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1 Introduction

1.1 Preamble — why?

Why would an NHS manager be interested in using evidence or research?
What constitutes management evidence or knowledge? Where there is
evidence, research or knowledge that has been generated by the academic
community, does it get into practice, and if not why not?

The box below contains a vighette exchange between an academic and a
manager published in the Health Service Journal, trade journal for health
care managers in the UK. Prof Walshe exhorts NHS managers to use
evidence and be research-aware, citing organisational reform as activities
that can be informed by research. A manager responds by complaining that
re-organisations are centrally mandated by government, regardless of local
attitudes to the evidence base.

Box 1 Benefits of evidence based management (Walshe,
2009)

..research can do more than contribute to better decisions — it can change the
way we think about issues or problems and stimulate new and different ideas
about services. In short, it is vital to our capacity for innovation.

Few NHS organisations these days would use a new drug or surgical technique
without asking hard questions about the evidence, so why should they expect
any less rigour when deciding how to reorganise their clinical directorates,
reconfigure accident and emergency or introduce any organisational
innovation?

I direct the National Institute for Health Research’s programme on health
services delivery and organisation, which spends around £11m a year on
research intended to inform NHS managers and leaders in their decision
making. We get some great research done, on everyday things which really
matter to managers, like whether to move care out of hospital and into
primary care; how to manage major acute service reconfigurations; or what
happens when you link hospitals’ payments to indicators of clinical quality.

“Kieran Walshe on evidence based decision making in the NHS”
Health Service Journal, 23™ April 2009

Evidence based management would be useful - but when the role is to
implement policy based evidence decisions at Cabinet sound-bite level, would
it make much difference?

A few days ago, my partner who is on our PBC Consortium Board came back
from a Board meeting fuming: the management wanted the Consortium to
become an Integrated Care organisation with Social Services - because this
was Government Policy.

© Queen's Printer and Controller of HMSO 2010 9
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There are huge implications for Health, the PCT, practices in the Consortium -
yes, and social services which are a county-wide, unfragmented service in
integration: | ask you, is "because it is a government initiative” a good reason
for anyone to accept enormous risks for their organisations (and the patients
served by them) without a good business case - and some reason to believe
that the next government (12 months away) will follow the same objectives?

“Read the research (and please post the links) but please apply a healthy dose
of cynicism to the design and conclusions.”

Response posted by reader Mary Hawking

A not-so-recent example of government-driven health care reform and its
relationship with evidence is the set of internal market reforms introduced
to the UK in 1991, which was inspired by Professor Alain Enthoven, a US
academic. He was invited to ‘take a sympathetic look at the NHS’ in 1984,
and ‘[a]fter a quick tramp around the service’ recommended that an
‘internal market’ be created to increase efficiency within the system.
(Timmins, 1996, p458,). The reforms were introduced with remarkable
speed in spite of, or perhaps because of, a lack of piloting or prior research.
Kenneth Clarke, then Secretary of State for Health, in evidence to the
House of Commons Select Committee, rebuffed the idea of formal
monitoring and evaluation and suggested that to draw on academic advice
was to display a degree of weakness (Social Services Committee, 1989).

Government policy has subsequently taken an evidence-based turn. The
Labour government, elected in 1997, signalled a move away from ideology
towards pragmatism with the philosophy of “what matters is what works”
(Davies et al, 2000, pl). The modernising agenda supported use of research
to support policy: “we need social scientists to help determine what works
and why, and what types of policy initiatives are likely to be most effective”
(Blunkett, 2000, cited in Davies et al, 2000, p13).

The Cooksey Review of publicly funded Healthcare Research, commissioned
by the UK Treasury, found that research knowledge in the NHS had been
under-utilised and, in the ‘bench to bedside’ spectrum, identified two gaps
in translation. The first gap relates to ‘translation of basic and clinical
research into ideas and products’. The second gap in translation is about
‘introducing those ideas and products into clinical practice’ (HM Treasury,
2006, p99). Management evidence and research is located in the second
translation gap. The watchwords in the pathway are ‘research’ and
‘knowledge management’, leading to healthcare delivery.

So, how does this preamble address our opening question of ‘why be
interested in evidence?’ First, it would appear that there is research
available that would be helpful to managers, sponsored by government
funds. Second, there is a drive from the centre to get knowledge translated
from bench to bedside, and this includes management knowledge. Third, it
is generally regarded as a ‘good thing’ to do, and there is an appetite on the
part of managers to be informed by evidence. Finally, the benefits of
medical research were estimated recently (Health Economics Research
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Group et al, 2008) to be 39p in the pound forever for cardio vascular
disease. It would be interesting to know whether management research
would fare so well in an evaluation.

1.2 Introducing the study

There is a now a well established literature on the utilization of clinical
evidence in health care; however, there has so far been less consideration
of how management evidence and research might get into practice in health
care organisations. This second literature stream redirects our attention
from the clinical practitioner level to the organizational level. Over the last
decade or so, there has been a rapid growth of the literature on knowledge
management and mobilisation (we prefer to use the broader and less
functionalist term ‘mobilisation’ in this paper) within the growing generic
(i.e. non health care specific) management literature. What implications
does it have for understanding and designing knowledge mobilisation
processes in health care organizations?

1.2.1 The brief

This study, commissioned by SDO, is a scoping review of the literature in
the research utilisation (RU) and knowledge management (KM) fields. It
goes on to consider implications for further research and NHS management
practice.

The overall aim of this scoping review is to inform SDO's commissioning
agenda and its own strategic thinking on how research-based (clinical and
management) knowledge is accessed, applied and embedded (termed
knowledge mobilisation). A draft was made available on 3™ July 2009 as
briefing material to support the SDO Research Call “Research utilisation and
knowledge mobilisation by healthcare managers (Ref: KM259)”.

The aims of the study are:

e (i) using a structured review methodology, to review and
synthesise the extant academic and practitioner grey literatures
on organisational processes for knowledge mobilisation and
knowledge management at the organisational or ‘'meso’ level of
analysis within the NHS and other health care systems;

e (ii) to assess the strengths, weaknesses and gaps of existing
literature reviews and, subsequently, to search out primary
sources to provide comprehensive mapping of the field.

e (iii) to identify existing theories and their gaps on mobilisation
of research knowledge (acquisition, integration and application)
on NHS managers;

¢ (iv) to extend the literature search to other sectors which may
provide useful lessons for health care (e.g. other
professionalised settings such as law and management
consulting);

¢ (V) finally, to make recommendations to SDO on how to
develop knowledge mobilisation developmental activities within
the NHS field.

© Queen's Printer and Controller of HMSO 2010 11
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1.2.2 Aligning the brief, objectives and process

The purpose of the project changed along the way, during the interval
between setting the brief and reporting to SDO. The scale and scope of the
project was reduced (reflected in resource allocation and absence of
empirical fieldwork) and the focus was shifted towards the research
community. This was appropriate since the larger KM259 call (which
emerged subsequently) was designed to take up the empirical and
practitioner agenda. The literature review reported here was moulded to
inform the KM259 research call, “Research utilisation and knowledge
mobilisation by healthcare manager”. The objectives of the study were
recast and summarised below.

1.2.3 Objectives

We have addressed the brief by comparing generic and health sector
literature streams, using propositions as a tool to highlight gaps and identify
areas for further work. The objectives of this report are:

= (i) using a structured review methodology, to review, map and
synthesise two extant literatures - the health care literature
(academic and practitioner, including grey literature) and the
generic management literature - on research utilisation and
knowledge mobilisation;

= (ii) to compare and contrast the two bodies of literature, exploring
which management sub-literatures have crossed into the health
care literature stream and which not;

= (iii) to explore gaps in the health care literature on research
utlisation and the further possible utility of the generic
management literature for health care organisations;

= (iv) to develop propositions to inform a research agenda for the
future.

1.2.4 Defining terms

The terminology in this field is not settled. We could not therefore restrict
our focus to a single term such as ‘knowledge mobilisation’ or ‘knowledge
management. ‘Research utilisation’ (RU) and ‘evidence based management’
(EBMgt) are equally relevant to the scope of the review, and likewise the
concept of knowledge ‘translation’. Loose definition of terms informed our
search strategy, which needed to be broad rather than narrow to capture
the panoply of language.

We are concerned with the ‘meso’ or intermediate level, located between
large-scale macro forces such as the economic and policy environment and
the micro level of individual and group interactions. We define ‘meso’ to be
the organisational level within the NHS.

1.2.5 Research, evidence and knowledge

It is common to view research, evidence and knowledge as components in a
hierarchical relationship. “Research is often seen as one form of evidence,

© Queen's Printer and Controller of HMSO 2010 12



SDO project (08/1801/220)

and evidence as one source of knowledge” (Nutley et al, 2007, p23). Itis
also possible to see them as varying levels of abstraction and interpretation.
Research is an active process that produces findings. It is the only one of
the three terms that is both a verb and a noun. Evidence may be viewed as
a consequence of judging the merit of the findings, especially empirical
results (Culyer & Lomas, 2006). Knowledge is the broadest of the three
terms which allows for empirical, theoretical and experiential ways of
knowing (Brechin and Siddell, 2000). Experiential knowing may be affective,
cognitive or behavioural, giving recourse to feelings and intuition which are
entirely subjective. Evidence is generally used as an objective form that is
independent of subjective experience.

The distinction between the three terms is not problematic for our review.
The difficulty in separating them simply means that we need to ensure that
the review is broad enough to capture each. ‘Learning’, ‘information’,
‘knowing’, ‘understanding’, ‘cognition’, ‘epistemology’ and words with similar
resonance also qualify for inclusion within the review.

1.3 Structure of the report

Chapters 1 — 4 provide contextual information: introduction to the study,
policy background, methods; and an overview of the findings.

Chapters 5 — 14 cover the first phase of the structured search involving
management journals. There is one section per domain that has emerged
from the literature. Domains or thematic categories identified during the
review are:

= Nature of Knowledge and Knowing
= Information Systems & Information Technology

= Barriers to Transfer and Facilitators of Organistational
Development

= Knowledge Transfer, Translation & Performance

= Organisational Learning

= Organisational Form

= Resource Based View of the Firm

= Communities of Practice

= Critical Theory

= Anthropology, Culture & Conversation Management

Chapters 15—24 cover the first phase of the structured search of health and
social science journals with one section per domain, mapped from the
management themes above. The additional domain to be considered is:

= Evidence Based Movement

Chapter 25 describes the second phase of the review involving an electronic
data base search that was conducted on a systematic basis. This produced a
further domain for consideration:
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= Super Structures

Chapter 26 contains the Conclusion along with thirteen propositions that
highlight areas for further research. Chapter 27 draws out implications for
reflective practitioners.

Appendices 1 and 2 give details of the Phase 1 publications. Appendix 3
contains a glossary of abbreviations which occur throughout the report.
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2 Policy background and infrastructure

Interest in knowledge mobilisation and research utilisation in healthcare
management has grown from biomedical roots. Translation of research into
practice from ‘bench to bedside’ is the goal.

The policy context has been set by several recent reports. The Cooksey
Report on UK health research funding (HM Treasury, 2006) identified two
gaps in translation of health research: from bench to products and from
products to bedside. Getting research into practice, from products to
bedside, concerns health service managers and professionals. The Report of
the High Level Group on Clinical Effectiveness (Department of Health, 2007)
recommended a programme of action to enhance effectiveness and
efficiency of clinical care, with clinicians and managers working in
partnership. CERAG, (the Clinical Effectiveness Research Agenda Group,
2008) has set out a research agenda around knowledge, research
implementation and evidence.

This chapter outlines a chronology of policy development that has led to
creation of a complex infrastructure. The reported dates relate to specific
triggers, including implementation dates, announcements of intention
through policy publications and calls for competitive bids.

1948—-1991: curiosity-driven research

Health service research has grown from biomedical roots. “Innovation in
medical research has been driven largely by the intrinsic interest of diseases
processes to clinicians and scientists, and medical practice has been shaped
by the intellectual challenge of clinical problems” (Peckham, 1991, p367).
R&D infrastructure was built around medical research, involving medical
schools (Department of Education and Science), teaching hospitals
(Department of Health), Medical Research Council (MRC) charities, industry,
the NHS and other disparate bodies.

Prior to 1991, Special Health Authorities were tertiary clinical centres that
promoted research, clinical care and education through their alliance with
an Institute. The National Hospital for Neurology and Neurosurgery, for
example, was twinned with the Institute of Neurology in Queen’s Square,
allowing clinicians to pursue an academic career and structure a research
programme around their patient base (or, tacitly, structure a patient base
around their research interests).

The balance between research needs and NHS patient care across the UK
was not widely understood, but introduction of the internal market from
1991 onwards stimulated a need for greater clarity. Purchasers were given
the role of commissioning patient care from hospitals or providers, and their
remit was to fund NHS care, not research. At the same time, the fruits of
R&D (such as pharmacological and radiological break-throughs) placed a
financial burden on the NHS which struggled to manage the gap between
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the affordable and the technically possible. The service perception was that
pursuit of R&D “leads to unplanned service pressures arising from research-
driven developments” (Peckham, 1991, p368). Among researchers there
were anxieties that R&D would wither under the internal market regime.

1990s: rise of evidence based medicine

The evidence based movement was stimulated in the 1970s (Cochrane,
1972), but gained momentum in the 1990s (Niessen et al, 2000; Coleman &
Nicholl, 2001). The explicit methodologies used to determine "best
evidence" in “evidence-based medicine” were led by Sackett & Rosenberg
(1995) and Guyatt et al (1992).

1991: R&D strategy

Security of funding and co-ordination of R&D in the health service was
enhanced by the announcement of an R&D strategy in 1991 to be led by
Professor Michael Peckham. “The NHS and medical research have been on
parallel tracks” he argued (Peckham, 1991, p368). The House of Lords
Select Committee on Science and Technology (1988) had stated that “[t]he
NHS should be brought into the mainstream of medical research. It should
articulate its needs; it should assist in meeting those needs; and it should
ensure that the fruits of research are systematically transferred into
service.” At the same time, wider questions of content and delivery of
health care had no mechanism for being addressed through systematic
research.

An infrastructure was created in which the 14 regional health authorities
had responsibility for planning and prioritising R&D, linking up to central co-
ordination and funding. A national expenditure target of 1.5% of the NHS
budget was identified for R&D. The scope of the programme was: (a)
orientation towards applied research, taking account of advances in basic
research; (b) setting of priorities based on disease burdens and public
health targets; (c) encouragement to abandon ineffective methods and poor
quality research in favour of beneficial practices; (d) an evaluative approach
(anticipating NICE); (e) improved dissemination; and (f) a workforce skills
and training review in the area of epidemiology, health services research,
health economics and other relevant disciplines. The strategy was hailed as
‘perhaps the first comprehensive attempt to develop a national R&D
infrastructure for health care” (Peckham, 1991, p371) and set the scene for
all subsequent developments.

1997: R&D budget

A number of separate funding streams were brought together to form the
NHS R&D budget in 1997, and national programmes were established to
address different aspects of health care:

= Health Technology Assessment (HTA), which was set up in 1993
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= Service Delivery and Organisation (SDO), which was set up in
1999

= New and Emerging Applications of Technology (NEAT)

= research synthesis work, including the Centre for Reviews and
Dissemination in York and the Cochrane Collaboration

= Research Capacity Development

1999: Special Health Authorities

Special health authorities were set up to provide a national service to the
NHS or the public, under section 11 of the National Health Service Act 1977,
but have changed their form and content over time. There are currently 10
special health authorities which function formally as arms length bodies to
the executive®. Two have particular relevance to R&D policy and structure:

= The National Institute for Clinical Excellence (NICE) was set
up in 1999 and, on 1 April 2005 joined with the Health
Development Agency to become the new National Institute for
Health and Clinical Excellence (still abbreviated as NICE). It
publishes clinical appraisals of treatments, based primarily on
cost-effectiveness, and makes recommendations on their uptake
within the NHS.

= The NHS Institute for Innovation and Improvement (NHS
Institute) supports adoption and dissemination of new ways of
working and new technology. In its 2008/2009 work plan? its
work programme has been outlined as: safer care, delivering
quality and value, commissioning for health improvement,
iLinks, building capability for a self-improving NHS, exploiting
innovation - National Innovation Centre. The NHS Institute
publishes papers on its research. These are not freely available
to the public.

2000: 'Research and Development for a First
Class Service'’

Changes to the Department of Health’s funding policy were announced in
the paper 'Research and Development for a First Class Service' (Department
of Health, 2000) for implementation from April 2001 onwards. Two funding
streams were introduced: NHS Support for Science, and NHS Priorities and
Needs R&D Funding. The aim was consistent with the 1991 strategy in
trying to target NHS money on the R&D priorities and needs of the NHS,
initially in the key areas of cancer, heart disease and mental health. It also
promoted collaboration and networks between researchers and the
organisations involved with R&D in the NHS.

! Information Centre for Health and Social Care; National Institute for Health and Clinical Excellence;
National Patient Safety Association; National Treatment Agency for Substance Misuse; NHS
Appointments Commission; NHS Blood and Transplant; NHS Business Services Authority; NHS Institute
for Innovation and Improvement; NHS Litigation Authority; NHS Professionals Special Health Authority.

2 NHS Institute Business Plan 2008/09
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2001: Cancer Research Network

The NCRN was established by the Department of Health in April 2001 “to
provide the NHS with an infrastructure to support prospective trials of
cancer treatments and other well-designed studies and to integrate and
support research undertaken by cancer charities™. There are now 33 cancer
networks.

2004: Science and Innovation Investment
Framework 2004—-2014

The Treasury published a ten year investment framework for science and
innovation (summarised in the box below). It demonstrates a commitment
to knowledge transfer and aims for the UK to be second only to the USA in
international rankings of R&D excellence.

Box 2 Extracts from Science and Innovation Investment
Framework 2004-14

Ambitions for UK science and innovation World class research at the
UK’s strongest centres of excellence:

Maintain overall ranking as second to the USA on research excellence, and
current lead against the rest of the OECD; close gap with leading two
nations where current UK performance is third or lower; and maintain UK
lead in productivity

Retain and build sufficient world class centres of research excellence,
departments as well as broadly based leading universities, to support
growth in its share of internationally mobile R&D investment and highly
skilled people

Greater responsiveness of the publicly-funded research base to the
needs of the economy and public services:

Research Councils’ programmes to be more strongly influenced by and
delivered in partnership with end users of research

Continue to improve UK performance in knowledge transfer and
commercialisation from universities and public labs towards world leading
benchmarks

Increased business investment in R&D, and increased business
engagement in drawing on the UK science base for ideas and talent:

Increase business investment in R&D as a share of GDP from 1% per cent
towards goal of 1.7 per cent over the decade

Narrow the gap in business R&D intensity and business innovation
performance between the UK and leading EU and US performance in each
sector, reflecting the size distribution of companies in the UK

? http://ncrndev.org.uk
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Confidence and increased awareness across UK society in scientific
research and its innovative applications:

Demonstrate improvement against a variety of measures, such as trends in
public attitudes, public confidence, media coverage, and acknowledgement
and responsiveness to public concerns by policy-makers and scientists

Source: HM Treasury et al (2004)

2005: UK Clinical Research Networks

The UK Clinical Research Network (UKCRN) was established in February
2005, with funding from the Department of Health, to support clinical
research and to facilitate the conduct of randomised controlled trials and
other well-designed studies across the UK. It built on the model of the
Cancer Networks.

2006: Best Research for Best Health (BRfBH),
Department of Health

BRfBH created a new entity, the National Institute for Health Research
(NIHR), which has become the organisation responsible for the
management of all Department of Health research. HTA, SDO and UKCRN
programmes were brought under its aegis. The scope and structure of
NIHR, as set out in its website*, is presented below.

Figure 1 NIHR scope and structure

National Institute for Health Research

Faculty
Investlgamrs &
Senior Trainees Associates
Investlgators
Infrastructure Research
[ ™\ r b
Clinical Research Research Projects
Metworks & Programmes
N . N
il VH R i '
C!mlcal_ B_vasearch Bkasarah Linied
Facilities &
Schools
L Centres ) ik ’,

Research Research
Gavernance Information
Systems Systems

Systems

4 http://www.nihr.ac.uk/about/Pages/about_information.aspx
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According to BRfBH (Department of Health, 2006, p11l), the establishment
of a National Institute for Health Research completes the trio of institutes to
form a framework of innovation, evaluation and implementation:

= National Institute for Health Research (NIHR) — to identify
innovative ways of preventing, diagnosing and treating disease;

= National Institute for Health and Clinical Excellence (NICE) — to
evaluate these innovations to assess their clinical and cost
effectiveness;

= NHS Institute for Innovation and Improvement (NIIl) — to ensure
that agreed innovations are implemented in the NHS.

In England, the National Cancer Research Network had been established to
remove the barriers within the NHS for clinical research. NIHR
commissioned further networks for England in mental health, diabetes,
medicines for children, stroke, and dementias and neurodegenerative
diseases under the UK Clinical Research Network (UKCRN) Coordinating
Centre.

Funding of health research in the UK was scoped out below (Department of
Health, 2006,, p37) at £7,350 million (which out of a GDP of £1,209,334
million® represents 0.61% of GDP).

Figure 2 Indicative funding for health research in the UK (Source: NIHR
website)

Indicative funding for health research In the UK

Commercial /Private Public

InvestmentAnnovation Donation Taxation

-\ Iy ! # \,
Industry Research Charities Govemnmert Funding
£5 000 millior £550million £1,700million
N . J \
; ! ‘\ -
Science Budget Departmental
OfES DTIAOET R&D Programmes
J \,
HE Funding C il ( N
:235”5_"_0””“ = Research Councils Department Cther Government
ol f;m ":::j_ | £440million of Health Drepartments
{mainly for medica imainly MRC) £6&a0million £180million
schools) L

° Source:Jgross domestic product (GDP) 2005 as estimated by the International Monetary Fund and
published on Wikipedia
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2006: Biomedical Research Centres

Institutions were invited by NIHR to apply to become Biomedical Research
Centres (BRCs) in 2006. The aims were to drive innovation in the
prevention, diagnosis and treatment of ill-health; translate advances in
biomedical research into benefits for patients; and contribute to
international competitiveness by driving excellence. BRCs needed to
demonstrate existing research excellence; critical mass and partnership with
industry. The NIHR created twelve Biomedical Research Centres, five
defined as ‘Comprehensive’ and seven as ‘Specialist’.

"Comprehensive' Biomedical Research Centres

NHS Organisation Academic Partner

Cambridge University Hospitals NHS Foundation Trust University of Cambridge

Guy's & St Thomas' NHS Foundation Trust King's College London
Imperial College Healthcare NHS Trust Imperial College London
Oxford Radcliffe Hospitals NHS Trust University of Oxford

University College London Hospitals NHS Foundation . .
Trust University College London
u

"Specialist” Biomedical Research Centres

NHS Organisation Academic Partner Specialism

Great Ormond Street Hospital for Children UCL Institute of Child . .
Paediatric/Child Health

NHS Trust Health
Central Manchester & Manchester i . Genetics and

) ) . . University of Manchester .
Children's University Hospitals NHS Trust Developmental Medicine

Moorfields Eye Hospital NHS Foundation UCL Institute of

Ophthalmolo
Trust Ophthalmology P v

Newcastle upon Tyne Hospitals NHS Trust Newcastle University Ageing

Royal Liverpool & Broadgreen University

. University of Liverpool Microbial Diseases
Hospitals NHS Trust

. Institute of Cancer
Royal Marsden NHS Foundation Trust Cancer
Research

KCL Institute of
South London and Maudsley NHS Trust . Mental Health
Psychiatry
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2006: Cooksey - “A review of UK health research
funding”

Sir David Cooksey was commissioned by HM Treasury to undertake an
independent review to advise on design and institutional arrangements for
the public funding of health research in the UK. In analysing the UK
research system, Cooksey identified barriers to translation of research into
practice:

= The ‘Haldane Principle’, derived from a report of 1918 into the
structure of Government®, and interpreted as a rallying cry to
maintain an arms length relationship between scientists and
government;

= The Rothschild Report “A framework for Government Research
and Development” (1971)’ re-evaluated the ‘Haldane Principle’
towards formation of a customer-contractor relationship in
research funding. However, it never really got off the ground;

= ‘Curiosity-driven’ research is the dominant mode, as inferred
by Peckham earlier (1991);

= Incentives put in place by scientific publications and the
Research Assessment Exercise: basic research is given
greater prestige over and above application, inhibiting
researchers from developing the findings of the curiosity-driven
science;

The influence of peer review is effective in identifying high
quality basic research projects, but is not helpful in promoting
translational and applied health research programmes.
“Translational or clinical research tend to benefit from a more
iterative approach” (p37);

= Career choices: “clinical research has had a tendency to be
underpowered scientifically and uninstructed by many of the
advances in modern biology” (p38). Clinical research is not an
attractive career option for most medical doctors;

= Institutional and financial barriers. Separation of the basic
research supported by the MRC from the “NHS research
community of practice-oriented research” (p 38) supported by
DH was considered to be a powerful institutional barrier.
Cooksey declared that the Joint MRC/NHS Health Research
Delivery Group had not been successful. He also identified
weaknesses in the UK’s arrangements for funding, supporting
and regulating clinical trials.

Bench to Bedside. Cooksey presented a schematic pathway within UK
health research in which he identified two gaps in translation. The first was
from basic research into treatment developments. The second gap arose in
translating new medical interventions into everyday practice. “In this

6 Report of the Machinery of Government Committee, Ministry of Reconstruction, Cmd 9230, 1918 (The
‘Haldane Report’)

" The Rothschild Report: A Framework for Government Research & Development. (Cmnd 5046)
London: HMSO, 1971

© Queen's Printer and Controller of HMSO 2010 22



SDO project (08/1801/220)

context, Knowledge Management, from research observation to routine
clinical practice, can be broken down into four discrete activities: Knowledge
Production, Knowledge Transfer, Knowledge Reception and Knowledge Use.”

(p99). The whole pathway reflected the journey of science from bench to
bedside.

Cooksey (HM Treasury, 2006, p22) noted that: “[t]he NIHR, together with
the National Institute for Health and Clinical Excellence (NICE) and the
National Institute for Innovation and Improvement, will play a key role in
the NHS knowledge management system.”

Figure 3 Bench to bedside pathway

Critical Path within UK health research \

"First Gap in Translation" "Second Gap in Translation"

Preclinical ini Health
Develop- ini i Technology / Services
ment i Assesment Research

NHS R&D NHS HTA NHS SDO  NHS CfH

Source: Cooksey page 99 “Blue boxes - parts of pathway correspond to
specific responsibilities of public sector bodies supporting research. MRC:
Medical Research Council. NHS R&D: National Health Service Research and
Development. NHS HTA: NHS Health Technology Assessment programme.
NHS SDO: Service and Delivery Organisation research programme. NHS
CfH: Connecting for Health. Light blue boxes - parts of pathway
correspond to the specific responsibilities of statutory regulatory agencies.
MHRA: Medicines and Healthcare products Regulatory Agency. NICE:
National Institute for Health and Clinical Excellence.”

Ultimately Cooksey recommended that Office for Strategic Coordination of
Health Research (OSCHR) should be formed to merge the health research
budgets of the MRC and DH, whilst retaining two separate organisations.

2007: The Report of the High Level Group on
Clinical Effectiveness established by the Chief
Medical Officer (Department of Health 2007)

The Group was asked to review areas of significant variations in use of
evidence and to recommend a programme of action to enhance the
effectiveness and efficiency of clinical care. The Group “identified no “single
bullet” to address the issue of clinical effectiveness. Instead, systematic,
context-specific initiatives are needed, requiring local clinical engagement.
Evidence-based medicine should be complemented by evidence-based
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implementation, demanding attention to education programmes from
undergraduate studies onwards” (p5). Better links between NHS and
education formed a primary theme.

2008: CLAHRC

NIHR created nine National Institute for Health Research Collaborations for
Leadership in Applied Health Research and Care (CLAHRCS) to begin in
October 2008 with £88m funding for five years. The 9 were selected
through competitive process from 22 bids (SDO, 2008). Their purpose is to:
“develop an innovative model for conducting applied health research and
translating research findings into improved outcomes for patients based on
mutually beneficial partnerships between universities and NHS
organisations.”

The concept of CLAHRCs was predicated on evidence that interaction
between researchers and practitioners bridged the translation gap:

“...a major predictor for the application of research to practice is the extent of
interaction throughout the research process between the researchers and the
practitioners who could potentially use the results”

(Denis & Lomas 2003: S2:2; quoted in SDO, 2008)

Each CLAHRC has specified detailed interventions that are to be examined,
e.g. in the field of mental health. The NIHR SDO has initiated an evaluation
of the CLAHRCs.

2009: Academic Health Science Centres

An academic health science centre (AHSC) is a partnership between a
healthcare provider and a university, intended to be distributed models that
link scientist and patient across a geographical area.

In 2007 NIHR opened a competition to create Academic Health Science
Centres as a means of addressing Cooksey’s gaps in translation from bench
to bedside. The Centres were also one of the key recommendations of the
High Level Group on Clinical Effectiveness: “to harness better the capacity
of higher education to assist with improving the effectiveness of clinical care
through promoting the development of new models of community wide
‘academic health centres’ to encourage relevant research, engagement and
population focus and embed a critical culture that is more receptive to
change” (Department of Health, 2007, p6).

Imperial College Healthcare NHS Trust was the first AHSC, created on 1
October 2007 (and given official government recognition on 9" March 2009)
by merging Hammersmith Hospitals NHS Trust and St Mary's NHS Trust.
The five AHSCs are: Cambridge University Health Partners, Imperial
College, King’s Health Partners, Manchester AHSC and UCL Partners.

The box below sets out the vision of AHSC as articulated by Steve Smith,
Chief Executive of the Imperial College AHSC. It is reproduced in full as it
contains many themes that play into our wider literature review.
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Box 3 Case Study (Source: McLellan, 2009)
Imperial College Healthcare pioneers shift in managerial relations

Imperial College Healthcare trust chief executive Steve Smith tells Alastair
McLellan how the new academic health science centre allowed a radical cultural
shift to clinical leadership

“If you wanted to create a system that was best designed to prevent
improvements in patient outcomes, you’'d create the system we have in this
country.” So says Steve Smith, chief executive of Imperial College Healthcare
trust, England’s largest hospital trust and the organisation that has provided
much of the impetus behind establishing academic health science centres. It
has also pioneered a generational shift in the power relations between
managers and clinicians.

Professor Smith lays out in stark terms the problem that needed to be
resolved. “It had been clear for about 25 years that the structure in the UK
wasn’'t working. The academic [health science] sector was delivering in terms
of discoveries, [but] the service side was not delivering in terms of outcomes.
“Service people were only interested in targets and financial difficulties.
Universities wanted nothing to do with improving outcomes. It was a dialogue
of the dead.”

The result was an NHS that was slow to change and innovate. The health
sciences community in west London initially pinned its hopes on developing the
Paddington health campus. When the project failed, senior clinical academics
at Imperial College London - including now health minister Lord Darzi as well
as Professor Smith - began to explore alternatives.

The question they asked themselves was: “Could we kick-start the mechanism
of NHS management with the aspirations of a globally competitive university?”
They settled on the AHSC model - a coming together of leading hospitals and
the clinical departments of prestigious universities. The best known example is
Johns Hopkins University in Baltimore, USA. But Imperial’s research found
European countries, particularly the Dutch, had taken the idea even further.

Driven by the “complete mayhem” of having to deal with two competing NHS
institutions, Imperial championed the merger of Hammersmith Hospitals trust
and St Mary’s trust. Attention then turned to establishing the AHSC. The trust
and university had to remain separate legal entities since no academic
institution would take on the liabilities of a major hospital. Therefore, Imperial
adopted the Hopkins model where authority is delegated to a joint chief
executive.

Defining moment

“l had to persuade 850 consultants this was a good idea,” says Professor
Smith. It was at this point that Imperial took a gamble that could become a
defining moment in the management of the NHS. Clinicians were given the
opportunity to take charge of the new trust in “a complete revision of the
managerial/clinician relationship”.

Seven clinical programme groups were created, with annual budgets ranging
from £40m-£108m. The group director posts were open to all, but crucially
candidates were required to demonstrate they had the confidence of clinical
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colleagues. Every clinical programme group director chosen was and is a
doctor.

The director is supported by a head of operations, just as at specialty level the
clinical chiefs of service work with a senior general manager. Each group also
has a faculty of medicine lead, plus individual heads of finance, education,
nursing, research and HR. It is an approach reflected at the top of the
organisation, where Professor Smith works alongside managing director Claire
Perry - former chief executive of Lewisham Hospital trust.

The rise of the clinician manager or “physician executive” is in Professor
Smith’s view a necessary corrective to the mistakes of the past 25 years. “In
the UK, we’ve created a culture of [NHS] management that, if not actively
anti-professional, sees professionals as a workforce to be worked and has little
interest in academic endeavour or innovation.”

He acknowledges the rise of general management has to be seen in the
context of the mid-1980s: “You did have a health service that was managed by
doctors in an amateur fashion. You needed a great input of management. “The
management that came in introduced a much sharper structure, but it [also]
excluded the professionals from the process. So you ended up with a
disenfranchised and angry clinical workforce that managers had very little
control over.”

Professor Smith says that culture has been re-engineered at Imperial. “At the
start clinicians were completely unbelieving. They’'d say to me, ‘you’ve got to
do this or that’ and I'd say, ‘I don’t have to do anything, you're in charge
now’.” One of the keys to the success of this approach is that all clinical
programme group directors must remain active clinicians. “We’ve been careful
to ensure clinicians who become managers are not seen as having gone to the
dark side”, he explains. “The minute you stop practising, you lose credibility

with clinical colleagues.”

“Only clinicians can deliver real change,” he adds, pointing to the impact on
the trust’s accident and emergency performance. Before the merger, up to 10
per cent of A&E attendees were waiting more than four hours to be admitted.
Among the major changes were increased consultant ward rounds. “As a
manager, telling a consultant to do a ward round every 12 hours is next to
impossible. As a fellow professional, it’'s much easier.”

The Imperial chief executive admits he was worried about sending the wrong
message to managers - “that they would lose control now that these ogre
clinicians were in charge”. However, he says the new arrangement has created
an even greater focus on their contribution. “Managers in the health service
are actually very good project managers”.

Professor Smith says that Imperial has a ferocious commitment to outcome
measures and patient satisfaction, and ensures that each of the professional
groups knows how it will be “judged”. He stresses that this is not about
appropriating blame. Instead, he says: “We ask the clinicians why something is
not working and what they think the answer is.”

Smith calls for truce with private practice

Professor Smith has another of the health service’s hottest topics in his sights:
private practice. “We’ve got a schizophrenic view of private practice in the
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NHS. It has produced several unfortunate consequences. The first is that the
power of the paying patient doesn’t exist in the NHS.

Another “consequence” is that in other countries income from private practice
is used for the benefit of the state, while in the UK it “goes to the shareholders
of private agencies. “At places like Johns Hopkins a very substantial part of
their research activity is driven by profits from private practice.”

Professor Smith regrets that the NHS and private practice have become
“deadly foes” locked in competition. “If we can change that - then we could
see private practice [in the NHS] as not a bad thing, which | don’t believe it is.
Secondly, we could ensure the [NHS] organisations that employ the doctors
who do the private practice could gain some profits.”

He stresses these revenues would come from charges normally levied by
private health providers, not from doctors’ fees. “We think there is a win-win.
Providing care for all your patients in one facility is a much safer way of doing
it. 1 think clinicians needs to stand up and say that, while private health
providers will lose money, the NHS will gain.”
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3 Methods

The Phase | literature search picked up peer reviewed academic papers using
restricted criteria. Phase Il was a subsidiary (triangulating) search, casting the
net wider into practitioner and grey literature to ensure that we did not
overlook key themes.

We adopted a two phase approach to the scoping review: a structured
literature search of key journals (Phase I) and a search of electronic
databases (Phase Il). The first phase was based on high-impact peer
reviewed journals, authors and groups while the second phase was based
on key terms across a broader health literature. A thematic coding
framework emerged from detailed reading and discussion of management
literature in Phase | which was then mapped to health literature.

3.1 Phase I - structured search

The search strategy and criteria for Phase | were agreed among the three-
person research team plus librarian. The broad-based management stream
of journals was tackled first and the health stream was considered
separately. With reference to impact factors through the Association of
Business Schools list of ranked journals and Web of Science, the team
selected 9 health and 20 international management journals. Health
covered social science, medicine, health service research, quality,
administration and informatics. Management journals included titles that
cover organisation, management, management learning, information, HR,
human relations and knowledge management. At this stage we identified a
number of reviews and syntheses of literature in the knowledge
management field that have been used as reference points for comparison:
Nicolini et al, 2008; Mitton et al, 2007; Greenhalgh et al, 2005. (See section
3.3).

3.1.1 Abstracts/titles leading to full papers

The librarian conducted a hand search of journals on-line and downloaded
titles and abstracts. The search generated 414 management and 171 health
and social science abstracts/titles, totalling 585 items. The three
researchers independently read and evaluated the titles/abstracts,
assessing the relevance of each to the project and voting for its
inclusion/exclusion in the review. It was a subjective assessment, validated
by discussion among the team when we compared our votes and rationale.
We erred on the side of inclusion rather than exclusion by altering our vote
in response to a reasoned argument. (This happened in 15% of
management cases and 10% of health cases.) Full papers were obtained for
abstracts that attracted two votes.

Papers were not included where the abstracts related to clinical trials or
narrowly biomedic-scientific studies. As the orientation was research
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utilisation and knowledge mobilisation among healthcare managers, we
excluded the small number of titles that dealt with patient utilisation of
evidence. The emphasis was upon use of evidence, research and
knowledge. The literature addressed extensively the allied question of what
constitutes evidence and knowledge, and epistemological questions of how
we know what we know. We were interested in finding papers that offered
reviews and syntheses of earlier literature, and we wanted to explore
conceptual models and theoretical frameworks where they existed.

The loose terminology that covered the field meant that we needed to
include management, translation, transfer, exchange, utilisation,
mobilisation, transformation and diffusion as verbs, and knowledge,
research, evidence, information, innovation and learning as nouns. We
could not be too tight in our formulation of inclusion criteria at this stage.
These terms informed the librarian’s search.

Inter-rater consistency was higher in the health field (at 71%) than in the
management field (at 55%) where the literature was diffuse and we had
little sense of organising topography or terrain at this stage. The health
literature badged itself more clearly in its concern with evidence, research
or, sometimes, knowledge management.

We emerged with a set of 183 management and 68 health-related papers,
totalling 251. They were supplied to researchers in chronological form,
batched in years from 2000 up to 2008, with management and health
streams supplied separately. The chronological nature was felt to be
important to allow us to obtain a sense of narrative development in the field
over time. The review was extended pre-2000 by snowballing references
from the selected papers.

3.1.2 Thematic coding

Each of the three reviewers took the papers and tried to assign a thematic
framework. A dominant framework emerged, based on the categories
identified by the principal investigator (PIl). These distinguished between
theoretical perspectives, sorting papers, for example, between Resource
Based View of the firm, organisational forms and communities of practice.
Identification of these perspectives required a prior understanding of the
field, rather than confronting it as a tabula rasa.

Negotiated framework

Negotiation was nevertheless required to gain some common understanding
of the categories and to synthesise the proposed categories from each of
the three researchers. Nature of Knowledge and Knowing, for example, was
condensed into a single field from typology of evidence (levels of evidence,
guidelines, types of knowledge) and epistemology (linguistics, philosophy,
hermeneutics, how we know). It was not apparent at the outset whether a
classification would emerge on the basis of unit of analysis (individual,
group, organisation, environment), discipline (psychology, anthropology,
economics), vector (process and flow versus stock) or focus (knowledge,
research tradition, people, processes). The instinct to find an ordered
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taxonomy that cross-tabulates dimensions in a dualist (mutually exclusive)
fashion is strong, and we observed repeated (and useful) examples of
taxonomies in the literature. Each of us also approached the task with a
mental map based on previous experience and study, e.g. economics and
performance, psychology, history, organisation and management,
information science and knowledge management, that we brought to bear
on the task. It was necessary to find a framework that accommodated this
multi-disciplinary perspective.

Evolution and clarification

The categories, or domains as we have labelled them, emerged through the
process of coding. Over a sequence of meetings the research team worked
through the set of 250 papers, starting first with the management stream.
It was a discursive approach in which each researcher had considered the
papers in advance and marked a provisional coding, based on the initial
negotiated framework. These were then discussed and compared, with the
result that there was a degree of clarification, evolution and extension in the
coding system over time which resulted in re-evaluation of early
classifications once the ten domain set had been finalised. Each paper was
assigned to only one category, regarded as the dominant one. So for
example, a review of types of knowledge in the context of advancing
thinking and technical solutions involved in building knowledge management
systems (Alavi and Leidner, 2001) was coded to our domain IS/IT rather
than nature of knowledge and knowing.

Rationalising the discourse

The literature itself helped to make sense of the discursive approach that
we adopted in generating domains, and assisted in articulating the
rationale. We adopted an inductive and pragmatic approach that allowed for
ambiguity, since papers did not form themselves neatly into either-or
compartments. We thus rejected (or at least did not adopt) a dualist ‘this
but not that’ analysis (Orlikowski & Robey, 1991) which is frequently used
as a “theoretical scaffolding for schemes of classification, taxonomies, and
contingency theory” (Kondo, 1990). The categories are not mutually
exclusive in their content and, while representative of certain disciplines,
e.g. economics in Resource Based View of the firm, and psychology in
cognition and organisational learning, are not determined by them, not least
because academics morph their own disciplines by moving, for example,
from sociology to management studies.

Health literature

The coding was developed in relation to the management literature,
providing a comparative dimension to the study since we are able to
compare and contrast the shape of the health sectoral literature with
reference to the generic management field. The coding was extended in
health to allow for the Evidence-Based movement which is specific to public
sector and biomedical research. The grey literature that sets the macro
dimension for health research and knowledge, in terms of universities,
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research funding programmes and government initiatives, led to a further
domain to be identified as Super-Structure, which may be conceived of as a
deus ex machina that distinguishes health from the private sector. The
largest unit of analysis in generic management literature tends to be the
organisation/firm (with exceptions e.g. Lam, 2000).

3.1.3 Reporting and exemplar papers

Papers within this scoping review often contain precise and refined
theoretical structures. We have used over-arching domain types to organise
the literature. Application of such umbrella concepts, e.g. RBV or CoP,
carries risks (Hirsch & Levin, 1999) of losing or conflating distinct logical
processes. We try to avoid this by incorporating detailed accounts of
content. We also present abstracts of exemplar papers, which have been
selected on the basis of quantitative and qualitative criteria in each domain:

= Quantitative — the most cited paper: using the objective
criterion of citation counts drawn from Web of Science, we
select the paper ranked as having been cited most times by
other authors in peer-reviewed journals (at March 2009).
Citation counts are shown in Appendices 1 and 2;

= Qualitative — interesting: using the subjective perceptions of the
research team, we apply criteria of our response to the paper,
significance of author, extent to which the paper is
representative of the theme.

Box 4 Phase | Journals

Management:

© 0o N oo g b~ W N Pk

10
11
12
13
14

15

The Academy of Management Journal
The Academic of Management Review

Administrative Science Quarterly

British Journal of Management
European Journal of Information Systems
Harvard Business Review
Human Relations
Human Resource Management
Information and Management
Information Systems Journal
Journal of Information Science
Journal of Knowledge Management
Journal of Management Studies

Journal of the American Society for Information Science & Technology

Knowledge Management Research & Practice
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16
17
18
19
20

Management Learning
MIS Quarterly
Organisation Science
Organisation Studies

Strategic Management Journal

Health and Social Science Journals:

© 0o N o 0o b~ wWw N Pk

BMJ

Social Science & Medicine

JAMA (Journal of the American Medical Association)
Journal of Health Service Research & Policy
Milbank Quarterly

Quality in Health Care

Journal of American Medical Informatics Association
Public Administration

Quality & Safety in Health Care

3.2 Phase Il — database review

The methodology of Phase | takes a structured approach based on high
quality peer reviewed journals. The papers are academic in their focus, and
by their nature are written by academics for other academics. This review is
not an empirical study and so it is not our brief to access practitioners
directly to find out how they utilise research. Nor was it scoped as a
systematic review, which would have generated thousands of items from
world literature and required a complex and resource intensive search
strategy using controlled vocabulary, e.g. MeSH terms (Medical Subject
Headings, based on Library of Congress classification of subject indexing
terms), as well as key words and free text.

We adopted a structured database search (which could also be described as
a limited systematic search) in Phase I, tailored to research and review
articles and capturing the grey literature, using standard terms and free
text language. The search strategy was developed by the specialist
librarian, based on discussion with the team, using strings that include
knowledge management, transfer, sharing, capture, utilisation, mobilisation,
exchange, transmission, translation, diffusion, implementation; research,
evidence. US and UK spellings were accommodated in the search. (See box
below). The search was executed using OVID, accessing Medline, Embase,
HMIC and CINAHL databases. It produced 548 abstracts and titles.

©Q
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Box 5 Phase 2 search strategy

Search Strategy: Ovid (Medline, Embase, HMIC & CINAHL)

1.

© 0 N o 0o b~ W N

10
11
12
13

14.
15.
16.
17.
18.
19.
20.
21.
22.
23.

knowledge management.mp. [mp=title, other title, abstract, heading
words]

. knowledge transfer.mp. [mp=title, other title, abstract, heading words]

. knowledge sharing.mp. [mp=title, other title, abstract, heading words]

. knowledge capture.mp. [mp=title, other title, abstract, heading words]

. knowledge utili$.mp. [mp=title, other title, abstract, heading words]

. evidence utili$.mp. [mp=title, other title, abstract, heading words]

. research utili$.mp. [mp=title, other title, abstract, heading words]

. knowledge implement$.mp. [mp=title, other title, abstract, heading words]

. evidence implement$.mp. [mp=title, other title, abstract, heading words]

. research implement$.mp. [mp=title, other title, abstract, heading words]
. knowledge mobili$.mp. [mp=title, other title, abstract, heading words]
. knowledge exchange.mp. [mp=title, other title, abstract, heading words]

. knowledge transmission.mp. [mp=title, other title, abstract, heading
words]

knowledge translation.mp. [mp=title, other title, abstract, heading words]
knowledge diffusion.mp. [mp=title, other title, abstract, heading words]
lor2or3ord4or5or6or7or8or9orl0orllorl2orl3orl14o0r1l5
remove duplicates from 16

limit 17 to english language

limit 18 to human

limit 19 to yr="2000 - 2008"

limit 20 to "review articles"

limit 21 to humans

limit 22 to research

3.2.1 Sifting and coding

The Phase | process had been collaborative and instructive, so that by the
end of the process there was a common understanding of the analytical and
thematic framework, (demonstrated by a process of convergence which
took place over successive meetings).

The experience of Phase | provided the grounding to enable one researcher
to sift and code the Phase Il abstracts/titles. Phase Il was an exercise in
casting the net widely across the health field, eliciting 548 titles/abstracts
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compared to the 171 culled from Phase | across health journals. Much of the
literature is practitioner-based, reporting on implementation and, in terms
of the bench to bedside spectrum of research into practice, situated nearer
the bedside than the bench.

Out of 548 items, 189 were either not relevant to the review (e.g.
biomedical scientific or pharmacological studies) or lacked an abstract,
leaving 359 (66%0) within the field to be coded and mapped to the
categories devised in Phase .

It should be noted that this search was supplementary to Phase I, and did
not mimic every aspect of the methodology. We coded and classified papers
on the basis of abstracts rather than full papers (for expedience based on
resources; Phase Il was an unfunded extension to the methodology that
was considered necessary for reasons of scientific quality, to triangulate
findings of Phase 1).
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Figure 4a Flow diagram summarising methods

Hand Search Electronic Search Library
- Ovid (Medline,
29 journals Embase, HMIC Books
20 mgt & CINAHL)
9 health
|
Titles/Abstracts 4la 171 548 health
management health & social Practitioner/Management
science y
359 coded
A A v
Papers 183 papers 68 papers » 684 Sources in final report
) _ 10 domains » +1 domain +1 domain
Thematic Coding
A
Domain-specific ¥ References of
Exemplar Papers " References
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3.3 Reflecting on the methods

3.3.1 Comparing methods with other reviews

How do existing reviews compare with our theme? We consider three
recently published literature reviews that consider similar (but not identical)
questions.

Box 6 Nicolini et al (2008) - Managing knowledge in the
healthcare sector: a review

Systematic review of KM in healthcare over 6 years 2000—-2006 looking at
business/management and medical literature:

Stage 1: Search CINAHL, Medline, Embase, Business Source Premier, Science
Direct and ABI Inform

700 hits, identified 178 articles for further examination
Stage 2: thematic coding based on preliminary reading and discussion
Stage 3: analyse literature in each thematic area
Findings:
Segmentation along three disciplinary lines:
Information sciences
Business and management

Medical and allied health sciences: prevalence of contribution from the medical
sciences

Healthcare Themes
Nature of knowing in the healthcare sector

o Fragmented and distributed nature of medical knowledge

o Proliferation of medical knowledge

o Importance/preference of local knowledge (tacit and proximal)
Benefits and pitfalls of specific KM tools

o0 Not theoretical: IT, social-learning, education and training

Barriers and enablers of KM in the healthcare sector
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Box 7 Mitton et al (2007) — Knowledge Transfer and
Exchange: Review and Synthesis of the Literature

Method:

1 search for abstracts

2 select articles through a relevancy rating process
3 classify and rate the selected articles

4 synthesize and validate them

Searched: eight databases for English-language abstracts from 1997 to 2005:
Medline, EMBASE, Cinahl, PsycINFO, EconLit, the Cochrane Database of
Systematic Reviews, sociological abstracts, and social sciences abstracts.

Terms: knowledge generation, knowledge translation, knowledge transfer,
knowledge uptake, knowledge exchange, knowledge broker, knowledge
mobilisation

Compared to our review : excludes knowledge management, sharing,
capture, implementation, transmission, diffusion, utilisation; research
utilisation, evidence utilisation,

We exclude: knowledge broker

Conclude: our Phase 2 review contains broader range of search terms but on
fewer databases

Initial search: 4,250 abstracts
Reviewed 169 papers
Selected 81 studies:
0 18 implementation
0 63 non-implementation
Organising frameworks for applying KTE strategies
Barriers and facilitators
Methods and issues for measuring impact of research studies

Stakeholder perspectives on what works and what does not work

3.3.2 Choice of methods

Quality of Literature. The selected methodology was a structured review
of the literature using high impact journals based on the Association of
Business Schools (ABS) guide to academic journal quality. ABS ranks
journals 1 -4, where 1 is low and 4 is high, based on citations, originality
and quality, described by ABS as:”(a) evidence relating to the academic
standards prevailing at the journal; and (b) the originality and quality of the
research articles typically published in the journal.” The quality of the
literature was determined by the search strategy.
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Box 8 Greenhalgh et al (2005) - Storylines of research in
diffusion of innovation: a meta-narrative approach to
systematic review

Hand search Electronic search Library search

| 32 journals | |15datahases | | 105 b-::uc:nl-;s|

[ 166 papers | | 6000 titles/abstracts |
Citation 1024 full text papers and o Refarences
tracking = hook chapters appraised T of references

| 495 sources in final report

T

213 empirical 282 non-
studies empirical

Structured versus Systematic. We used a structured review rather than a
systematic review for pragmatic and methodological reasons:

= On the pragmatic side, a systematic approach would have
generated thousands of references (based on the experience of
Mitton et al (2007) and Greenhalgh et al (2005) above),
whereas a structured approach generated hundreds (going deep
rather than broad). As it was, we supplemented the structured
approach by a limited systematic search (described as Phase II)
as a means of ensuring that we had not overlooked important
sections of literature.

= In terms of methodology, the nature of the scoping review did not
lend itself to systematic methods. We were interested in
identifying theoretical developments and schools of thought.
This required an inductive approach, i.e. using wide-ranging and
varied data to form a generalisation. It is in contrast to a
hypothetico-deductive approach which takes a hypothesis or
observation and then tries to falsify it by systematic and logical
reasoning. The deductive approach is reductive and convergent
and more suited to systematic methods. The inductive approach
is exploratory, divergent and seeks to develop critique, and is
thus better served by the structured method we adopted.

Focus. The weight in the search towards general management (private
sector) rather than health is a consequence of the distribution of journal
titles. Out of the ABS categories we selected journals from six categories:
general management, human resources, information management, strategic
management, organisational studies and public sector (which includes the
healthcare sector). 9 of 29 selected titles (31%) related to health, which
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was a relatively high proportion of our sample, given the search strategy.
We achieved this high proportion by adding in health-sector journals that
did not feature on the ABS list, e.g. BMJ, Journal of the American Medical
Association, Journal of Health Service Research and Policy. Where journals
were not included in Phase 1, such as Journal of Advanced Nursing, the
Phase 2 element was capable of picking up these titles.

Selection of Titles and Organisation of Material. We have been candid
in reporting how the team used face to face meetings and subjectivity to
whittle down the list of 585 titles and abstracts to a more manageable (but
still relatively large) set of 251 papers in Phase 1. The background of the
team included disciplines of history and economics, among others.
Individuals inevitably bring their experience and knowledge to bear as a
lens with which to filter material. Arguably, the historical lens provided an
appetite to organize large masses of material into schools of thought, while
the economics perspective was receptive to analytical treatments of
knowledge as a resource.

Figure 4b Setting out the team’s activities

Librarian generates titles/abstracts

Phase 1 Phase 2 (supplementary)
Team of 3 + librarian (" Team of 3 + librarian
| J Agree search strategy

B G /

Librarian generates

(&
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~ titles/abstracts

J
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Come together to compare votes and coding structure to
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Librarian obtains pdf files of short-listed (" Expands the number of )
I g domains to accommodate new
~ L material )
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J
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4 Overview of the findings

We identified ten domains in the Phase 1 management literature, labelled
Nature of Knowledge and Knowing, IS/IT, Communities of Practice,
Organisational Form, Organisational Learning, Resource Based View of the
Firm, Critical Theory, Knowledge Transfer and Performance, Barriers &
Facilitators and Culture. An extra domain was picked up in the Phase 1 health
literature, describing the Evidence Based Movement. (This is a health-specific
example connected to Nature of Knowledge and Knowing). In Phase 2 we
located a further health domain, dealing with macro structures of funding and
research-commissioning.

4.1 Thumbnail sketches

Ten categories were identified in the management literature search and a
further two in health literature.

4.1.1 Management literature

Nature of knowledge and knowing

Both the management and the health literatures reflect hard on the
question “what do we mean by ‘knowledge’?” We have identified a specific
domain to capture papers primarily concerned with this question, and it
emerges as the largest single category.

The tendency is to invoke a hierarchy of data-information-knowledge (Bell,
1999) as a continuum in which “data require minimal human judgement,
whereas knowledge requires a maximum judgement” (see Tsoukas &
Vladimirou, 2001). Knowledge is connected to knowing, extending the
philosophical and epistemological nature of the question ‘what is knowledge
and how do we know what we know?’ A prominent response in the literature
is a distinction between tacit and explicit knowledge, attributed to Polanyi
(1962) and developed by Nonaka (1994). This polarity of opposites leads to
a typology (e.g. Gourlay, 2006) of soft-hard, inarticulable-codifiable which
approximates the knowledge-data distinction. We could characterise this
distinction by pointing to IS/IT on the one hand and communities of practice
on the other, where syntax is required to communicate codified IS/IT
knowledge and ‘embedded practice’ is conveyed through ‘situated learning’
in communities with shared goals. This stereotype is too crude, because
IS/IT needs to factor in human behaviour and culture while tacit-explicit
may not be mutually exclusive dimensions, but it provides a useful headline
means of distinction.

Information systems and information technology

Information science is typically characterised as an insular discipline that is
not well cited in other academic fields (Jashapara, 2005). It is action rather
than theory-driven and its relationship to codified knowledge and application
lends itself to ‘toolkits’ and implementation frameworks. Technology in
knowledge management is conventionally used to create a repository of
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‘structured knowledge’ (Davenport & Prusak, 1998). Information systems
that take the form of Knowledge Management Systems (KMS) go beyond
technology, with an implicit or explicit philosophical base, and serve the
non-technical world of people (e.g. Alavi & Leidner, 2001).

Communities of practice

While IS/IT might be associated with codified knowledge, ‘communities of
practice’ are associated with tacit knowledge. The concept describes the
process of shared learning and practice, or situated learning, that occurs
when groups of people with common objectives interact and work together.
It has become highly influential in the literature as a means of
conceptualising how sub-units or groups within firms or organisations
operate, rooted in the work of Lave & Wenger (1991), cognitive
anthropologists, who investigated how cognitive activity is related to social
context.

Lindkvist (2005) distinguishes ‘tightly-knit’ (Brown & Duguid, 1998)
communities of practice from loose groups of individuals coming together to
complete a project, who might be described as ‘knowledge collectivities’ or
‘collectivities of practice’.

Communities of Practice may typically be regarded as a sub-unit of an
organisation, operating at a micro level. If an organisation is a set of
generalised rules in which “rules of action are typified responses to typified
expectations” then CoP could represent “organisation-as-theory”, according
to Tsoukas & Vladimirou (2001). When linked together they form a network,
described by Brown & Duguid (2001) as ‘networks of practice’. The ‘sticky’
nature of tacit knowledge which makes it difficult to transfer and absorb,
may be circumvented, since network connections provide horizontal
conduits for flow of knowledge across organisations. Individual members of
CoPs stand at the intersection between organisation and network (p206),
which may spill into a wider ‘epistemic community’. Brown & Duguid note
that ‘communities of practice will become ubiquitous sources of knowledge
driving organisational change’ (p208).

Organisational form

It is apparent from discussion of CoP that Organisational Form is not a self-
contained category, since CoPs are components of organisational form,
especially in their manifestation as a network. The category of
Organisational Form is assigned where knowledge management is being
considered in the context of a particular structure or where the question is
‘what impact does organisational form have upon knowledge management?’

The word ‘firm’ and ‘organisation’ are interchangeable because the literature
is predominantly based in the management world of private sector
organisations, where interest in knowledge is motivated by competitive
advantage. Out of the 17 papers assigned to this domain, most focus on
particular organisational structures or settings, e.g. Joint Venture firms in
strategic alliances; knowledge-intensive-firms (KIF), often described as
professional service firms (PSF), referring to consultancy companies. There
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is an East-West dimension, with particular interest in Toyota as a case study
(Dyer et al, 2000) or making global contrasts between organisational form
and types of knowledge. Unlike the domain Nature of Knowledge and
Knowing which was mainly conceptual, the majority of papers (11) in the
Organisational Form domain are empirical, exploring case studies using
questionnaire and interview methods.

The way that organisations are linked is a function of form, whether it is
through a market, a network or a hierarchical structure (Adler, 2001). Just
as we can ask whether form impacts upon knowledge management, it is
feasible to ask whether characteristics of knowledge predict organisational
form (Birkinshaw et al, 2002), to which the answer appears to be ‘yes’.
Birkinshaw addresses this empirically in a highly specialist environment of
R&D units in 15 Swedish multinational firms, looking at specific dimensions
of knowledge observability and ‘embeddedness’. Adler draws a broader
typology linking structure with control (hierarchy/ authority, market/price
and community/trust) in which knowledge intensive firms would be
expected to thrive on relationships relying on trust as the key to creating
and transferring knowledge.

Organisational learning

The relationship between organisational form and knowledge type is also
relevant to the ‘Organisational Learning’ domain. Lam (2000) develops a
model that links knowledge type with micro-level learning activities and
organisational form. Japanese models are represented in the ‘J-form
organisation’ where project teams conform within a hierarchy. ‘Operating
adhocracy’, including management consultancies, is individualistic,
innovative but unstable, while ‘professional bureaucracy’ is individualistic,
stable but not innovative. ‘Learning’ is a term that harnesses the human
dimension of knowledge, especially tacit knowledge, that distinguishes it
from ‘transfer’ where knowledge is commodified. It implies a cognitive and
therefore psycho-social dimension.

Resource based view of the firm

RBV was initially promoted by Penrose (1959). The strategic management
literature has built upon this perspective (Cole 1998; Spender 1996a,
1996b; Nonaka & Takeuchi 1995). The organisation equals the firm, driven
by economic discourse, which is underpinned by a concept of value and
competitive advantage. Core principles of the resource-based view are that
“resources and capabilities which are simultaneously valuable, rare,
imperfectly imitable and non-substitutable — the VRIN conditions — are the
main source of above-normal rents and competitive advantage (Barney,
1991; Wernerfelt, 1984)” (Easterby-Smith & Prieto 2008, p236). It is given
some empirical support by McEvily & Chakravarthy (2002) who test the
resource-based theory that “intrinsic characteristics of resources and
capabilities, such as their tacitness, complexity, and specificity, prevent
imitation and thereby prolong exceptional performance” (p 285).

RBV is largely driven by economic theory, but the role of knowledge as a
resource has gone beyond the conventional territory of productive and
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allocative efficiency. The recent concept of ‘dynamic capability’ addresses
the processes by which knowledge is exploited (Sher & Lee , 2004), linked
to ‘absorptive capacity’ of the knowledge consumer (Lenox & King 2004).
The role of knowledge in building ‘social capital’ has been taken up by other
disciplines, (e.g. business, sociology, organisational behaviour and human
resources management) in theorising how value is present within and
between individuals and social networks, with an impact on productivity
(e.g. Widen Wulff & Ginman, 2004). The distinction between stocks and
flows, comparing resource-based and relational views (Mesquita et al,
2008), is also discussed in terms of organisational form, looking at
knowledge sharing in strategic alliances (Connell et al, 2007).

Ambrosini & Bowman (2001) use a multi-disciplinary approach, including
ethnographic, narrative and cognitive methods drawn from psychology, as a
proposed method for operationalising tacit knowledge. The underlying
premise is that tacit knowledge, in theory, lies at the base of sustainable
competitive advantage, locating it in RBV of the firm. The lack of empirical
evidence to support the theory is partly due to difficulty in measuring tacit
knowledge, which the authors seek to address as a basis for future
research.

Critical theory

Critical theory is a body of thought that stands in opposition to the
resource-based view of the firm and the notion that knowledge is a
commodity that can be transferred to confer improved performance and
competitive advantage. It highlights the contestability of management
knowledge and the limits of technology (e.g. Currie et al, 2004). Alvesson
and Karreman (2001) juxtapose ‘knowledge’ and ‘management’ as an ‘odd
couple’ in which knowledge is inherently difficult to manage, concluding that
‘knowledge management’ really amounts to managing and controlling
people. Schultze and Stabell (2004) depict critical discourse as being
focused on labour in a power struggle with management, and inclined
towards dualist value judgements of good and bad. Health care
organisations are prominent as sites of enquiry exploring, for example, NHS
Direct (Hanlon et al, 2005).

Knowledge transfer and performance

Knowledge transfer takes a positivistic approach where knowledge is a
commodity or an asset that can be transferred between individuals and
organisations. The approaches vary, drawing on IS/IT (Braganza et al,
2007), systems-analysis (Parent et al, 2007), and learning (Muthusamy et
al, 2005; Lervik & Lunnan, 2004).

The vocabulary is wide-ranging: transfer is alternatively described as
diffusion, sharing (Christensen, 2007), mobilisation, process, and may be
related to creation and adoption of innovation (e.g. Goh, 2005). By
‘positivistic’ we mean uncritical in drawing a link between knowledge
transfer and performance, effectiveness or advantage (e.g. Gravier &
Strutton, 2008; Rhodes et al, 2008; Chen and Chen, 2006; Lervik &
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Lunnan, 2004; Lin, 2007; Rodan et al, 2004; Syed et al, 2004; Dyer et al,
2006; Bogner 2007; Chang Lee et al, 2005). KT is therefore rooted in RBV.

We identify the link between knowledge transfer and performance as one of
growing interest in the literature, illustrated by the prevalence of papers in
the latter part of our review period (2004-2008) rather than the first half of
the period (2000-2003). We observe a trajectory over the review period in
which the KM field has become increasingly relational in its focus on tacit
knowledge and situated learning. It has also grown in abstraction and
divergence by exploration of knowledge as a socially constructed reality,
emphasising the role of context and interpretation. At the same time, the
hard-edged utilitarian side of knowledge has been developed, with a strong
empirical interest in resource-based theories shown in this domain.

Barriers to knowledge transfer and facilitators of organisational
development

This domain reflects the processual nature of knowledge management, but
also emphasise a dimension of change or resistance. The unit of analysis of
researchers is often the people (e.g. Leiter et al, 2007) or the organisation
(e.g. Lin et al, 2008), leading us to group organisational development and
barriers into a single domain.

Barriers to knowledge sharing are a prominent topic of interest (more so
than enabling factors) and culture is cited as one of the most significant
barriers. The term ‘culture’ is criticised by Hall & Goody (2007) as a “catch-
all category to account for failed efforts to promote knowledge sharing
within organisations” (p182), use of which makes it “possible to hint at
issues of power without addressing specific power relationships” (p184).

The domain is largely empirical (7 out of 10 papers), addressing flows and
barriers by means of interviews and questionnaires. Healthcare
organisations have been sites of enquiry in 4 of the 7 empirical papers.
Hospitals have been fruitful locations in which to consider power and
resistance to change, focusing on implementation of information systems
(Doolin, 2004) or business process re-engineering (McNulty, 2002).
Sociology, human relations and management learning drive this field rather
than economics.

Culture, anthropology and conversation management

The final domain to emerge from our inductive approach to classification of
management literature in Phase 1 is ‘culture, anthropology and conversation
management’. It is a moot point whether papers on cultural barriers (e.g.
McDermott & O’Dell, 2001) belong here or in the previous domain. Papers
share a concern with knowledge boundaries, communication and shared
values, which lends itself to ethnographic and anthropological approaches.
Carlile (2002) spent months observing product developers in a specialist
part of the automobile industry. Mengis & Eppler (2008) have reviewed the
literature on conversation management while van den Hooff et al (2004)
found that communication climate is a key variable in their empirical study
of knowledge sharing.
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The domain is populated by only 4 papers, reflecting the limited use of
anthropological methods, but also the dominance of other specific themes
such as Communities of Practice (e.g. Orlikowski, 2002; Bechky, 2003)
where ethnographic techniques have been employed.

4.1.2 Health literature

The health literature threw up new themes, described as Evidence Based
Healthcare and Super Structures.

Evidence based healthcare (EBHC)

Evidence based healthcare started with an emphasis upon Evidence Based
Medicine that gained momentum in the 1990s. At the beginning of our
review period, an interest in Evidence Based Management had been
established (e.g. Walshe & Rundall, 2001). The distinction between
medicine and management is not cut and dried, especially in the
practitioner literature which tends to have a clinical focus. Evidence based
approaches represent a drive to use scientific evidence to support decision-
making. The term ‘evidence’ is common in health sector papers but rarely
features in generic literature. The theme of EBHC was prominent in both
Phase 1 and Phase 2 of the health literature search.

Super structures

The Phase 2 electronic database search produced a further domain that
represents the infrastructure of institutions and funding that commissions
healthcare research, e.g. the NHS SDO programme (much of which has
been reported through grey literature in Chapter 2).

4.2 Quantification

In the management literature (Phase 1) the biggest domain comprised
Nature of Knowledge and Knowing (19%) while OL, knowledge transfer and
organisational form each accounted for 11%-15% of papers. Specific
theoretical perspectives of RBV, CoP and critical theory each accounted for
6%-10%, along with organisational change and barriers to transfer. The
smallest domains resulting from our search were IS/T and
anthropology/culture/conversation with 1%-5% of articles.
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Figure 5 Phase 1 - Management Literature
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Figure 6 Phase 1 - Health Literature
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The health literature (Phase 1) is dominated by evidence based
medicine/management (31%). Nature of Knowledge and Knowing (18%)
and knowledge transfer (15%) are also areas of significant interest. IS/IT
comprises a larger proportion of literature than in management, with 9%.
The other domains or communities of practice, organisational form,
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organisational learning and organisational change & barriers each take up
5%-6% of papers. Critical theory hardly features (2%), and
anthropology/culture/conversation, like the management literature is a
small component (2%).

The practitioner and other literature (Phase 2) is most interested in
evidence-based health care and, running a close second, barriers to
research utilisation and OD.

Figure 7 Phase Il — Database Search (Healthcare)
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4.2.1 Reporting

The domains represent a pragmatic method of describing and presenting
the literature. Each paper is assigned to only one domain, for purposes of
descriptive statistics and shaping the findings (summarised in Appendices 1
and 2), but in writing up the themes a paper may be referenced in several
categories. For example, Orlikwski (2002) is the most highly cited author
writing on CoP but her paper is also used to inform the Nature of Knowledge
and Knowing.

Exemplar papers

Exemplar papers have been used to signpost the nature of each domain in
the management literature and were selected through two types of criteria.
First, we identified the paper in each domain with the highest citation count,
based on Web of Science. These tended to be papers at the start of our
review period (with sufficient elapsed time to build up citations in other
publications) which had achieved measurable impact. Secondly, we
identified a paper of particular interest to this review or application to the
field of health.
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Comparing management and health domains

We found that the two streams of literature shared an interest in the
question of Nature of Knowledge and Knowing. The economics dimension
(Resource Based View of the Firm) in the general management literature,
represented by ‘strategic management’ or a search for competitive
advantage, was absent in the health literature. The health literature, on the
other hand, included a tranche of literature on Evidence-Based Medicine and
Management that was absent from the management stream. It was also
interested in the macro dimension and, specifically, in the relationship
between demand and supply of research through funding agencies.
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5 Nature of knowledge and knowing
(Phase 1 management literature)

This chapter shows that a large part of the literature is interested in ‘what is
knowledge?’ Commentators distinguish between hard and soft knowledge.
Hard knowledge can be organized through technology (covered in Chapter 6)
while soft knowledge is more likely to be mobilized through people (e.g.
communities of practice, in Chapter 12).

Spender believes that “we can use epistemology as a tool to cut into the
discipline of knowledge management and expose its anatomy” (2008, p166)

This section addresses the questions:
= What is the nature of knowledge?
= How do we know what we know?
= What is organisational knowledge and knowing?

= Why do these questions matter?

5.1 What is the nature of knowledge?

This question is abstract and occupies a large space in the literature,
grappling with the notion that knowledge is a “loose, ambiguous, and rich”
concept that precludes reduction to simple sets of distinctions (Alvesson and
Karreman, 2001, p 1012).

Two dimensions emerge:

= Taxonomic — using an either/or categorisation using dualism (two
polarised categories) or a continuum;

= Embedded capability — where there is mutual constitution
between knowing and doing. Here, the distinction between
‘what is knowledge?’ and ‘how do we know?’ i.e. between
knowledge and knowing, becomes inextricable.

5.1.1 Taxonomic

Conceptions of knowledge tend to start with the “Cartesian tradition which,
first, emphasizes the role of the individual, rather than the group, insisting
that learning takes place in an individual’s head” (Currie and Kerrin, 2004,
pl0). Cartesian dualism of mind and body, knowledge and sense, objective-
subjective, is a familiar tradition, providing a spring-board to move from
‘knowledge as object’ to knowledge as subjective and then to being context-
dependent through social construction of reality (Berger and Luckmann,
1966). At the ‘knowledge as object’ stage of the continuum, knowledge
management emphasises how knowledge can be captured, represented,
codified, transferred and exchanged.

© Queen's Printer and Controller of HMSO 2010 49



SDO project (08/1801/220)

Ackoff (1989) is credited, (by Spender, 2008), with developing the data,
information, knowledge and wisdom (DIKW) typology. Bell similarly defines
knowledge as a continuum from data to information to knowledge: “data
require minimal human judgement, whereas knowledge requires maximum
judgement”. Bell (1999, p.Ixiv; in Tsoukas & Vladimirou, p 976) goes on to
argue that ‘judgement arises from the self-conscious use of the prefix re:
the desire to re-order, to re-arrange, to re-design what one knows and thus
create new angles of vision or new knowledge for scientific or aesthetic
purposes’.

Alavi and Leidner (2001) up-end the received wisdom that knowledge is the
higher and more useful form. They suggest that knowledge is information
that is processed and personalised in the mind of the individual agent to
become knowledge, which then turns to information once it is made explicit,
articulated in symbolic forms such as text and graphs. In other words,
knowledge is a precursor as well as a consequence of information.

Polanyi (1962, p. 101, quoted in Tsoukas & Vladimirou, 2001, p 977 )
shows how uncontextualised data becomes patterned into information and
then knowledge through study, interaction and experience:

Think of a medical student attending a course in the X-ray diagnosis of
pulmonary diseases. He watches in a darkened room shadowy traces on a
fluorescent screen placed against a patient’s chest, and hears the radiologist
commenting to his assistants, in technical language, on the significant features
of these shadows. At first the student is completely puzzled. For he can see in
the X-ray picture of a chest only the shadows of the heart and the ribs, with a
few spidery blotches between them. The experts seem to be romancing about
figments of their imagination; he can see nothing that they are talking about.
Then as he goes on listening for a few weeks, looking carefully at ever new
pictures of different cases, a tentative understanding will dawn on him; he will
gradually forget about the ribs and begin to see the lungs. And eventually, if he
perseveres intelligently, a rich panorama of significant details will be revealed to
him: of physiological variations and pathological changes, of scars, of chronic
infections and signs of acute disease. He has entered a new world. He still sees
only a fraction of what the experts can see, but the pictures are definitely
making sense now and so do most of the comments made on them.

Polanyi’s insight is that knowledge is personalised and tacit: “we know more
than we can tell” (Polanyi, 1958, 1966; quoted in Yates-Mercer & Bawden,
2002, p22). The distinction between tacit and explicit knowledge has
become a major theme in the literature, stimulated by Nonaka (1994).
“Nonaka’s theory has achieved paradigmatic status since the mid-1990s ...
as one of the best known and most influential models in knowledge strategy
literature” (Gourlay, 2006, p1415). Tacit and explicit knowledge interacts in
a spiral process of knowledge conversion that circuits through four
sequential modes: socialisation, externalisation, combination and
internalisation. Knowledge creation is a cumulative effect.

Alavi and Leidner’s taxonomy

Alavi and Leidner (2001) set out a taxonomy of knowledge perspectives: (1)
a state of mind, (2) an object, (3) a process, (4) a condition of having
access to information, or (5) a capability:
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Knowledge as a ‘state of mind’ is “a justified belief that increases

an entity's capacity for effective action (Huber 1991; Nonaka
1994)” (p 109). This level of confidence based on experience
and learning enables individuals to apply their knowledge to an

organisation’s needs;

manipulated;

Knowledge as ‘object’ sees knowledge as a thing to be stored and

= Knowledge as ‘process of simultaneously knowing and acting’ is
similar to the notion of embedded practice in CoP but is pitched

at an individual level of expertise;

Knowledge as ‘access to information’ is an extension of knowledge

as object, but with emphasis upon processes of transfer and

retrieval;

= Knowledge as a ‘capability with the potential for influencing future
action’ suggests that knowledge represents the capacity to use
information; it may be selected and interpreted as a result of

learning and experience.

They go on to develop a taxonomy of knowledge types based on tacit-
explicit, individual-social and other dimensions, summarised in the box

below.

Box 9 Taxonomy of knowledge types (source: Alavi &

Leidner, 2001, p 113)

Knowledge Types Definitions

Examples

Tacit Knowledge is rooted in actions,
experience, and involvement in
specific context

Best means of dealing with specific
customer

actions of a group

Cognitive tacit: Mental models Individual's belief on cause-
effect relationships
Technical tacit: Know-how applicable to specific Surgery skills
work
Explicit Articulated, generalized knowledge Knowledge of major customers in a
region
Individual Crealed by and inherent in the Insights gained from completed
individual project
Social Created by and inherent in collective Norms for inter-group

communication

organization

Declarative Know-about What drug is appropriate for an
iliness

Procedural Know-how How to administer a particular drug

Causal Know-why Understanding why the drug works

Conditional Know-when Understanding when to prescribe
the drug

Relational Know-with Understanding how the drug
interacts with other drugs

Pragmatic Useful knowledge for an Best practices, business

frameworks, project experiences,
engineering drawings, market
reports
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Gourlay’s taxonomy

Gourlay (2006) also sets out a taxonomy of dualist approaches to
knowledge across a range of disciplines. His preferred framework is that of
Dewey, in which tacit knowledge is associated with the everyday life world
of non-reflectional behaviour, while explicit knowledge is aligned with
reflective behaviour, described as ‘phases of activity characterized by the
conscious intent and attempt to analyse and describe some other
experience or observed events with a view to communicating something to
others, and perhaps for controlling those events.” (pp1430-1431). It is
significant to replace ‘knowledge’ which, like motivation, can only be
inferred, by ‘behaviour’ which is observable. Knowledge is a consequence of
behaviour and is created through action or practice. It follows that
knowledge is managed by managing behaviour.

Box 10 Taxonomy of knowledge (source: Gourlay, 2006, p
1426)

Discipline

Kowededpe-fow

Fhowededpe-that

Philosophy!

Philosophy (Polanyif?
Paychology!

Agtificial intelligence!

MNeuroscience®

Management studies®;
education”

IT stuclies®

Knowledge management’

Sociology of science”

K nowledge-how; procedural
knowledge; abilities

Tacit knowing

Implicit knowledge: tacit abilities; skills

Procedural knowledge
Clovert knowledge
Tacit knowledge

Knowledge as process
K now-how
Tacit; encultured (forms of Lifs)

Konowledge-that; propositicnal
knowledge

Explicit knowledge

Explicit knowledge; declarative
knowledge

Declarative knowledge

Chert knowledge

Explicit knowledge

Enowledge as abject
Enow-what
Explicit/symbolic

Sowrcer ' Sahdra and Thagard {2003, p. 479, " Courlay (2004); * Weiskrantz (1907, P 2565 * Monaka and Takeuchi
(1995 * Alexander et al. (1991); ® Kakihara and Serensen (2002 ¥ Whitehill {19973 % Ciaollins (1993, 2001k),

Spender’s taxonomy

Spender (2007a in 2008) has defined an emerging typology as: knowledge-
as-data, knowledge-as-meaning and knowledge-as-practice. He argues that
distinctions between data, meaning and practice are better suited to
knowledge management challenges than the DIKW hierarchical typology
(Ackoff, 1989). Spender proposes that KM is about knowledge absence
rather than knowledge assets.

Schulze & Leidner’s taxonomy

Schulze & Leidner (2002) use the concept of ‘discourse’ which has fluid
boundaries and is not mutually exclusive (as opposed to ‘paradigm,’ which
has sealed edges). They are wary of ‘intellectual monism’, meaning a
restricted line of enquiry, which makes assumptions about what constitutes
a good thing. They describe knowledge as a double-edged sword and
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consider the negative unintended consequences of managing organisational
knowledge. Deetz’'s (1996) framework of four scientific discourses is
adopted as a structure for enquiry: the normative, the interpretive, the
critical and the dialogic, based on Burrell & Morgan’s (1979) paradigms of
social and organisational enquiry. Four discourses are plotted against polar
axes which show (X) the origin of concepts and problems as local/emergent
versus elite/a priori, and (Y) the relation to the dominant social discourse as
dissensus versus consensus.

The X axis signifies a practitioner, action-based type of organisational
knowledge at the local/emergent end, compared to the theoretical language
and expertise of the research community at the elite/a priori end. The Y axis
orients discourses according to whether they disrupt dominant structures of
knowledge, social relations and identities through dissensus, or whether
they cement and reproduce the dominant structures through consensus.
“Thus consensus research assumes that organizational phenomena such as
knowledge, culture, and identity are coherent and more or less unified,
whereas dissensus research assumes that these phenomena are multiple,
conflicting, and fragmented” (p216).

Figure 8 Schulze & Leidner’s (2002) Four Discourses
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The four discourses are: (1) Normative discourse sits within the positivist,
enlightenment mode of enquiry, seeking generalisable and causal law-like
findings, based on nomothetic methods, that can be codified and
accumulated. (2) Interpretive discourse “emphasizes the social rather than
the economic view of organisational activities (Deetz, 1996, p201)”, (p217).
Ethnographic and hermeneutic research methods approach people as
sensemakers, dealing with contradiction and complexity in organisational
life, where tradition may be stronger than systems. The consensus dynamic
acknowledges conflict but aims for function rather than dysfunction, seeking
harmony out of discord. (3) Critical discourse “is marked by a view of
organizations as sites of political struggle and fields of continuous conflict”.
Cultural criticism methods are used to promote reformation of the social
order by unmasking sources of power, domination and vested interests. (4)
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The dialogic, or postmodern, discourse focuses on “the constructed nature
of reality and the role of language in this construction process” (p217). Life
consists of disjointed narratives that never become coherent. “Thus a single
reality remains elusive”. It differs from critical discourse in its lack of a priori
assumptions about the seat of power and domination, instead using
deconstructionist and genealogic methods to trace complexity in situations.

5.1.2 Embedded

There is an ‘inextricable linkage between tacit and explicit knowledge’ (Alavi
and Leidner, 2001, p112) since tacit is needed for interpretation of explicit
knowledge. A further inextricability is the distinction between knowing and
doing.

Brown & Duguid (1998) used communities of practice, rather than the
individual, as the unit of analysis, in which ‘know-how’ as opposed to ‘know-
what’ (Ryle, 1946) is embedded as a capability. Knowledge may be readily
shared within the CoP but is ‘sticky’ or difficult to move between different
communities. Knowledge management is a question of integrating and
sharing knowledge that is embedded in work practices.

Orlikowski (2002) departs from the noun knowledge, “connoting things,
elements, facts, processes, dispositions” (p251) in favour of the verb
knowing, “connoting action, doing, practice” (p251), acknowledging the role
of human agency. Knowing is performative, using Schon's (1983, p. 49)
observation that "our knowing is in our action.” She develops the conceptual
framework by assuming that “tacit knowledge is a form of ‘knowing’, and
this inseparable from action because it is constituted through such action”.
Playing chess and riding a bike are two examples of the inextricability of
tacit knowledge, knowing how and action.

The mutual constitution of knowing and practice is illustrated by Escher’s
(1948) lithograph Drawing Hands “where the right hand draws the left hand
even as the left hand draws the right hand” (Orlikowski, 2002, p251).

Competence and capability are generated through action and reconstituted
through different contexts, explored by Weick (1993, 1996) and Weick &
Roberts (1993) in studies of airline accidents where firefighters and aircraft
crew were unable to act competently in emergency settings.

The concept of embedded practice challenges the idea that ‘best practices’
can be transferred across boundaries. Knowledge or knowing as embedded
practice is at odds with the notion of ‘transfer’ or even ‘best’ .
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5.2 How do we know what we know?

This question of “how do we know what we know?” intersects with the
previous question about the nature knowledge. The overlap demonstrates
the importance of epistemology in this review of knowledge mobilisation. Do
we learn as individuals, as a collective, or do we absorb by doing?

5.2.1 Because we tell you

Gourlay (2006) argues that, in Nonaka’s world, “knowledge is created when
managers decide something is knowledge for the organization,” for
example, in determining viability of new production ideas (p1416). That
suggests that we know what we know because it has entered the canon of
‘knowledge’.

Currie and Kerrin (2004) consider epistemology of possession and
epistemology of practice (Cook & Brown, 1999) as a way of thinking about
knowledge and knowing, noting that the link between knowledge and power
is an important one (Alvesson, 1993; Foucault, 1977; MacKinlay, 2000,
2002; Willmott, 1995). Having knowledge and using it are two different
things. Employees may hoard their knowledge to shore up their value to the
company, retaining power.

5.2.2 Because we are limited

Tsoukas & Vladimirou (2001) describe the CoP process: “through experience
and their participation in a ‘community of practice’ (Brown & Duguid, 1991;
Wenger, 1998), operators develop a set of diagnostic skills which over time
become instrumentalized, that is to say, tacit” (p987). Nevertheless, they
insist that tacit knowledge, even when acquired as part of a community,
remains personal and therefore tacit at the level of the individual: “ ‘All
knowing is personal knowing — participation through indwelling’ (Polanyi,
1975, p. 44; emphasis in the original)” (p975).

Collins (2007), in his suggestively titled paper ‘Bicycling on the Moon’, deals
with the ‘taken-for granted, the unspoken and the unspeakable’ (p257)
nature of tacit knowledge. He points out that ‘the concept of tacit
knowledge lives rich, varied and, to some extent, independent lives in
different academic worlds” (p257). He makes a distinction between the
physiological and cognitive limits of humans set by their brains and bodies
(somatic), and the ‘ontological’ or collective knowledge that exists in a
social space. Polanyi (1958) famously used the example of knowing how to
ride a bike as an example of tacit knowledge. Explicit rules are useless, not
because bike-riding cannot be formalised or articulated, but because the
rules are no help. “Most humans can demonstrate their knowledge of bike-
riding only by bike-riding” (Collins, p258). Nevertheless, Collins argues, the
rules could be useful to a physicist in building a robotic bike-rider. Somatic-
tacit knowledge is limited by human biological limitations, rather than by
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the nature of knowledge itself. It is a learning problem that does not
preclude use of Artificial Intelligence, based on encoded routines. To put a
robotic bike-rider in traffic, on the other hand, requires a degree of
improvisation based on social and collective expectations of behaviour. The
two types of knowledge are confounded, according to Collins, because they
are absorbed by humans in the same way, but they have different
consequences: machines can reproduce somatic-limit tacit knowledge but
collective tacit knowledge is irreproducible and may be navigated only by
humans.

5.2.3 Because they create it

Social Construction of Reality (Berger and Luckmann, 1966) emphasises the
role of environment and perspective in knowing what we know. It views
knowledge as ‘iterative or circular rather than linear’ (Parent et al, p84).
People interpret reality from the vantage point of their own context and
experience and act on that basis, thus constructing a reality out of their
everyday interaction, so that “as each of us interprets, uses and re-uses
knowledge, we are also creating new knowledge” (Parent et al, p84).

Learning new ways through adoption and utilisation of new knowledge
involves unlearning of old ways. The disruption to equilibrium means that
knowledge transfer may mean “adaptation of the existing knowledge to the
specific context” (Foss & Pederson, 2002, p54).

Social constructionism (Gergen, 1985; 1999) postulates that the world
people create, via a process of social exchange, constitutes a reality. It puts
emphasis upon the social dimension of knowledge (Schwandt, 2000).

5.2.4 Because we make sense

Weick (1979) argues that people need help to make sense of and resolve
complex problems. ‘Equivocality’ and ‘ambiguity’ describe the state of
confusion and uncertainty that besets people when confronted with complex
and unfamiliar situations. ‘Sensemaking’ describes the action involved in
reducing equivocality and managing ambiguity. Organisations need to exist
precisely to introduce processes that deal with these problems.

Williams (2001) describes Weick’s (1995) seven properties of sensemaking:

“it is grounded in identity construction (our self-concept develops from social
interactions and serves to maintain a positive image of oneself); it focuses on
things which have happened in the past; it enacts the environment (what you
see is your construction of the environment not the environment itself); it is a
social phenomenon in that what you see is dependent upon sharing meanings
with others; it is an ongoing activity, and interruptions can arouse positive or
negative emotions depending on whether they are seen as helpful or not; it
focuses on and is influenced by extracted cues (i.e., we generalize from selected
cues and within a frame of reference); it is driven by plausibility rather than
accuracy (speed in sensemaking is brought about by focusing on minimal cues,
and embellishing from these minimal cues; themes of accuracy rarely dominate
discussions of sensemaking, but beliefs which faciliate ongoing tasks are treated
as accurate since it is the consequences of action which are most believable).”(p
77)
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5.2.5 Because we like stories

Narratives deal with the vicissitudes of human intentions (Bruner, 1986 in
Patriotta, 2003) and access the ‘buzzing, pulsating, formless mass of
signals, out of which people try to make sense, into which they attempt to
introduce order, and from which they construct against a background that
remains undifferentiated’ (James, 1950, cited in Czarniawska, 1998, and
Patriotta, 2003, p352).

Narrative as an epistemological form is seen as central to communities of
practice, acting as carriers of tacit knowledge, e.g. when technicians “talk
about machines” in Orr’s (1990) ethnographic study photocopier reps
(discussed in Patriotta, 2003). Narrative devices such as detective stories
act as diagnostic tools and repositories of knowledge (Ginsberg, 1990).
Interest in narrative as a qualitative, as opposed to quantitative, form of
knowledge is based on interpretive reasoning. Logico-scientific- deductive
reasoning is polarised in debate against narrative-inductive approaches.

5.3 What is organisational knowledge &
knowing?

Knowledge is a source of value and a resource tied up with employees of an
organisation, so that the Resource Based View of the firm underpins the
concept of organisational knowledge, even as a model to be critiqued (e.g.
by critical theorists such as Alavi & Leidner).

5.3.1 Rules and processes

“Organizational knowledge is much talked about but little understood”,
according to Tsoukas & Vladimirou (2001) who address this question by
exploring “the links between individual knowledge, organizational
knowledge, and human action undertaken in organized contexts” (p973).

They summarise personal knowledge as “the individual capability to draw
distinctions, within a domain of action, based on an appreciation of context
or theory, or both” (p976). They define organisational knowledge as
“capability members of an organization have developed to draw distinctions
in the process of carrying out their work, in particular concrete contexts, by
enacting sets of generalizations whose application depends on historically
evolved collective understandings” (p976). This is set within the context
that “organizations can be seen as collections of knowledge assets”.

Rules and processes are the key to converting personal knowledge into
organisational knowledge. Personal becomes organisational through
application of rules that have been generated by a previous body of
knowledge: “knowledge becomes organizational when, as well as drawing
distinctions in the course of their work by taking into account the
contextuality of their actions, individuals draw and act upon a corpus of
generalizations in the form of generic rules produced by the organization.”
(p979). Interpretation and judgement are required in selecting and applying
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rules, since “members of a community must share in interpretation as to
what a rule means before they apply it” ( p980).

5.3.2 Justified belief

There is a tension between the collective and emergent understanding of
organisational knowledge and the imposition of knowledge by managers.
Gourlay (2006) describes organisational knowledge, interpreting Nonaka'’s
(1994) theory, as ‘justified belief’ which is in effect created by managers
(Gourlay, 2006, p 1416).

5.3.3 Source of power and oppression

Critical theory, from Marxist roots (Lehr & Rice, 2002), aims to reveal
systems of domination and oppression and is concerned with the problem of
knowledge as power, located with workers and with managers. Knowledge
management becomes a method of behavioural control.

The dominant view of power (Doolin, 2004) represents a balance in which
the powerful denies, represses or coerces the powerless (Lukes, 1974;
Clegg, 1989; Bloomfield & Coombs, 1992) and can be redistributed through
shifts of resources. This treatment of power is evident in early studies (e.g.
Pettigrew, 1972; Bariff & Galbraith, 1978; Markus, 1981), and current
works in the IT field (e.g. Pfeffer, 1994; Gray, 2001; Jasperson et al, 2002).
The view is criticised as lacking a relational dimension (Clegg, 1989) where
power “exists only when it is exercised, when it is put into action” (p345).

Foucault (1977; 1980; 1982) provides a relational conception of power in
which it is “exercised from within the social body rather than above it”
(Doolin, 2004, p345). He used Bentham’s Panoptican elevated central
watchtower design in prisons and psychiatric institutions as a metaphor for
surveillance and control. Its all-knowing, all-seeing presence, continuous
and anonymous, instils a new internalised discipline in the watched, in
which that person is self-monitoring and becomes the guardian of his or her
own normative behaviour (Clegg, 1989; discussed in Doolin, 2004).

‘Calculability’ of individuals is enhanced by devices which allow evaluation
and calculation of the extent to which they deviate from the reference of the
norm. Information technology increases calculability by comparing
performance and rationalising behaviour. To be calculable is to be knowable
and governable. It is not to be inevitably passive or a victim, however, since
people will try to divert the rules imposed on them (Clegg, 1989; Covaleski
et al, 1993). “Disciplinary technologies such as comparative surveillance
information systems are not exclusively constraining. Indeed, such systems
are ‘double-edged’, in that they also empower by providing a legitimate
space for action (Bloomfield & Coombs, 1992).

5.3.4 Image and rhetoric

Alvesson (2001) is sceptical and suspicious when he talks about the
“slipperiness of the concept of knowledge” in the context of “so-called
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knowledge intensive companies” (p863). He prefers the moniker of
‘ambiguity-intensive’ organisations and draws a link between knowledge,
knowledge work, management of employees and ultimately their identity.
“Knowledge-intensive signifies an intensity of rhetoric, image, interaction
and identity-regulation” (p883). He defines knowledge-intensive companies
(Alvesson, 1995; Alvesson, 1993; Robertson & Swan, 1998; Starbuck,
1992) as “firms where most work is said to be of an intellectual nature and
where well-educated, qualified employees form the major part of the work
force.” Law, accounting and consultancy are typical examples. He concludes
that knowledge and knowledge work is ambiguous and difficult to
substantiate, and that “perhaps the claim to knowledge-intensiveness is one
of the most distinguishing features”. On that basis, “management of
rhetoric, image and social processes appear crucial”, conveyed through
terms such as ‘interpretation’, ‘beliefs’ ‘expectations’, ‘symbolism’,
‘impression’, (p865), ‘persuasion’ (p882). (The notion of image was picked
up by Empson (2001) where perceptions of ‘hairy arsed guys’ (p856) who
lacked an upmarket image acted as barriers to mergers of KIFs). The very
ambiguity of knowledge lends itself to manipulation and creation of image to
sell the package, grooming a self-identity for the employees.

5.3.5 Dispersed and ambiguous

Becker (2001) addresses the question of ambiguity and links it to
organisational form. He focuses on the dispersed nature of knowledge,
arguing that tacit knowledge has received a lot of attention but dispersed
knowledge has been neglected. Division of labour equates to division of
knowledge. Problems emerge because dispersion is associated with ‘large
numbers, asymmetries and uncertainty’. Managers struggle to get an
overview of knowledge when it is fragmented among a large numbers of
workers, and uncertainty makes it difficult to make informed decisions.
Asymmetry means that some people are more competent than others,
either because they are quicker to learn or their job allows for more learning
by doing. Becker proposes four strategies for getting over these problems:

= Substitute knowledge by access to knowledge, e.g. use of IS/IT to
create information channels;

= Recreate missing components, by giving people the skills to
detect and fill gaps in their knowledge;

= Create co-ordinating mechanisms through institutional design,
e.g. through use of networks or, classically, through
price/market and hierarchy/authority. (Adler, 2001, addresses
this angle);

= Create more information through ‘decomposition’, or cutting
information into bite-sized chunks. This would produce a tension
with the ‘large numbers’ effect;

= Increase information availability as a means of reducing
uncertainty.

Becker argues that the effectiveness of virtual organisations is dependent
on solving these problems. If it is not possible to address them then the

© Queen's Printer and Controller of HMSO 2010 59



SDO project (08/1801/220)

implication might be that co-location, face to face communication and
communities of practice are more promising ways of functioning. Dispersed
nature of knowledge becomes a problem of organisational form.

5.3.6 Organisational competence

Werr & Stjernberg (2003) conducted a (more positivistic) study of
management consultancy firms. They set out three basic elements of a
knowledge system (experience, methods/tools and cases) and their
interrelations, along the dimensions of tacit-articulate knowledge and
general — specific knowledge. Each knowledge element contributes to the
overall system “by leveraging the value of the other knowledge elements”
(p895). They suggest that the common language shared within consultancy
companies will vary according to the type of service they provide, e.g.
whether standardised or creative. This is supported by Robertson,
Scarbrough et al (2003) who showed that science-based consultants value
experimentation and accumulation of knowledge, while law-based
consultants value interpretation.
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Figure 9 Knowledge System in Management Consultancy (Source: Werr

& Stjernberg, 2003)
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5.3.7 Action and possibility

Hargadon & Fanelli (2002) construct a duality around “empirical” and
“latent” perspectives on knowledge where “empirical” means action-oriented
and “latent” refers to the “individually held schemata of organisational
members”, representing the capacity or possibility for constructing novel
actions. Action produces organisational processes of acquisition, diffusion

and replication. Empirical knowl

edge “encompasses the physical and social

artifacts that surround individuals in organizations” and includes technology,
databases and processes. It is used to generate individually-held schemata.

These definitions highlight the interdependence of the two knowledge types.
Hargadon & Fanelli resort to structuration theory, based on Giddens’ (1979,
1987) argument that structure and action are ongoing and recursive rather
than polarised: "every process of action is the production of something new,
a fresh act, but at the same time all action exists in continuity with the past,

which supplies the means of its
on p291).

initiation" (Giddens 1979, pp. 69-70, quoted

The authors focus on two dominant research models: innovation and
organisational learning. Innovation is about creation and exploitation of new

ideas (Kanter, 1988, p170) and

therefore ‘represents the conversions of

what an organisation knows how to do into actions it has never done
before” (p292) whereas organisational learning involves “the processes that

convert an organization’s exper

ience (its actions) into possibilities for future

action (what it knows how to do)” (p292). They argue that it is expensive
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for an organisation to adopt one or other perspective and that the “dynamic
reciprocal relationship that exists between learning and innovation” is more
productive.

Box 11 Comparing innovation & learning perspectives of
knowledge (Source: Hargadon & Fanelli, 2002)

Innovation perspective Learning perspective
Dominant research Which factors explain the innovative capabilities of Which factors explain the modification of the
questions individuals and arganizations? How does innovation available behavioral alternatives? How is
unfold over time? knowledge acquired, distributed, interpreted, and
stored?

Assumptions Innovation is the creation and exploitation of new Learning is the acquisition and retention of existing
ideas from the preexisting characteristics and knowledge through experience with the external
knowledge of the innovator. environment.

Implicit quality of Knowledge is a latent construct, representing the Knowledge is an empirical construct, representing

knowledge potential for generating novel actions, the potential for acquiring and replicating existing
actions.

Central process The conversion of latent knowledge, comprising The conversion of empirical knowledge, derived from

considered locally held but socially derived scripts, goals, experiences with the physical and social artifacts of
identities of individuals, into empirical knowledge, the environment, into latent knowledge, the scripts,
the resulting physical and social artifacts of action goals, identities that make future, novel action
possible

5.3.8 A process of learning

The organisational learning approach characterises the organisation as more
than a sum of individuals, but as something that may mature or develop
under specific conditions. It marks a process of change, adaptation and
improvement to remain viable; (Argote, 1999; Argyris & Schon, 1996;
Huber, 1991; Kim, 1990; Levitt & March, 1995; Locke & Jain, 1995; March,
1991; Senge, 1990; Simon, 1991; Stata, 1989; discussed in Lehr & Rice,
2002). The OL approach highlights the importance of distributing and
organising knowledge for re-use later.

5.3.9 An integrative framework

Earlier questions about nature of knowledge and knowing highlighted
taxonomies, i.e. lists of categories that different theorists had proposed, or
detailed explanations, e.g. communities of practice. A few authors have
tried to draw together an integrative framework. They tend to appear in
journals for information science and technology where there is a
conscientious effort to systematise the whole field.

Hosapple and Joshi (2004) used a systematic Delphi process among 30 KM
practitioners and researchers to develop an ‘ontology’, intended for
application among KM practitioners, educators and researchers. It links
conduct, activities, resources and influences through nearly one hundred
definitions and axioms which aim to (a) unify KM concepts, (b) be
comprehensive and (c¢) be useful.
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Box 12 Applying the KM ontology to summarize exemplars
of KM best practices (Hosapple and Joshi, 2004, p609)

KM Best Practices

Aspects of
KM conduct Chaparral Steel Dow Chemicals Skandia Inc. Buckman Labs
Influences
Managerial ~ Developed reward and Created ways of measuring  Created ways of measuring and ~ Use of incentives and technology
incentive systems that knowledge assets accounting for kmowledge for effective coordination of
encourage knowledge assets knowledge manipulation
building activities

Resource Creating culture conducive for
knowledge building
Activities Instilling knowledge building
activities into
manufacturing processes
Resources Developed methods for Developed methods for
extracting value from accessing knowledge assets
knowledge assets

Jashapara (2005) has also developed an integrative framework for
knowledge management, schematised below.

Figure 10 An integrative framework of knowledge management
(Jashapara 2005, p141)
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5.4 Why do these questions matter?

Knowledge has gained ground as an object of interest due to “increasing
digitization of social and economic life, the widespread use of information
and communication technologies, a more literate workforce, the increasing
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dependence of advanced economies on services, the expansion of a
professional and technical class, and several other factors, all of which have
made economic activities and transactions depend on specialized, or
‘theoretical’ knowledge” (Tsoukas & Mylonopoulos, 2004, pS1). Conceptions
of knowledge have methodological and empirical consequences.

5.4.1 Link between methodology and epistemology

Charreire Petit and Huault (2008) highlight the link between methodology
and conceptions of knowledge and epistemological foundations. The reaction
against positivism that we have observed in the literature, which has
emphasised knowledge complexity, context-based nature and its socially
constructed character, is held up to scrutiny to see whether there really is a
‘paradigm shift’ at work. To undertake a close analysis they focus on
constructivism, which is similar to social-constructivism, but with emphasis
upon a cognitive and psychological rather than a social dimension
(Schwandt, 1994; 2000). The authors look at articles that consider ‘how is
organisational knowledge constructed?’ and argue for the ‘the need to link
methods to epistemology’, as indicated below.

[ssue Positivism and post-positivism  Constructivism

Conception of Knowledge as a structure or Knowledge as social construction

knowledge CONCTele process and meaning-making process

The knowledge’s Knowledge as a stock Knowledge as a flow

prierity metaphor

Conception of Exteriorized posidon (speaking Commitment to the system under

researcher’s role from the outside). study (speaking from the inside)
Limitation of contamination Reflexivity regarding the status of
biases, distancing {from the tools and of the researcher
methodological wols

Epistemological Reaching the truth To obtain phenomenological

foundarions insight, revelation.

Assimilating the meanings and
the interpretations of the context

Methods and Surveys Action research (change to know)
instrumentations Triangulations Ethnography
Experimentations Storytelling

Language, action and interaction
as prierity modes for the creation
of knowledge
Criteria of Internal validity Appropriateness
scientificity Consistency Training
Exrernal validity

Box 13 Organisational Knowledge Construction (Source:
Charreire Petit and Huault, 2008)
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5.4.2 Converting tacit to explicit — empirical use of
knowledge exchange protocols

Herschel et al (2001) address the distinction between tacit and explicit
knowledge. In the context of health care they have proposed a method for
converting the doctor’s tacit knowledge into explicit knowledge for the
benefit of the patients, by means of a knowledge exchange protocol. They
note that this will be useful to Chief Knowledge Officers, (presupposing a
capacity and structure that does not necessarily exist in the UK). This
situation-oriented, physician/patient (SOAP) protocol provides a framework
for:

= structuring clinician-patient narratives

= understanding the clinician’s thinking about perceived problems
and issues

= learning about techniques and tests employed by the clinician in
the knowledge creation process

sharing the clinician's reasons for actions taken to address patient
issues

The framework combines sense-making with knowledge creation (closing
the gaps in understanding) and decision-making through choice of actions.
The authors tested their use as a vehicle for converting tacit to explicit
knowledge, and found that the SOAP itself was less important than the way
in which doctors were asked to recall the information. In other words, it was
the method of enquiry rather than the tool itself that mattered: “structuring
information (in this case, a rich narrative) may not be as essential to the
expressed understanding of that information as to the nature of the recall
format”. It was not what the authors expected.
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Box 14 Herschel et al (2001) — Example of Exchange

Protocol
Jim, Slim 111-2222 3722177
Subjective: Recent onset of fever, diffuse aches, sore throat, clear rhinorrhea,

(a brief narrative of the patient's
expressed complaints)

Objective:

(a description of the specific activities
used to better learn the true nature of
the patient's situation)

Assessment:
(A decision about what is wrong with
the patient)

Plan:
(a prescribed course of action for the
patient to alleviate the problem(s}

and non-productive cough

GEM: N1 appearing

HEENT: Inflamed pharynx, TM's normal, PERLA, conjunctiva WHL,
nasal congestion

MECK: Tender anterior cervical adenopathy

LUNGS: Clear to auscultation, equal BS

HEART: RR & R, no murmur, gallop, or rub, not enlarged

ABD: Soft

BJE: Mild diffuse muscle tenderness

MEURO: Alert, no meningeal signs

SKIN: No rashes or lesions

Influenza #487.1.

Tylenol, bedrest, and fluids until fever free and feeling improvement
in symptoms for 24-48 hours (Typically persons with influenza are ill
for one week)

= The message for organisations such as the NHS is that there is no
magic tool. The authors declare that the good news is that
richness of narrative content may be more important than
structure. At the same time, protocols can act as a form of
structured recall and are therefore helpful in converting tacit to
explicit knowledge. It is essentially supportive of the use of
narrative (and so free text) in medical records.

5.4.3 Epistemology for health

Lehaney et al (2004) reviews 40 frameworks in published knowledge
management research and places them into three taxonomies. (1) Data-
information-knowledge hierarchies gave way to (2) recognition of different
knowledge types (e.g. Alavi and Leidner, 2001); (3) Blackler (1995) used
embodied, embedded, embrained, encultured distinctions (which were
adapted by Lam, 2000). Sheffield (2008) maps these knowledge
management perspectives to philosophical assumptions that are described
as (a) technical, positivist and objective; (b) practical, interpretivist, social
(norms) or (c) emancipatory, critical pluralist or personal (values). He
suggests that the framework is useful as a way of integrating value laden
aspects of clinical practice (knowledge creation) with process flows
(knowledge normalisation) and technical use of information systems

(knowledge application).
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5.5 Exemplar Papers

5.5.1 Most cited paper — contribution to theory

Box 15 Abstract from Haridimos Tsoukas, E. Vladimirou
(2001)

Abstract: Organizational knowledge is much talked about but little
understood. In this paper we set out to conceptualize organizational knowledge
and explore its implications for knowledge management. We take on board
Polanyi’s insight concerning the personal character of knowledge and fuse it
with Wittgenstein’s insight that all knowledge is, in a fundamental way,
collective. We do this in order to show, on the one hand, how individuals
appropriate knowledge and expand their knowledge repertoires, and, on the
other hand, how knowledge, in organized contexts, becomes organizational.
Our claim is that knowledge is the individual capability to draw distinctions,
within a domain of action, based on an appreciation of context or theory, or
both. Organizational knowledge is the capability members of an organization
have developed to draw distinctions in the process of carrying out their work,
in partic