question(s) > 

data collection > data analysis > action > evaluation > issue/problem…

The “strategic learning process” I’ve outlined here is not a formula guaranteeing successful change. Rather, it is an analytical framework and a method that can help practitioners and organizations learn from their experience and perform more effectively. Strategic learning projects can be conducted by whole organizations, or by sections of an organization, or by individuals working in an organization.  (For examples, see Foley 2001, 118—153.)

Conclusion

Last week I heard a sober, reasoned radio discussion of primary education.
  A primary school principal, the head of the primary principals association, a professor and listeners phoning in all agreed that the primary school curriculum is grossly overloaded, to the detriment of student learning and teachers’ work.  Various solutions were offered—cutting out content, lengthening the school day—none of them satisfactory.  It was a classic Schonian swamp, and there appeared to be no way out.  Then a woman who had taught for 35 years phoned in.  Back in the 1960’s and 1970’s, she said, we dealt with these issues—drug education, bicycle and road safety, nutrition—as they came up: we worked them into the day, they were part of our loving learning relationship with our pupils.

A couple of decades back our society panicked.  Our leaders persuaded us that there was a global economic competition in which we could sink or swim.  So we set out to perform better.  We restructured work organizations, we changed industrial relations, we created a competency-based education system.  And these things did improve performance.  But they cost us.  We got inflated management, overloaded workers, insecure employment, ultra-competitive schools and workplaces.  And overloaded curricula.  And the loving relationship that is the heart of good work became harder and harder to sustain.

Make no mistake: we have created a monster.

What I like about that retired teacher on the radio, and Warren Warwick, and Don Berwick, and John Gray, and the science teacher in the suburban TAFE is that they have devised ways of continuing to do good work in this difficult milieu.  

Developing a picture of what people are actually doing and learning in their daily work is crucial to improving both individual practice and organizational effectiveness.  As Atul Gawande notes, his account of Warren Warwick’s practice demonstrates that excellent practitioners are distinguished by their capacity to learn and adapt. As Schon points out, practitioners need especially to learn how to critically analyse their work.  Only then can they act effectively. 

On the other hand, Don Berwick’s analysis of US health care demonstrates that systemic failure is also learning failure—an incapacity to learn and change.  As the experience of NSW TAFE, NASA and John Gray’s school also show, the danger for any organization is that it can become a closed system and institutionalize learning failure. 

As Berwick notes, lack of political will has prevented the implementation of his prescriptions for systemic change in the US health care system—his “preconditions” and “design elements”.   This is a familiar story in the West, where a neo-liberal economic orthodoxy discourages bold government action for the common good.  In this environment we can take inspiration from people like Warren Warwick, Don Berwick and John Gray who continue to analyse, learn, and act decisively.   Any of us can do this. 

References

Berwick, Donald 2002 Escape Fire: Lessons for the future of health care New York: The Commonwealth Fund

http://www.commonknowledge.org/userimages/article_escape_fire.pdf

Foley, G. 1999 Learning in Social Action: A contribution to understanding informal learning London: Zed Books

Foley, G. 2001 Strategic Learning: Understanding and facilitating organizational change Sydney: Centre for Popular Education, University of Technology, Sydney

Foley, G. 2004 Introduction: The state of adult education and learning. In G. Foley (ed) Dimensions of Adult Learning: Adult education and training in a global era Sydney/London: Allen & Unwin/Open University Press

Galvin, Robert 2005 “A Deficiency of Will and Ambition”: A conversation with Donald Berwick Health Affairs 12 January

http://content.healthaffairs.org/cgi/content/full/hlthaff.w5.1/DC1

Gawende, Atul 2004 The Bell Curve The New Yorker December 6

http://www.newyorker.com/archive/2004/12/06/041206fa_fact

Gittins, Ross 2007 Water plan just another mirage Sydney Morning Herald May 30, p11

Martin, John n.d. Innovation Strategies in Australian Local Government Brisbane: Australian Housing & Urban Research Institute, Queensland University of Technology 34pp

http://www.ahuri.edu.au/downloads/publications/Occasional_Paper_4.pdf

Schon, Donald 1983 The Reflective Practitioner: How professionals think in action New York: Basic Books 

Schon, Donald 1987 Educating the Reflective Practitioner: Towards a new design for teaching and learning in the professions San Francisco: Jossey-Bass

Stephenson, Peter & Galloway, Vernon 2004 Problem-based learning. In G. Foley (ed) Dimensions of Adult Learning: Adult education and training in a global era Sydney/London: Allen & Unwin/Open University Press

Weick, Karl 1995 Sensemaking in Organizations Thousand Oaks Ca.: Sage

� Research Associate, Learning & Change, Faculty of Education, University of Technology, Sydney.  Phone (612) 4963 7963. E-mail: griff.foley@bigpond.com


Or Griff.Foley—1@uts.edu.au


�See Foley 2004, 4-7


� These were all experienced educators, often managers, working in diverse fields— nursing, prisons, the arts, computing, public health, community education, human resource management, tax, community work, the environment, to name just a few. 


� See Foley 2001 98-117


� For more on “new journalism” and the ethnographic method see Foley 2001, 154—197


� For more on this, see Atul Gawande’s talk on ABC Radio (Australia) Background Briefing: � HYPERLINK "http://www.abc.net.au/rn/backgroundbriefing/stories/2007/1936742.htm" ��http://www.abc.net.au/rn/backgroundbriefing/stories/2007/1936742.htm�. For a full list of Gawande’s writings, and transcripts of some of his articles, see http://www.gawande.com/


� Citing Weick 1995.  See Berwick 2002, 17-19. 


� Berwick here echoes Paulo Freire’s problem-posing pedagogy, which in turn underpins some problem-based learning approaches in professional education.  See Foley 2001, 22-43; Stephenson & Galloway 2004, 251-264.


� A pseudonym


� These students worked in corporate, public sector & community-based organizations, and were enrolled in bachelors, masters & doctoral courses in adult education at the University of Technology, Sydney from 1979—2000. All these people combined their study with full-time work.  Many were in managerial positions. 


� See http://www.abc.net.au/rn/lifematters/stories/2007/1983129.htm





Draft—comments welcome


