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Applying the theory of
information worlds within a

health care practise in Finland
Helena Känsäkoski and Maija-Leena Huotari

University of Oulu, Oulu, Finland

Abstract
Purpose – The purpose of this paper is to increase understanding about value creation to families in
childhood obesity care in multiprofessional collaboration in an integrated care pathway (ICP).
Design/methodology/approach – The qualitative case study involves the ICPs of two Finnish
University Hospital districts. The empirical data, collected between 2009 and 2012, consists of
semi-structured interviews of 30 health professionals in primary and special health care, of three
children and their mothers, a family questionnaire (n¼ 13) complemented with care path instructions
and memos of an ICP work group.
Findings – The findings indicate that organisational culture confirms boundaries which hinder
transfer of information and sharing of knowledge between organisations and professional groups.
The concepts of Chatman’s theory of everyday life information seeking complemented with the
concepts of Burnett’s and Jaeger’s theory of information worlds are applicable to describe aspects of
organisational culture on patient value creation in the ICP for obese children.
Research limitations/implications – The data of the patients and families were limited. Interviews
were completed with a questionnaire which has its limitations in qualitative research. In future studies,
e.g., families’ focus-group interviews could bring new insights.
Practical implications – The practise of information transfer between Finnish primary and special
health care need changes. Modern information technology, e.g., videoconference could be used to increase
family involvement in the value creation and the environment should be more supportive for healthy lifestyle.
Originality/value – The study is one of the first which empirically applies Chatman’s and Burnett’s
and Jaeger’s theories in a work-related setting.
Keywords Health care, Value creation, Organizational culture, Childhood obesity,
Information sharing, Integrated care pathway
Paper type Research paper

1. Introduction
In OECD countries 23 per cent of boys and 21 per cent of girls are overweight or obese and
these rates are even higher in Finland (OECD, 2013). The treatment is lifestyle counselling
targeted at the whole family. It is based on multiprofessional collaboration and
Evidence-Based Medicine (EBM) and aims at a change in health behaviour – a decrease in
energy intake and increase in expenditure (Han et al., 2010; Obesity (chidren) Current Care
guideline, 2012). The treatment should bring value for the children and adolescents and
their families.

This paper elaborates further the idea of value creation in work settings that was
suggested by Huotari and Chatman (2001). The idea was applied by Känsäkoski (2014,
p. 112) as a part of a theoretical model (Figure 1) and empirically tested in an integrated
care pathway (ICP) for treatment of obese children. The study was conducted in
Finland, where public authorities should guarantee adequate social, health, and medical
services for every inhabitant (Ministry of Justice, 1999), and municipalities should be
responsible for primary and secondary health care and for health promotion (Ministry
of Social Affairs and Health (MSAH), 2010, 2012). Primary health care services include
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child as well as school health care, which municipalities can provide by themselves, in
mutual collaboration, or purchase them from other public or private organisations
(MSAH, 1972, 2012). Prevention, early diagnosis and treatment are primary health
care’s tasks, but severely obese children are referred to special health care.

The ICP is set up to improve multiprofessional collaboration and communication
(see Yamazaki and Umemoto, 2010). It is a practise between primary and special
health care and based on structured forms of activities with routines (Giddens, 1984;
Schatzki, 2000; see also Cox, 2012). Studies on ICPs indicate that their goal is to ensure
care by optimising the use of resources. The purpose is a multidisciplinary care
practise which is based on guidelines and evidence for a specific patient group.
Atwall and Caldwell (2002) claim that the goals should be shared and the attitudes
positive for knowledge sharing. Moreover, all the actors should have access to the
patient records. However, Pinder et al. (2005) argue that care pathways may
reproduce professional boundaries and tensions related to patient-centredness vs
efficiency and effectiveness. It has also been indicated that managed care, lack of
time, separation, multitasking, and new technologies do not encourage sharing
knowledge and mutual learning (White et al., 2000). Moreover, implementation
(Kinsman, 2004; Kinsman et al., 2004), reduction of costs (Loeb et al., 2006; Rotter et al.,
2010), patient outcomes and satisfaction on the quality of care (Gardetto et al., 2008;
Rotter et al., 2010) have been investigated.

In Finland studies have also indicated deficiencies of information flows between
primary and special health care (Saaren-Seppälä, 2004; Ensio and Ryynänen, 2007;
Mertala, 2011). Practises of professional autonomy have ruptured communication, and
physicians’ habits of working and carrying responsibility alone have hindered
multiprofessional negotiations for outlining care agreements (Engeström et al., 1999).
Electronic patient record (EPR) systems are common in Finland, but direct information
transfer between primary and special health care and different municipalities

Information and knowledge processes
through information technology, in interaction
among professionals and among professionals
and families Knowing

Value network

Network structure

Time, place,
opportunities,

Organisational
culture
-social norms
-social types
-information value
-information behaviour
-boundaries

Type of
knowledge

V
A

LU
E

 for the heath
organisations

organisational learning

V
A

LU
E

 for the patients
and fam

ilies
B

enefits/costs of lifestyle changes

Source: Känsäkoski (2014, p. 112, modified)

Figure 1.
The theoretical
model of the study
as a whole
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is impossible. The EPR systems are separate and legislation rules that medical
practioners need an informed consent in order to transfer the patient records to another
health care organisation (MSAH, 1992).

2. Aims of the study and theoretical background
Besides information studies this study involves public health care, nursing science, and
business and marketing studies. The aim of this paper is to increase understanding
about value creation for patients and their families by answering the following research
questions:

RQ1. Which concepts of the theory by Burnett and Jaeger can be identified as
elements of the organisational culture that enhance or inhibit the value
creation of the ICP?

RQ2. How are the patients and their families involved in the value creation in
the ICP?

RQ3. How do patients and their families perceive value?

Value in health care is financial (Teperi et al., 2009; Porter, 2010), but also aesthetic, moral,
social, and psychological (Normann and Ramirez, 1994). In this study, value was defined
as patients’ and their families’ better health and well-being as an outcome of health care
processes (Känsäkoski, 2014, p. 100), which were examined from the perspective of value
creation in networks (Normann and Ramirez, 1994; Wikström et al., 1994). This paper
focuses on identifying the elements of organisational culture related to value creation in
these processes. The elements were approached with Jaeger and Burnett’s (2010) theory
of information worlds, which integrates the micro-level concepts of Chatman’s (1991,
1992, 1996, 1999) small world theory with the macro-level concepts of Habermas’s (1989)
theory of public sphere, both related to social environments. The concepts of Chatman’s
theory, namely, social norms, social types, and information behaviour are augmented
with the concepts of boundaries, and of information value as a substitute for worldview
of Chatman’s concepts and is defined as “a world’s shared sense of a scale of the
importance of information” ( Jaeger and Burnett, 2010, p. 6) (see Figure 1).

Being intrinsic to specific worlds information value does not transfer easily across
their boundaries. It interrelates the aspects of information perception, control, economics,
and content. The perception of the intrinsic aboutness of information defines information
value. At boundaries different information worlds contact each other. As information
flows through boundaries it is re-evaluated according to the norms of that world, in other
words, information has different value within each group ( Jaeger and Burnett, 2010).
The norms filter the information from the public sphere, and small worlds can try to
protect their own views from outsiders (Burnett and Jaeger, 2008).

Individual actors can belong to several worlds or networks, the lifeworld influences
the small worlds and vice versa, and intermediate (meso) levels can interact with both.
In society small worlds form a network of relationships ( Jaeger and Burnett, 2010),
which resembles the idea of value creation based on social networks (Huotari and
Chatman, 2001; Wikström et al., 1994; Normann and Ramirez, 1994). Organisational
factors of time and place, opportunities to transfer, share and create information, and
type of knowledge and knowing were also examined (see Figure 1).

Lifestyle counselling was seen as a means for the family to achieve the goals of
health and welfare. Value for the patients was a balance of the benefits of counselling
and the costs which the change of lifestyle required in practise (see Figure 2).
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Beyond the scope of this paper is the examination of the value created in the
information and knowledge processes of networks set up by health care professionals
and patients and their families and partly enabled by the inter- and intra-organisational
electronic network, including the EPRs. Also aspects of organisational learning along
with the families’ larger social networks are excluded in this paper.

3. Empirical study design
The study involved the ICPs for obese children of two Finnish University Hospital
Districts (UHDs). At the time of the study Finland was divided into 20 districts each
providing specialised care for its population. Every municipality belonged to a particular
hospital district. For this study, the division to primary and special health care was
sufficient. Special health care “means health care services in specialized fields of
medicine and dentistry, including the prevention, examination and treatment of diseases,
medical emergency services and medical rehabilitation” (MSAH, 1989). Furthermore,
research, development, and training should be provided in the hospital district’s area.

Overweight and obese children are treated in health centres or child health clinics
until the age of seven when they start primary school, and school clinics. Patients need
a referral to special health care except in the case of an emergency. Referrals are given
on the basis of health centres’ own criteria, guidelines, and recommendations for
diagnosing associated diseases.

3.1 Methodology
Metatheoretically the study was closest to social constructivism or collectivism.
Information behaviour relies on construction of knowledge. According to social
constructivism knowledge formation of an individual derives from social interactions
and cultural meanings. Talja et al. (2005, p. 92) state that “collectivism takes professions
and knowledge domains as its research object and sees the information and

Benefits
or ends
Health
Welfare

Costs or
sacrifices
of lifestyle
changes

Means
Counselling in
interaction

VALUE FOR THE PATIENT
FUNCTIONAL AND EMOTIONAL

BENEFITS AND MEANINGS IN PRACTISES

SOCIAL AND PHYSICAL ENVIRONMENT

Knowledge processes�
Organisational learning

Source: Känsäkoski (2014, p. 54)

Figure 2.
The elements of
value for the patient
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communication practices and terminologies of professions as the primary context for
information behaviour and knowledge organization”. Health care organisations and
professional groups were seen as knowledge domains whose behaviour as actors in
value creation was scrutinised (see Talja et al., 2005; Hjorland and Albrechtsen, 1995).

The study applied a qualitative single embedded case study design (Yin, 2009).
The two UHDs represent one case, an ICP for obese children in Finnish public health
care, as well as two embedded units of analyses (UAs) selected on the basis of
purposeful sampling (Patton, 2002). Triangulation were used as follows: first,
interviews of health care professionals in both UAs and interviews of patients and their
families in the UA1; second, field diaries in both UAs; third, a questionnaire for families
in the UA2; fourth, documents of care path instructions in both UAs; and finally, notes
of the meetings of the work group in the UA1 (see Figure 3).

3.2 Data of the UAs
The practises of division of treatment in primary and special health care in both UAs
were based on national childhood obesity Current Care Guidelines (Obesity (chidren)
Current Care guideline, 2012).

UA1 belonged to the UHD which covered 35 municipalities and over 740,000
inhabitants in 2009. The specialised treatment was located at the Paediatric Outpatient
Clinic for children under the age of 16 years, but chronically ills could be treated until the
age of 18. The referrals (from 40 to 50 annually) were addressed to the clinic and the
paediatricians handled them alone or within a team of other doctors. In total 12
professionals, six in special and six in primary health care, were interviewed from May

CONTEXT: Care of childhood obesity in Finnish public health care

CASE: Integrated Care Pathway

Interviews of health professionals in special health care (total n=12)
UHD1 (n=6 ) UHD2 (n=6 )

Interviews of health professionals in primary health care (total n=18)
UHD1 (n=6 ) UHD2 (n=12 )

Patients and their families
UHD1 Interviews (n=6 ) UHD2 Questionnaire (n=13 )

Documents:
Care path instructions (UHDs 1 & 2, n=6)
Field notes when making the interviews (UHDs 1 & 2)

UHD 1 ICP work group
meeting agendas
and memos (n=10 )

University hospital district
(UHD)1

University hospital district
(UHD)2

Source: Känsäkoski (2014, p. 126)

Figure 3.
The research

design and data
of the study
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until December, 2009. The themes, which were the same for primary and special care,
focused on the interviewee’s expertise, guidance of patients and their families, transfer of
patient information and medical knowledge in and between health care organisations and
within the ICP, sharing of knowledge and information in one’s own professional group and
multiprofessional collaboration. The ICP’s work group meetings were attended seven
times, from February 2009 to May 2012, and one regional training session. The
interviewees in special health care were two paediatricians, one nurse, one clinical
nutritionist, and two physiotherapists (see Figure 3). In primary care the interviews formed
a convenience sample as the data were collected in one municipality with over 100,000
inhabitants. Four interviewees were public health nurses working in child welfare clinics
and schools, a clinical nutritionist, and a paediatrician. The interviews, conducted at work,
were recorded and transcribed verbatim by the first author. The average length was 35
minutes (from 20 to 60 minutes, approximately seven hours of audio data, 90 transcribed
pages in total). The notes were written in the field diary immediately after the interview
(Känsäkoski, 2014, p. 133).

In the UA2 of the UHD, which covered 21 municipalities and about 250,000 inhabitants
in 2011, the treatment in special health care was arranged in a “weight clinic”. The team
consisted of a paediatrician, who was in charge with no clinical tasks, a doctor in training
(the training period ranges from three to sixmonths), a nurse, two clinical nutritionists and
a physiotherapist. The paediatrician looked at the referrals with the doctor in training.
The team had its own guideline called “weight path”. The treatment plan was outlined for
one year with at least five visits to the clinic. The data of special health care were collected
in June and in primary care in September 2011. In total, 18 professionals were interviewed,
six in special and 12 in primary health care (see Figure 3). The interviewees of special
health care were a paediatrician, a doctor in training, one nurse, two clinical nutritionists,
and one physiotherapist. The team consisted of a paediatrician responsible for the medical
care and functioning of the weight clinic, a nurse co-ordinating its activities, two clinical
nutritionists (one working half-time), a physiotherapist and a specialising doctor. Thus all
the main actors of the weight clinic were interviewed. The interviews in primary care were
conducted in three municipalities. Ten public health nurses working in child welfare
clinics and schools, and two doctors were interviewed. The average length was 39 minutes
(from 22 to 51 minutes), the interviews were recorded and transcribed by the first author
(11 hours six minutes audio data and 153 transcribed pages in total). A field diary was
used similarly to UA1 (Känsäkoski, 2014, p. 136).

3.3 Data of patients and families
In UA1 three patients, from nine- to 16-year olds, and their mothers were interviewed in
spring 2010, first the mother and then the child via telephone with the average length of
21 minutes (from 18 to 25 minutes). The interviews were recorded and transcribed by the
first author. To overcome the challenges of interview recruitment a questionnaire
directed to the families was used in UA2 on the basis of the pre-analysis of UA1’s
interviews. In total, 20 multiple choice questions (Likert scale) and one open-ended
question were included. The survey’s response rate was 32.5 per cent, the total number of
questionnaires distributed was 40, and 13 of them were returned, which represents about
one-third of the “weight path” families during one year. (Känsäkoski, 2014, pp. 134-138).

3.4 The document material
Both UHDs and all municipalities’ health care centres had their own instructions (as text
documents or flow charts or tables) about the care path for obese children with a detailed
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prescription of the indications to send the child to special health care. The ICP of UA1
was established in 2006. A work group was set up to compile the practises and
instructions and to inform about them for all the health centres in the region. The first
author attended seven out of ten of the ICP’s work group meetings and one regional
training session and received all agendas and memos of these meetings in 2009-2012
which along with the field notes were included in the data (Känsäkoski, 2014, App. 13).

3.5 Data analysis
The theory driven, inductive qualitative content analysis was applied. In open coding
(Strauss and Corbin, 1990) the UA were clauses and sentences, and their parts. Similar
and consistent utterances were divided into subcategories and combined into main
categories (axial coding), matching the research problems. The interview quotations
were translated from Finnish by the first author. The codes referring to special health
care were (UA1Sp/UA2Sp), to primary health care (UA1Pr/UA2Pr), and to patients
(UA1Ch and their mothers or families UA1M/UA2F). The analysis of the embedded
units was performed separately at first and then combined.

The content of the care path instructions was categorised as follows: general criteria
for overweight/obesity, main principles of care, description of measurements and
required examinations, setting the goals, means for achieving them, follow-up
recommendations, other general instructions. The main categories were: division of
tasks between primary and special health care (6/6), recommended medical
examinations and mapping the family’s lifestyle (5/6), counselling and motivating
the patients and the families (5/6), motivation for health professionals (4/6), and
evaluation of the results (3/6).

The themes of the memos and agendas of the work group meetings of UA1 were:
development of the ICP, current problems with ICP practises, presentations of research
concerning the ICP, planning of regional updating training, updating the ICP protocol,
and reporting recent activities. The patient survey data were analysed quantitatively
through standard deviations due to its size (n¼ 13) and the open-ended questions
through content analysis.

3.6 Ethical concerns
The Finnish law and decree of medical research (MSAH, 1999a, b, and the World Medical
Association (2009) Declaration of Helsinki were obeyed. The permissions for collecting
patient data were granted by the ethical committee of the first UHD. The medical director
of the Department of Paediatrics and Adolescence in UA1 and the personnel director of
the hospital in UA2 gave the permissions for the personnel interviews. In primary care
(UA1, UA2) it was given by the municipalities’ health care authorities. The interviewees
were contacted and informed about the study via e-mail prior the study. In UA1 the
mothers and children were asked for a written informed consent too. In UA2 the families
received an information sheet attached to the questionnaire. The informants’ anonymity
was ensured. Consent forms of the UA1 children and parents were stored separate from
the transcribed interviews in a safe place. The digitally recorded interview data were
stored on one computer and protected with passwords.

4. Findings
4.1 Organisational culture in the ICP of childhood obesity
There were several small worlds in the ICP. First, a clear boundary between primary
and special health care was identified. It was confirmed by the norms and practises

327

Applying the
theory of

information
worlds

D
ow

nl
oa

de
d 

by
 T

A
SH

K
E

N
T

 U
N

IV
E

R
SI

T
Y

 O
F 

IN
FO

R
M

A
T

IO
N

 T
E

C
H

N
O

L
O

G
IE

S 
A

t 2
1:

00
 0

9 
N

ov
em

be
r 

20
16

 (
PT

)



“There is a clear gap here that you do not necessarily know – or maybe you know –
who the public health nurse is […]” (UA1Sp1). The boundary was highlighted by the
use of the words we, our, or us meaning special health care as a separation from
primary health care (“Usually the school doctor or other doctor in the health care centre
writes the referral and it arrives to us and our specialised doctor reads and approves it
and the patient gets an appointment to us” (UA2Sp1)).

From the primary health care’s point of view, special health care was an unknown entity
with unfamiliar practises and actions: “We have made a referral to special health care very
seldom, but when we have done so I have a feeling that we do not get any feedback.
Somehow it is a bit ambiguous, the patients disappear somewhere […]” (UA1Pr3). In
general, the actors and practises of other organisations were unfamiliar “I always think
what the content of those appointments is. Is it so that the child goes there for weighing or
are some public health nurses able to take the parents? I don’t know” (UA2Sp1).

Second, each municipal health care centre of a regional ICP formed its own small
world. The practises and actions even of the neighbourhood municipality were
unfamiliar: “In [name of the municipality] they have their own system but I do not know
how well it works” (UA2Pr2). Furthermore, the EPRs of neighbourhood municipalities’
health care centres did not communicate with each other, which prevented
collaboration. For example, one health centre in UA2 had become part of a larger
community which provided social and health services for four municipalities’
inhabitants and technological problems caused difficulties in collaboration: “[…] we are
in the same organization [organization’s name] it just came up in a meeting that
[municipality’s name] and [municipality’s name] do not have access to the intranet
where we have information for every employee and forms and everything else that we
need in our work” (UA2Pr5).

The patient documents had to be requested from the other organisation with the
permission of the patient. The boundary between health centres was thus structural
due to different EPRs. Furthermore, the practise of transferring patient documents was
defined by the law (MSAH, 1994): “We get the papers of the child welfare clinic quite
well, but we do not get any other papers. We also do not have permission to send the
epicrises of the [name of the hospital] forward”(UA1Pr2).

Third, each professional group formed a small world within an organisation in
which sharing of information and knowledge between insiders was easy: “And your
own colleagues help and support, you can always ask what they would do […]”
(UA1Pr2). Sharing of knowledge and information was easier within one’s own
professional groups even across organisational boundaries, which were crossed and
professional group identity strengthened. “[…] in paediatrician updating training we
regularly discuss this problem of overweight and its treatment. About what somebody
has discovered and tried” (UA1Sp); “The clinical nutritionists […] of Finland meet a
couple of times a year and then we have these meetings for children’s clinical
nutritionists […] so we have a lot of them” (UA1Sp). The expertise of the medical
doctors as the decision-makers both in primary and in special health care was also
evident (“[…] we always ask a lot from the doctors” (UA1Sp)) and they managed the
main tie between primary and special health care through the referral-epicrisis system
(“[…] the paediatrician sends it to the doctor in special health care and the return
happens so that these doctors communicate with each other” (UA1Sp1)).

Fourth, a common work place with professionals of many disciplines constituted a
small world. The coherence varied depending on the individuals and on general work
conditions. For example, the structure of the social network was related to
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opportunities to meet co-workers. Collaboration and sharing of knowing could function
well: “I have this colleague near and good collaboration with the doctor […] we have a
clinical nutritionist and a physiotherapist and we work tightly together” (UA2Pr12).
In some cases there were clear boundaries even in the same health centre: “[…] the child
health clinic functions as the child health clinic and the doctors work as doctors and the
nurses work as nurses. We have only two floors here in between us but sometimes I
have a feeling that information transfer does not function well” (UA2Pr6).

However, there was an exception, as the multiprofessional team UA2 broke
professional boundaries and enabled true collaboration and sharing of knowing: “We
have a doctor, a nurse, a clinical nutritionist and a physiotherapist and sometimes when
the patient has met the psychologist she can be there […] nowadays we talk only about
the problematic cases, because we have only an hour […]” (UA2Sp). The core team
formed a small world with its insiders, but the doctors in training remained as
outsiders. (“And the specialising doctor is always the weakest link, because he/she is
new and this work differs from other medical work” (UA2Sp2)). This was partly due to
the practises in university hospitals where doctors in training change after their fairly
short (from three to six months) training period and they do not have time to internalise
the practises and norms of the small world.

Long work relationships established collaboration and trust and the network ties
became stronger. Colleagues and co-workers were perceived as insiders: “[…] We know
each other and it is easy to call a colleague and to talk about work issues” (UA2Pr9).
Trust in these relationships was based both on affective and cognitive aspects. For
example, the public health nurses who had been working with the same doctor in the
child welfare clinic or at a school form an “insider” dyad: “In this other school we have
had the same doctor for years and with him collaboration goes well since we have known
each other for a long time” (UA1Pr4). Cognitive trust in these dyads was based on the
health care norm to respect co-workers’ competencies and also on the dominance of
medical knowledge and on the knowing of doctors. Collaboration and communication
with a familiar co-worker was easy and built up affective trust. “[…] We have a long-term
doctor who is devoted to treating small children and school children. We have thus an
outstanding situation […] it is easy to collaborate with her” (UA2Pr12).

However, constantly changing work partners hindered true collaboration and trust.
Time was short to build up trust and to learn to collaborate. This seemed to be a problem
especially in primary health care because understaffing had led to changing substitute
personnel. “Formerly when we had a regular doctor at the secondary school, it felt that it
was so much easier to work with a person you were used to working with and whom you
were able to trust. But now, we have these visitors […] I worked at the other secondary
school there were at least ten different doctors” (UA1Pr3); “If there is always a new doctor
the school nurse is a bit alone and the doctors are not so devoted to the work” (UA2Pr4).

Almost all (27/30) interviewed health professionals in both UAs had a work
experience for over ten years. The average work experience of the interviewees in both
UAs was over 20 years (from four to 31 years) and in their current position or a similar
task on average 12 years (from two months to 30 years). Attitudes towards newcomers
and their knowing came up in the interviews of more experienced health professionals:

“[…] the doctors could better internalise this weight path. Often when they come here they can
say that they have never heard of it. Still it should be familiar to them even if they work in health
centres and not at schools”(UA2Pr2); “[…] someone has been let’s say six months working here
and then suddenly realises that we have these weight path instructions” (UA2Pr4).
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Especially in special health care the dominance and authority of doctors as information
providers and their knowing about medical issues over other professional groups
prevailed. A nurse noted, “[…] we always ask a lot from the doctors” (UA1Sp), and a
medical doctor stated, “I think that it is the doctor’s responsibility to find out about the
health condition. We take a look at the laboratory results, check that the sugar levels
are ok, see how the blood fats are, blood pressure, waist circumference and weight
percent” (UA2Sp).

Public health care as a whole can be perceived as an intermediate institution at the
meso level. The ICP is at the same time a meso level construction, a social network, and
a small world of its own in the public sphere. However, in UA1 only one of the six
interviewed health professionals in special health care identified him/herself as an actor
of the ICP:

“I am actually not so aware of the issues of the ICP, I think that I do not actively work in the
integrated care pathway; I just do my work here even if it is connected with the ICP”
(UA1Sp4); “Well, I am not particularly – the requests come with other issues. I have not been a
member of a team or anything like that” (UA2Sp5).

In UA1 primary health care only two of the four public health nurses had a vague idea
of the ICP and perceived themselves as outsiders even though every health care
professional is an actor of the network.

The nurses who were responsible for the functioning of the weight clinic in UA2 and
for the endocrinological outpatient clinic in UA1 in both university hospitals were the
boundary spanners between the small worlds of medical doctors and of the care staff.
In primary health care the public health nurses worked independently but they
collaborated with the doctors in child and in school clinics.

4.2 Social norms
The main value in health care was healing of diseases “First of all you have to find out
why the child is obese, so that differential diagnosis works well so that we can identify
those children who have a disease” (UA1Sp3) entailing the ethical principle of working
for the benefit of the patients. The norm of “doing one’s best” is related to this value and
referred to a contradiction between the restricted resources including lack of time and
the effort to help the patients as best one can: “This weight management is such an
issue that I do not have enough time to do it […] I would like to do my work better than
these resources allow me to do” (UA1Pr3). The other common norms were collegiality,
independent work, and respect to other professionals’ work and expertise. (“[…] a new
clinical nutritionist […] told us about her work […] how to make a referral […] and how
to collaborate with her […] one paediatrician made a small refresher course […] I think
that we received some of the newest information there” (UA1Pr3)).

4.3 Information value
The content of information value in the health care professionals’ interviews
emphasised health as a value which was unchallenged as well as the dominance of
biomedicine: “[…] I handle the referrals and I take a look at these patients. I think that
the most important thing is to make differential diagnosis, to pick those patients who
clearly have a disease and those who have risks for complications […]” (UA2Sp).

Furthermore, the professionals considered that health care and modern
Western medicine with its evidence-based foundations are able to create better
health. In other words, the control of health information was based on the “official”
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medical knowledge. The main value in health care was disease prevention and
healing of diseases (“I think that it is the doctor’s responsibility to find out about the
health condition” (UA2Sp)).

Thus the information value of scientific EBM, measurements, and tests was
indisputable. They determined the health status of the patient and were used to
motivate the patient and the family: “[…] we try to find those who have a disease and
those who clearly have risks for complications. They have disturbances in sugar or fat
metabolism and problems with blood pressure or something like that […]. Then we
always talk about these risk factors: what kinds of problems are expected if we cannot
get a grip on obesity now” (UA1Sp3).

From the families’ point of view, information value referred to their conceptions
about the health risks of childhood obesity (“It is of course that you do not get any
diseases at older age” (UA1M1)). This, in turn, was related with their motivation to
change lifestyle towards healthier nutrition and to more active living habits. Motivation
was related to the perceived value of counselling (“Most of all you think about health,
both physical and mental health” (UA1M3)).

If the family did not recognise the child’s obesity as a problem which had to be
treated, they could find health information patronising and irritating: “Definitely I think
that the child or adolescent is not worried if we say that when you are in your fifties you
have arthritis or when you are forty you can get type 2 diabetes. It is unimportant for
them when they are so young” (UA1Sp2).

4.4 Value for the families
For the families the main benefits of the weight management were health and welfare of
the child in present and in future. Their costs and sacrifices were rather big and
perceptions of the challenges differed.

In primary health care the counselling was perceived friendly by most families (in
UA2 8/13) but not very supportive. Three families found it reproachful or making feel
guilty and the application of the instructions in everyday life was not easy. Most of the
families did not report of major lifestyle changes after the visits. Some changes (5/13 in
total) had been made with the quality of nutrition and frequency of meals and slight
changes (3-4/13) with portion size and exercise habits (4/13: a lot of changes 2, a fair
number of changes 2, some changes 4 (see Känsäkoski, 2014, p. 216).

In special health care, in turn, families found the care as objective, friendly, practical,
and supportive. They reported more often changes (12/13 in total) in their lifestyle, such
as the quality of nutrition, the frequency of meals, portion sizes, and exercising habits.
Some families’ time was short to exercise or it was hard to find a fitting type of physical
exercise for the child (see Känsäkoski, 2014, p. 217).

For the professionals families were essential partners in care. This parental
involvement was necessary as it had become self-evident that the family’s role and
lifestyle influenced the child’s weight. However, it was demanding to motivate
them to lifestyle changes. All primary health nurses and doctors had encountered
resistance and denial from parents when interfering with the child’s overweight.
Some families perceived lifestyle as a private issue and wanted to maintain their
boundaries:

[…] the parent has called saying this letter has hurt him/her or that the letter stigmatises
children even if that is not the purpose. I cannot know what kind of dynamics there are in the
family and why it is like that. So parents do not understand why we interfere (UA2Pr2).
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Parents’ attitudes towards health professionals’ interference were also neutral,
and the easiest change was restricting eating sweets and other treats and drinking
soft drinks:

Most of the parents are willing to consider what issues they could change and somebody may
have already noticed that the weight has increased and that they have already paid attention
to these treat days at home (UA1Pr4).

5. Discussion
This paper aims at increasing understanding of value creation in multiprofessional
collaboration within an ICP for obese children from the patients’ viewpoint, namely, the
children and their families. Value is created through intra and inter organisational
information and knowledge processes which are related to various organisational
features. These features include, for example, organisational culture (Currie and
Suhomlinova, 2006), opportunities to share (Davenport and Hall, 2002; Sonnenwald,
2004; Riege, 2006), trust and motivation (Sonnenwald, 2004; Davenport and Hall,
2002), the type of knowledge (Ipe, 2003), and the structure of the social network
(Wilson, 2010).

5.1 Contribution to theory
The findings reported here show that the concepts of Chatman’s theory of everyday
life information seeking complemented with the concepts of Burnett’s and Jaeger’s
theory of information worlds are applicable to describe aspects of organisational
culture on patient value creation in the ICP for obese children. The focus in this
research was on the micro level, on the small worlds of health care organisations and
the families and their mutual interaction. However, health care organisations can
also be perceived as a meso level, an intermediating public sphere institution
similar as schools, libraries, and media that ensure information flow through
different small worlds.

5.2 Social types (insiders/outsiders)
Features of professional subcultures as small worlds in the ICP were identified.
However, it was challenging to indicate whether their boundaries were based on
cultural constructions or on organisational practises. Sharing of professional dilemmas
was more common within one’s own professional groups. For example, the public
health nurses in primary health care frequently keep in touch with their colleagues.
This is typical for organisational culture in Finnish health care where strong
subcultures of professional groups, specialities, and units in primary and special health
care are common (Wiili-Peltola, 2005; Eriksson-Piela, 2003; Lehtomäki, 2009).

The doctors discussed emerging medical problems and complicated patient cases
together in doctor’s meetings or informally in special health care. West et al. (1999)
perceived that the doctors’ dense professional social networks fortified their
professional identity and thus also the boundaries between the professional small
worlds. In UA2 the team meetings were for sharing multi-professionally experiences
and feelings of challenging issues in counselling. Long work relationships affirmed
cognitive and affective trust in insiders of the care team and enabled this kind of
sharing. Collaboration is not possible without trust which is needed for sharing of
information and knowledge (Huotari and Chatman, 2001; Davenport and Hall, 2002;
Riege, 2006; McAllister, 1995; Sonnenwald, 2004; Holste and Fields, 2010).
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5.3 Boundaries
The boundary identified between primary and special health care is deeply rooted in
Finnish health care (Kerosuo, 2006; Saarivirta et al., 2012). Special health care including
university hospitals have the status of high competence, specialised physicians, and
specialised care. This enables multidisciplinary medical research which cumulates
professional knowing and knowledge (Saarivirta et al., 2012) also for academic training.
This may confirm the boundary between primary and special health care, which is
further confirmed by the social norms. This cultural and structural boundary
is sustained by organisational practises.

However, Yu (2012) suggests that the boundaries of an individual’s information world
are defined on the basis of his/her information practises rather than social norms. Wide
interaction with the “outside” world produces also a rich information world (Yu, 2012;
Bronstein, 2014; Sabelli, 2014). This notion deserves more attention in future studies.

5.4 Social norms
Preventing and healing of diseases was the main goal which entails the ethical principle
of working for the best of the patients (Tagliaventi and Mattarelli, 2006). This
established the norms of expertise, keeping up with latest scientific and technical
development, and goal-orientation. The common norms of the ICP as a whole were
expertise, collegiality and respect of other professionals, and division of work tasks
which emphasises independent work. This finding is in accordance with a study of
Finnish health centres (Lehtomäki, 2009), which indicated typicality of the independent
working culture and individual decision making.

Keeping up with new knowledge was a norm for all the health professionals, and
typical for medical doctors in particular (Lehtomäki, 2009). Motivation to share
knowledge relates to the evaluation of its risks and benefits because knowledge
enhances competitive advantage (Riege, 2006; Wilson, 2010). In some contexts valuable
knowledge is connected with status, career prospects, and individual reputation so that
the knower makes a decision what knowledge to share, when to share, and with whom
to share it (Ipe, 2003). In this study no reasons were noted for not sharing knowledge
and goals were common and clear for all professionals. These findings are in line with a
study in oral health care (Kasila, 2007). The funding structure of health care
organisations including outcomes that are not driven by profits or competition might
explain the invisibility of the competitive aspect (Van Beveren, 2003). The public health
nurses shared their knowledge and experiences with colleagues. The doctors, who were
their closest co-workers, were more information sources than partners of knowledge
sharing, as nurses consulted them in problematic situations only.

Factual knowledge as the foundation of medical care was evident. This supports the
findings of studies showing the dominance of biomedical knowledge which fortifies the
doctors’ position in the hierarchy (Eriksson-Piela, 2003; Currie and Suhomlinova, 2006).
Multiprofessional collaboration in health care has been a concern for years, but the
professional boundaries, respect of another professional’s knowledge and competence,
and the tradition of working independently are such norms that indicate more linear
division of work tasks.

5.5 Information value
Similarly to previous studies information value of scientific EBM including
measurements and tests was appreciated in this study (Lehtomäki, 2009). Huotari
and Chatman (2001) state that in small worlds the inside-generated information and
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knowledge is seen as more trustworthy than the information from outside. Similarly
Yates-Mercer and Bawden (2002) note that the value of information depends on the
context and on the information use by individuals (see also Riege, 2006). In this study
the measurements determined the patient’s health status and were used to motivate the
patient and the family. The professionals’ interference with the child’s increasing
weight is justified with risks of obesity in later life even if the family does not recognise
it as a problem (Vuorela, 2011). Scott et al. (2004) claim that doctors “medicalise” weight
loss counselling as a problem and as a risk for future health. National and regional
guidelines support this aspect, but patients and their families’ everyday life does not
always get enough attention in the practice of health care. In this study it was
challenging to indicate the information value from the families’ viewpoint. The need for
practical tips as information content emerged only once. More extensive qualitative
data might have deeper insights of this aspect.

The counselling aimed at a healthy lifestyle for the families, whose main benefits were
the child’s or adolescent’s health and well-being in present and in future. The families
found counselling better at the special level of care, though, the application of the
instructions in everyday life was a challenge. This finding is in accordance with Porter’s
(2010, Suppl. App.: 6) statement: “Though the service experience can be important to
good outcomes, it is not itself a health outcome” (see also Teperi et al., 2009).

The costs and sacrifices related to lifestyle changes were too big for acting
according to the instructions. For the professionals the most important of these were
taking responsibility for and control over the child’s eating and exercising. They noted
that the families’ attitudes and lack of motivation were the challenges in counselling
and assumed that these were the main reasons for problems with lifestyle changes
(Gerards et al., 2012; Isma et al., 2012).

The families wished for concrete instructions. They had the opinion of already
knowing the basics of weight management and noted varied reasons for difficulties
with making changes in everyday life. They needed instructions for preparing healthier
meals and coping with challenging situations at home, for example, when the child
wanted bigger portions. The environment did not support healthy behaviour.
Demanding work life and parents’ long working hours led to exhaustion, and preparing
healthy meals and supporting and encouraging the child to exercise required resources.
Families’ need for support on weight control-related matters in their everyday life has
been reported also in other studies (e.g. Virtanen, 2012).

The findings support the idea that the value of a service is socially constructed and
created in use (Vargo and Lusch, 2008; Holttinen, 2010). Consumers seek functional and
emotional benefits and meanings in their practises. In this study functional benefits
relate to factual knowledge about the health risks of obesity. Emotional benefits are
support and encouragement, and the professionals’ ability to encounter the child’s and
the family’s feelings in counselling. The child and the family should be able to construct
meaning for the efforts of weight management. If they are able to do this, they are
motivated to do lifestyle changes and to commit to these changes even if they require
major new living habits and struggle. Although the families perceived as being
involved in the care of their children or adolescents, the examination indicates that their
role in the value creation of the ICP was fairly modest.

5.6 Implications for practise
This study indicated that information transfer between primary and special health care
through the referral-epicrisis system was efficient, but not sufficient. Thus a change in
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the practises is needed. The main problem with the epicrises (care feedbacks) was
that they did not reach all the professionals, especially the public health nurses.
It was brought up that the personnel of special and primary health care and the
family should have a meeting at the end of the treatment period in special health care.
This would be an opportunity to increase value through patient involvement.
Modern technology such as video conferencing can make this possible even to more
remote places.

The study indicated that good quality health information is not enough to enhance
families’ lifestyle changes. Families need more support in their everyday life. The social
institutions, such as schools, media, and leisure environment at the meso level, should
promote healthy lifestyle. Public libraries’ networks and their role as “a public sphere
agency” ( Jaeger and Burnett, 2010, p. 154) in health promotion could be significant.
For children and adolescents also targeted web-based weight management services
which provide provisional and contested knowing (Askola et al., 2014) could support
weight management.

In Finland, a wide social welfare and health care reform is in process. The new model
aims at a seamless service of primary and special health care and more efficient
administration of the services. Moreover, a national patient data repository (Kanta-
arkisto) has been implemented recently. This common register entails in future all the
patients’ medical records for the health professionals within the health care district.
Thus information access and information flow across individual small worlds and the
meso level of health care organisations can be improved ( Jaeger and Burnett, 2010).
However, the patient must be informed about its use and they have the right to refuse
consent to pass their information between the various register controllers in the
common register.

5.7 Validity and reliability of the study
The quality of this study is discussed through the following four criteria (Miles and
Huberman, 1994). Confirmability, which refers to the role of the researcher and objectivity
of the research process. The research process and the findings were presented in detail.
The first author’s long work experience in Finnish public health care provided
pre-understanding of municipal health centres as a work environment, of different
professionals’ roles, and of some common practises. However, this experience is from
another field which provides neutrality. The data analysis was conducted twice,
immediately after the health professionals’ interviews, and after one year. Credibility (or
internal validity by Yin, 2009), which relates to the authenticity of the data.
Methodological triangulation confirms the findings. Interviewing was a relevant method
in primary and special health care. The findings concerning the patients and their
families were validated with a questionnaire. Document analysis confirmed the health
professionals’ descriptions of the practises in the ICP. Transferability (or external validity
by Yin, 2009), which refers to generalisation. In case studies a contribution to theory is
based on analytical and not statistical findings. Two embedded UAwere used to increase
the external validity. The theoretical framework was constructed on the basis of earlier
research to establish transferability. Reliability or dependability, which can be ensured
by using a careful study protocol with process documentation (Miles and Huberman,
1994) to enable repeating and verifying the findings (Yin, 2009). The data were described
and the research process reported in detail. Multiple citations from the data were used to
confirm the researcher’s conclusions. The main categories and subcategories were mostly
derived from earlier research.
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5.8 Limitations of the study
The major limitations relate to the data of the patients and their families. Recruiting
the patients to the interviews was challenging and thus made by proxy with the help of
the nurses. Childhood obesity is a sensitive problem for the families which may have
influenced their willingness to participate in the study. A questionnaire has its
limitations in qualitative research. The concept of patient value was operationalised on
the basis of the patients’ and their mothers’ interviews, which indicated that benefits,
costs, and sacrifices were different in every family. Thus these findings were supported
with earlier studies on customer value in business and marketing.

5.9 Ideas for future research
The role of the patients and their families as actors of the value network of health
care is a novel approach which should be scrutinised more in future studies.
The study’s theoretical framework could be tested in ICPs of other diseases and in
wider contexts of multiprofessional collaboration and in the contexts of societal
issues also in such as economic crisis or emergency situations as suggested by Jaeger
and Burnett (2010).

The data concerning the patients were collected from those families which had been
referred to special health care. Value, however, was defined as health and well-being in
the long term. Thus the patients’ and their families’ perceptions of their care should be
studied also after their treatment in special health care. This would reveal whether the
care path has been seamless to continue the care in primary health care as planned.
For example, focus-group interviewswould be relevant to provide new insights of couseling.

Implementing the care instructions into everyday life was challenging for the
families. Managing or losing weight requires the families and the children making
choices everyday, for instance regarding food. It would be interesting to screen the
parents’ and the children’s everyday health information literacy related to their
nutrition and exercise habits with the tool introduced recently (see, Niemelä et al., 2012).

Furthermore, as the citizens of Finland will soon have access to their own health
records on the internet, it would be interesting to examine whether this will change
their health behaviour and if so, how the changes will be.

6. Conclusions
The findings reported here are based on one of the first empirical studies applying
Burnett’s and Jaeger’s and Chatman’s theories on the micro level in a work-related
setting. The study indicate that the theory of information worlds could be applied in
wider contexts to increase understanding of the interaction among individuals in small
worlds, in the meso worlds in which they work, and in the macro world in which they
live. As a methodological point of departure social constructivism (Talja et al., 2005)
was well suited to this case study approach.

Information value of biomedical knowledge prevails in the ICP. The boundary
between primary and special health care is based on the structure and historical
development of the Finnish health care system, but it is also culturally defined.
Collaboration between primary and special health care is rare. In primary health care
the professional boundaries are not so strong. In special health care these exist but can
be diminished by teams. However, one’s own professional group is preferred when
sharing information and knowledge. Similarly close work teams share information
inside the team and tend to reject ideas from outside (Riege, 2006).
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The embedded conceptions of the health professionals’ savant role and the patients’
role as a receiver of health information and care are still deeply rooted. The value is
created as a life-long project aiming at health and well-being in the patients’ and the
families’ everyday life.
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