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Thesis Summary

The aim of this research is to investigate how nsk management in a healthcare
otganisation can be supported by knowledge management. The subject of research is
the development and management of existing logs called “risk registers”, through
specific risk management processes employed in a N.H.S. (Foundadon) Trust n

England, in the UK.

Exisung literature on organisational risk management stresses the importance of
knowledge for the effective implementation of risk management programmes, claiming
that knowledge used to perceive risk is biased by the beliefs of individuals and groups
involved in risk management and therefore is considered incomplete. Further, literature
on organisational knowledge management presents several definitions and
categorisations of knowledge and approaches for knowledge manipulation in the
otganisational context as a whole. However, there is no specific approach regarding
“how to deal” with knowledge in the course of organisational risk management.

The research is based on a single case study, on a N.H.S. (Foundation) Trust, 1s
influenced by principles of interpretivism and the frame of mind of Soft Systems
Methodology (S.S.M.) to investigate the management of risk registers, from the
viewpoint of people involved in the situation. Data revealed that knowledge about risks
and about the existing risk management policy and procedures is situated in several
locations in the Trust and is neither consolidated nor present where and when
required. This study proposes a framework that identifies required knowledge for each
of the risk management processes and outlines methods for conversion of this
knowledge, based on the SECI knowledge conversion model, and activities to facilitate
knowledge conversion so that knowledge is effectively used for the development of
risk registers and the monitoring of risks throughout the whole Trust under study.

This study has theoretical impact in the management science literature as it addresses
the issue of incomplete knowledge raised in the risk management literature using
concepts of the knowledge management literature, such as the knowledge conversion
model. In essence, the combination of required risk and risk management related
knowledge with the required type of communication for risk management creates the
proposed methods for the support of each risk management process for the risk
registers. Further, the indication of the importance of knowledge in risk management
and the presentation of a framework that consolidates knowledge required for the risk
management processes and proposes way(s) for the communication of this knowledge
within a healthcare organisation have practical impact in the management of healthcare
organisations.

Keywords: knowledge creation; SECI; knowledge sharing; risk management processes;
risk registers
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1.1 Research Overview

Risk management is a complex decision making process that i/glir‘(jlyes manipulation
of knowledge bounded by the beliefs and petceptions of inc:iivid\;;(ﬂsi‘and groups n
organisations. Risk management 1s crucial for healthcare organisations, while for the
N.H.S. in England, under the “umbrella” of clinical governance, it1s “the statutory

duty of health professionals” (Department of Health 1997).

On the other hand, knowledge management in organisations as a discipline 1s
discussed widely from theoretical and practical perspectﬁve& Knowledge
management literature is characterised by a variety of publications covering the
context of organisarional knowledge, the processes for the management of
knowledge and methods, techniques, and tools to support these processes (Wig et

al. 1997).

The current study was triggered by discussions in a N.H.S. Trust in England, which
has since achieved Foundation status. Namely, members of the management of the
otganisation involved in a recently launched risk management programme Were
concerned about the implementation of the risk management strategy through the
existing risk management policy and procedures, and were particularly interested 1n

knowledge management.

The aim of this research was defined by those two axces: risk management and
knowledge management; the subject being the Trust and especially the risk
management processes employed to support the creation and management of risk
registers; 1.¢., the logs whete departments and directorates of the organisation have
to record risks and monitor their progress. The risk management processes, namely
risk identification, risk assessment, risk treatment and risk review, are based on the

AS/NZS 4360 standard for risk management (1999), adopted widely in the N.H.S.



Based on the above, the aim of the research 1s t . how risk management

and more specifically risk management processes employed for the cre

management of the risk registers, in a healthcare organisation member of tl
Trusts in England (UK.), can be supported by knowledore management, In

pamculal this research has the following ob)ectlves
= [nvestigate risk management processes in relation to therisk regis/tei‘s:

o How are risk management Processes, outlined in the Trust’s risk

management policy and procedures, carried out;

o how are risk registers developed and maintained in the course of risk

management;

o what are the issues in the management of the risk registers.

= Investigate tisk management processes in relation to information and knowledge

for the risk registers:

o

What are the information requirements for each risk management process

o what are the knowledge requirements for each risk management process;

a

what is the status of existing knowledge;

o what are the issues regarding knowledge.

= Investigate risk management processes for the risk registers in relation to the

stakeholders:

o Who gets involved in the creation and management of the risk registers;

o what are the existing relationships among stakeholders in the management

of the risk registers;

o what are the issues regarding the stakeholders and their relationships.

10




= Investigate how risk management pro/c’f'éss_ k registers can be

facilitated by using the required (id_entiﬁed fhrough the resea

Explore the area of knowledge management for way(s) to fac

management of risk registers.

This research is based on a single case study. Inspired by the mte,tpret;atme paradigm
that views the world as socially constructed, thus subjective and tries /t;/o ﬁilderstand
it as 1t 1s, the researcher is influenced by the concepts of Soft Systems Methodology
(S.5.M.), as presented in Checkland (1981) and Checkland and Scholes (1999) when
investigating the situaton based on the perceptions of the stakeholders of risk

registers in the Trust (Figure 1-1).
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Figure 1-1. Research Process

The following section describes the organisation under study, 1ts environment and
the background of risk management, focusing on the risk management processes
and the management of the risk registers. It should be noted that due to reasons of

confidentiality the researcher does not reveal the name of the Trust under study.
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12 Case Study

The presentation of the context of the current study starts with an invodetn ol |
the National Health Service (N.H.S.) 1n Eng’land:’/fdljlowed by reference to risk
management in the N.H.S. Following, the Trust under study lS pr‘esen‘ted with a
focus on its risk management strategy, policy and procedﬁres. The processes, key
stakeholders and tools for risk management in the organisation under study are
described in detail, aiming to familiarise the reader with the context of risk

management and the issues discussed in the following chapters of the dissertation.

1.2.1 National Health Service (N.H.S.) in England

The National Health Service IN.H.S.) in England is the publicly funded healthcare
system providing healthcare to anyone normally resident in the United Kingdom, in
general. The Nadonal Health Service Act 1946 came into effect on 5" of July, 1948
and included primary care, in-patient care, long-term healthcare, ophthalmology and

dentistry.

The N.H.S. in England is controlled by the UK. government through the
Department of Health. More specifically, the Department of Health controls ten
Strategic Health Authorities (S.H.A.s) that supervise all N.H.S. operations and

particularly the Primary Care Trusts, in their area.

A N.FLS. Trust is a public sector corporation governed by a board of executive and
non-executive directors. In particular, a N.H.S. Foundation Trust, lke the
organisation under study, is an N.H.S. Trust with a degree of financial and
managerial independence from the Department of Health and the local S.H.A.
Namely, it is considered “patient-led” and decision-making 1s partially transferred to
local communities, as local people, patients, and staff can become members and
governors of the Trust. N.H.S. Foundation Trusts are regulated by an independent

body, Monitor.

13




The following paragraphs outline the basic concepts of governance and risk

management and how they are adopted in the N.HS.

The term “corporate governance” was defined by the London Stock Exchange
Committee on Corporate Governance in -the Cadbmy Committee Report
(Committee on Financial Aspects of Corporate Governance 1992). In this report
corporate governance 1s defined as “the system by which companies are directed
and controlled”, while the boards of directors are responsible for the governance of

the companies.

Based on the report “Corporate governance in the N.H.S.: controls assurance
statements” (Department of Health 1997), the N.HL.S. has responded to the
Cadbury Committee Report’s requirements for internal control with the
introduction of measures of controls assurance, including measures to ensure risks
are assessed and properly managed. The control framework that provides the
platform for successful leadership within the N.H.S. consists of three overlapping

systems: controls assurance, clinical governance and risk management.

The controls assurance standards bring together some of the main legislative and
regulatory requirements for the N.H.S. organisations to help the boards of directors
to set up systems and develop capability to assess risk and review controls. More
specifically as stated in the publication “Governance in the new N.F.S.: controls
assurance statements 1999/2000: risk management and organisational controls”
(Department of Health 1999a), controls assurance is the process designed to
provide evidence that N.H.S. bodies are doing their reasonable best to manage
themselves so as to meet their objectives and protect patients, staff, and the public
and other stakeholders against tisks of all kinds. An outcome of the controls
assurance process 1s an annual statement on the effectiveness of internal controls
signed by the Chief Executive on behalf of the Board, known as the Statement on

Internal Control (SIC).

In addition, clinical governance is “the system through which N.H.S. organisations

are accountable for continuously improving the quality of their services and

14




safeguarding high standards of care, by creating an environment in which clinical

excellence will flourish” (Scally and Donaldson 1998). Boards of directors mNH

Trusts have noticed the overlap between clinical governance, risk management, ar\ld:\\ \‘
control assurance regimes and some have begun to pull them together into a
common structure, termed as znfegrated governance. In the “Integrated Governance
Handbook” (Department of Health 20006), integrated gove/mance is defined as
“systems, processes and behaviours by which trusts lead, direct and control their
functions in order to achieve organisational objectives, safety and quality of service
and in which they relate to patients and carers, the wider community and partner

organisations”.

Further, risk management is defined as “the cultures, processes, and structures that
are directed towards the effective management of potential opportunities and
adverse effects.”, by the Australian/New Zealand Standard (AS/NZS 4360 1999)
that 1s adopted by the N.H.S.

Finally, the publication “First Class Service” (Department of Health 1998) defines
the risk management agenda for the N.H.S., while national accreditation
programmes as the Clinical Negligence Scheme for Trusts (CNST), Risk Pooling
Scheme for Trusts (RPST), the Department of Health Controls Assurance
Programme, and the Commussion for Health Improvement (CHI) set the standards
for N.FLS. systems and processes to be implemented as part of risk management

arrangements .
1.2.2 The Trust

The Trust under study has achieved its teaching status in 1994 and is one of the
largest in England and one of the highest performing in the UK. The Trust
includes three hospitals and one clinic, employs over four thousand people in a
mult-disciplinary occupation base and provides over one thousand beds serving
over one million people in its area. In 2005, the Trust achieved its foundation status.
The Trust Board other than its Chairman and Chief Executive Officer has six non-

executive and six executive (medical director for medicine, director of nursing,

15




medical director for surgery, director of finance, director for human resources and

organisational development, director of healthcare governance) directors.

1.2.3  The Context of Risk Management in the Trust

The Trust’s “Clinical Governance and Controls Assurance Strategy” ((Teaching)
2003), approved by the Trust Board, outlines the actions to implement clinical

overnance. Based on this, the principles of clinical covernance for the Trust are:
> o

= Clinical governance reports are made to the Strategy Committee and the Trust

Board.

® The Chief Executive chairs the Clinical Governance Committee every month.
The Clinical Governance Committee is a sub-committee of the Trust Board and
has three sub-committees: Clinical Standards, Patient Quality, and Risk

Management.

Following the Trust’s “Risk Management Strategy 2003/2006” (NHS Trust
(Teaching) 2003) has been developed to support the implementation of the vision
of the clinical governance and controls assurance strategy. The key statutory

requirements for risk management, the Trust has to comply with, are:

= Statutory Controls Assurance Statement of Internal Control (Department of
Health 2000a), where it is indicated that the Trust has to produce an annual

Statement of Internal Control, signed by the Chief Executive Officer.

= Health Act (Department of Health 1998), where it is stated that the organisation
has to provide effective risk management systems to maintain a safe system of

care for patients and public.

The key objectives of the risk management strategy are presented in Appendix A.
Further, the risk management strategy defines the roles and responsibilities of the

Trust Board, the managers, the staff and the committees. The risk management

16




strategy is implemented through the risk management /pj_dli/éyr and procedures (NHS

Trust Directorate of Corporate Services 2003) and reviewed annually by the Trust

Board.

The risk management policy and procedures (NHS Trust Ditectorate of Corporate
Services 2003) outline the Trust’s risk management processes, based on the

Australian and New Zealand Risk Management Standard (AS/NZS 4360 1999) and

includes further the development of a risk register (Figure 1-2).

g’b Identify risk ‘:Q

Review Assess risk

Treat risk
(action to manage nisk)

i

Risk Register

Figure 1-2. Risk management cycle (NHS Trust Directorate of Corporate Services 2003)

More specifically, the risk management processes are: identify risk, assess risk, treat
risk, and review risk (Appendix B). In parallel, a risk register 1s developed by each
directorate or each department in a directorate, depending on the size of the
directorate. It 1s a log of all risks that might threaten the organisation in achieving its
aim and objectives. The nsk register contains information about clinical, financial,
strategic, information management, controls assurance, and operational (or non-
clinical) risks, for every part of the organisational structure. As shown in Table 1-1,
the contents of the Trust’s nisk register are: brief description of risk, rsk score
(likelihood x consequences), existing controls in place, actions to be taken, person

responsible for plan, funding.

17




- Person
responsible
for plan

Brief Risk score Existing | Actons
description | (likelihood*consequences) controls |- to be
of risk in'place | taken

Funding

Table 1-1. Risk Register

In short, risk can be identified by anyone in the organisation through internal and
external sources. Risk assessment is accomplished using the risk assessment matrix
(Appendix C), where risks are assessed based on the likelihood to occur and their
consequences if they occur. Further, a decision is made to reduce, avoid, transfer, or
accept risk based on its assessment and an action plan is developed. Finally, risks
identified and recorded in the risk register are regularly reviewed (on a quarterly
basis). Each directorate’s risk register is collated in the Trust’s risk register. This is
done by the use of DATIX, a database that includes all risk registers and the Trust’s

risk register.

The Trust expects all directorates, departments, and staff to comply with the risk
management approach and follow its policy and procedures. Risk identification is
the responsibility of all staff. Moreover, risk assessment, treatment and review 1s the
responsibility of the rsk register lead appointed in every directorate or department
with an active risk register and the directorate management team. The monitoring of
the implementation of risk management strategy and risk management policy and
procedures is the responsibility of the directorate of healthcare governance. In
addition, in this directorate (i.e., directorate of healthcare governance) operates the
Clinical Governance Support Unit (C.G.5.U.) with responsibility to: collate risk registers
centrally on the Trust’s risk register; identify and review areas for concern; identify
and prioritise risks with impact on multiple areas across the Trust; review risk
treatment plans and schedules; populate the Trust-wide risk register; develop a
treatment schedule and action plan for the Trust-wide risk register; support the
directorates in the management of their risk registers; and communicate to them
anything regarding clinical governance and risk management. The C.G.S.U. reports

risks from the Trust’s risk register to the Risk Management Committee, Clinical

18




Govemance Committee, Operational Board and TruatBoard The C.GS.U. has
three key roles: (a) the faitator dealing with the directorates’ risk registers, (b) the
quality improvement offier dealing with the completion of action plans f.or the
management of risks and the Trust’s risk register, and () the awdit assistant dealing

with audits 1n the directorates and circulation of new standards to them.

As inferred from the above description of responsibilities and engagement in the
cycle of risk management, directorates are clearly involved in the development and
management of their risk registers, commuttees are involved with high level decision
making regarding risk management (e.g., funding), while the C.G.S.U. supports the
directorates and communicates ssues between the directorates and the committees

(Figure 1-3).
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Figure 1-3. Communication and responsibilities in the cycle of risk management

The current research focuses on the development and management of the risk
registers along with the risk management processes and investigates how knowledge

management concepts could support the improvement of this area of interest.
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1.2.4  The Role of the Researcher in the Trust

In 2003, the researcher participated in a meeting with the management of the
directorate of healthcare governance. In essence, the corporate and medical
directors of the directorate were interested in knowledge management in general
and the focal point of the discussion was to find a common area of interest between
the Trust and the researcher, who had just joined the Ph.D. programme in Aston
Business School. The implementaton of the risk management strategy with the use
of risk registers was a crucial area for the organisation and both parties agreed on
Investigating how knowledge management could support or improve the
management of the risk registers. From the very beginning of the study, it became
clear that the management of the directorate of healthcare governance was
especially concerned with the degree of communication among the stakeholders of
the nisk registers that seemed to inhibit the use of existing expertise regarding risk

management when and where required.

The researcher would have access to relevant artefacts and people 1n the
organisation in order to understand how the risk registers should be managed and
how they actually are. There was no written agreement specifying any formal
deliverables on behalf of the researcher. To the best of the researcher’s
understanding, the outcome of this study would be a framework of how knowledge
management could support the implementation of the risk management strategy of
the organisation regarding the risk registers. In any case, the implementation and

assessment of any proposed actions were outside the limits of this study.

1.3 Owutline of the Dissertation

The following chapter (Chapter 2) presents key concepts from the literature
considered relevant to this study. In essence literature on knowledge management,
nsk management and healthcare management has been reviewed. Chapter 3
(Methodology) outlines the methodological approach that guides the research:
presents the dominant paradigms in social science and their influence on the current

study, describes the methodological context of the research, i.c., the concepts of
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case study research and Soft Systems Methodology (SSM), outlines the research
design with the research procedures and the case study protocol, andﬁnaﬂy
discusses the criteria for quality. Chapter 4 (Analysis) outlines the issues revealed by
data analysis following principles of S.S.M. and presents the proposed framework.
Chapter 5 (Discussion) discusses the proposed framework along with its
implications. Finally, Chapter 6 (Conclusions) summarises the study and discusses

its imitations and suggestions for further research.
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CHAPTER 2. LITERATURE REVIEW

2.1 Introduction

The research presented here focuses on a knowledge-related perspective of
organisational risk management and proposes a framework for the improved
implementation of sk management policies and procedures through the
management of risk-related knowledge, in a healthcare organisation, namely a

N.H.S. Trust.

This chapter intends to identify, in the literature, concepts related to the research
focus of this study. At first, literature on knowledge management is outlined, with
the intention to identify the principles that govern the manipulation of
organisational knowledge and locate key relevant theories. Due to the interest of the
research in healthcare organisations, special reference i1s made on knowledge
management in the healthcare sector. Following, risk management literature 1s
explored, in order to provide the major concerns in the process of planning and
maintaining the whole risk management course of action. This section includes risk
management issues rising from healthcare management, to cover the special focus

of the study in this particular area.
2.2 Knowledge Management

Knowledge management is the “conceptual framework that encompasses all
activities and perspectives required to gaining an overview of creating, dealing with,
and benefiting from the corporation’s knowledge asscts and their particular role in
support of the corporation’s business and operations...” (Wiig 1995). By the same
token, in Davenport and Prusak (1998) knowledge management is normally used to
refer to those managerial practices that are tmplemented with the main (or sole)
objective to create, store, disseminate and exploit organisational knowledge (1998).

Teece (2003) presents a practical knowledge management agenda, first, identifying
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the organization’s knowledge assets, second, collecting and storing them, and finally
delivering the result to the locations where it can be integrated and turned into

value.

Literature in the area of organisatonal knowledge and organisational learning
provides definitions and classifications of organisational knowledge (Argyris and
Schon 1978; Bose 2003; Nonaka 1994; Nonaka and Takeuchi 1995; Polanyi 1966;
Probst et al. 2000; Wiig 1999; Zack 1999). Additonally, literature in the area of
knowledge management focuses on defining knowledge, distinguishing knowledge
from informaton, and developing the appropriate methods and techniques to
manage knowledge efficiently and effectively. By the same token, literature on the
existence and the boundaries of the firm presents knowledge as a vital firm resource
and examines its usefulness and ways to manage it successfully. In an attempt to
provide some structure in the large body of literature on the aforementioned topic,
Wiig et al. (1997) distinguish between the “knowledge object level” that refers to
knowledge and knowledge processes and the “knowledge management level” that
includes the methods, techniques, and tools to analyse and improve knowledge and

knowledge processes.

Following the specific interest of this study in healthcare organisatons, relevant
literature postulates that knowledge management can support quality of care since
“medicine 1s a knowledge-based profession” (Orzano et al. 2008) and information

management 1s no longer enough for healthcare organisations (Sandars 2004).

The following paragraphs present definitions and typologies of organisational
knowledge and outhne the knowledge processes, focusing on the concepts that are
considered relevant to this study. Finally, arguments regarding knowledge

management in the healthcare sector are outlined.

2.2.1 The Context of Organisational Knowledge

Starting with some definitions, the term “knowledge” is often confused with

“information”. The following definitions are important as in the context of current
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research risk and nsk management related information: and knowledge will be

idenufied and investigated, as discussed in section 1.1.

Ackoff (1989) defines informaton as data processed to provide answers to “who”,
“where”, “when”, “what” questions, while knowledge is the application of
information to answer “how” questons. Wig (1999) names information as “the
facts and data organised to characterize a partdcular situation, condition, challenge,

3

or opportunity”. Information is used to desctibe and specify things (Wig 2004). On
the other hand, he defines knowledge as “the truths, beliefs, perspectives and
concepts, judgments, and expectations, methodologies and know-how which is
possessed by humans, agents, or other active entities and is used to recetve
information, recognize, identify, analyse, interpret, evaluate, synthesize, decide, plan,
implement, monitor, and adapt”. In other words, “knowledge is applied to interpret
the available information about a particular situation and to decide how to manage
1it” (Wig 1995), knowledge 1s used to evaluate and handle situations (Wug 2004).
Further, Wig (2004) presents knowledge consisting of understanding of how to

integrate different and sometimes 1solated information to create new insights of

situations.

Similarly, Bhatt (2001) views imnformation as an “organised set of data” and
knowledge as “meaningful information” arguing that only through meaning
information becomes knowledge. By the same token, Nonaka and Takeuchi (1995)
argue that “knowledge, unlike information, 1s about beliefs and commitment.
Knowledge 1s a funcuon of a particular stance, perspective, or intention.
...knowledge is about action... knowledge, like information, 1s about meaning.” As
stated 1n Nonaka et al. (2001) “information 1s a necessary medium or material for
eliciung and constructing knowledge.” In Nonaka and Takeuchi (2003), knowledge
1s a reality that can be viewed differently depending on “from which angle (context)
one sees 1t”. Probst et al. (2000) define knowledge as the whole body of cognitions
and skills which mdividuals seek to solve problems, mncluding theories and practical
everyday rules and instructions for action. Alavi and Leidner (2001) argue that
“what 1s key to effectively distinguish between mnformation and knowledge is not

found in the content, structure, accuracy, or utility of the supposed information or
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knowledge. Rather, knowledge is information processed in the mind of individuals:
it is personalised information related to facts, procedures, concepts, interpretations,
ideas, observations, and judgements.” In that sense, for individuals to have common

understanding on mnformation they have to share a common set of knowledge.

Due to the special interest of this research in healthcare organisations a definition is
presented, coming from Bose (2003) who argues that knowledge management treats
knowledge as a resource by exercising selectivity and imposing order on information
resources, adding structure to information, and proactively capturing information

that might be useful in the future.

Summarising the definitions presented above, information is a rather descriptive
concept, te. informaton characterises, describes, specifies a situation, while
knowledge has a more explanatory nature, Le. i1s related with judgement, beliefs,
know-how, mterpretation, understanding of a situation. In that sense, information
can be distinguished from knowledge. However, as shown in Figure 2-1, both are
valuable for the organisations; matched information and knowledge support
effective decision making. In essence, “pertinent information about situations is
required to describe conditions correctly, and competent knowledge is applied to
interpret what situations mean and to decide how to handle them to the best

advantage.” (Wig 2004) (Figure 2-1)
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Figure 2-