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ABSTRACT 

 

Healthcare is a vital service that touches people's lives on a daily basis by providing treatment and 

resolving patients' health problems through the staff. Human lives are ultimately dependent on the skilled 

hands of the staff and those who manage the infrastructure that supports the daily operations of the 

service, making it a compelling reason for a dedicated research study. However, the UK healthcare sector 

is undergoing rapid changes, driven by rising costs, technological advancements, changing patient 

expectations, and increasing pressure to deliver sustainable healthcare. With the global rise in healthcare 

challenges, the need for sustainable healthcare delivery has become imperative. Sustainable healthcare 

delivery requires the integration of various practices that enhance the efficiency and effectiveness of 

healthcare infrastructural assets. One critical area that requires attention is the management of 

healthcare facilities.  

Healthcare facilities is considered one of the core elements in the delivery of effective healthcare services, 

as shortcomings in the provision of facilities management (FM) services in hospitals may have much more 

drastic negative effects than in any other general forms of buildings. An essential element in healthcare 

FM is linked to the relationship between action and knowledge. With a full sense of understanding of 

infrastructural assets, it is possible to improve, manage and make buildings suitable to the needs of users 

and to ensure the functionality of the structure and processes.  

The premise of FM is that an organisation's effectiveness and efficiency are linked to the physical 

environment in which it operates and that improving the environment can result in direct benefits in 

operational performance. The goal of healthcare FM is to support the achievement of organisational 

mission and goals by designing and managing space and infrastructural assets in the best combination of 

suitability, efficiency, and cost. In operational terms, performance refers to how well a building 

contributes to fulfilling its intended functions. 

Therefore, comprehensive deployment of efficient FM approaches is essential for ensuring quality 

healthcare provision while positively impacting overall patient experiences. In this regard, incorporating 

knowledge management (KM) principles into hospitals' FM processes contributes significantly to ensuring 

sustainable healthcare provision and enhancement of patient experiences. Organisations implementing 

KM principles are better positioned to navigate the constantly evolving business ecosystem easily. 

Furthermore, KM is vital in processes and service improvement, strategic decision-making, and 

organisational adaptation and renewal. 

In this regard, KM principles can be applied to improve hospital FM, thereby ensuring sustainable 

healthcare delivery. Knowledge management assumes that organisations that manage their 

organisational and individual knowledge more effectively will be able to cope more successfully with the 
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challenges of the new business ecosystem. There is also the argument that KM plays a crucial role in 

improving processes and services, strategic decision-making, and adapting and renewing an organisation.  

The goal of KM is to aid action – providing "a knowledge pull" rather than the information overload most 

people experience in healthcare FM. Other motivations for seeking better KM in healthcare FM include 

patient safety, evidence-based care, and cost efficiency as the dominant drivers. The most evidence exists 

for the success of such approaches at knowledge bottlenecks, such as infection prevention and control, 

working safely, compliances, automated systems and reminders, and recall based on best practices. The 

ability to cultivate, nurture and maximise knowledge at multiple levels and in multiple contexts is one of 

the most significant challenges for those responsible for KM. However, despite the potential benefits, 

applying KM principles in hospital facilities is still limited. There is a lack of understanding of how KM can 

be effectively applied in this context, and few studies have explored the potential challenges and 

opportunities associated with implementing KM principles in hospitals facilities for sustainable healthcare 

delivery.  

This study explores applying KM principles to support maintenance strategies in healthcare organisations. 

The study also explores the challenges and opportunities, for healthcare organisations and FM 

practitioners, in operationalising a framework which draws the interconnectedness between healthcare. 

The study begins by defining healthcare FM and its importance in the healthcare industry. It then discusses 

the concept of KM and the different types of knowledge that are relevant in the healthcare FM sector. 

The study also examines the challenges that healthcare FM face in managing knowledge and how the 

application of KM principles can help to overcome these challenges. The study then explores the different 

KM strategies that can be applied in healthcare FM. The KM benefits include improved patient outcomes, 

reduced costs, increased efficiency, and enhanced collaboration among healthcare professionals. 

Additionally, issues like creating a culture of innovation, technology, and benchmarking are considered. 

In addition, a framework that integrates the essential concepts of KM in healthcare FM will be presented 

and discussed.  

The field of KM is introduced as a complex adaptive system with numerous possibilities and challenges. 

In this context, and in consideration of healthcare FM, five objectives have been formulated to achieve 

the research aim. As part of the research, a number of objectives will be evaluated, including appraising 

the concept of KM and how knowledge is created, stored, transferred, and utilised in healthcare FM, 

evaluating the impact of organisational structure on job satisfaction as well as exploring how cultural 

differences impact knowledge sharing and performance in healthcare FM organisations. 

This study uses a combination of qualitative methods, such as meetings, observations, document analysis 

(internal and external), and semi-structured interviews, to discover the subjective experiences of 

healthcare FM employees and to understand the phenomenon within a real-world context and attitudes 
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of healthcare FM as the data collection method, using open questions to allow probing where appropriate 

and facilitating KM development in the delivery and practice of healthcare FM.  

The study describes the research methodology using the theoretical concept of the "research onion". The 

qualitative research was conducted in the NHS acute and non-acute hospitals in Northwest England. 

Findings from the research study revealed that while the concept of KM has grown significantly in recent 

years, KM in healthcare FM has received little or no attention. The target population was fifty (five FM 

directors, five academics, five industry experts, ten managers, ten supervisors, five team leaders and ten 

operatives). These seven groups were purposively selected as the target population because they play a 

crucial role in KM enhancement in healthcare FM. Face-to-face interviews were conducted with all 

participants based on their pre-determined availability. Out of the 50-target population, only 25 were 

successfully interviewed to the point of saturation. Data collected from the interview were coded and 

analysed using NVivo to identify themes and patterns related to KM in healthcare FM. 

The study is divided into eight major sections. First, it discusses literature findings regarding healthcare 

FM and KM, including underlying trends in FM, KM in general, and KM in healthcare FM. Second, the 

research establishes the study's methodology, introducing the five research objectives, questions and 

hypothesis. The chapter introduces the literature on methodology elements, including philosophical views 

and inquiry strategies. The interview and data analysis look at the feedback from the interviews. Lastly, a 

conclusion and recommendation summarise the research objectives and suggest further research. 

Overall, this study highlights the importance of KM in healthcare FM and provides insights for healthcare 

FM directors, managers, supervisors, academia, researchers and operatives on effectively leveraging 

knowledge to improve patient care and organisational effectiveness.  
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CHAPTER ONE 

 

INTRODUCTION 

1.0 Background 

It was a significant milestone for the National Health Service (NHS) to celebrate its 70th anniversary in 

2018 (Duffy, 2018). Nevertheless, as the NHS ages, critical debate about its optimal state continues to 

dominate headlines and policy debates on how it should be run. The concept was revolutionary in 1948 

when it was created after the war to provide free healthcare at the point of need. The situation remains 

dire 70 years later as service demand rises (Delamothe, 2008). A study by Murray et al. (2018) indicates 

delays in accident and emergency assessment, long waits for elective treatment, staff recruitment issues, 

and a predicted financial deficit of more than £500 million. The public's understanding of health has also 

improved, with more people realising that it goes beyond disease prevention or healthcare coverage 

(WHO, 2015).  

The announcement of a £3.3 billion increase in NHS funding for 2022 and subsequent years has elicited 

various responses from healthcare leaders and suppliers (Digital Health, 2022). While Murray (2022), Chief 

Executive at The King's Fund, labelled this increased funding as a significant recognition from the 

government regarding the strain faced by health services trying to cater to patients' needs while ensuring 

their safety, others see steeper challenges ahead. With an imminent risk of NHS funding cut-off looming 

large on its head, experts predict prioritising top concerns while expanding an already ambitious efficiency 

initiative is vital for services' survival (Digital Health (2022). Although capital funds look safeguarded with 

inflation at 11.1%, it will be a daunting task to meet the government's vision of maintaining and enhancing 

NHS buildings, equipment, and digital technology (Digital Health, 2022).  

Likewise, the government announced significant additional funding boosted the social care sector's dire 

situation. Still, experts predict that healthcare providers will grapple with rising costs like an increase in 

national living wage or energy prices and ever-increasing inflationary pressure exacerbated by the Covid-

19 pandemic (Katz et al., 1999; Jackson, 2021). As much as additional funding for healthcare is 

appreciated, not implementing Sir Andrew Dilnot's (The Health Foundation, 2011) reforms on charging is 

a step backwards from significant health and social care reformation.  

In Sollof's (2022) view, inadequate healthcare investments have led to thousands of patients spending 

longer than necessary in hospitals due to chronic underinvestment in healthcare facilities. Therefore, a 

genuine partnership with involvement from the entire system is critical (Ham, 2017). Collaboration and 

distributed leadership are necessary to achieve collective progress with local communities and beyond 

boundaries (Seale, 2016; Hulks et al., 2017). The world of healthcare is ever-changing and presents 

opportunities alongside challenges.  
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Healthcare systems are constantly evolving, presenting new and innovative ways of thinking as well as 

historical knowledge (McDermott, 1999). However, those employed in the field are aware that the 

industry must continue to modify its approach in order to meet future challenges. As Ham (2014) states: 

"radical change is required to transform healthcare delivery to meet future challenges." The healthcare 

system is undergoing numerous transformations aimed at "futureproofing" it, such as the NHS five-year 

forward view. Knowledge management is becoming increasingly relevant to the workings of the NHS, both 

at corporate and organisational levels.  

The government's response to the Bristol heart inquiry highlights the need for a national knowledge 

service for the NHS, presenting an opportunity for developing a national strategy with national 

procurement of knowledge resources (First, 2003; Hill, 2008; Francis, 2013). The four pillars that support 

KM according to the NHS KM portfolio director are content, infrastructure, skills, and culture. Information 

professionals can aid in contributing to these pillars by providing and managing information content, 

identifying infrastructure components, fostering knowledge-sharing culture, and spreading KM skills. As 

such, KM requires a holistic approach that seamlessly integrates people and system issues to create a 

knowledge architecture–with organisational and individual commitments more critical than any system 

in place (Plaice and Kitch, 2003; Nenungwi, 2018).  

The ability to connect people with systems remains pivotal to success (Rowley 2001). Knowledge 

management poses significant challenges for any organisation. One way forward is combining explicit and 

tacit learning through an all-encompassing KM system to enhance healthcare governance and improve 

patient care delivery in health institutions. By applying this holistic approach to implement KM practices 

across the enterprise domain, it becomes possible to unlock new avenues for growth.  

As Arthur Schopenhauer once said: "The task is not so much to see what no one has yet seen but to think 

what no one has yet thought about that which everyone sees" (2001). Consequently, the trend towards 

effective knowledge management picks pace as societies advance beyond natural resources towards 

higher value offered by good quality information (Mansoori and Saberi 2017).  

Looking ahead to the future society imagined by Drucker (2011), an empowered community of humans 

will need organisational expertise responsible for delivering economic and political stability within society. 

Therefore, integrating valuable insight into the core of operations has become a norm in successful 

business practices, spurred by concepts such as knowledge work, power, organisations, and KM. Pahlevani 

et al. (2010) highlight several critical activities for successful knowledge management within an 

organisation—knowledge creation, acquisition, sharing, transferring, storing, validating, displaying, 

supplying and disseminating. Implementing such a process helps organisations make optimal use of their 

available resources; however, its importance becomes even more apparent when considering the broader 
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implications. For example, Davenport and Prusak (1998) argue that fostering knowledge sharing through 

KM is so integral to organisational success that some consider it its core purpose.  

The Latin aphorism "scientia potentia est" means "knowledge is power", and it is commonly attributed to 

Sir Francis Bacon (1597, as quoted in Melhem) (2012). The phrase implies that knowledge or education 

will undoubtedly increase one's potential or abilities to inform life. It also justifies a reluctance to share 

information because knowledge can be used or manipulated to gain an advantage. Knowledge can be 

used to manipulate reality's content directly. In recent years, Facebook has emerged as a significant and 

powerful social network icon. However, what does Facebook actually do or produce? There is no solid 

commodity material, nor can people buy it in the market that Facebook has created. In reality, Facebook 

owns nothing, but explicit data provided by members at no cost to Facebook (Melhem, 2012). 

However, Mansoori and Saberi (2017) challenged this idea by highlighting how true empowerment comes 

from having sole possession of information and openly sharing one's perspectives with others. Shifting to 

this empowered culture focused on shared learning over hoarding information benefits organisations as 

they grow and evolve in today's ever-changing business landscape. The essence of knowledge 

management lies in its ability to foster knowledge sharing rather than just creating it.  

For healthcare facilities managers, implementing an effective KM strategy is vital for generating 

efficiencies across all aspects of service delivery. By enabling accurate data capture and analysis through 

effective creation, storage transfer and utilisation processes–a robust KM system can lead to significant 

benefits such as enhanced performance quality with positive impacts on overall patient outcomes. 

However–there are significant obstacles when attempting to implement these strategies within this 

environment: cultural resistance may be encountered; Information silos may exist; technology constraints 

could hinder progress while capturing and documenting necessary knowledge remains challenging. To 

overcome these issues–building a clear KM framework aligned with organisational objectives can aid in 

creating an open culture around information sharing amongst staff members and leaders' support. The 

adoption of user-friendly technologies as well as offering training opportunities for staff, can also 

contribute positively towards addressing these common challenges. 

The untapped knowledge of an organisation probably has little value if it is not disseminated throughout 

the organisation, as Faghisoltani and Gholamiyan (2009) described. Developing the proper infrastructure 

is essential to making knowledge transfer a strategic advantage. Despite the need for some prerequisites, 

this process cannot be carried out without affecting human or financial resources (Hasanzadeh and 

Nosrati, 2011).  
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1.1  Proposed research structure 

The study is divided into eight chapters, with five research objectives included in Appendices I–M for 

brevity. Table 1.1 depicts the research structure's workflow, which serves as a summary of the research 

structure. 

Table 1.1 Research structure: Source, the author. 

Chapters Objectives Content summary 

Chapter 1  Introduction 

This chapter introduces the rationale for the research and outlines the design 

and methods used as well as the structure of the research. The chapter 

provides an overview of the field of KM in healthcare FM. A brief overview of 

the research methodology, including the research design, is provided. The 

study highlights key findings from the literature reviews, observations, 

document reviews, meetings and results of expert interviews with academics, 

specialists, healthcare FM directors, managers, supervisors and operatives 

with extensive knowledge and experience with healthcare FM organisations.  

Chapter 2  Literature review 

The literature review reveals established and generally accepted facts 

relevant to the situation being studied and allows the researcher to identify 

and understand theories and models employed by previous researchers in 

similar fields. The study examines the evolving context and rationale for KM, 

the implications and benefits of KM for healthcare organisations, and the 

current understanding of the KM concept in the context of healthcare FM.  

Chapter 3  Research methodology 

This chapter sets out the background of the research, the methodology and 

techniques employed in conducting the research, and an explanation and 

justification as to why such methods and techniques are used to produce the 

research findings. The study employs the theoretical concept of "research 

onion" to describe these processes.  

Chapter 4   Qualitative data analysis 

This chapter presents the findings of qualitative data analysis, including 

observations, meetings, document analysis and face-to-face interviews 

conducted with FM consultants, academia, FM directors, managers, 
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supervisors, and operatives. The analysis revealed insights into applying KM 

principles to support maintenance strategies in healthcare organisations. The 

identified themes, patterns, and participants' perspectives provide valuable 

insights into the role of KM in promoting sustainable practices, enhancing 

patient care, and optimising resources in healthcare organisations. These 

findings contribute to the body of knowledge in healthcare FM and offer 

recommendations for effectively applying KM principles for sustainable 

healthcare delivery. 

Chapter 5  Research findings  

The study findings highlight the perspectives of FM directors, academics, FM 

consultants, managers, supervisors, and other professionals regarding 

applying KM principles for sustainable healthcare delivery. The interviews 

provided valuable insights into the potential benefits, challenges, and 

considerations of implementing KM practices in healthcare settings. The aim 

was twofold: first, to gather information regarding how such practices play 

out in real-world scenarios; second, to identify crucial aspects contributing to 

successful implementation at various levels within healthcare organisations. 

Drawing upon rich data from these interviewees leads the study towards 

gaining insight into empowering healthcare arrangements which serve 

healthcare organisations more integrated. The study presents an overview 

outlining responses collected during these interviews, along with valuable 

ideas expressed by them. 

Chapter 6  Discussion 

The discussion highlighted the benefits of KM for collaboration, 

communication, patient care, and organisational culture and structure. It also 

underscored the importance of addressing challenges related to technology 

adoption, organisational change, and data security to ensure the successful 

implementation of KM practices in healthcare settings. The qualitative 

research interview, observations, meetings and document review discussions 

highlighted KM's transformative potential in healthcare FM. Knowledge 

management practices provide significant benefits through improved patient 

care, efficient collaboration, enhanced organisational learning, and strategic 

decision-making. However, successful implementation necessitates 
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addressing technological challenges, cultivating a culture of knowledge 

sharing, and effectively navigating change management. 

Chapter 7  Recap of the aim and objectives 

The study summarises the aim and objectives and how the set objectives were 

achieved. Overall, the study demonstrates how it met its aims and objectives 

by indicating the relevance and significance of KM principles and their impact 

on sustainable healthcare practices, identifying barriers and challenges, and 

providing insights and recommendations for optimising KM practices in 

healthcare facilities maintenance. The qualitative data analysis of face-to-face 

interviews with field professionals provides a comprehensive understanding 

of the application of KM principles in healthcare FM, contributing to 

advancing knowledge and practices in the context. 

Chapter 8  Conclusion, recommendation, limitation of study and future research 

This concluding chapter provides a comprehensive overview of applying KM 

principles to support maintenance strategies in healthcare organisations. It 

summarises the essential findings and highlights the significance of KM 

practices in optimising resource utilisation, promoting innovation, and driving 

continuous improvement in the practice and delivery of healthcare FM. The 

insights gained from this study can inform the development and 

implementation of effective KM strategies in healthcare settings, ultimately 

contributing to improved healthcare outcomes and patient-centred care. In 

addition to improving healthcare operations and organisational effectiveness, 

this study will help the academic community better understand sustainable 

healthcare maintenance strategies. For future research endeavours seeking 

to gain insights into this intricate topic area, the study recommends delving 

into specific components such as evaluating the effects of employing KM 

strategies on various outcomes, exploring how leadership and culture factors 

shape knowledge-sharing efforts within organisations, further exploring ways 

in which emerging advanced technologies can deliver synergistic effects 

regarding KM initiatives; and lastly studying the long-term sustainability 

challenges faced by these programs, particularly in turbulent healthcare 

environments. Such an investigation could yield valuable input that can aid 

healthcare establishments intending to maximise benefits from their KM 

initiatives while simultaneously elevating their operational performance.  
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The chapter also discusses the limitations that were discovered during the 

research. While the research has provided valuable insights into the topic, it 

is vital to acknowledge the limitations that may affect the generalizability and 

reliability of the findings. One limitation of the study was the relatively small 

sample size and the potential for selection bias. The study may have only 

included a specific group of participants, such as FM directors, academics, 

consultants, managers, supervisors, and operatives. This limited 

representation may not capture the diverse perspectives of all stakeholders 

involved in hospital FM. Therefore, caution should be exercised when 

generalising the findings to a broader population. 

1.1.1 Introduction to Appendices I–M 

While the main body of the thesis provides a comprehensive overview of the research findings and 

discussions related to objectives 1-5, the appendices (I–M) offer supplemental material that delves 

deeper into each objective. These appendices are valuable resources for readers seeking in-depth 

information and insights on the respective topics. The main body and appendices work together to 

provide a comprehensive and holistic understanding of the healthcare FM research field. This 

summary report describes the structure and content of the appendices (Appendices I–M), which 

provide detailed information and data related to objectives 1-5, summarised briefly in this thesis's 

main body. 

Structure of the appendices  

Appendix I (OB1): To critically appraise the concept of KM and how knowledge is created, stored, 

transferred and utilised in the context of healthcare FM. 

This appendix provides an in-depth analysis of KM, including a critical 

evaluation of the concept of KM and how knowledge is created, stored, 

transferred, and used in the context of healthcare FM. This chapter is based on 

a literature review, observations, document reviews, meetings and interviews 

with operational staff working in the sector and other subject experts. As a 

result, updated literature on KM research was reviewed, particularly in the 

healthcare sector, built environment, business, and cross-disciplinary fields.  

Appendix J (OB2): To examine the influence of culture on knowledge sharing and performance in 

healthcare FM. 

This appendix evaluates the impacts of culture on knowledge sharing and 

performance in healthcare FM. A positive culture encouraging knowledge 
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sharing improves operational efficiency, cost savings, and quality of patient 

care. Leadership is essential in shaping organisational culture, and efforts 

should be made to foster collaboration and continuous learning. 

Understanding how culture affects knowledge-sharing and performance in 

healthcare FM is critical for effective KM implementation. Organisations can 

foster knowledge sharing, collaboration, innovation, and high performance by 

recognising and addressing cultural factors. 

Appendix K (OB3) To investigate the role of organisational culture and structure on job 

satisfaction in the performance of healthcare FM. 

This appendix examines how organisational culture and structure affect job 

satisfaction among healthcare FM professionals. A positive organisational 

culture characterised by teamwork, innovation, and employee recognition 

significantly improves FM professionals' job satisfaction. Employee 

engagement, productivity, and overall performance all depend on job 

satisfaction. Understanding how organisational culture and structure affect job 

satisfaction in healthcare FM is critical for creating a positive work environment 

and optimising performance. Healthcare organisations can improve employee 

engagement, productivity, and performance in FM by understanding and 

addressing the cultural and structural factors influencing job satisfaction. 

Appendix L (OB4): To investigate the influence of digital technologies (DT) on KM in the practice 

and delivery of healthcare FM  

This appendix explores the pivotal role that DT plays in healthcare FM. Digital 

tools and solutions can transform how healthcare facilities are managed, 

maintained, and optimised to improve patient care and operational efficiency 

in an era of rapid technological advancements. Digital technologies are 

changing how healthcare organisations create, store, share, and use 

knowledge. Understanding this impact is critical for leveraging digital tools to 

improve KM practices in healthcare FM. The chapter discusses the role of DT in 

transforming KM practices and the benefits and challenges of adopting it.  

Appendix M (OB5): To investigate the beneficial application of benchmarking to KM in the practice 

and delivery of healthcare FM. 

This appendix demonstrates how benchmarking and service quality can be used 

strategically to improve healthcare FM. Benchmarking allows organisations to 
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compare their performances to industry standards, while service quality 

initiatives ensure patient satisfaction, regulatory compliance, and operational 

efficiency. Benchmarking is a valuable tool for assessing performance and 

identifying areas for improvement, whereas KM enables organisations to 

effectively capture, share, and use knowledge. Applying these practices in 

healthcare FM can improve performance and service delivery. The role of 

benchmarking in identifying best practices and performance gaps and the 

benefits of effective KM in improving decision-making and service delivery are 

discussed. Furthermore, the study explores measurement and evaluation 

methods and strategies for integrating benchmarking and KM practices.  
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1.1.2 Summary of the research structure 

A summary of the research structure is provided in the figure below, which includes the research aim, 

objectives and chapters. The study proposes to shed light on the benefits and challenges of applying 

KM principles to enhance maintenance strategies in healthcare organisations, ultimately contributing 

to improved healthcare service delivery, patient care, and organisational effectiveness by adhering to 

this research structure. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1 Proposed research structure. The workflow of the research structure. Source: the 

researcher. 
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The structured approach, as shown in Table 1.2, assists the research in providing clarity, purpose and direction by aligning efforts with defined research objectives 

and questions. It also helps to address specific information needs, which contributes to the overall success of the study. It outlines the key components that 

structure the research study, giving the investigation clarity and purpose. It includes the research objectives, questions, hypotheses, and the progression of the 

study. The questions provided more guidance and direction to the research and defined specific information needs (Sekaran, 2003) attached as (Appendix A). 

Table 1.2 Workflow of research objective, questions, hypothesis and advancement: Source, the author. 

Research objectives OBJ Research questions Research hypothesis Research methodology (key tools) 

To critically appraise the 

concept of KM and how 

knowledge is created, stored, 

shared and transferred in the 

context of healthcare FM  

OB1 What is the 

understanding of KM 

awareness in healthcare 

FM? 

H1a: Knowledge creation has a 

positive impact on healthcare FM 

knowledge transfer. 

H1b: Knowledge storage has a 

positive impact on knowledge 

sharing. 

H1c: Knowledge storage has a 

positive indirect impact on 

organisational sustainability. 

A comprehensive literature review of the University of 

Bolton library, including databases of Academic Search 

Complete, CINAHL, EBSCO, ERIC, JSTOR, PsycINFO, Web of 

Science, etc., was conducted. Additionally, the research 

explored websites from the Department of Health and 

various industry magazines and journals like Healthcare FM, 

Health Estate and The Economist. Furthermore, relevant 

academic and professional journals were examined. In 

addition to interviewing academics, professionals, 

healthcare FM directors, managers, and operatives in NHS 

acute and non-acute hospitals in Northwest England, 

stakeholder meetings, observations, and document reviews 

were conducted. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. 
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To examine the influence of 

culture on knowledge sharing 

and performance in healthcare 

FM. 

OB2 How is healthcare FM 

knowledge acquired 

and created?  

H2a: That culture positively impacts 

knowledge sharing and performance.  

H2b: That culture has a positive 

indirect impact on knowledge 

sharing and performance. 

A comprehensive literature review of the University of 

Bolton library, including databases of Academic Search 

Complete, CINAHL, EBSCO, ERIC, JSTOR, PsycINFO, Web of 

Science, etc., was conducted. Additionally, the research 

explored websites from the Department of Health and 

various industry magazines and journals like Healthcare FM, 

Health Estate and The Economist. Furthermore, relevant 

academic and professional journals were examined. In 

addition to interviewing academics, professionals, 

healthcare FM directors, managers, and operatives in NHS 

acute and non-acute hospitals in Northwest England, 

stakeholder meetings, observations, and document reviews 

were conducted. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. 

To evaluate the impact of 

organisational culture and 

structure on job satisfaction in 

the performance of healthcare 

FM. 

OB3 How is healthcare FM 

knowledge stored? 

H3a That organisational culture and 

structure positively impact job 

satisfaction and performance. 

H2b: That culture and structure have 

a positive indirect impact on job 

satisfaction and performance. 

A comprehensive literature review of the University of 

Bolton library, including databases of Academic Search 

Complete, CINAHL, EBSCO, ERIC, JSTOR, PsycINFO, Web of 

Science, etc., was conducted. Additionally, the research 

explored websites from the Department of Health and 

various industry magazines and journals like Healthcare FM, 

Health Estate and The Economist. Furthermore, relevant 
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academic and professional journals were examined. In 

addition to interviewing academics, professionals, 

healthcare FM directors, managers, and operatives in NHS 

acute and non-acute hospitals in Northwest England, 

stakeholder meetings, observations, and document reviews 

were conducted. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. 

To investigate the role of DT in 

the practice and delivery of 

healthcare FM. 

OB4 How is healthcare FM 

knowledge shared and 

transferred? 

H4a That DT has a positive impact on 

healthcare organisational 

sustainability. 

H4b That application of DT has a 

positive indirect impact on 

organisational sustainability. 

A comprehensive literature review of the University of 

Bolton library, including databases of Academic Search 

Complete, CINAHL, EBSCO, ERIC, JSTOR, PsycINFO, Web of 

Science, etc., was conducted. Additionally, the research 

explored websites from the Department of Health and 

various industry magazines and journals like Healthcare FM, 

Health Estate and The Economist. Furthermore, relevant 

academic and professional journals were examined. In 

addition to interviewing academics, professionals, 

healthcare FM directors, managers, and operatives in NHS 

acute and non-acute hospitals in Northwest England, 
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stakeholder meetings, observations, and document reviews 

were conducted. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. 

To analyse beneficial 

application of benchmarking 

and service quality in 

healthcare FM. 

 

OB5 What is the reality of 

organisational culture 

on knowledge-sharing 

practices in healthcare 

FM? 

H5a The application of benchmarking 

positively impacts service quality in 

healthcare FM. 

H5b: Application of benchmarking 

has a positive indirect impact on 

service quality in healthcare FM. 

A comprehensive literature review of the University of 

Bolton library, including databases of Academic Search 

Complete, CINAHL, EBSCO, ERIC, JSTOR, PsycINFO, Web of 

Science, etc., was conducted. Additionally, the research 

explored websites from the Department of Health and 

various industry magazines and journals like Healthcare FM, 

Health Estate and The Economist. Furthermore, relevant 

academic and professional journals were examined. In 

addition to interviewing academics, professionals, 

healthcare FM directors, managers, and operatives in NHS 

acute and non-acute hospitals in Northwest England, 

stakeholder meetings, observations, and document reviews 

were conducted. Other secondary data from the web, 

conferences, CQC, PLACE, performance monitoring audits, 

and ERIC returns were reviewed as part of the research 

philosophy. 



15 | P a g e  
 

1.2  Research design 

The aim of this research in the context of healthcare FM was to investigate the application of KM principles 

to support maintenance strategies in healthcare organisations. The qualitative research was conducted in 

National Health Service (NHS) acute and non-acute hospitals in Northwest England. This study uses a 

qualitative approach to achieve the goals and objectives. Data was gathered in three stages: literature 

reviews, pilot studies and interviews. The philosophical worldview used in this study is constructivism, 

which seeks to understand a specific context in which people work to understand the participants' work 

settings. 

The initial stage was preparatory. The researcher developed the initial context of KM practices from 

literature synthesis in the first step of the preparatory phase to identify effective KM practices used and 

implemented in healthcare FM across different regions. This synthesis contributed to developing a 

benchmark for the study of KM in NHS hospitals. The emphasis of this study was on learning from KM 

applications in other businesses and their potential transition into healthcare FM. The research 

methodology commenced with sampling to provide a rich cross-section of data. 

The next step in the preparation phase was a pilot study with selected practitioners, academics, 

healthcare FM directors, managers and operatives with the goal of reviewing practices identified in the 

literature for their relevance in the healthcare situation.  

The final level of analysis looks at the feedback from the interviews with FM practitioners from healthcare 

organisations, academics and construction.  

1.3  Proposed research schedule  

The complete research schedule for this study, complete with the milestones, is shown in Figure 1.1b 

(attached as Appendix ‘A’).  

1.4 Contribution to knowledge  

This research aims to improve the understanding of KM principles within the context of healthcare FM. 

The study aims to contribute valuable insights by exploring strategies, processes, and best practices 

essential for complex healthcare KM implementation. Additionally, this study highlights the importance 

of organisational culture and structure as key factors influencing effective KM practices. By identifying 

challenges limiting adoption and proposing innovative solutions, the study hopes to contribute valuable 

insights into techniques optimal for organisational change towards sustained success through this study. 

Furthermore, this research delves into modern digital technologies in healthcare FM, exploring their 

potential impact on enhancing knowledge creation, storage, transfer, sharing and utilisation across 

various hospital departments. Evaluating how these emerging tools can be integrated seamlessly into the 
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broader ecosystem–as part of the research analysis, aims to provide practical recommendations for 

sustainable outcomes supported by technology innovation excellence.  

Likewise, the study explores benchmarking to enhance KM processes across healthcare settings while 

promoting standardisation and quality improvement. By identifying relevant benchmarks, collecting and 

analysing data, and implementing improvement strategies based on informed decision-making processes, 

the study hopes to support sustainable healthcare delivery while enhancing knowledge practices in 

healthcare facilities. Healthcare organisations can benefit from the research's conclusions as it delivers 

practical guidelines for effectively implementing KM principles that support sustainable healthcare 

delivery.  

Providing strategies to create a culture promoting knowledge-sharing, integrating digital technology and 

benchmarking while surmounting implementation challenges is essential in these recommendations. This 

research aims to improve KM practices by focusing on their application in healthcare facilities for long-

term benefits in delivering sustainable maintenance services. Through an extensive examination of peer-

reviewed literature spanning varied regions and contexts around the globe, the study explores practical 

methods for creating, storing, sharing, transferring and utilising knowledge which leads directly towards 

sustainable health outcomes. By identifying best practices in KM-related fields amongst hospitals globally, 

the work aims to offer valuable insights into optimising hospital efficiency while maintaining high patient 

care levels. The study believes that the findings regarding effective KM strategies can lead to better 

collaboration and more informed decision-making processes amongst staff working in healthcare delivery 

positions worldwide, ultimately contributing towards establishing a sustainable culture of KM across 

these sectors. 

1.5 Motivation for the study 

Sustainable healthcare delivery is an issue that has increasingly caught the attention of many stakeholders 

within the industry. As one such stakeholder who has held senior positions in healthcare FM over time, 

the researcher sees immense potential in applying KM principles within hospital settings to address these 

challenges comprehensively. Key among their motivations is improving operational efficiency and cost-

effectiveness while fostering an environment that values ongoing learning and innovation opportunities–

all with an ultimate goal of achieving sustainability through effective KM strategies that deliver 

measurable results within organisations and in broader community contexts. 

In healthcare provision, informed choices backed by sound evidence are imperative for providing 

excellent care while improving patient outcomes. Knowledge management principles serve as a 

methodical approach towards acquiring, categorising and distributing information, allowing stakeholders 

access to accurate and updated information. This research aims to build evidence-based decision-making 

frameworks utilising KM principles that ultimately contribute to sustained healthcare delivery. The study 
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focuses on discovering efficient knowledge capture techniques and means of disseminating knowledge 

amongst stakeholders, such as effective platforms for sharing relevant data sets alongside vital digital 

analytical tools facilitating informed decisions. 

By embracing practical KM principles within their operations, healthcare FM practitioners can unlock new 

possibilities for streamlining processes, identifying inefficiencies and optimising resource allocation. 

Through innovative knowledge-sharing approaches that leverage the collective expertise of employees 

within FM frameworks, healthcare FM can minimise waste while cutting costs significantly, thereby 

enhancing overall organisational performance levels extensively. The goal of this research was to provide 

insight into specific KM practices that support sustainable resource management and enhanced 

operational efficiency levels, ultimately contributing towards achieving strategic organisational goals 

within healthcare FM. 

Furthermore, what motivates the researcher is the prospect of making continuous progress through 

implementing KM principles. In order to promote innovation in hospital facilities, cultivating a culture of 

knowledge sharing encourages collaborative learning, which can help share innovative ideas and good 

practices across different teams. The study investigates how KM principles can induce interdisciplinary 

collaboration while instilling sustainable healthcare practices. This includes examining critical factors such 

as leadership quality, organisational culture, and incentives required to foster supportive environments 

that encourage innovation, ultimately leading to improved patient outcomes and satisfaction.  

In addition to improving patient safety, KM is crucial to the quality of healthcare FM services. Adopting 

effective KM principles of personalised healthcare makes patient engagement and better coordination 

among healthcare practitioners feasible. Hence, conducting such investigations will lead the study toward 

identifying the best strategies and methods for optimising the KM approach's impact, which is aimed at 

augmenting positive effects on patients' outcomes and their well-being, thereby significantly benefiting 

enduring healthcare delivery. 

In summary, the researcher's motivation as a senior healthcare facilities manager for researching the 

application of KM principles to support maintenance strategies in healthcare organisations for sustainable 

healthcare delivery is driven by the importance of justifiable healthcare, the desire to improve operational 

efficiency and resource utilisation, the need for evidence-based decision-making, the potential for 

innovation and continuous improvement, and the desire to improve patient outcomes and satisfaction.  

The study offers summary thoughts, urging healthcare managers to strike a balance between conscious 

awareness or understanding of higher-order patterns and the actions taken and between the need for 

predominant theory and the experiential freedom required to deal with complex situations in the practice 

and delivery of healthcare FM.  
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1.6  Problem statement  

Sustainable and efficient healthcare delivery constitutes a significant challenge for the already complex 

industry. Healthcare facilities are essential in consistently ensuring quality care for patients with 

favourable outcomes. Achieving this critical objective efficiently calls for exploration into applying KM 

principles towards enhancing sustainability.  

Despite the well-recognised importance of KM in healthcare settings worldwide, effectively managing 

knowledge, specifically within healthcare settings, presents enormous obstacles universally experienced 

by most healthcare providers and organisations utilising such structures. A lack of systematic application 

towards harnessing and maximising valuable information generated naturally within these institutions 

limits optimised creation, storage, sharing, transfer and utilisation capabilities, potentially leading to 

inefficient systems with suboptimal decision-making processes, ultimately compromising patient 

experiences' safety and satisfaction levels.  

As a result, the application and practice of KM principles in sustainable healthcare settings cannot be 

overlooked. However, there is a research gap regarding specific approaches, frameworks and best 

practices towards implementing KM effectively in such settings. Moreover, the unique nature of 

healthcare organisations presents additional challenges that need exploration and resolution. Sustainable 

healthcare delivery requires efficient hospital systems that utilise effective strategies based on KM 

principles–that is what this study intends to achieve–determining these critical practices by identifying 

methods or approaches geared towards creating storage space that utilises knowledge effectively while 

encouraging its transferability resulting in maintaining high standards with quality patient outcomes. The 

findings of this study will be of significance by providing practical recommendations towards creating a 

more sustainable healthcare delivery system and are crucial in establishing such practices within 

healthcare organisations. 

1.7  Aims and objectives of the research 

In the context of healthcare FM, the aim of this research is to investigate the application of KM principles 

to support maintenance strategies in healthcare organisations.  

This research is carried out in NHS acute and non-acute hospitals in Northwest England. In this context, 

and in consideration of hospitals’ infrastructural assets, the following five objectives have been 

formulated to achieve the research aim: 

OB1: To critically appraise concept of KM and how knowledge is created, stored, transferred and 

utilised in the context of healthcare FM. 

OB2: To examine influence of culture on knowledge sharing and performance in healthcare FM.  
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OB3: To evaluate impact of organisational culture and structure on job satisfaction in the performance 

of healthcare FM. 

OB4: To investigate the role of digital technology (DT) in the practice and delivery of healthcare facilities 

management.  

OB5: To analyse beneficial application of benchmarking and service quality in healthcare FM. 

1.8  Research questions 

The study adopts a qualitative approach. Qualitative research questions can be powerful tools for shaping 

study design and analysis. Although initial questions often arise from a researcher's passions and interests 

in specific topics, the ultimate goal is to refine and possibly expand the inquiry through intuitive, iterative, 

and dialogic processes central to the researcher's theoretical and ethical positions. Equally, good 

qualitative questions are dynamic and multi-directional, drawing the reader into the research with a focus 

on an essential topic while acting as lenses directed outward by the researcher to capture the nuances of 

others' lived experiences and perspectives (Agee, 2009). Geertz (1973) argues that in both theoretical and 

methodological terms, qualitative research questions usually inform the direction of the study. In order 

to develop good research questions, one must understand that inquiries into other people's lives are 

always ethical exercises.  

The research questions should be open-ended, allowing the researcher to generate hypotheses based on 

the data collected. As a result, the following research questions are tailored to the study's objectives. 

Q1: What is KM awareness (identification) understanding in healthcare FM? 

How is healthcare FM knowledge acquired, created and utilised?  

How is healthcare FM knowledge stored? 

How is healthcare FM knowledge shared and transferred? 

Q2: What is the reality of organisational culture on knowledge-sharing practices in healthcare 

FM? 

Q3: What is the impact of organisational culture and structure on job satisfaction in healthcare 

FM? 

Q4: What is the impact of digital technology (DT) in healthcare FM? 

Q5: What are the beneficial applications of benchmarking and service quality in healthcare FM? 

1.9  Analysis of KM processes 

Knowledge management processes are classified in different ways in the existing literature. Bhatt (2001), 

for example, considered knowledge creation, validation, application and distribution. Sun (2010) 
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examined the processes of acquisition, creation, utilisation, storage and knowledge sharing. The 

processes of knowledge generation, transfer and use were identified by Coombs and Hull (1998). Allameh 

et al. (2011) examined knowledge creation, capture, organisation, storage, dissemination and application 

in their study. Nonaka and Takeuchi (1995) focused on the socialisation, externalisation and combination 

processes of internalisation. Knowledge creation, acquisition, retention, and distribution were considered 

by Perez et al. (2002). 

This research looks at five KM processes: Knowledge identification, creation, storage, sharing, and 

application, including technology and infrastructure as enablers of KM. The "sources‐uses‐outcomes 

approach" to knowledge creation is covered by these five processes (Armbrecht et al., 2001; Devinney et 

al., 2005; Chang and Li, 2007). The process of searching for, identifying, selecting, collecting, organising 

and mapping information or knowledge is referred to as knowledge acquisition. Knowledge creation is 

"the process of making available and amplifying individual knowledge, also crystallising and connecting it 

to an organisation's knowledge system" (Nonaka et al., 2006). It emerges from the interaction of 

individuals and organisations, which results in successive conversions of tacit to explicit knowledge 

(Nonaka, 1994; Nonaka and Takeuchi, 1995; Nonaka et al., 2000). 

Although the distinction between knowledge sharing and knowledge transfer is unclear, and both terms 

are frequently used interchangeably (Kumar and Ganesh, 2009), the former is more related to tacit 

knowledge (Polanyi, 1967). In contrast, the latter is more related to explicit knowledge (Hansen et al., 

1999). In other words: 

• Knowledge sharing is the exchange of tacit knowledge through social and collaborative processes 

(Nonaka, 1994; Nonaka et al., 2000) and 

• Knowledge transfer concerns the transmission of explicit knowledge from one source (individual, 

team, department and organisation) (Joshi et al., 2007) to another (Argote and Ingram, 2000; 

Dyer and Hatch, 2006). 

These five processes are intricately interconnected (Alavi and Leidner, 2001; Chen and Chen, 2006). They 

are critically dependent on developing a positive infrastructure and removing impediments to KM 

processes. Knowledge sharing, for example, is the foundation of knowledge creation (i.e., without 

knowledge sharing, creating knowledge is almost impossible). Both can be developed collaboratively if 

barriers (such as departmental and unity fragmentation) are removed and facilitators (such as 

interpersonal trust, culture and structure) are developed. 

Similarly, knowledge transfer is ineffective unless knowledge is retained (stored) - in some form - for 

current and future use. According to Alavi (2000), knowledge creation is insufficient, and mechanisms are 

required to store acquired knowledge and retrieve it when needed. Organisations that store knowledge 

but do not use it are simply wasting resources and missing out on opportunities to gain a competitive 
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advantage through its use. As a result, the interaction between knowledge transfer and storage is critical 

for successful KM applications. The importance of integrating knowledge storage and transfer has been 

overlooked in the literature on KM. In some isolated descriptions, few researchers (Gray and Chan, 2000; 

Argote and Ingram, 2000; Connelly and Kelloway, 2001; Douglus, 2002; Kalling, 2003) have acknowledged 

the importance of having an approach that integrates knowledge transfer and knowledge storage. 

1.9.1 Knowledge identification 

An essential element in healthcare FM is linked to the relationship between action and knowledge. With 

a complete understanding of infrastructural assets, it is possible to improve, manage and make buildings 

suitable to users' needs and to ensure the functionality of the structure and processes.  

Employees in healthcare FM are encouraged to consider their goals and the knowledge required to 

achieve them. This includes examining what existing knowledge is available and what is currently lacking 

(gap analysis). Such examination applies at the organisational and personal levels for strategic knowledge 

needs and the daily search for required knowledge and information. Armstrong and Brown (2006) 

contended that identifying existing knowledge is critical for decision-making support. This identification 

is frequently performed before creating new knowledge to encourage the reuse of existing knowledge. 

1.9.2 Knowledge creation  

There are numerous methods for generating new knowledge. At the individual and team levels, this kind 

of knowledge is frequently the result of social interaction, such as training, learning by doing, collaborative 

problem-solving, or brainstorming. At the departmental or organisational level, innovation processes 

typically focus on developing new knowledge for services, whereas improvement activities concentrate 

on internal processes and procedures. Weber et al. (2002) claimed that by forming expert groups such as 

communities of practice (CoPs) and through recruiting experts, new knowledge can be generated within 

the research development function. Employees contribute their existing expertise, both explicit and tacit, 

to the creation of new knowledge. However, new solutions and great ideas are frequently not 

documented for reuse or learning. As a result, it is critical to investigate the best methods for storing such 

knowledge (Cross et al., 2003). Based on Nonaka and Takeuchi (1995), the purpose of knowledge creation 

can be summarised as follows: 

• Generating, capturing, and reusing accessible knowledge with open minds; 

• Capturing and sharing practice-based lessons, either internally or externally; 

• Identifying sources and networks of expertise to assist in providing exceptional services; 

• Organising and mapping knowledge required to improve performance of services; 

• Measuring and managing knowledge's economic value and impact; 
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• Accessing, synthesising, and sharing knowledge from external sources; and 

• Integrating knowledge into processes and services to help improve patients' journey experiences. 

1.9.3 Knowledge storage  

The Wiig (1997) theory suggests that knowledge assets (knowledge capital and knowledge bases) can only 

be built within an organisation if knowledge is embedded in that organisation. As pointed out by Rowley 

(2000), much knowledge is 'stored' and will often remain there without being explicitly described as ‘tacit 

knowledge’. Organisations and teams can also 'store' knowledge in routine processes. As long as such 

individuals and teams are available, their knowledge can be memorised and thus potentially reused by 

the organisation. Another method for securing knowledge is to embed it as so-called structural capital 

within the organisation's structures, processes, and culture.  

Explicit knowledge storage depends on supporting activities such as selecting, organising, categorising, 

updating and purging old content (De Pablos, 2004). Preserving stored knowledge over time appears 

similar to applying it because knowledge must be modified for current circumstances, changing contexts, 

and issues. However, to fully realise this knowledge's potential, the following activity of the core 

knowledge process – sharing – must be completed. Document databases, intranets, and web-based 

clouds are examples of technical tools for knowledge storage. 

1.9.4 Knowledge sharing 

This step aims to get high-quality knowledge to the right place at the right time. Doing so means the 

knowledge is delivered to the appropriate context, i.e., where value is created. Sharing can occur in a 

variety of ways, including the addition of data to databases or the distribution of documents (O'Dell et al., 

1998). People make knowledge available so others can find it through a ‘stock approach’. However, most 

knowledge is best transferred from one person to another through direct interaction, such as 

collaboration, workshops, toolbox talks, coaching and apprenticeships. The ‘flow approach’ refers to this 

direct knowledge transfer between people. Amongst the methods and tools that enable knowledge 

sharing are intranets, portals, databases, social media platforms, collaboration, job rotations, coaching, 

seminars, training, and CoPs, which enable people to exchange and create knowledge in specific areas to 

share insights, develop expertise, and foster good practice. Such methods and tools are often focused on 

developing specific capabilities within the organisation and ensuring that the said organisation is 

protected, and the knowledge retained as employees move on (Szulanski, 2000; Dei and van der Walt, 

2020). 

However, for knowledge sharing to become a cultural norm, the benefits of sharing must outweigh the 

benefits of retention in the eyes of those involved. This may imply that they are better known and are 

invited to carry out more exciting work, are more visible (e.g., leading to promotion), enjoy being helpful 
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to others, and receive rewards. Individual preferences will dictate which benefits are important to any 

given person (De Normalisation and Normung, 2004). 

1.9.5 Knowledge utilisation 

In the words of O'Dell et al. (1998), "if we only knew what we know...we would be three times more 

profitable". Knowledge adds value only when it is used to deliver healthcare FM services to improve the 

quality of services for patients, staff, and other stakeholders. A great deal of knowledge is still being 

underutilised, and so the knowledge application activity ensures that all previous activities pay off. 

Furthermore, this activity determines knowledge requirements and should always serve as a reference 

point for knowledge creation, storage, and sharing. Whilst applying knowledge, one may discover 

additional knowledge gaps and gain new experiences that may represent new knowledge for the 

organisation, such as through workshops, seminars, or training. As a result, to become an integrated KM 

process, the knowledge processes should continue with further identification and creation (Zack, 1999). 

1.9.6 Technology and infrastructure  

Infrastructure is typically required to support the knowledge activities of organisations. Technological 

tools for capturing, storing, distributing, and finding knowledge are becoming more widely available. This 

is especially evident in healthcare FM organisations where people must communicate between 

departments at various times; technology is becoming a critical enabler. The aforementioned means that 

organisations need to consider their technological infrastructure for people to be connected to knowledge 

and others to be carriers of knowledge (De Long, 1997). For networking to occur, the technology must be 

functional, simple to use, and, where possible, standardised.  

Technology can be used to support a variety of aspects of knowledge activities. Elements of the technical 

infrastructure may provide solutions for online collaboration, question and answer, expert locating, 

databases, searching, gathering and distribution of external information, community spaces, e-learning, 

and process support tools, amongst other things (Lindvall et al., 2003). There is also a non-technical 

component of the infrastructure that can include KM-supporting facilities such as dedicated meeting 

rooms, help desks staffed by ‘knowledge brokers’, and office spaces designed to encourage knowledge-

sharing behaviour (De Normalisation and Normung, 2004). 

1.10  Statement of the hypothesis 

It is hypothesised that effective knowledge management–in turn, creating a learning culture within the 

healthcare FM environment–will lead to improved FM performance, with a considerable contribution 

towards improving overall business performance. Nenty (2009) asserts that "a hypothesis is the most 

powerful tool man has invented to achieve dependable knowledge". The author believes that they 

facilitate knowledge generation and offer solutions to society's problems. In his words, "hypotheses are 

tentative, intelligent guesses posited for the purpose of directing one's thinking and action towards the 
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solution of the problem". The importance of knowledge creation, storage, sharing and application and its 

impact on organisations' quality and productivity has been proven in many studies. Therefore, to 

complete the objectives and establish a connection, the following hypotheses have been formulated to 

guide the study.  

H1: That effective knowledge and capability management of hospitals infrastructural assets - 

creating a learning culture within organisations will lead to improved FM performance with a 

considerable contribution to sustainable healthcare delivery. 

H2: That there is no significant relationship between knowledge management and organisational 

effectiveness in the successful delivery of hospitals infrastructural assets. 

H3: That organisational culture and structure positively impact knowledge sharing, job 

satisfaction and performance. 

H4: That there is a significant overlap in the relationship between KM and technology, especially 

information technology, in the delivery of healthcare FM. 

H5: That application of benchmarking has a positive indirect impact on service quality in 

healthcare FM. 

1.11 Introduction to the research subject 

"Coming together is a beginning. Keeping together is progress. Working together is success" — 

Henry Ford (1863-1947) 

Creating the NHS was the greatest act of modernisation ever achieved by the UK Government. It banished 

the fear of becoming ill that had for years blighted the lives of millions of people (DoH, 1997). Healthcare 

is all about people, namely those who need services and those entrusted to deliver them. The trust to 

provide a service is earned through a unique blend of technological competence and capacity alignment, 

steered by commitment and professional responsibility, which, in turn, form the essence of the service 

delivery (The Lancet, 2014; HEE, 2014a). "We can design innovative new care models, but they simply 

won't become a reality unless we have a workforce with the right numbers, skills, values and behaviours 

to deliver it" (NHS England, 2014).  

Founded in 1948 in the spirit of optimism and at a time of considerable uncertainty, the National Health 

Services (NHS) remains one of the UK’s proudest achievements in modern-day society. The NHS operates 

1,200 hospitals and almost 3,000 other treatment facilities, many of which operate 24 hours a day, seven 

days a week, and 365 days a year. The area occupied by the NHS is 24.3 million m2, which is equivalent to 

the size of 3,400 football pitches. The estate and its related services are essential for delivering high-

quality clinical care (NHS England, 2014). Whilst the nation remains passionately committed to universal 

healthcare services regardless of age, health, race, social status or the ability to pay, it also adapts to the 
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opportunities that science and technology provide (NHS Five Year Forward View, 2014). Nevertheless, the 

financial dilemma now facing healthcare services is how to achieve more with less; how to improve the 

quality of services while faced with unprecedented financial and operational challenges due to rising 

demand for services and constrained resources (The Economist, 2013; Ham et al., 2016).  

When patients enter a hospital, their main goal is to feel better and to return home. While increasing 

disease burdens have led to rising healthcare costs in the NHS, the COVID-19 pandemic has sparked a call 

to truly reimagine their futures. The pandemic also presents an opportunity to reinvent healthcare 

facilities in order to improve the quality of patient care while also creating value for both facilities and 

service users alike.  

Even though the NHS is committed to providing the best value for taxpayers' money in the most effective 

way, it is unlikely that the current models of care will meet modern-day challenges; instead, it will have 

to work differently, break down barriers and join functions for sustainable healthcare delivery (Maguire 

et al., 2018). Jones et al. (2022) argue the need to raise accountability, boost quality, meet the increasing 

demands of an ageing population, respond to rising patient expectations, make efficiency savings, and re-

energise the value-for-money approach has prompted renewed interest in the direction of sustainable 

healthcare strategies. Furthermore, technology and real estate are essential for modifying healthcare 

organisations. The opportunities offered by technologies range from more efficient administrative 

processes to transformation in the interaction and care of patients.  

Although its capability to bring about transforming changes may seem comparatively small, the NHS 

estate will also play a substantial role in supporting developments in healthcare and, crucially, improving 

patients’ experiences (Department of Health, 2012; Kelsey et al., 2014). In addition, the policy and work 

of NHS estates frequently focus on efficiency savings, as reflected by the Naylor (2017) review and, most 

recently, the NHS long-term plan objectives. NHS estates and related services are integral to delivering 

high-quality clinical care, meaning it must provide safe, high quality and efficient healthcare environment. 

The objective is to deliver a financially sustainable NHS that adopts quality and safety as its organising 

principle (NHS PAM, 2020).  

1.12 Chapter summary 

The outsourcing of non-core clinical activities in hospitals and privatisation are increasing the demand for 

FM services and driving revenue globally. As the commercial and educational sectors heavily promote 

third-party FM, outsourcing to third-party players remains strong compared to traditional in-house 

management. Intentions to improve the healthcare FM delivery system to achieve a well-functioning 

healthcare asset and facilities will contribute to more efficient and effective delivery of healthcare FM. 

The traditional method of correcting building issues was reactive, corrective, or run-to-failure 

maintenance. Items were only repaired when broken and left alone when not broken. 
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The increasing complexity of intelligent buildings and the rise of the Internet of Things (IoT), automated 

services call for a more professional approach to maintaining and managing hospitals infrastructural 

assets. The implementation of a KM programme to improve FM in healthcare FM can thus improve the 

industry as a whole. The FM profession has an excellent opportunity to improve quality standards by 

implementing strategic techniques and practices. This will lead to a greater understanding of social 

perceptions of buyers' and users' needs for well-maintained buildings and healthcare environments. 

Similarly, due to the rapid changes in information technology, clients now prefer to upgrade from a 

traditional FM practice to an advanced computerised system for managing healthcare facilities.  
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CHAPTER TWO 

 

Literature review detailing current knowledge management theory in healthcare FM 

2.0  Introduction 

The previous chapter serves as a critical foundation for the research, offering a thorough understanding 

of the current state of maintenance practices in healthcare and the theoretical underpinnings of 

knowledge management. The overarching goal of this research was to explore and evaluate how 

knowledge management can be harnessed to optimise maintenance practices in healthcare settings, 

leading to enhanced service quality, cost-effectiveness, and improved patient outcomes. This chapter 

delves into the existing body of knowledge relevant to the research topic. It provides a comprehensive 

review of literature related to maintenance strategies in healthcare organisations and knowledge 

management principles. 

The literature review is a crucial component of scholarship since knowledge remains, first and foremost, 

a cumulative endeavour. It reveals the established and generally accepted facts of the situation being 

studied and enables the researcher to identify and understand the theories or models used by previous 

researchers in the field. The literature review assists researchers in identifying an unsolved problem in the 

field being studied and which will become the focus of the research study (von Brocke et al., 2009). As in 

any academic discipline, rigorous knowledge syntheses are becoming indispensable in keeping up with an 

exponentially growing KM literature, providing practitioners, academics, and graduate students with a 

tool for analysing, synthesising, and evaluating the contents of many empirical and conceptual studies. A 

literature review is among the many methods that are useful for (a) finding out what has been written 

about a subject or topic, (b) determining if a particular research area reveals any interpretable trends or 

patterns, (c) aggregating empirical findings related to a narrow research question to support evidence-

based practice, (d) developing new frameworks and theories, and (e) identifying areas that need further 

investigation It can also help identify existing literature gaps and suggest areas for further research, 

providing evidence to support the research study's validity and reliability (Paré et al., 2015). The research 

focuses on qualitative approaches in the research of KM in healthcare FM and how methods like 

interviews can be applied to healthcare FM practice. It presents several examples from the literature on 

how qualitative research methodologies have been used to study different types of value in both FM and 

other domains.  

This chapter discusses the fundamental ideas on which the current research study is based. The following 

topics, amongst others, will be addressed: core knowledge actions and knowledge application; roles and 

interactions of the individual, team and organisation in KM; knowledge and management; KM activities 
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and KM components; relationship between data, information, knowledge and wisdom; knowledge 

society, current state of KM; healthcare FM approach to KM, key definition and a summary of the chapter. 

2.1 Knowledge and knowledge management 

“In a time of drastic change, it is the learners who inherit the future. The learned usually find 

themselves equipped to live in a world that no longer exists” (Hoffer, 1973).   

2.1.1 Knowledge 

‘Knowledge is experience. Everything else is just information’. Albert Einstein (quoted in 

McDermott 1999).  

The meaning of the word knowledge can be interpreted in a variety of ways. It has previously been 

associated with terms such as data, information, intelligence, skill, experience, expertise, ideas, intuition 

and insight, depending on the context. Plato (427–347 BC, quoted in Steup, 2008) defined knowledge as 

‘justified true belief’, implying that truth is objective and stems from beliefs that have been adequately 

justified and anchored in reason. Plato believed that ‘there is a distinction between believing and 

knowing’. “We may believe X because there are objective truths to be known, but belief alone does not 

guarantee we are correct”. According to Plato, there are three necessary and sufficient conditions for 

knowledge: (a) the proposition must be believed; (b) the proposition must be true; and (c) the proposition 

must be supported by good reasons, which means one must be justified in believing it. This claim was 

later modified at the organisational level by Nonaka and Takeuchi (1995) to: ‘a dynamic human process 

of justifying personal belief toward the truth’. Gettier (1963) argued that, in order to know if a proposition 

is true, one must be able to justify their belief in it. In contrast, justified true belief is the set of beliefs and 

values that comprise personal theories developed and reinforced through life experiences. A person's 

sincerely held beliefs may be founded on a lie. 

However, if knowledge is used to take effective action based on the user's expected outcomes, it is 

considered knowledge from that individual's perspective. In addition to Knowledge (Informing), beliefs 

and theories are also part of the process, as mentioned earlier, of living (Bohm, 1980; Bennet and Bennet, 

2014). The term ‘memory’ refers to all the patterns and connections accessible to the mind prior to the 

present moment. 

In a broader sense, Bell (1973) defined knowledge as ‘a set of organised statements of facts or ideas, 

presenting a reasoned judgement or an experimental result, which is transmitted to others in some 

systematic form through some communication medium’ or ‘that which is objectively known, an 

intellectual property attached to a name and a group of names and certified by copyright or some other 

form of social recognition’. Knowledge, according to Davenport and Prusak (1998), is ‘a fluid mix of framed 

experiences, values, contextual information, and expert insight’. Boisot (1998) asserts that knowledge is 
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‘a capacity that is built on information extracted from data or the set of expectations that an observer 

holds in relation to an event’. 

In Drucker’s opinion, knowledge is information that ‘changes something or someone either by becoming 

grounds for action, or by making an individual or an institution capable of different and more effective 

action’, or, more simply, ‘specialised knowledge’. When Drucker discussed knowledge work or knowledge 

workers, they emphasised that the knowledge required for knowledge work can only be acquired through 

systematic learning, that is, through formal schooling; knowledge for knowledge work cannot be acquired 

through apprenticeship. In sharp contrast to traditional intellectuals who prided themselves on not 

considering utility, Drucker focused on the utility of knowledge, i.e., its application to business. They also 

disagreed with Nonaka on who should be the key players in organisations. Drucker and Nonaka both 

believed that knowledge should be linked to action. However, Drucker emphasised knowledge work and 

productivity of knowledge workers, whereas Nonaka believed that everyone in an organisation should be 

involved in knowledge-creating activities. The distinction stemmed primarily from the various types of 

organisations they discussed when debating KM and knowledge creation. 

Knowledge is power, thus making it an asset for individuals and organisations (Nissen, 2006). Hayes-Roth 

(2006) stated that, when harnessed, knowledge can be used to "predict and control events of the world". 

The intrinsic knowledge (know-how) within healthcare facilities management (FM) is a source of amplified 

physical power and the ability to do things faster, more efficiently, affordably, and in the most direct 

manner possible (Hayes-Roth, 2006). DeTienne and Jensen (2001) and Kaklauskas et al. (2004) described 

knowledge as information that is used and becomes part of a person's knowledge-based experiences and 

behaviours. Individuals with different knowledge-based capacities and experiences approach problem-

solving in contrasting ways and make different decisions.  

Knowledge is the capacity (potential) to take effective action in various uncertain situations (Bennet and 

Bennet, 2004). This human capacity includes comprehension, insights, meaning, intuition, creativity, 

judgement, and the ability to predict the outcome of one’s actions. There is substantial precedent for 

linking knowledge and action, consistent with the early 1990s emergence driven by consultants, 

computing, conferences and commerce (Lambe, 2011). 

Whilst acknowledging that information is commonly defined as managed data and knowledge as 

actionable information, Batra (2014) found it appealing that definitions or interpretations of the term 

knowledge are contextual. However, the aforementioned author pointed out that, in another context, 

knowledge is interpreted as knowing what, knowing how, knowing who, and knowing why. In the human 

resources (HR) context, knowledge comprises the competence of individual skills and attitudes. 

Furthermore, knowledge can be viewed as a strategic resource for the organisation in the form of 

intellectual and intangible capital. These differences in interpretation, according to Batra, can help KM 
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scholars "appreciate that knowledge is not a monolithic entity that can be managed in a prescriptive 

manner". 

Dhewa (2014) is a fan of the concept of ‘useful knowledge’, which people see as a way of understanding 

knowledge as an economic resource; indeed, it was Kuznets (1955) who initially expanded on this concept, 

following which Mokyr (2005) extensively used it in his studies concerning the role of knowledge in the 

industrial revolution. According to Dhewa, knowledge is not knowledge unless it solves a specific problem, 

such as income growth. When knowledge is put into use, it defines itself. Linking knowledge and action 

makes it possible to measure knowledge’s effectiveness (Porter et al., 2003). Knowledge is neither true 

nor false outside the context and situation in which it is applied. Other than the outcomes of actions based 

on that knowledge, in terms of good or bad, assessing the value of knowledge is difficult. Good knowledge 

has a high probability of producing the desired (anticipated) result, whereas poor knowledge has a low 

probability of producing the expected result. Because of the system's unpredictability, it may be 

challenging to estimate the quality of knowledge (from good to poor) in complex situations. The quality 

of knowledge can be assessed after an outcome has occurred, by comparing what happened with what 

was expected; however, it is also possible that there will be no direct observable causal relationship 

between a decision or action taken and its results (Bennet and Bennet, 2013). 

Explicit knowledge is the knowledge that can be called up from memory and accurately described in words 

and visuals (representations) so that another person can comprehend the knowledge expressed through 

this exchange of information. The aforementioned is consistent with Polanyi's definition of knowledge as 

knowledge that can be transmitted through formal systematic language (Polanyi, 1966). Declarative 

knowledge has historically been used to describe explicit knowledge (Anderson, 1983). 

As the name implies, tacit knowledge is a way of connecting thoughts that cannot be expressed in words 

and knowing what to do or what decision to make that cannot be clearly expressed (understanding, 

meaning), so that another person can extract and recreate that knowledge (understanding, meaning). 

Based on this definition, Polanyi (1966) viewed tacit knowledge as personal and context-sensitive, and 

therefore difficult to communicate. 

Bennet and Bennet (2008b) divide knowledge into two parts: Knowledge (Informing) and Knowledge 

(Proceeding). This builds on Ryle's (1949) distinction between "knowing that" and "knowing how" (the 

potential and actual capacity to act effectively). Knowledge is information (content). Whilst this 

knowledge part is still generic information (organised patterns), it is unique due to its structure and 

relationships with other information. Information representing understanding, insights, meaning, 

intuition, expectations, theories and principles that support effective action is referred to as Knowledge 

(Informing). When viewed in isolation, this is information, even if it may lead to effective action. When 
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used as part of the knowledge process, it is considered knowledge. The same thought in this context may 

be information in one situation and knowledge in another. 

Knowledge (Proceeding) represents the knowledge's process and action, whilst Knowledge (Informing) is 

the process of selecting and applying relevant information so that specific actions, i.e., actions which result 

in some anticipated outcome, can be identified and implemented. Historically, knowledge has been seen 

as a process instead of an outcome. Kolb (1984), for example, argued, in his experiential learning theory, 

that knowledge retrieval, creation, and application require engagement as a process rather than a 

product. Furthermore, Bohm stated that "the actuality of knowledge is a living process that is taking place 

right now", and we are participating in it (Bohm, 1980). The process that minds use to find, create, and 

semantically mix the information required to take effective action is frequently unconscious and 

challenging to communicate to others, thus making it tacit. 

2.1.2  Knowledge management  

The term ‘knowledge management’ first appeared in the early 1990s in various fields, including business 

administration, public policy, healthcare, information systems and library and information sciences 

(Bennet and Bennet, 2008). Knowledge and KM have become the most professional elements in many 

fields of knowledge in the twenty-first century, including education, cognitive science, health, sociology, 

management science, information science, computer science, information and technology, economics, 

philosophy, psychology, knowledge engineering, artificial intelligence and all branches of business 

(Martin, 2008; Adekanmbi and Green, 2015; Mohajan, 2016). Knowledge management has emerged in 

the business world in the last two decades of the twentieth century. The goal of KM in the globalisation 

era was to improve business performance, competitiveness and innovativeness (Wiig, 1999). Peter 

Drucker coined the term "knowledge worker" in the 1960s and argued that knowledge is now the primary 

economic resource and will continue to be the primary economic resource in the future. Drucker (2012) 

argues that using intellectual skills to create innovative solutions to people's problems is becoming 

increasingly significant in the global information economy. 

Knowledge is critical for healthcare FM organisations. Managing knowledge has been approached from a 

variety of angles by academics and practitioners alike. Penrose (1959), Bell (1973), and Drucker (1993a) 

provided a good foundation for relating knowledge to twenty-first-century business organisations, even 

though the acquisition, transmission and use of knowledge have always been important in human affairs 

(hence, the well-established domain of epistemology). Knowledge, according to Drucker (1993b), is now 

the most crucial resource for organisations as ‘we enter the knowledge society’, where developed nations 

compete in knowledge-based industries and live alongside communities and societies of knowledge.  

Literature on knowledge management has traditionally focused on either the conceptualisation of 

knowledge (Choo, 1998; Diakoulakis et al., 2004; Abou-Zeid, 2007) or the organisational context (Kodama, 
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2005; Greiner et al., 2007; Schenkel and Teigland, 2008), while the individual's perspective on knowledge 

creation and sharing have received less attention. There could be several reasons for this, including the 

difficulty in operationalising and studying tacit knowledge, which scholars have construed in various ways 

(Gourlay, 2006). In addition, since individuals possess their own meaning systems (Peirce, 1931-1958), 

personal tacit knowledge is not necessarily tacit - and therefore comprehensible – to others. However, 

although Mäkelä et al. (2007) found that the more people are similar, the more they tend to share 

knowledge, the phenomenon of homophily has received little attention in knowledge management 

(Mäkelä et al., 2007).  

FM decisions were previously made without any consideration of an overall strategy or coordination with 

other units (Gibler et al., 2002). The trend is changing as general management increasingly pays more 

attention to real estate. Since corporate real estate (CRE) is a costly resource, it is often benchmarked 

only by its financial metrics. However, FM can contribute to the organisation through CRE in more ways 

(Lindholm and Leväinen, 2006), which can be grouped into the following: added exchange value ('reducing 

costs', 'increasing the value of assets', 'increasing flexibility'); added use value ('promoting marketing and 

sales', 'increasing innovation', 'increasing employee satisfaction', 'increasing productivity'). Although 

exchange value lies entirely within the purview of FM, it is necessary to align with other business functions 

to deliver functional value to customers. 

While KM has emerged as a legitimate subject in both practice (Grover and Davenport, 2001) and 

academia (Schultze and Leidner, 2002), there has been and continues to be considerable debate about 

the fundamental concepts of 'knowledge,' 'information,' and even 'data.' In some ways, this should come 

as no surprise, as the same could be said about management research. Management as a discipline seeks 

to generate helpful knowledge but has been schizophrenic about how to do so since the publication of 

Burrell and Morgan's (1979) sociological paradigms and organisational analysis.  

Knowledge, now recognised as an essential resource for organisations, must be effectively and efficiently 

managed for organisations to leverage it to gain a competitive advantage and achieve success in today's 

dynamic business environment (MDC, 2005). The new, knowledge-based economy places a premium on 

the creation, application, and effective dissemination of knowledge (Nonaka and Takeuchi, 1995; 

Martensson, 2000; Metaxiotis et al., 2005; Ford and Staples, 2006; Lu et al., 2006). This makes it critical 

for organisations to focus on maintaining and developing their knowledge capital to innovate and remain 

competitive. The ability of an organisation to "learn, adapt, and change" becomes a core competency for 

survival (Metaxiotis et al., 2005). Knowledge management cultivates an environment in which new 

knowledge can be created, shared, and used, which improves not only the characteristics of work content 

components but also the characteristics of work environment components (Razzaq et al., 2019). The 

capabilities allow for more efficient resource utilisation while improving both innovativeness and 

performance (Ndiege and Wamuyu, 2019).  
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Healthcare delivery is a knowledge-driven process; hence, KM capabilities provide opportunities for 

improvement in performance processes (Nilakanta et al., 2009; Jacob and Shin-Yuan, 2016). Therefore, 

the main advantage of a KM initiative is to leverage knowledge to innovate organisational effectiveness, 

productivity, responsiveness, and competencies (Rastogi, 2000). Knowledge management is considered 

one of the most significant assets of any organisation. It can contribute to stability and profitability, which 

is why many organisations have taken steps toward maximising knowledge and its resources.  

Nonaka and Takeuchi (2007) developed a conceptual framework that combined traditional and non-

traditional views, merging two dimensions: the ontological, in which knowledge comes from individuals, 

and the epistemological, where tacit and explicit knowledge are intrinsically linked. Sharing knowledge 

flows beyond the individual and adds knowledge to the organisation (Marques et al., 2019). It fosters an 

environment in which new knowledge can be created, shared, and utilised, which improves not only the 

characteristics of work content components (e.g., use of knowledge as an input, task variety and job 

autonomy) but also the characteristics of work environment components (e.g., leadership support, 

collaborative culture and good supervisory relations). As a result, it promotes higher knowledge-worker 

satisfaction and organisational commitment and lowers the likelihood of turnover (Kianto et al., 2016; 

Shujahat et al., 2018).  

Nowadays, knowledge is recognised as a valuable asset in organisations. Despite this, many organisations 

fail to manage this critical asset for competitive advantage effectively. As a result, KM, defined as a process 

that effectively creates, captures, shares, and uses organisational-wide knowledge to improve 

organisational performance, was developed and has since gained widespread acceptance worldwide (Sen, 

2019). Although the concept of KM was initially and primarily adopted by organisations in the business 

sector, the discipline and function have now been expanded to include not-for-profit and public-sector 

organisations (Massaro et al., 2015; Zapata and Mondragon, 2016). It appears that KM in the public sector 

is a less researched area than knowledge management in non-profit organisations (Ragsdell, 2016). 

Massaro et al. (2015) argue that KM in the public sector is an understudied area of research. 

Knowledge management is difficult to define and conceptualize (Tarambiwa, 2014; Miah and Gammack, 

2014) because its two defining approaches are technology-centred and people-centred. As a first step, 

KM is like information system management, which makes information available and accessible at the right 

time. The latter focuses on managing knowledge through human resource management practices (Hislop, 

2013). Sajeva (2010) opined that information and communication systems are important tools for KM, 

and attention should be given to the human, organisational, and cultural aspects of this process (Wigg, 

1994).  

Pircher (2009) defined KM as the management of activities and processes for leveraging knowledge to 

improve competitiveness through better use and creation of individual and collective knowledge 
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resources. Similarly, Qunitas et al. (1997) proposed that KM means continuously managing all knowledge 

to meet various organisational requirements. Coleman (1999) defined KM as an umbrella term for a wide 

range of interdependent and interlocking functions, such as knowledge identification, creation, storage, 

sharing, and utilisation. Supporting this statement, Scarbrough et al. (1999) classed KM as “any process 

or practice of creating, acquiring, capturing, sharing and using knowledge, wherever it resides, to enhance 

learning and performance in organisations”.  

Moreover, as per Gurteen’s (1998) definition, KM denotes an emerging set of organisational design and 

operational principles, processes, organisational structures, applications, and technologies that assist 

knowledge workers in dramatically leveraging their creativity and ability to deliver business value. 

According to Robinson (2005), KM is concerned with unlocking and leveraging various types of knowledge 

to be used as organisational assets. Implementing KM allows organisations to learn from their corporate 

memory, share knowledge, and identify competencies to become forward-thinking and learning 

healthcare organisations. 

Many KM principles have historical roots in a variety of disciplines, and these contributing disciplines have 

evolved similar ideas under different names. Thus, KM is a multidisciplinary domain that draws on diverse 

disciplines and technologies (Barclay and Murray, 1997). The cross-disciplinary domain leads to 

terminology confusion from these various disciplines. The interpretation and application of terminology 

might also differ according to duties and functions; for example, managers, practitioners, and 

technologists may all have different perspectives on what KM is. This makes developing a precise 

definition of KM difficult. The most obvious definition would be the application of traditional management 

processes to knowledge within an organisation, examples of which are planning, organisation, 

coordination, and control. However, knowledge's nature defies control, and so such an approach is both 

irrelevant and inappropriate (Demarest, 1997). Below is a selection of definitions from various authors 

with alternate points of view, namely that KM entails: 

As one of the earliest scholars to recognise the importance of knowledge in business, Penrose (1959) 

thought of the process of knowledge acquisition as a social learning process: this increase in knowledge 

not only causes the productive opportunity of an organisation to change in ways unrelated to changes in 

the environment but also contributes to the "uniqueness" of the opportunity of each individual 

organisation. 

Drucker (2001) proposed the concepts of the knowledge worker and knowledge work, arguing that the 

first knowledge workers, Taylor's industrial engineers, increased the productivity of manual workers: the 

essential capital resource, the fundamental investment, but also the cost centre of a developed economy, 

is the knowledge worker who puts to work what he has learned in systematic education, that is, concepts, 

ideas, and theories. In addition, Drucker (1993) points out the importance of knowledge productivity in 



35 | P a g e  
 

determining an organisation's competitive position, but: making knowledge productive is a management 

responsibility. It cannot be discharged by the government, but it also cannot be done by market forces. It 

requires systematic, organised application of knowledge to knowledge. 

Nicolini et al. (2008) describe knowledge as "… an emergent body of literature may be indicating there is 

increased activity and growth in the actual study and implementation of knowledge management in 

healthcare". Davenport (1997b) refers to KM as processes of capturing, distributing and effectively using 

knowledge. Taylor (1996) defines KM as management process of ensuring that the organisation's 

knowledge needs are met and exploiting the organisation's existing knowledge assets. According to 

Demarest (1997), knowledge management entails explicit and systematic management of vital knowledge 

and its associated processes of creating, gathering, organising, diffusing, using and exploiting. It requires 

turning personal knowledge into organisational knowledge that can be shared widely and applied 

appropriately. 

Indeed, KM entails a systematic approach to nurturing, protecting, and exploiting the knowledge which is 

critical to the organisation's success. It is clear from the preceding points that KM involves identifying and 

analysing available and required knowledge assets and knowledge-related processes, as well as planning 

and controlling actions to develop assets and processes to achieve organisational goals (Handzic and Zhou, 

2005; Adhikari, 2010).  

Healthcare FM organisations can benefit from KM by gaining insight and understanding from their 

experience. KM activities help organisations acquire, store and utilise knowledge for problem-solving, 

dynamic learning, strategic planning, and decision-making. Any organisation can use KM to develop and 

improve control and effectiveness. Drucker (2001) summated that there is no such thing as generic KM, 

and the success of one organisation's KM is rarely an exact model for others. Just as each organisation's 

business processes are unique, so are the specific goals and reasons for KM initiatives. Choo et al. (2010) 

argued that knowledge management is not KM. Therefore, KM is not the management of knowledge. 

What can be managed is not knowledge but the environment in which knowledge identification, creation, 

storage, sharing, and utilisation processes occur.  

2.2 Knowledge society 

“These worsening NHS performance statistics combined with the large drops in public satisfaction 

with the NHS and its services have led some commentators to conclude that the public has fallen 

out of love with the NHS and that now is the time to consider what an alternative might look like” 

(King’s Fund, 2022). 

It is widely acknowledged that the society in which people now live has gradually evolved into a ‘global 

knowledge society’ (Bell, 1990; Drucker, 1992; Toffler, 1993). In recent years, the concept of the 

knowledge society has appeared frequently in the literature around the world. Other authors have 
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referred to the new era as the knowledge paradigm or seeing the world through a knowledge lens (Sveiby, 

1987); the knowledge economy (Quinn, 1992), the knowledge revolution or knowledge capital era (Allee, 

1997); and the knowledge era (Savage, 2000). Whatever name this new era is given, it is rewriting business 

rules and forcing a radical rethinking of past corporate values and business models. The origins of today's 

emphasis on knowledge can be traced back to crucial influences throughout history. The classical factors 

of production – namely land, labour, and capital – significantly influenced the old economy in previous 

eras or societies. At the time, the operating model was one of scarcity and choice. Organisations desired 

as much managerial control over the traditional factors as possible (Savage, 2000).  

Throughout the nineteenth century, society transitioned from primarily working on farms and as single 

artisans (labourers, mechanics, and artisans) producing products one at a time, to working in factories 

producing hundreds of copies of a product simultaneously. The economic driver shifted from land to 

capital. Factories generated wealth, and the people who worked at those factories carried out wealth-

creation instructions. Instructions were passed down the organisational hierarchy, whilst performance 

evaluations were passed up (Toffler, 1990). Organisations and workplaces have changed yet again in the 

last forty years. Suddenly, information and technology took precedence over physical capital. 

Organisations that were more adept at making the most of a physical device (e.g., microchips and compact 

discs, pen drives, Bluetooth, cloud-based systems containing information) outperformed those that did 

not invest in technology. 

The “information economy”, or “information society”, significantly impacted the workplace. The 

information economy elevated information and technology to the forefront of production, and the 

economic model shifted from scarcity to abundance or more than enough. One of the consequences of 

technological change has been increased information awareness throughout society, particularly in the 

business community. The recognition that information is an important personal, organisational, and social 

resource with a market value that requires effective organisation has shifted focus to the content of 

information systems and the uses and applications of information. Information has begun to be treated 

as a commodity that does not deplete when consumed, can be easily replicated or mass-produced, and 

has the characteristics of a social good (Savage, 2000). 

Since 1990, knowledge has grown in importance in economic life. Knowledge is now the primary 

component of what businesses buy and sell and is the raw material on which employees work. Today, 

knowledge is an essential asset of organisations that cannot be overlooked. Knowledge is regarded as 

critical to future business success, and enterprises have become more knowledge-conscious, which is 

expected to continue (Skyrme, 1997). The author argues that there is an increasing number of examples 

demonstrating the critical role and value of knowledge in organisations. According to research, companies 

that have a deep understanding of the role of knowledge in business treat it as an asset, nurture and 

exploit it, and reap significant business benefits. 
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The growing awareness of the potential of KM to help individuals and organisations achieve success has 

led to an increasing demand for an overarching theory of KM. As a result, there has been an increase in 

the need to train skilled practitioners in knowledge management. However, the same characteristics that 

aided success for "seasoned" practitioners who could draw on prior knowledge created barriers and 

difficulties for new practitioners entering the field (Stankosky, 2011; Lambe, 2011). According to Saint-

Onge (2014), there is nothing more valuable than a well-supported theory. "Knowledge management 

practitioners who lack a framework to use as a guide for orchestrating their efforts will almost certainly 

waste a significant amount of time and energy". He also quickly added that “for the framework to be 

practical, it must be based on the realities of the context in which they operate". Saint-Onge asserted that 

"previous research has shed little light on what is required to foster vibrant, productive knowledge 

exchange in organisations and is too narrow in scope to offer practical advice to KM practitioners. A 

comprehensive framework based on systematic research is still lacking". Bohm would caution here that 

theories, as forms of knowledge, are ever-changing forms of insight. "What prevents theoretical insights 

from expanding beyond existing constraints and adapting to new facts is the belief that theories provide 

true knowledge of reality (which, of course, implies that they must never change)" (Bohm, 1980). This 

would also include people's theories based on the previously discussed knowledge as a “justified true 

belief”. 

Recognising that KM practitioners emerge from various disciplines—the areas of work where KM is used—

Saint-Onge observed that these disciplines tend to influence KM practitioners' choice of theoretical 

approaches and frameworks. Economists, for example, apply theories from their discipline or sub-

disciplines to KM practice. Carrillo (2014) preferred theoretical frameworks developed outside the KM 

field because they are more relevant to knowledge phenomena. These areas include empirical 

epistemology, behavioural economics, decision-making, organisation theories, consciousness, the science 

of science, value field theory, and development theory (Carrillo, 2014). Greenes (2014) argue that theories 

from neuroscience, learning, behaviour, and other related fields influence thinking. The KM CoP 

movement is built on Trayner's social learning theory (2014). 

Lambe (2011) described two significant but linked implications of KM: "lack of coherence: resulting from 

a lack of an integrated theoretical base and resulting in an inability to educate KM professionals effectively 

[and] develop a suite of substantive theory and evidence-based practices... poor execution: resulting from 

poor preparation and support". Of course, there could be other factors at play. Prusak (2014), for example, 

forwarded the belief that KM practitioners, particularly in the United States, distrust theory and have little 

interest in it. Whilst this mistrust may result from anti-intellectualism in the United States, Prusak opined 

that it is also the result of the association of theory with "woolly-minded" academics with no "real life" 

experiences and a resulting lack of understanding regarding how organisations work. Snowden (2014) 

went even further, claiming that KM practitioners today seek security in structured roles. "They are no 
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longer interested in why things work; they simply want a simple recipe". He also noted that too many 

people who have remained in the field are pandering to this approach: "then we get SharePoint, which is 

to KM what 'Six Sigma' is to innovation". Furthermore, he declared that "KM has been dumbed down for 

dummies, and it shows in the interests of its practitioners". 

Wenger-Trayner (2014) agreed that there might be a tendency to cling to simple models with intuitive 

appeal and pointed out that this is not limited to KM. "Because the human world is a complex system with 

many dimensions, simple models are appealing. As a result of their simplicity, one can organise their 

thoughts in more manageable ways". He added that “their danger is that simple models can become 

something that people repeatedly apply, almost as a substitute for thinking rather than a tool for 

thinking", which can be very useful, especially for people in business who need to formulate arguments 

about complex processes quickly. 

Greenes (2014) claimed that he has been able to guide, tailor and align his KM approaches with his 

customers using a few simple self-developed frameworks. "I keep them simple on purpose to engage and 

meet non-KM experts where they are, typically reframing them in the language of the people I am 

attempting to help". Because of the simplicity of these approaches, he can be flexible in their application. 

"At a high level, they apply to any organisation or situation. How, after all, can a simple framework of five 

integrated KM elements—culture, process, content, technology, and structure—not be applicable?" He 

also added the following: "I think it can apply to probably every discipline! It is each KM practitioner's 

special sauce to tailor what makes up each of the five elements to each organisation". 

Carrillo (2014) summated that most practitioners lack the background and motivation to delve into the 

epistemological and scientific foundations of knowledge-based events. This appears to be reciprocated 

by a schism between academic KM research and KM practice. "Although there is no shortage of alternative 

KM frameworks", as stated by Carrillo, "these are rarely built on explicit scientific grounds, their 

knowledge claims are hardly falsifiable, and these are rarely if ever, put to rigorous scientific testing". 

Following a study of KM professional groups in Australia, Booker et al. (2013) reported that academics 

frequently develop knowledge with little practical use due to their obsession with scientific rigour. The 

above-mentioned study suggested, based on its results, that few practitioners directly apply 

recommendations from research articles to their practice. Further, the KM practitioners they surveyed 

revealed that, although they know about books and use tools to locate and retrieve academic articles, 

they prefer to talk to other KM practitioners or colleagues for day-to-day information on KM practice. 

Whilst this would appear to be a positive sign for the development of a broad KM theory, it does not 

appear to be the case. These are the "recipes" described by Snowden (2014), who forwarded the belief 

that the academic community failed KM by waiting until there were cases to study before getting involved. 

He opined that academics and practitioners must abandon their obsession with treating KM projects as if 
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they were rats in a maze, with a false model of causality that is contextually limited. "Practitioners must 

break their reliance on recipes and begin to read and study more broadly, then apply that learning in safe-

to-fail experiments on which they reflect and report" (Snowden, 2014). 

Despite the diverse thinking and approaches to KM, Rao (2014) emphasised that practitioners do not wish 

to spend too much time on philosophical or semantic issues. "They want something more practical, 

implementable, and measurable, especially with immediate results". According to Prusak (2014), KM 

articles that are pure "words about words" and do not refer to any practices are mostly useless. "KM could 

benefit from many more cases, ethological studies, and possibly autobiographies or biographies". Says 

the author, “everything except models was conjured up in the imagination”. 

Whilst Prusak (2014) has mentioned some KM theories in his work, he has preferred economic, 

sociological, or political theories. Indeed, he has admitted to using "stories from well-known KM theorists 

more often than their theories". Similarly, Batra (2014) observed that case studies are a mix of successful 

and unsuccessful stories that cannot be attributed to a specific KM theory. Supporting that view, Saint-

Onge (2014) argued that KM research should become more practice-orientated. "Researchers must 

collaborate with practitioners to address questions central to developing an effective knowledge strategy 

in various contexts". 

2.3 Current state of knowledge management  

“We are entering (or have entered) the knowledge society in which the basic economic resource… 

is knowledge…and where the knowledge worker will play a central role” (Drucker, 1993).  

In the opinion of most experts, KM thinking is entering its second generation. McElroy (2000) explained 

that first-generation thinking focused on providing information to support a task or individual 

performance. All investments in first-generation KM were aimed at the individual worker and the extent 

to which he or she has access to and can leverage the information required to complete the work – 

wherever and whenever it occurs. There was no mention of the importance of knowledge, knowledge 

creation, or organisational learning. Skyrme (2000) observed two opposing shifts in second-generation 

KM thinking. For starters, KM is becoming more segmented; for example, professional segments such as 

KM for marketers, technologists, and engineers have been created, as have unique sectors such as 

storytelling and intranets. Second, KM thinking now encompasses and integrates many previously 

separate activities, such as organisational learning. 

Additionally, KM is becoming more popular, and senior business executives increasingly recognise it as a 

vital component of business strategy and a contributor to organisational performance. More importantly, 

KM is about human and social factors, such as communities, personal development, working 

environments, information processes, and technology. Conferences, which were once eagerly 

anticipated, are being replaced by a regular series of repeated workshops, seminars (for newcomers to 
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the subject), textbooks, and academic courses. New aspects, such as measuring intellectual capital, the 

role of thesauri, and the increasing number of new search engine technologies, continue to pique people's 

interest. As stated by Albert Einstein (in Williams, 2001), “the significant problems we face cannot be 

solved at the same level of thinking we were at when we created them”.  

In any business, it is important to focus on the activities that promote and safeguard the success of the 

organisation. The challenges lie in innovating and identifying what is essential, understanding it well 

enough to pursue it adeptly, securing the resources to undertake it, and devoting the attention needed 

to make it happen to become the norm (Wiigg, 1994). 

The challenge to manage organisations knowledge assets introduces a new business philosophy, KM, 

which aims at leveraging a knowledge worker's true knowledge-creating potential. Knowledge 

management is connecting people to people and information to create a competitive advantage. It 

provides the perspectives, approaches and vision to put investments made in data, information, best 

practices, proven processes and wealth of experiences to better use where it is needed most in the 

organisation. Knowledge management directs decisions on where, how, and when to create, accumulate, 

update and account for new knowledge. It allows an organisation to best leverage its critical assets and 

the knowledge of its employees (Wiig, 1993).  

With improved knowledge, one can enhance the quality of their work and generally progress by working 

smart, rather than hard, both as individuals and as organisations. With enhanced knowledge, what to do 

and how it should be done can be achieved with the understanding of why things should be better and 

how it will be beneficial to both the organisation and FM operative. These are basic reasons why the major 

purpose of KM is to make the intelligent enterprise act by facilitating the creation, cumulation, 

deployment, and use of quality knowledge. Whilst the engagement of people within FM organisations has 

a significant role to play, Drucker (1993) also states that knowledge has become the dominant economic 

resource and perhaps the only source of competitive advantage.  

Lack of knowledge is a significant shortcoming of important business decisions, whilst insufficient 

knowledge reduces the ability to identify, explore, and evaluate higher-order effects from potential 

actions; relatively little knowledge is required to be aware of the direct effects of such actions; more 

knowledge is needed to appraise the potential magnitude of these effects. Moreover, considerably more 

in-depth knowledge is required to judge the second- and higher-order indirect effects that often are the 

ones of real interest (Newmann, 1990; Hailikari et al., 2008). 

That one needs knowledge to deliver quality healthcare FM is hardly a debatable issue. The degree to 

which knowledge is required is another matter, however. Most healthcare FM managers know that the 

better the knowledge, the better the results. But how much expertise is needed and how it should be 

managed typically receives little thought. Experience shows that it is vitally important to ascertain that 
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the requisite knowledge is available to deal competently with the challenges of the workplace. Yet, it is 

argued that to perform a set of simple tasks like cleaning and buffing does not require a great deal of 

knowledge. As a result, it is often found that operatives are provided with only minimal training and 

education, usually focused on the mechanistic and mundane aspects of healthcare FM work. Such 

shortcuts may be appropriate when exceptions and non-standard situations are rare, and the quality of 

work is not particularly questioned. However, when one seeks competitively viable performance, 

considerable knowledge may be required to meet standards and specifications (Lee and Lee, 2007). 

As du Plessis and Boon (2004) pointed out, KM makes it possible for employees to work together to create, 

learn, share, and use intelligence for the benefit of the organisation. Rather than repeating past mistakes, 

organisations must learn from past mistakes to succeed in today's challenging business environment. 

Likewise, Drucker (1994) and Cepeda et al. (2007) claimed that KM is the key to organisational success. 

Several factors are increasing the attractiveness and importance of KM: because of the accelerating rates 

of technological and market change, learning is becoming increasingly crucial for sustaining business 

success; organisations are becoming larger and more complex, which means that there are more 

opportunities for learning from the experiences of businesses, divisions, groups and people from different 

parts of the same organisation; and information technology allows for the gathering, transferring, 

organising and sharing of data, facts and information with others (Yazdani et al., 2011; Dias et al., 2017). 

Organisations are becoming increasingly knowledge-intensive, and only the knowledgeable will survive. 

Some of the reasons cited include the ability of knowledge to drive facilities decision support, increased 

globalisation and the mobility of tacit knowledge (Price, 2000; Puddy et al., 2001; Alavi and Tiwana, 2003). 

Within this context, FM knowledge continues to be borrowed from other fields, is holistic and addresses 

the ‘real’ design issues for future management of facilities in use (Nutt, 1999). While the relevance and 

the potential value of available technology and management expertise are acknowledged, their 

application to the specifics of facilities operations and management is lacking. 

Based on knowledge, learning can be defined as developing the capacity (potential or actual) to take 

effective action. Neuroscience defines learning as the identification, selection, and mixing of neural 

patterns (information) within the learner's mind and information from the situation and the environment 

in order to create understanding, meaning, and anticipation about the outcome of selection actions 

(Bennet and Bennet, 2008e). Each learning experience builds on the one before it by expanding the 

sources of knowledge creation and the ability to create knowledge in new ways. When a person has 

extensive knowledge, more and more of their learning is stored in the unconscious. In other words, 

knowledge breeds knowledge in the field of study. As more is understood, more can be created, and again 

understood. By delegating more to the unconscious, the conscious mind can focus on the present. It is 

more likely that second-order patterns will be identified as the scope of application and feedback will 

expand (Mayer-Schönberger and Cukier, 2013).  
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Working smarter is now more of a requirement than ever before, necessitating knowing more, sharing 

more of what one knows, creating more knowledge, applying what one knows, constantly refining what 

one knows, and making better decisions faster. Leveraging knowledge is thus a critical component of 

working more competently, and so it should be a critical issue in healthcare FM, hence why it is the 

overarching theme of the present research. Drucker (1965) posited that knowledge would eventually 

replace land, labour, capital, machines, and other fixed assets in organisations, becoming the most vital 

source of production. Indeed, the importance of knowledge in developing a knowledge-based economy 

and knowledge societies has grown (Asogwa, 2012). Today, managing knowledge is becoming a business 

imperative for organisations that want to protect their current assets, create future opportunities, and 

stay ahead of the competition (Hadagali et al., 2012). 

2.4 Explicit and implicit knowledge 

Knowledge can also be classified as subjective or objective, explicit or tacit/implicit. Polanyi (1966) first 

distinguished two types of human knowledge: explicit knowledge (formalised and written knowledge 

expressed in the form of data, scientific formulae, specifications, manuals or textbooks) and tacit 

knowledge (action-based and unformulated knowledge that is highly personal and difficult to transfer). 

They insisted that knowledge is rooted in human conditions, such as a sense of beauty and passion, rather 

than an objective flow of events and the necessary outcome of a determined scientific endeavour 

(Polanyi, 1966). In general, tacit knowledge contributes more to performance than explicit knowledge. 

The former is more powerful but also more challenging to manage. At a high level, KM can be defined as 

the deliberate "perceiving and addressing of issues raised by the importance and availability of 

knowledge" (Rollet, 2003). Practically, it refers to a set of practices for identifying, creating, storing, 

sharing, applying, and refining organisational knowledge. Scholars and practitioners have demonstrated 

that KM is essential for promoting knowledge flows and improving organisational learning, performance, 

and value (Wenger et al., 2002; Rollet, 2003; Garcia et al., 2005; Nissen, 2006).  

This insight illuminates the mystery of knowledge agents' discovery, invention and creation while 

emphasising the agents' thinking, experiencing and acting abilities. Recognising the significance of new 

ways of thinking and doing is essential for acquiring and creating existing knowledge. Implicit knowledge, 

also known as tacit knowledge, is the knowledge that is shared or understood by people or groups who 

are either unwilling or unable to express it explicitly (for example, due to cultural factors) in the absence 

of a suitable environment. Tacit and implicit knowledge, on the other hand, are not mutually exclusive; 

efforts to bring them out in an organisation will necessitate allocating organisational resources and may 

result in unexpected outcomes (Gao et al., 2003). Figure 2.1 depicts the continuum of explicit, tacit, and 

implicit knowledge. 



43 | P a g e  
 

Hayek's (1945) ideas on knowledge, on the other hand, emphasise the importance of knowledge as 

contextual and widely distributed throughout communities and societies: the knowledge of the 

circumstances of which we must make use never exists in concentrated or integrated form but solely as 

the dispersed bit of incomplete and frequently contradictory knowledge which all the separate individuals 

possess (p. 519). 

 

 

 

 

 

 

 

 

Figure 2.1 Continuum of explicit and tacit knowledge. Adapted from Gao et al. (2008). 

As a result, the fundamental issue in managing FM knowledge in healthcare organisations is to identify 

contextual features and enable processes that can facilitate the flow of knowledge of individuals in 

organisations, communities and societies for specific purposes, to combine distributed components into 

a complete whole that will be useful for a specific goal. This prompts managers to consider using the 

synthesising capabilities of knowledge workers and synthesis specialists, as well as systems, to aid the 

process in an organisation. 

2.5 Knowledge management decision-making processes 

It is frequently asserted that KM facilitates decision-making and innovation (e.g., Bennet and Bennet, 

2013; Snowden, 2014). The decision-making process begins with a situation that is both context-sensitive 

and situation-dependent, along with three sets of information that begin the learning process: (a) internal 

decision-maker theories, values, beliefs, and assumptions, (b) memories and internally stored information 

patterns related to aspects of the situation at hand, and (c) incoming information from the external 

environment. Decision-makers generate knowledge by reflecting on and understanding the interactions 

between (a), (b), and (c) above, which are complicated by knowledge about potential actions available 

and applicable to the current situation (Bennet and Bennet, 2008a). Through this process, meaning, 

insights, innovative ideas, and anticipation of possible outcomes result in, for example, knowledge and 

capacity (potential or actual) to act to do something. 
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The art of decision-making refers to unconscious intuition, judgement, feelings, imagination, and 

heuristics. The decision-maker selects the decision that is expected to have the highest probability of 

achieving the desired goals and objectives when combining these two approaches to understanding 

forecast outcomes, which is often the beginning of the decision journey (Bennet and Bennet, 2013). 

The relationship between information and knowledge is indirect; knowledge is created through the 

interaction of many ideas, concepts, and thought patterns (such as goals, objectives, beliefs, issues and 

context). The process of retrieving, integrating, and sequencing associated knowledge (informing) will 

differ if knowledge (informing) differs, and this means that knowledge (processing) will also differ. The 

latter will differ in terms of how information is retrieved, integrated, sequenced and made semantically 

complex; the purpose of this is to make it comprehensible (usable and applicable). When knowledge 

(informing) and knowledge (proceeding) are combined, new knowledge is created. This is because, unlike 

an information management system, the human mind automatically adapts new knowledge to the current 

situation (Edelman and Tononi, 2000). The authors observed that this was a living process taking place in 

the human mind or brain for a more in-depth examination of this mind or brain process. The 

aforementioned is essential to understanding how KM works in practice (Bennet, 2013). Using his unique 

frame of reference in Zimbabwe, Dhewa (2014) argued that modern science cannot meet the demands 

of the developing world without harnessing indigenous knowledge and applying this theory in practice. 

He employed metaphors and idioms to "capture various shades of knowledge". 

2.6 Knowledge management in healthcare FM 

It is widely acknowledged that the physical environment in which an organisation operates impacts its 

efficiency and effectiveness. It is, therefore, essential to gain a deeper understanding of the workplace 

and how it impacts user behaviour and satisfaction to maximise performance enhancement 

opportunities. Thus, if opportunities for performance enhancement are to be capitalised on, a thorough 

understanding of the workplace and its impact on user behaviour is required. Knowledge management in 

healthcare seeks to create avenues for collaboration to provide evidence and direction for investigating 

tacit knowledge-sharing competencies and strategies with resonance in the care environment (Baptiste, 

2008; Karina et al., 2017). The ability to manage knowledge assets in a well-planned strategy is critical to 

developing a sustainable competitive advantage in the management of hospitals' infrastructural assets. 

Although today's practising managers recognise the importance of managing knowledge assets, they have 

had limited success due to a lack of a clear and concise KM framework (Shahmoradi et al., 2017). 

Knowledge management in healthcare FM has the task of managing the activities of knowledge workers 

or the transformation and interaction of organisational "static substance knowledge" and "dynamic 

process knowledge" for "services and practical process innovation" while also "creating new or justifying 

existing organisational systematic knowledge". It is more than just recording and manipulating explicit 
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knowledge; it must also address the implicit, from which benefit can be derived only through the process 

rather than content (Gao et al., 2008; Husain and Ermine, 2021). Furthermore, it is unknown how cultural 

factors influence knowledge creation, knowledge sharing and job satisfaction in KM practice in the context 

of this study. The main issue in KM implementation is how KM helps the organisation achieve its goals 

(Andriani et al., 2019).  

Knowledge management assumes that organisations that manage their organisational and individual 

knowledge more effectively will be able to cope more successfully with the challenges of the new business 

ecosystem. There is also the argument that knowledge management plays a crucial role in improving 

processes and services, strategic decision-making, and the adaptation and renewal of an organisation 

(Gold et al., 2001). However, one of the most critical tasks facing those responsible for KM is determining 

ways of cultivating, nurturing, and maximising knowledge at multiple levels and in various contexts (Kluge 

et al., 2001). Understanding the types of knowledge that healthcare facilities managers may need, use, 

create and share in the future is an important area for investigation. Investigating the relationship 

between knowledge, knowledge identification, creation, storage, sharing and usage, organisational 

structure, culture, and performance is essential as the findings can give impetus to explore further and 

implement best practices (Liu and Deng, 2015).  

In comparison to the business sector, healthcare agencies have been slow to adopt KM. The result is that 

healthcare professionals are now showing an interest in evaluating the existence and quality of knowledge 

environments in hospitals. The lack of research into KM in a healthcare setting is evident, and there is no 

integrated self-administered questionnaire for healthcare professionals (Karamitri et al., 2017). Instead, 

scholars and practitioners from other related fields have developed appropriate questionnaires for KM 

(Aharony, 2011), meaning there is no reliable quantitative tool to examine facilities' knowledge 

management in healthcare organisations.  

This dynamic is about more than just remote working or the role of automation and artificial intelligence. 

It is about how leaders can reskill and upskill their workforce in the post-pandemic era to deliver new 

business models. To meet this challenge, businesses must develop talent strategies focusing on critical 

digital and cognitive abilities, social and emotional skills, adaptability, and resilience. Changing employee 

skills and roles following the pandemic is one way to make operating models more resilient, according to 

McKinsey and Company (2020). As stated by PWC (2017), ‘we are undergoing a fundamental shift in the 

way we work’; automation and 'thinking machines' are replacing human tasks and jobs and changing the 

skills organisations seek in their employees. These seismic shifts present enormous organisational, talent, 

and human resource challenges when business leaders are already grappling with unprecedented risks, 

disruption, and political and societal upheaval. A redesign of processes, leveraging existing resources, 

learning, and integrating innovatively are necessary (Ambrosini and Bowman, 2009), as developing 
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capability from the inside out, the capability from the outside out, and capability from the inside out to 

the outside in (Day, 1994). 

Although KM has grown in prominence during the past few years, management of facilities knowledge 

has received only minimal attention. Facilities knowledge is essential for organisational effectiveness and 

positively contributes to business to achieve competitive advantage (Barrett and Baldry, 2009). Facilities 

knowledge is crucial for organisational effectiveness and makes a proactive contribution to businesses 

achieving competitive advantage. The ability to manage knowledge assets, the main advantage of KM 

initiatives, is that they leverage knowledge to innovate organisational effectiveness, productivity, 

responsiveness and competencies. Knowledge is perceived as an essential factor in achieving and 

sustaining organisations' competitive advantage (Lee and Lan, 2011; Liu and Deng, 2015). However, 

knowledge can be quickly obsolete and ineffective without proper organisational management (Karimi 

and Javanmard, 2014). Organisations, therefore, need to develop a series of processes or procedures to 

manage their knowledge assets (OuYang, 2014). 

Using organisational knowledge for reuse, learning, and process improvement cannot be underestimated. 

When knowledge is stored in a concrete form, it becomes less fragmented and easier to access and use. 

Having an effective KM system can increase organisations' competitiveness. In order to achieve this, 

organisations must maintain existing knowledge rather than relying only on available expertise. 

Knowledge can be structured and classified using various KM frameworks (Wigg, 1993; Carneiro, 2000). 

Due to factors such as culture and organisational processes, different organisations have different needs, 

so there is no dominant framework for them. Land et al. (2002) contend that the absence of studies about 

how organisations implement, and use KM systems is concerning. Further, Basadur and Gelade (2006) 

argue that KM and organisational learning concepts are limited in how they can improve organisations' 

performance. 

The ability to generate and apply relevant knowledge in accelerated time is a critical success factor for 

healthcare FM as it transitions from volume to value, episode to continuum, and individual autonomy to 

team accountability (Long et al., 2018). According to Zipperer (2016), knowledge ignites passion for goals; 

knowledge bolsters the hard work of improvement; knowledge provides context for effort, knowledge 

inspires creativity and innovation. Developing a method for enhancing the use of knowledge to make it 

truly useful is a challenge that has yet to be fully realised in management of hospitals infrastructural 

assets. Seemingly, to navigate the future of healthcare successfully, collective understanding and shared 

meaning, context building, and informed decision-making skills are essential (Department of Health and 

Social Care, 2021). Thus, KM may be the key to success in highly complex systems as a holistic and dynamic 

process requiring humility and authenticity. In addition, it is argued that successful change and 

performance are closely tied to creating a knowledge-sharing culture (The Kings Fund, 2015; The Health 

Foundation, 2022). 
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Seemingly, there are flaws in understanding and managing demand and capacity variations (Allder et al., 

2010). According to some studies, problems exist because of poor demand and capacity management 

practices (Walley, 2007; Walley et al., 2013). Despite increased interest in the practice and delivery of 

healthcare FM over the last decade, both in research and practice, very few concrete steps have been 

taken to improve healthcare FM (Hans et al., 2012). Appropriate knowledge about accessibility, demand, 

and capacity variations could improve stakeholder processes and development and shaping processes 

(Allder et al., 2010; Eriksson, 2011). Creating an appropriate KM infrastructure is critical for improving 

healthcare quality (Karltu et al., 2020).  

While FM is currently one of the fastest-growing professional and operational disciplines, it lacks both 

general knowledge and awareness (Tranchard, 2016). The key to effective KM practice is to increase 

awareness of KM among managers and frontline personnel at all levels. It is essential that everyone in the 

organisation understands the concept of KM and that the benefits are widely discussed. Hansen et al. 

(1999) argue that KM is not novel, as organisations have always used it to make decisions and produce 

goods and services, but not deliberately and systematically. Similarly, Sarvary (1999) explains that what is 

novel about KM is discovering a process that already exists. The full benefits of KM practices will not be 

reaped by organisations that do not have proper knowledge and awareness. By managing knowledge 

systematically and holistically, individuals and organisations can gain a much deeper appreciation of its 

benefits. Despite this, experience and feedback from the pilot study indicate that KM is generally poorly 

understood in the healthcare sector. As a result, KM initiatives can be severely impeded in healthcare 

organisations seeking to improve their performance. A KM initiative will only be successful if the 

individuals and organisation understand and embrace the concept. 

Therefore, a framework that articulates “what it is” would be highly beneficial to emerging markets (ISO, 

2016; HEFMA, 2016). Additionally, to date, few studies have explicitly addressed the specific mechanisms 

in KM practice systems in the healthcare sector related to the application of KM principles to manage 

hospital infrastructural assets. As such, there is a need for FM practice to continuously improve to 

demonstrate added value to organisational objectives (Kaya et al., 2005; Kok et al., 2011). There is, then, 

a pressing need for FM, especially in healthcare settings, to move quickly to adapt services to meet these 

changing needs with informed knowledge. Likewise, the diverse and often evolving demands of 

organisations require workers to adapt and apply their knowledge so as to solve new and challenging 

problems. The capacity of organisations to accomplish their strategic goals will depend on the capabilities 

and abilities of their employees. It is, therefore, imperative for all healthcare FM to adapt, apply their 

experience in different areas and learn new skills (Gray, 2001). 

Avkiran (2001) and Kaplan and Porter (2011) postulated that the historical approach to managing 

healthcare numbers has been inefficient. Supporting this view, Andaleeb (1998) and Featherstone and 

Baldry (2000) advocated that one of the major causes of this crisis has been the focus on medical 
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effectiveness research by clinicians without giving due consideration to other customer satisfaction and 

measurable service factors (such as healthcare facilities and support services) during the service design 

and delivery process. As Featherstone and Baldry (2000) put forward, clinical effectiveness is a narrow 

academic field with limited relevance to customers and clinicians in a sector where resource rationing 

determines the quality of care provided to patients. This statement is especially true of the commercial 

business services sector, where most competitive businesses focus on meeting customers' needs before 

achieving other objectives. The management and control of support services are integral to the practice 

of healthcare FM and are regarded by healthcare executives as a matter of effective business decision-

making (Okoroh et al., 2002).  

Within the healthcare context, it can be argued that KM is the proper management of knowledge for 

facilitating the creation, identification, acquisition, development, dissemination, utilisation, and 

preservation of healthcare sector knowledge using advanced technology (Abecker et al., 1998; O’Leary et 

al., 1998). Moreover, there is a growing awareness within the construction industry of the need to link 

KM to business strategy, organisational objectives and existing performance measures (Chen and 

Mohamed, 2008). The authors averred that the use of knowledge was the most influential contributor to 

overall business performance. 

As Pathirage et al. (2007) and Bourini et al. (2013) pointed out, knowledge is the ability to effectively use 

data and information, as well as people's skills, competencies, ideas, intuitions, commitments, and 

motivations. The key to long-term business success in today's economy is knowledge rather than capital, 

labour, or land. To be useful in organisations, knowledge must be focused, current, tested, shared and 

managed.  

The knowledge that supports an organisation's processes and decision-making capability is a critical 

resource, but it is often under-managed. This is a significant source of poor performance and 

organisational risk. The two leading causes of such a situation are a lack of:  

• understanding of what knowledge is and  

• appropriate KM approaches. 

The main points – both positive and negative – regarding knowledge are:  

• vital to the continued operation and development of organisations, as well as their future plans 

and objectives;  

• costly to acquire and valuable once acquired, but  

• intractable: difficult to understand, assess, obtain, retain, share, and protect, and thus difficult to 

manage (Barclay and Murray, 1997). 
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According to Taylor (1999), organisations also face specific knowledge-related problems as a result of the 

following: 

A knowledge bottleneck occurs when a specific skill or type of expertise is lacking or in short supply, 

resulting in a bottleneck that restricts operations or workflow. 

Corporate amnesia arises when organisations fail to retain knowledge or lessons learned in the past. 

People with knowledge leave, and there are no retrievable records left. 

Resources are squandered because healthcare organisations are unsure of their knowledge resources; 

they fail to capitalise on potential new initiatives and keep reinventing the wheel. Too often, one part of 

the organisation duplicates the work of another part simply because it is impossible to keep track of and 

use, knowledge produced in other parts of the organisation. Healthcare organisations need to understand 

the following:  

• what their knowledge assets are; and  

• how to manage and use these assets to maximise return. Most traditional organisations policies 

focus on the organisation’s tangible assets whilst leaving their important intangible knowledge 

assets unmanaged.  

The literature provides that, in business, the following occurs: 

• Some knowledge resources are underutilised or discarded; 

• Some knowledge resources are over-utilised, limiting the organisation's growth and development. 

Despite the importance and value of knowledge, its apparent inaccessibility has resulted in it not 

constantly receiving the direct attention from management that it deserves and requires. Traditionally, 

knowledge has been managed indirectly through human resource and information technology initiatives. 

In today's fast-paced society, an organisation's knowledge base rapidly becomes its only long-term 

competitive advantage. As a result, this resource must be safeguarded, nurtured, and shared amongst 

members. Until recently, organisations could rely on the knowledge of a few strategically placed 

individuals to succeed (Offsey, 1997; Fahey and Prusak, 1998). There is evidence to suggest that 

knowledge–in one form or another, is the essential ingredient behind the modern organisation that 

underlies its success, and the global society have already passed into a new era where knowledge, not 

capital or technology, is the primary driving force (Drucker, 1999; The Economist, 2003). 

Individuals and organisations are constantly challenged to do better and eager to increase earning powers 

whilst organisations wish to keep up with or outpace their competitors. Organisations pursue different 

approaches to exploit their knowledge assets. In the broadest sense, KM is a conceptual framework that 

encompasses all activities and perspectives required to make intelligent organisation acting on a sustained 

basis. It includes activities to gaining an overview of, dealing with, and benefitting from the corporation's 
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knowledge assets; it pinpoints and prioritises those knowledge areas that require attention by identifying 

relevant alternatives, suggesting methods for improvement, and conducting activities to yield desired 

results (Wiig, 1994). 

Because knowledge is needed when and where work is accomplished, organisations and people benefit 

when knowledge moves within (i.e., learning), across, or between them (e.g., communication or 

collaboration). Knowledge flows when people learn or organisations share know-how, for example. When 

the said knowledge flows, learning occurs, allowing for action and workflows. As a result, knowledge flows 

are critical to organisational performance and competitive advantage (Nissen, 2006). The challenge is that 

knowledge tends to be unevenly distributed (e.g., some FM operatives have more experience than 

others), does not move spontaneously (e.g., not used or shared), and moves slowly (e.g., experience 

comes with time and performance). In healthcare FM, personal and managerial intervention is necessary 

to promote knowledge flow, particularly tacit knowledge.  

The difficulties when it comes to teamwork and communication in healthcare reflect the problem of 

coordination neglect in organisational systems (Heath and Staudenmayer, 2000). Managing complex 

healthcare FM typically entails breaking it down into tasks and delegating work components. However, 

there is a strong tendency across industries to emphasise the division of labour whilst ignoring 

mechanisms of coordination and integration (Heath and Staudenmayer). Healthcare delivery is 

intrinsically interdependent and becoming more complex. No single person can ensure that a patient 

receives the highest standard of care, nor can he or she protect the patient from all potential harms 

associated with increasingly complex and powerful therapies. Despite this interdependence, healthcare 

has under-invested in infrastructures, evidence-based practices for team management and care 

coordination (Kohn et al., 1999). 

Healthcare is a knowledge-driven process, so KM and tools for managing knowledge in the healthcare 

sector are gaining popularity (Bordoloi et al., 2012). The healthcare sector relies heavily on knowledge in 

its daily operations, and the delivery of healthcare primarily depends on the collaboration of various 

partners, who must share their knowledge to provide quality care to patients (El Morr and Subercaze, 

2010). Knowledge management in healthcare aims to foster collaboration to provide evidence and 

guidance for investigating tacit knowledge-sharing competencies and strategies that resonate in the care 

environment. Despite the widespread desire for specific ‘how to’ information on implementing tacit 

knowledge sharing in healthcare, those stories and case studies have yet to be highlighted in the 

literature, conferences and social media. Research demonstrating the value of tacit knowledge in 

healthcare facilities management is scarce. To improve the process of sharing tacit knowledge in 

healthcare, concrete examples of tangible strategies are required (Zipperer, 2016). 
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Studies by Sasser (2004) and North and Kumta (2018) indicate that KM can reduce time spent on routine 

tasks, such as healthcare FM; increase information content; enhance teamwork; accelerate processes; 

reuse internal knowledge; and increase employee motivation. Every KM implementation has unique 

approaches for addressing the organisation's unique characteristics as defined by its environment, and so 

there is no one-size-fits-all approach. The literature abounds with methods and considerations for 

implementing KM programmes. 

A tailored approach addressing the elements of the organisation (i.e., people, processes, structure, and 

technology) is thought to be an effective means of laying the foundation for building a KM programme 

(Grant, 1996; Rollet, 2003; Nissen, 2006). The tailored approach combines the above-mentioned elements 

strategically to improve competitiveness, performance, and value addition (Lahaney et al., 2004). 

Although there are numerous approaches to knowledge, the scope of the current study will focus on KM 

healthcare FM, because the service explicitly addresses the extension of time and place (i.e., the 

collaboration between separate departments) when there is an issue in an organisation, such as 

teamworking, organisational structure, culture and collaboration. 

People rely on knowledge rather than instinct to guide them through life. People’s everyday lives are 

influenced by the lessons they learn from those around them, whether they are as simple as table 

manners or as complicated as the art of watch making. These lessons shape people’s lives. Libraries, 

archives, intranets, internal publications and mentoring are examples of KM practices used by 

organisations to preserve and pass on the knowledge produced by their employees (NASA, 2005). A critical 

challenge for organisations transitioning from an industrial to an information and knowledge-based 

economy is improving the productivity of knowledge workers (Drucker, 1999).  

Many organisations are becoming increasingly concerned with organisational knowledge and their use of 

knowledge to create and make quality products, deliver quality services and maximise the efficiency of 

their internal operations. The fact that knowledge is an organisation's asset no longer lies in the ability to 

store and retrieve them but in the management of its usage in a dynamic knowledge era (Wiig, 1997; Du 

Plessis, 2007). Although the need to manage knowledge appears obvious, and discussions on intellectual 

capital have proliferated, few businesses have acted on that understanding. Implementations of KM may 

range from technology-driven methods of accessing, controlling and delivering information to massive 

efforts to change a corporate culture where organisations have acted – and a growing number are doing 

so. Knowledge management is challenging for all organisations (David and Fahey, 2000). Knowledge is 

increasingly seen as having displaced traditional factors of production as a source of economic success 

(Puddy et al., 2001). Many organisations' strategic concern is arguably managing such knowledge. Tiwana 

(2001) defines KM as ‘the management of organisational knowledge for the purpose of creating business 

value and gaining a competitive advantage’. 
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2.7 Healthcare FM approach to KM  

Facilities management has been unable to establish a clear identity as a discipline, unlike its close business 

ties to human resources, finance, and information technology (Atkin and Brooks, 2021). In their study, 

Jensen et al. (2012) argued that one primary obstacle to FM efficiency is that most of the functions 

undertaken are viewed as business costs and not as elements that add value to customers and other 

stakeholders. The above contrasts with human resources, finance, and IT, which directly contribute to 

business performance by recruiting the right talent and resources, making suitable investments, and 

establishing the necessary operational infrastructure. This ensures that the business operates efficiently 

and effectively and enables information to be readily available for human resource and financial 

management. 

The identity of FM is also obscured by its various disguises. The multidisciplinary nature of FM can be 

cloudless by focusing on one discipline within a business, such as engineering, architecture, property 

management, or maintenance. This apparent lack of focus further undermines FM's ability to grow 

internally through building internal capabilities. The multidisciplinary nature of FM can also impede its 

own ability to adapt quickly to business dynamics (Balmer, 2001). As a result, the general perception 

remains of FM being a non-value-adding cost for the business and potentially being loosely defined as 

‘non-core’. This view generally results in FM support services being identified as part of any downsizing 

and outsourcing initiatives to reduce the cost to the business (Then and McEwan, 2004). 

As a service industry, FM is still a relatively new business sector. Image and identity are critical to the 

success of this new sector. Thus, FM employees identify closely with their products and services, as well 

as with the FM sector in general, to enable high productivity. An understanding of the image and identity 

of the FM sector is essential in this respect. So far, no research has been performed on FM identity at the 

sector level; however, Coenen and von Felten (2009) and Coenen et al. (2010) undertook pilot studies on 

the image of the FM sector. People are the focus of FM, so it is ultimately a service industry; furthermore, 

a "service" is a way of providing a unique experience to the end user.  

Often, services comprise multiple interlinked activities that are combined within one common 

experiential output. From a customer (demand-side) perspective, services are an experience. The critical 

function of FM providers (supply-side) is to understand what these experiences should look like and how 

they should be perceived, to support and align the correct operational inputs and to enable such 

experiences. This demonstrates the complexity of FM and the critical consideration of influential people 

and organisational management. Equipping healthcare facilities managers with management and 

interpersonal skills, as well as technical abilities and awareness, is crucial.  

Moreover, healthcare FM must align itself with an organisation's goals and pursue innovations, such as 

knowledge sharing, to stimulate organisational learning and innovation and reduce costs to improve 
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efficiency; therefore, FM must encourage employee innovation and focus more on the effectiveness of 

the organisation to achieve its objectives. However, it is currently unclear whether the added value of a 

workplace for innovation can be proven empirically. To demonstrate added value, it is necessary to 

develop appropriate quantitative metrics and establish the mechanisms to evaluate service delivery. 

2.8 Role of knowledge management for healthcare FM  

Healthcare organisations are increasingly under pressure to provide pragmatic, proactive, multifaceted 

and comprehensive healthcare knowledge at the point of care. While reasonable and valid, this demand 

on healthcare organisations will not be a reality unless they are prepared to incorporate KM principles 

and practices into healthcare workflows and develop the necessary capacity among healthcare 

professionals to manage it. Indeed, there is widespread misunderstanding about the potential of KM, 

which has resulted in the prevalence of operational barriers to its flow and use within the healthcare 

sector. However, recent advances in KM applications seem to be lowering these barriers because their 

effectiveness is self-evident in ensuring patient safety, care quality, teamwork, patient-centeredness and 

cost-effectiveness (Rabbani et al., 2010). 

The goal of KM in healthcare FM is to promote and provide timely, optimal, practical and pragmatic 

knowledge to managers and operatives (and even patients, staff and visitors) where and when they need 

it to help them make high-quality, well-informed and cost-effective decisions. In practice, healthcare FM 

is pursuing this goal by developing innovative knowledge-mediated solutions and integrating them into 

organisational workflows to improve the quality, efficiency and efficacy of the healthcare delivery system. 

The KM approach seeks to bring about a paradigm shift in understanding the reality and utility of 

healthcare knowledge. The KM paradigm shift advocates for a healthcare delivery system that recognises 

healthcare knowledge as a valuable resource and works to translate it into an organisational workflow to 

improve health outcomes (Jackson, 2000).  

Surprisingly, the unique demands of various healthcare stakeholders primarily drive this paradigm shift, 

with each stakeholder manifesting a specific knowledge need, usage pattern and expected outcome. For 

example, healthcare FM managers and operatives do not just want mechanisms to access knowledge 

easily; they also desire current knowledge to seamlessly integrate into healthcare workflows to support 

decision-making (Montani and Bellazzi, 2002). Similarly, patients seek personalised care maps and care-

related education to assist them in understanding and coping with their care trajectory. In this paradigm, 

healthcare knowledge is a service rather than a resource. As Abidi (2007) points out, KM can help 

healthcare stakeholders fill in knowledge gaps by providing: (a) a technical infrastructure – that is, 

knowledge representation and organisational approaches as well as knowledge processing methods – to 

help build and implement knowledge-centric solutions and (b) an operational infrastructure – that is, 
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operational issues and strategies for integrating KM solutions into healthcare FM workflows. As part of 

the KM portfolio, the following activities are addressed:  

a. Capture, represent, model, organise and synthesise the various healthcare knowledge modalities 

to realise comprehensive, validated and accessible healthcare knowledge resources. 

b. Provide current and case-specific knowledge to healthcare stakeholders in a usable format. 

c. Operationalise and apply healthcare knowledge within healthcare workflows to provide 

pragmatic patient care services at the points of care and need, such as decision support and 

healthcare planning. 

Numerous challenges remain to fully realise the KM portfolio, particularly the development of knowledge-

centric services that integrate seamlessly into the healthcare workflow. The challenges are on multiple 

levels, including the technical, in the design of generic services that can be contextualised to meet the 

needs of a specific user; acceptance, regarding a service's usability by stakeholders and deployment, with 

respect to how a service can be integrated into existing infrastructures (Abidi, 2007). 

The implementation of KM in healthcare FM, like any other initiative, necessitates the support of top 

management and a champion. A champion is a person familiar with the organisation's existing business 

processes, resources and contacts. Moreover, a champion believes the KM project will benefit the 

organisation and is willing to secure organisational resources for a new KM system from conception to 

implementation (Eysenbach and Jadad, 2001; Jones et al., 2003). Furthermore, the infrastructural 

limitations of an organisation can limit the scope of KM system implementations. However, while the 

business side of operations establishes KM initiatives, IT should act as a support and facilitator (Nicoline 

et al., 2008). 

The organisation's culture is one of the most significant impediments to any KM solution's success 

(Korthari et al., 2011). This barrier comprises both organisational and individual perspectives. For 

example, if hospital management implements KM practices and systems without considering its users, the 

initiative's overall success may suffer significantly. As a result, a champion must be present, along with 

management support, in order to engage user participation in the system's development life cycle. 

Building a KM system is analogous to establishing a best-practice society (Ardichvili et al., 2006). When 

developing IT-based solutions, it is imperative to engage knowledge experts and workers in system 

requirements and knowledge elicitation. This will ensure that the system meets its intended purpose and 

educates, familiarises and promotes its significance (Eysenbach and Jadad, 2001). 

Healthcare FM, doctors, nurses and other administrative staff make up an organisation's culture. The 

operational culture of an organisation is inextricably linked to its long-standing healthcare practices and 

methodologies. Individual mindsets may clash with knowledge experts exercising knowledge sharing 

(Connelly and Kelloway, 2003; Ardichvili et al., 2006). Eysenbach and Jadad (2001) expand on this topic 
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and conclude that some practitioners who do not necessarily believe in knowledge sharing might 

challenge the success of KM practices. In the absence of documentation or evidence, practitioners are 

forced to defend their practices and reasoning (Eysenbach and Jadad, 2001). Thus, developing decision-

based systems and other IT-based solutions may encounter challenges depending on individuals' 

receptivity. 

Then and McEwan (2004) contended that any plan to implement a new management approach must 

consider the needs of the business. In general, the business will expect a return on investment from this 

new approach, which translates to increasing the wealth of the business and, as a result, the wealth of 

the healthcare organisation or shareholders in the case of outsourced or private finance initiatives. The 

new approach must ‘fit’ with the strategic business direction and contribute to its achievement to 

maximise its value.  

Figure 2.2 depicts the relationship between FM and business success. This aligns FM with four specific 

business focus areas: strategic direction, resources and capability, governance, business value 

maximisation, and shareholder wealth. 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2. Context of FM in supporting business success. Adapted from: Then and McEwan (2004). 

McAdam and Bailie (2002) outlined the model's four quadrants, defining how this alignment manifests 

itself to support the achievement of the four focus areas, namely: 

• Ensuring that the right governance arrangements are established through clearly defined 

accountability structures, processes, and practices to protect the business and give confidence to 

prospective investors and shareholders.  
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• Ensuring that adequate consideration is given to building FM capacity in terms of the skills and 

knowledge that staff will need to perform and manage. 

• Making better business decisions that contribute to growth and survival, as well as future 

direction, by ensuring the availability and quality of information supporting decisions and 

outcomes. 

• Enabling the FM function to align with, and contribute to, business profitability, growth, survival, 

and future direction. 

Fundamentally, the model suggests that the FM function requires knowledge of strategic direction, 

facilities risks, and contribution to strategic direction achievement, as well as the value of the business, 

corporate, organisational, and environmental governance requirements, and the resources and capability 

required to make all of this a reality. Then and McEwan (2004) reported that KM is the management of 

knowledge gained over time by individuals via their own learning about the way business is conducted 

through business processes and practices and nurturing this knowledge so that it can be used to its 

maximum benefit for the business to enable information to be utilised (gathered, captured, stored, 

retrieved, and applied).  

The above-mentioned definition focuses on knowledge rather than managing knowledge per se. This is 

more in line with the learning organisation mantra than determining how an information system might 

attempt to manage knowledge. Rather than pursuing an illusory management model for knowledge, the 

aforementioned focus on knowledge relates to developing the internal ability to perform FM functions 

better. 

To return to the model's elements as an FM response to the key business drivers, information can be used 

(gathered, captured, stored, retrieved, shared and applied) for the following purposes: to leverage and 

inform the business on facilities implications resulting from maintaining or increasing organisational 

effectiveness. This could be due to changes in customer or community demand for existing services, or it 

could be due to demand for new services, realignments or improvements. 

• Analysing business processes to identify opportunities where FM can contribute to more cost-

effective production or service delivery; 

• Identifying opportunities for more modern and efficient equipment. Identifying where regulatory 

changes necessitate modifications to the facilities or plant and equipment; 

• Identifying trends or emerging issues relating to new approaches that may result in tactical 

decisions and the development of appropriate FM response strategies to support strategic 

facilities planning. 
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2.9 Knowledge management strategies for healthcare FM 

Abidi et al. (2007) proposed a KM strategy that would (a) educate stakeholders about the value of 

knowledge and show them how its application can benefit or improve their respective services, (b) take 

into account local care delivery workflows, user priorities and resource constraints to create organisation-

specific applications, (c) map existing knowledge flows within the organisation to identify opportunities 

and barriers to deploying KM solutions, (d) involve stakeholders in determining their perceived relevance 

to any knowledge-centric services and identifying ways in which they might want to use them, (e) Identify 

various knowledge resources and ensure stakeholders have efficient, preferably personalised, access to 

them and (f) design KM applications that contextualise knowledge to meet local 'know–do– gaps'. 

Additionally, it is argued that KM is more than merely a set of technologically enabled tools; it is a strategy 

for translating knowledge into policy and practices. Thus, KM's success depends on the ability to address 

the know–do –gap in a healthcare FM setting on both technical and strategic levels. 

Similarly, Abidi (2007) and Bradley et al. (2010) argue that healthcare KM offers a methodical approach 

to designing and deploying knowledge-centric services. The KM approach encompasses a broad range of 

functions, including: 

• Integration of disparate healthcare knowledge resources and modalities, such as evidence-based 

publications, problem-based discussions, experience-based insights, and observation-based 

healthcare data. 

• General modelling of healthcare processes and workflows, followed by application of the model 

to create a heterogeneous healthcare operational environment. 

• Understanding of the unique needs of healthcare knowledge stakeholders, such as healthcare 

practitioners (physicians, nurses, FM managers and operatives, therapists), administrators, 

policymakers, patients, care providers, support groups and community-based healthcare 

workers. Each stakeholder group has unique capabilities, perspectives, terminology and 

expectations. 

• Handling knowledge dispersion and ensuring subsequent integration for ease of access by 

individuals, departments and organisations. 

• Operating in unique healthcare situations (because every patient has unique requirements) and 

manipulating available healthcare knowledge where necessary to provide patient-specific 

interventions, e.g., allergies, dietary needs, infection cleans, and patient moves. 

• Applying the same healthcare knowledge to different healthcare delivery contexts in an 

interchangeable and reusable manner to improve outcomes. 
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• Defining useful and meaningful outcome measurement metrics that link the use of healthcare 

knowledge to service quality. 

There is evidence that healthcare KM initiatives, both in intent and function, can influence how healthcare 

stakeholders value healthcare knowledge (e.g., Abidi et al., 2007; Nicolini et al., 2008; Laurenza et al., 

2018). Healthcare change agents are innovative applications that offer high-quality, knowledge-centric 

services, including point-of-care decision support and access to evidence-based guidelines. In order to 

support patient care and health policy decisions, it is essential to design optimal healthcare workflows 

and pathways, share and reuse experiential knowledge, collect, integrate, and present meaningful 

healthcare operational data, translate knowledge into site-specific practices and plan patient care 

specifically for each service. By designing and deploying these services effectively, healthcare knowledge 

can be applied, and the ways in which it is accessed can be revolutionised. 

2.10 The characteristics of healthcare knowledge types and modalities  

Healthcare delivery is a complex endeavour that manages unique settings in which different professionals 

with varying skills, cultures, values and behaviours converge and collaborate (Nicolini et al., 2008; 

Sheffield, 2008; Nilakanta et al., 2009; Shahmoradi et al., 2017). Each of these groups frequently 

demonstrates both tacit and explicit knowledge in their contributions to current issues and in promoting 

the relevance of their respective professional practice. Scott and Ghosh (2006) opine that the dynamic 

context of knowledge is a set of inherently human processes used to justify personal beliefs. There are 

various types of healthcare knowledge and modalities for creating and applying it in the management of 

healthcare FM and other hospital services. Riano (2008) describes 'types' of healthcare knowledge as 

orientations and domains, while 'modalities' of healthcare knowledge are representational media. 

Healthcare FM knowledge is developed by understanding the following types of healthcare knowledge. 

2.10.1 Patient knowledge refers to knowledge of a patient's healthcare status acquired through direct 

observations and inferences drawn by the clinical team, which are then captured and recorded in the 

patient's medical record. Patient knowledge provides the healthcare FM team with a snapshot of the 

patient. It guides them in establishing a targeted and strategic approach to service delivery, such as 

patient feeding, management of "nil by mouth", cleaning and moving. 

2.10.2 Practitioner knowledge denotes healthcare practitioners' residual knowledge gained through 

active learning, internship, observation and experience, which they draw on when providing patient care. 

This knowledge allows the healthcare FM team to consider other stakeholders involved in the safe 

management of all services. 

2.10.3 Resource knowledge pertains to a general understanding of the available quantified care delivery 

resources and infrastructures, particularly to the facilities manager within the healthcare setting. When 

performing their duties, clinicians and the healthcare FM team have up-to-date knowledge of available 
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resources, such as support staff, hospital beds, nurses, surgical and non-surgical facilities and medical and 

non-medical devices. Riano (2008) emphasises the importance of resource knowledge in healthcare to 

improve performance and service quality. 

2.10.4 Process knowledge refers to understanding the organisation's standardised method of healthcare 

delivery while also addressing practical issues such as available resources. The prescribed discourse for a 

specific condition within the healthcare setting is determined by understanding the organisation's specific 

pathways or workflows (Riano, 2008). 

2.10.5 Healthcare organisational knowledge denotes the healthcare organisation's organisational 

structure and policies. It entails understanding the organisation's information and knowledge flows–e.g., 

its policies, legislation, health and safety and standard operating procedure. According to Riano, it 

includes understanding how information flows from one source to another within the organisation, who 

reports to whom, the decision-making hierarchy, the composition of the healthcare team, the roles and 

responsibilities of the various healthcare team members and how to make and respond to information 

requests. Having knowledge of healthcare policies and procedures is essential for healthcare FM teams 

when deploying resources. 

2.10.6 Relationship knowledge entails an understanding of the communication mechanisms and 

contacts that exist between various departments and organisations for knowledge sharing. It assists the 

facilities manager in determining who can be approached when seeking a solution to a specific problem 

and who can provide critical feedback to assist in overcoming challenges. 

2.10.7 Measurement knowledge assists the facilities manager in determining whether the chosen KM 

solution produces the desired results. Chen (2013) asserts that measurement knowledge facilitates setting 

meaningful benchmarks for performance, efficiency, and safety; identifying the things that matter rather 

than meaningless indicators; analysing the data presented in a variety of healthcare contexts in an 

intelligent manner, and understanding the results presented. 

These types of healthcare knowledge correspond to various modalities required for their capture and 

transformation into healthcare knowledge artefacts (Riano, 2008). Healthcare knowledge artefacts enable 

knowledge to be captured and communicated without the knowledge holder's involvement. 

The data collected at the source are raw facts and figures that are transformed into information and 

delivered to the recipient to be stored as knowledge (Sheffield, 2008; Chen, 2013). 

Healthcare knowledge artefacts can be structured, semi-structured or unstructured and include 

documents, medical records, knowledge repositories and peer-to-peer communication through social 

media (such as emails, Facebook, blogs and LinkedIn) and care workflows (Riano, 2008). 
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Through effective management of these knowledge types, specific tasks can be accomplished, or 

knowledge gaps inherent to healthcare delivery can be addressed. A number of healthcare knowledge 

transmission and sharing modalities etc., are identified and described below: 

Tacit knowledge comprises experience and skills that individual gains over time and applies to problem-

solving and decision-making skills. 

Long-term exposure to events can cause a person's thought processes to evolve. Tacit knowledge may be 

challenging to capture, structure and pass on to others (Awad, 2010). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.3 Types of healthcare knowledge (adapted from Riano, 2008). 

It is rooted in experience, involvement and action in a specific context. It consists of cognitive elements 

of mental models, beliefs, paradigms, viewpoints, and technical crafts and skills related to a given context 

(Sheffield, 2008). Furthermore, Kothari et al. (2011) define tacit knowledge as understanding how and 

why something works. Because of its degree of complexity, objectivity and subjectivity, tacit knowledge 

is difficult to capture and transfer without devoting significant resources to codifying it into an explicit 

form that others can use. 

On the other hand, explicit knowledge is gathered from literature, policy documents, guidelines and case 

studies (Ikujiro, 1994; Riano, 2008; Sheffield, 2008). It includes simple information that can be collected, 

structured and shared with others – for example, documents such as hospital policies, procedures and 

methodologies.  
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Collaborative problem-solving knowledge is created by individuals rather than organisations (Ikujiro 

Nonaka, 1994).  

Practitioners and other professionals create it through continuous dialogue. It has been noted that the 

interaction between individuals and healthcare organisations contributes to the amplification and 

development of new knowledge and concepts. It may be necessary for facilities managers and staff to 

adapt their management strategies to cope with emerging threats such as clostridium difficile (C. diff), 

infection prevention, and treatment in healthcare environments (Ikujiro, 1994; Riano, 2008). 

Operational policies are data created by organisations and stored in print and electronic forms. The 

explicit knowledge paradigm is associated with this knowledge modality, which involves embedding 

information in material resources and facilitating assimilation to achieve an organisation's goals. 

2.11 Different views of knowledge management in healthcare FM 

Misusing the terms “knowledge” and “management” lead to their use as a marketing slogan with 

diminished effectiveness (Wilson 2002; Wilson 2005). Reducing multidisciplinary involvement, which can 

result in fewer successful programs for implementation in organisations and industries. However, agreed-

upon terminology can help minimise confusion. Collaborative efforts to develop terms to describe 

knowledge initiatives can enhance hospital uptake of these programs by allowing for alternative, 

innovative descriptions of KM to be in use that are appropriate to the organisation. This will reflect a local 

context to support success, much as checklists need to allow for a unique application to enable their 

success (Pronovost and Vohr 2010).  

For KM initiatives to succeed, the definition of KM must be agreed upon (Call, 2005). To develop and instil 

a knowledge-sharing culture in organisations, it is helpful to arrive at a consensus on terminology. 

Discussions of terminology at present are vague, dynamic and not easily segmented. As KM becomes a 

more recognised process within healthcare, definitional rigour will evolve and guide more specific 

discussions. Knowledge-related terms are often used interchangeably and are ill-defined in healthcare. 

Lack of definition can slow down KM improvement processes. Initiating knowledge management 

programs without a clear understanding of terminology can contribute to frustration and program failure. 

Arriving at shared mental models of knowledge and knowledge management is an opportunity for 

hospitals (Hughes, 2008). 

In an era of widespread disruptive change, the capability of healthcare organisations to manage 

knowledge is crucial for success. Healthcare economists see the healthcare system amid a "perfect storm," 

caused by a growing population seeking more complex healthcare, a shrinking number of skilled 

healthcare providers, and an inability to control costs (Tucker and Spear, 2006). Because the complexity 

and pace of patient care have increased, the current care delivery model, based on the skill of the 
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individual expert, produces high levels of variation in care processes and inconsistent patient outcomes 

(Classen et al., 2011). 

In the face of progressively improved regulatory oversight and publicly available data (Care Quality 

Commission (CQC), Patients Led Care of the Environment (PLACE), which measures the quality of care), 

successful care delivery systems strive to improve organisational performance continuously, reduce 

service variation; and apply knowledge through rapid sharing and shared operational adoption. A practical 

KM strategy may be critical to the success of this initiative to adapt and deliver care effectively; 

organisations structured to create and develop a learning culture will have a distinct advantage. 

The key to optimising the sharing of tacit knowledge - the least tangible form of knowledge - lies in 

optimising the processes used to manage them. In tacit knowledge, people gain knowledge based on their 

interactions and experiences. Encouraging employees to cultivate their expertise can be a rich source of 

knowledge for organisations (Anderson and Willson, 2009). The loss of experienced workers and their 

accumulated, or tacit, knowledge is a significant challenge for many organisations (DeLong 2004). This 

phenomenon has been observed in the healthcare industry when experienced employees leave the 

workforce and take their tacit knowledge with them (Hatcher et al., 2006).  

Healthcare delivery is a collaborative process that requires developing and disseminating explicit and tacit 

knowledge (Paul, 2006). Knowledge management approaches can enhance multidisciplinary interactions 

that occur in healthcare organisations, from large-scale collaborations to bedside rounds. Healthcare 

organisations could benefit from a tacit knowledge management orientation to teamwork. 

According to some experts, knowledge cannot be managed (Drucker, 1969; Wilson, 2002; Wilson, 2005). 

An absence of a consistent KM mental model negatively impacts healthcare organisations by: There is a 

reduced opportunity to share lessons without a common understanding for further discussion and 

application. Having no understanding of how knowledge contributes to or detracts from "high reliability." 

This is caused by the absence of definitions or standards to support the work (Resar, 2006). 

Healthcare is a knowledge-driven process, so KM and tools to manage knowledge in the sector are 

becoming increasingly relevant (Bordoloi and Islam, 2012). Hongsermeier et al. (2011) noted that 

technology plays a vital role in KM by facilitating knowledge flow through its life cycle through knowledge 

management system implementation. Information technology provides a technical foundation for KM 

implementation. In addition, it provides a theoretical foundation for KM because it is applied in all the 

stages of KM's life cycle.  

The phrase "knowledge management" is used to describe a variety of activities that are undertaken to 

capture, disseminate, and effectively use knowledge within an organisation, starting with the definition 

of health-related knowledge - any information interpreted or understood to enhance health or 

healthcare. Currently, KM in healthcare delivery organisations focuses primarily on clinical guidelines, 
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clinical decision support rules, and other protocols. Nevertheless, healthcare delivery organisations must 

be prepared for optimising the uptake of evolving knowledge and the associated knowledge management 

capabilities required as the volume and nature of health-related knowledge increase - for example, deep 

learning algorithms (Dwivedi et al., 2007). As a result, healthcare delivery organisations will need to refine 

some capabilities they currently possess and invest in entirely new ones. There is less clarity as to the 

direction in which healthcare knowledge will evolve, how healthcare delivery organisations need to adapt, 

and how to implement those adaptations. 

The need for knowledge infrastructures that enable the dissemination of knowledge at scale will serve as 

a basis for translating knowledge into improved performance on the frontlines of healthcare delivery. 

However, this will not be seamless unless the organisations deploying knowledge have complementary 

capabilities to engage with computable knowledge infrastructures and integrate them with frontline 

operational systems that are the point of application for this knowledge. It is crucial for knowledge to be 

applied effectively in healthcare delivery organisations that relevant knowledge is matched to specific 

workflows and clinical decisions. Shahmoradi et al. (2017) show that knowledge cannot be effectively 

used at scale without those capabilities and corresponding infrastructure. 

The NHS long-term plan seeks to promote a sustainable balance between the supply and demand of 

healthcare services across all staff groups (NHS England, 2019c). However, forecasts have tended to 

overestimate supply and underestimate the demand for staff to date. There is a pervasive optimism bias 

as one of the primary drivers of national commissioning decisions is the link between local workforce 

plans and agreed financial plans, which tend to overestimate likely cost reductions and underestimate 

future staff numbers (Palmer and Imison, 2018). Considering this, it is worth acknowledging that the long-

term plan clarifies that NHS Improvement, which historically has focused on financial performance, 'now 

has lead responsibility for the NHS workforce' (NHS England, 2019c). However, the role and expected 

influence of the department of health and social care remains unclear. 

In response to technological advances and changing patient needs, workforce policies need to move 

beyond a focus on shortages to ensure 'the right mix of health workers with the right skills and providing 

services in the right places' (organisation for economic cooperation and development, 2016). To support 

changing care models, all frontline staff will need to learn new skills and adopt new ways of working. The 

result will increasingly be blurring traditional sector boundaries, with staff better equipped for 'boundary-

spanning' work, particularly teamwork. 

The use of team-based approaches, changes in practice, and technology can increase the quality and 

accessibility of care across all settings and ease the burden on staff (organisation for economic co-

operation and development, 2016). However, changing patient needs, coupled with technological 

advancements, will require frontline staff to acquire new skills and adapt to new ways of working in the 
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next ten years (Health Education England, 2018b). OECD (2016) argued that health workforce policies 

should go beyond focusing on "the right mix of health workers with the right skills, providing services in 

the right places, and responding to changing patient needs". The research cited compelling evidence that 

the current healthcare workforce's skills do not align with patient needs.  

There have been numerous management paradigms incorporated into the healthcare sector that was 

supposed to mitigate the impact of the information explosion (Melvin et al., 1999); none have been 

effective. In light of the failure of existing healthcare management concepts to address the problem of 

information overload in healthcare (Health Canada, 1998; Mercer, 2001; Sharma, 2004; Desouza, 2004), 

the case for KM has been strengthened. The concept of KM is often seen as an interdisciplinary approach 

that considers the entire spectrum of knowledge activities (knowledge creation, identification, 

codification, and dissemination) (Choo, 1998).  

As a result of this broad scope, Beckman (1999) argued no universal definition of KM. Most definitions of 

KM suggest that it is a multidisciplinary paradigm (Gupta et al., 2000) and that its primary value is to 

provide knowledge workers with easy access to the knowledge they need in the right place at the right 

time (Dove, 1999). Although many definitions of KM have been proposed, Wickrarnasinghe's (2003) 

definition best captures the spirit of KM in the healthcare context: "Knowledge management is a discipline 

that promotes an integrated approach to identifying, managing, and sharing all of an enterprise's 

information assets, including database, documents, policies and procedures, as well as unarticulated 

expertise and experience resident in individual workers". 

2.12 Knowledge management success implementation 

Wiig (1997) identified five organisational strategies for implementing KM systems. Some businesses 

pursue knowledge as a business strategy, focusing on knowledge creation, capture, organisation, renewal, 

sharing, and use at each point of action. The second focus is on intellectual asset management, including 

patents, technologies, structural knowledge assets, customer relationships, operations and management 

practices. A third approach concentrates on personal knowledge asset accountability strategies. Each 

employee is responsible for their knowledge-related investments, knowledge renewal, and knowledge 

asset sharing within their area of accountability. Knowledge creation is a fourth strategy that focuses on 

organisational learning, research and development, and employee motivation to innovate and learn. The 

fifth strategy, knowledge transfer, focuses on the use, learning and sharing of best practices. The emphasis 

is on systemic approaches to knowledge transfer, such as knowledge acquisition, organisation, 

restructuring, warehousing, and repackaging for distribution to the point of use. The specific method an 

organisation chooses varies depending on the individual business and its specific needs (Chiu and Chen, 

2016). 
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Wiig also suggested that management concentrate on four key areas. To facilitate knowledge-related 

activities, they must initiate governance functions such as the top-down monitoring of systems and 

processes. This can include implementing incentives to encourage knowledge-sharing, identifying and 

managing knowledge assets, and, if necessary, restructuring operations and organisations. Management 

must also pay attention to the staff functions involved in creating and maintaining a knowledge 

infrastructure. This could include a lessons-learned programme, knowledge base implementation, and 

professional resource pools. The third point of emphasis is on managerial responsibility for operational 

functions such as creating, renewing, organising, and transferring knowledge assets. This includes 

activities such as employee education and training, research and development, knowledge acquisition 

and transformation and innovation.  

The fourth area of focus, according to Wiig, is where the value of knowledge is realised by leveraging 

knowledge assets. This means that knowledge assets are effectively distributed and applied. 

Collaboration, the use of best knowledge and practices, and knowledge sharing are part of this focus. 

Some argue that, rather than being a management function (e.g., chief knowledge officer), the 

coordination of KM implementation effort should be a HR function. The department does not compete 

with other organisational functions, and its responsibilities extend across all departmental boundaries. 

Human resources are typically in charge of employee selection, job design, succession planning, designing 

and administering compensation and reward systems, and maintaining data on employee skills and 

education (Audrey et al., 2001). 

Human Resources is in an excellent position to encourage a KM-friendly culture by designing 

compensation and reward systems that foster knowledge-sharing and educate employees about KM and 

its benefits (Greengard, 1998). The KM process concerns sharing, collaborating, and making the best use 

of a strategic resource. Thus, the primary focus of leadership should be on creating a culture that values 

knowledge, encourages sharing, retains employees, and fosters loyalty to the organisation. Long-term 

competitive advantage is built on the loyalty and caring organised in teams that share individualised know-

how. Unlike traditional KM systems, which focus on the know-what and know-how, loyalty and caring 

reflect the care-why, which is the essence of a successful KM system. The second focus should ensure that 

line supervisors receive adequate training, empowerment, and support to promote the desired culture. 

Changes desired by leadership do not always filter down to lower levels of the organisation. Third, 

leadership should prioritise the development of a knowledge infrastructure and support system that 

improves and facilitates knowledge sharing (KS) and its application at appropriate levels. According to 

sociotechnical systems theory, changes in the social system should occur concurrently with changes in the 

technological infrastructure (Walker et al., 2008). 

Carayannis (1998) indicates that KM is a sociotechnical system of explicit and implicit policies and 

practices within an organisation. Therefore, organisations should use innovative technologies to improve 
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operations to increase efficiency and innovation. Similarly, the KM process cycle, developed by van der 

Spek and de Hoog (1995), has traditionally been divided into a four-stage cycle (Wielinga et al., 1997; Wiig, 

1997) comprised of four tasks: (a) conceptualise; (b) reflect; (c) act; and (d) review. The process of 

identifying, representing, and categorising knowledge concerning organisational processes and 

employees is referred to as conceptualisation. The output of this phase is a framework for modelling the 

current knowledge infrastructure of an organisation. As part of the reflection process, it is imperative to 

assess the knowledge infrastructure's strengths and weaknesses and determine where opportunities for 

improvement exist. This phase outcome is the design of new infrastructure. The act phase consists of 

actual knowledge consolidation, integration, development, and distribution. The outcome of the act stage 

is implementing a new knowledge infrastructure. The fourth phase of the KM process cycle reviews the 

outcomes of actions taken using evaluation criteria. It considers whether the infrastructure contains the 

necessary knowledge, whether it is stable or prone to change, whether it is in a usable form, and whether 

the people who require the knowledge can easily access it (Wielinga et al., 1997). 

However, prior to conceptualisation, an organisation must have experience. According to research, the 

KM process cycle reflects the organisational learning cycle. The adult learning model proposed by Kolb 

(1976), in which knowledge is created through the transformation of experience, can also be applied to 

organisations. In step 1, the organisation engages in substantial experience, gathering knowledge based 

on its people's experiences and expertise. Step 2 entails reflective observation, in which the organisation 

analyses the current infrastructure from a sociotechnical standpoint to ensure that systems are adequate 

to meet the organisation's needs and encourage KS. In step 3, the organisation conceptualises to 

determine the best course of action, while step 4 entails active experimentation and plans for 

implementing the knowledge infrastructure. Because learning occurs in a continuous loop, this process is 

cyclical (Audrey et al., 2001). 

2.13 Roles and interactions of the individual, team and organisation in KM 

Although a substantial amount of literature is available on the theory of KM, there appears to be not much 

on applying KM principles in healthcare FM. Therefore, to investigate the application of such principles in 

hospitals' infrastructural assets, it is first important to understand the roles and interactions of each of 

the three types of assets described by Frame (1999): the individual, the team and the organisation.  

2.13.1 The individual 

Individuals are the actual creators of new knowledge and the trustworthy source of knowledge, which is 

a critical component of KM (Polanyi, 1998; Kaufmann and Runco, 2009). Peter Drucker (1993) suggested 

that employing knowledgeable workers will provide organisations with value because an organisation can 

only perform through individuals' cognition of knowledge. Individuals drive knowledge processes, 

according to KM research (Nonaka and Takeuchi, 1995; Jennex, 2008; von Krogh et al., 2000). The role of 
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human cognition in transmitting and absorbing knowledge has been highlighted in the cognitive 

psychology literature (Albino et al., 2004). Nonetheless, little attention has been paid to the role of 

individuals in KM discourse (Rechberg and Syed, 2012), indicating an appropriation of individuals in KM, 

which could be one of the reasons for current KM practices' lack of effectiveness. Furthermore, KM 

decisions are typically made by senior management in organisations, and empirical KM research relies 

heavily on the perspectives of KM decision-makers (Beijerse, 2000; Riantoputra, 2010; Roomi and Mojibi, 

2011). Rechberg and Syed (2014) identified four critical practices in the KM literature that map the role 

of individuals: Information Technology (IT), organisational culture and structure (see Appendix L), 

communities of practice (CoP) and HR. This study suggests that unless individuals are integrated into the 

design and implementation of KM practices, it is unlikely that they will fully understand and participate in 

KM, limiting its effectiveness in organisations. 

Individuals have varying knowledge-based capacities and experiences, resulting in different problem-

solving approaches and decision-making. Pircher (2009) identified KM as the processes and activities that 

leverage knowledge to improve competitiveness by better using and creating individual and collective 

knowledge. Similarly, Qunitas et al. (1997) pointed out that KM is the continuous management of all 

knowledge in an organisation to meet various requirements. The conventional and widely held belief is 

that individuals within organisations, rather than organisations as a whole, learn (Simon, 1976; Weick, 

1978). Although individuals create new knowledge, organisations play an essential role in articulating and 

amplifying that knowledge (Nonaka, 1994). Andrews and Delahaye (2000) investigated the role of 

individual-level processes in organisational learning regarding how individuals mediate knowledge inputs 

and outputs. Individuals' social confidence and perceptions of the credibility of the knowledge source are 

used to discuss knowledge inputs. Knowledge outputs are discussed in terms of what knowledge would 

be shared with whom based on the recipient's perceived trustworthiness. The term ‘psychosocial filter’ 

refers to a group of factors that influence knowledge-sharing processes and is described as operating on 

a "micro-level" (Jewels et al., 2003). 

2.13.2 The team 

Teams serve as organisational building blocks and aid in institutionalising new knowledge (Li et al., 2011). 

Salas et al. (2008) noted that advances in team research have been made but must keep up with the 

changing demands of the workplace. One such area for increased team utilisation is KM. The majority of 

research findings in the KM literature are concerned with the inner workings of teams and how KM 

principles positively influence team performance. In today's complex work environment, incorporating 

teams as a subprocess of KM makes economic sense, further supporting knowledge creation, storage, 

transfer, and utilisation within healthcare FM organisations, with most organisations already 

incorporating the use of teams in some capacity. 
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Ferrán-Urdaneta (1999), who discussed the differences between these two types of groups, noted that 

the literature is increasingly discussing the use of ‘teams’ and “communities”. Andrews and Delahaye 

(2000) included the group level alongside the individual and the organisation as part of organisational 

learning. As defined by Jewels et al. (2003), a team (or community) is a group of individuals who work 

together to accomplish a purpose.  

2.13.3 The organisation  

Providing quality healthcare FM services necessitates that knowledge workers share data, information, 

and experiences. Healthcare organisations must have a suitable infrastructure to optimise knowledge 

sharing, as well as a supportive culture (Gross, 2001). Dixon (2000) argued that knowledge-sharing 

practices require more than just access to technology. Because establishing effective knowledge-sharing 

strategies is expensive, organisations must pay close attention to the design of incentives for contributing 

to and using repositories, as well as the roles of intermediaries in developing and maintaining repositories, 

to facilitate the process. Reich (1991) argued that formal organisational charts have little relevance to the 

true sources of power in the high-value enterprise: power is based on the ability to add value to enterprise 

webs, not on formal authority or rank (as it was in the high-volume enterprise). 

2.13.4 Communities of practice–knowledge exchange  

The concept of communities of practice (CoP) is part of a larger body of literature known as a 'practice-

based' approach that deals with how individuals' cognitive learning is transformed into social and 

situational knowledge (Lave and Wenger, 1991; Corradi et al., 2010). CoPs are like knowledge sharing in 

that knowledge is actively given and received, with knowledge residing in the transference from one entity 

to another (Brown and Duguid, 2001; Wang and Noe, 2010). CoPs can span multiple divisions within an 

organisation or multiple organisations and countries (Cross and Cummings, 2004). Knowledge exchange 

within and across work groups is critical to expanding an organisation's knowledge base (Argote and 

Ingram, 2000).  

A CoP is a collaborative group of like-minded individuals dedicated to promoting learning, managing 

knowledge, and fostering new members. It assumes that participant interaction leads to knowledge flow 

and learning (Wenger et al., 2002). Knowledge workers are dispersed throughout the hospital's 

departments. As a result, time and space are essential considerations when completing tasks. 

Furthermore, it is an area currently dealing with KM challenges due to stakeholder expectations and 

constant new government regulations. At present KM programmes consist of formal initial skills training, 

on-the-job training, formalised organisational routines (i.e., continuity documents, regulations, archives 

and processes) and the employees' assignment process. As a result, knowledge is rarely reused, new 

employees typically require months to catch up, horizontal knowledge flows (e.g., between employees) 

are non-existent, vertical knowledge flows (e.g., between managers and supervisors) are slow and 
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redundant workflows exist. Knowledge tends to cluster in sub-function specialist areas (e.g., requirements 

determination, budget constraints and strategic sourcing). 

Lave and Wenger (1991) stressed individual knowledge and how it relates to their work practices. 

Exchanging knowledge can broaden an individual's knowledge base, encouraging them to participate in 

CoPs (Cox, 2005; Fang and Chiu, 2010). The learning that occurs due to the exchange can then be used to 

improve the learning of the team and the organisation (Di Milia and Birdi, 2009). According to Kirkman et 

al. (2011), external community leaders play an essential role in enhancing CoPs, mainly where task 

interdependence is high. The authors demonstrate that CoPs designated by an organisation as 'core' (e.g., 

working on critical issues) are generally more effective than those not organised to serve a 'core' purpose. 

Individuals will generally exchange knowledge if the CoP contains knowledge that will improve their own 

(Lavoué et al., 2011). Individuals seek knowledge because they believe the community is valuable and 

trustworthy (He et al., 2009). As a result, individuals participating in a CoP must share similar interests 

and have faith in each other's expertise and abilities for knowledge exchange (Fang and Chiu, 2010).  

A product designer, for example, may seek advice from someone who has experience building the 

product. This could assist the designer in determining how skewed the curve can be. The exchange occurs 

when the product builder is given an operationally feasible design. Organisations, as suggested by Kirkman 

et al. (2011), may facilitate CoPs but should not select or compel individuals to participate, as individuals 

must be genuinely interested and feel a genuine sense of community for knowledge to be exchanged 

(Davenport and Prusak, 1998; Fang and Chiu, 2010). Organisations are advised to listen to individuals to 

exchange knowledge for CoPs effectively. Individual knowledge workers and CoPs, according to 

Koeglreiter and Torlina (2008), ‘require a high level of autonomy to perform academic work’, and 

decisions on CoP may be shared between CoP members and management, advancing CoP success. 

Several recent events in the NHS, such as career field restructuring, attrition, culture and mandatory 

redundancy, have reduced the pool of experience. Because it is unsupervised and lacks strategic 

motivation and direction, the current method of managing workforce knowledge is insufficient. Until now, 

no alternative has been proposed or investigated. To better manage the function's most valuable asset 

knowledge, this function must investigate ways to promote efficient thinking whilst minimising effort and 

waste. There is no easy way to become an efficient thinker. Managers must practice efficient thought, 

which entails consciously planning, trying, learning, and restarting (Hayes-Roth, 2006).  

2.14 Human resource practices – knowledge acquisition, training and retention 

Human resource practices can help KM by recruiting, selecting, and managing skilled employees and 

improving employees' knowledge, skills, abilities, and other characteristics. Because an organisation's 

performance is determined by its employees' experience, education, and skills, Solman and Spooner 

(2000) contend that the HR department is ‘well positioned to ensure the success of KM programmes’. HR 
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practices reinforce organisational culture and values (Buchanan and Huczynski, 2004). The HR department 

can select the ‘right fit’ to recruit and train talented individuals with the right attitude for knowledge 

sharing and creation (Chow and Chan, 2008). Staff may be chosen not only based on their knowledge but 

also on their openness to process knowledge and willingness to share and improve the organisation’s 

values and goals (Cabrera et al., 2006). The HR function may create a shared knowledge vocabulary to 

help employees feel a sense of belonging, facilitating knowledge sharing and creation (Solman and 

Spooner, 2000; Schepers and Van den Berg, 2007). Employee satisfaction can be achieved through HR 

incentives, reducing employee turnover (Koys, 2001). Scholars have discovered that the presence of an 

appropriate reward system for individuals influences the success of knowledge transfer (e.g., Lessard and 

Zaheer, 1996). The human resources department can advocate for fair practices, such as participatory 

decision-making processes on corporate policies and changes. The HR function may encourage open, 

informal communication and free expression of ideas and opinions (Rechberg and Syed, 2014).  

Individuals are the source of knowledge creation; integrating and retaining them is critical (Lazarova and 

Taylor, 2009) as organisations may not want to lose them. Furthermore, the longer people work for 

organisations, the more likely and willing they are to share their knowledge (Constant et al., 1994). The 

HR department is also in charge of training to foster a culture in which people are encouraged to learn 

and share their skills and values (Argyris, 2004). According to academics, the concept of organisational 

learning is a component of KM (Easterby-Smith and Lyles, 2003). On the other hand, organisational 

learning is only effective if it is integrated in a way that motivates individuals to learn (Argyris, 2004; Chow 

and Chan, 2008). Because all knowledge processes are rooted in individuals, the role of individuals in 

organisational learning processes is critical, according to Simon (1991). However, organisational learning 

strategies may not pay enough attention to individuals' roles in the learning process, limiting the 

effectiveness of organisational learning (Berends et al., 2003). The HR function, according to Rechberg 

and Syed (2012), must address what motivates people's commitments and aspirations, such as why they 

join or leave an organisation and what it takes for people to process knowledge willingly. Individual 

abilities, needs, and contexts may aid in developing effective KM practices. 

2.15 Sensemaking 

Sensemaking—the process by which individuals attempt to comprehend novel, unexpected, or perplexing 

events—has emerged as a critical topic in organisational research. When organisational members 

encounter ambiguity or uncertainty, they seek to clarify what is going on by extracting and interpreting 

cues from their environment, using these as the foundation for a plausible account that provides order 

and "makes sense" of what has occurred and through which they continue to enact the environment 

(Brown, 2000; Maitlis, 2005; Weick et al., 2005).  
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Sensemaking extends beyond interpretation to include the active authoring of events and frameworks for 

understanding as people construct the situations they seek to understand (Weick, 1995; Sutcliffe, 2013). 

There is a rapidly growing body of research on sensemaking in the organisational literature, examining 

how sense is made in organisations (Christianson et al., 2009; Navis and Glynn, 2011; Cornelissen, 2012; 

Monin, et al., 2013; Catino and Patriotta, 2013; Weick, 1993). Thus, sensemaking is a central activity in 

organisations and is at the heart of organising. 

Due to the wide range of literature related to sensemaking, the current study begins by clarifying its limits. 

Organisational life is full of moments of ambiguity and uncertainty, and the notion of sensemaking has 

gained widespread traction not only in organisational behaviour, but also in related kinds of literature, 

such as that on organisational communication (Taylor and Van Every, 2000), education (Coburn, 2005; 

Smerek, 2009; Christensen and Cornelissen, 2011) and healthcare (Jordan et al., 2009; Anderson and 

McDaniel, 2000). The concept of sensemaking is useful for a wide range of practitices, but, for the purpose 

of this study, this chapter restricts the discussion to managers and operatives working in healthcare FM 

organisations. Furthermore, the primary focus of the current study is on fostering organisational 

sensemaking. Therefore, it relies heavily on research concerning collective sensemaking as it is carried out 

by multiple actors in healthcare organisations. 

Furthermore, the research acknowledges but does not review the substantial body of organisational 

research that employs the concept of sensemaking broadly, often as a synonym for "trying to 

understand", "thinking about", or "socially constructing" issues or situations. Whilst such work can help 

one understand various phenomena in organisations, the more colloquial use of the word sensemaking 

confounds efforts to theorise it as a construct and understand its forms and effects in organisations.  

Garfinkel (1967) used the term ‘sensemaking’ to describe the study of actors' everyday practices as they 

interact, interpret, and account for their experience of reality. Polanyi (1967) employed the terms ‘sense-

giving’ and ‘sense-reading’ to describe how people endow speech with meaning and make sense of 

speech.  

2.16 Knowledge management activities 

Willard (1997) defined KM as having a potentially very broad scope. Wiig’s (1995b) research, on the other 

hand, indicated a reasonable level of understanding of what can be interpreted as KM activities. Such 

activities include:  

• identifying and mapping knowledge within the organisation so that it can be more fully utilised; 

• increasing an organisation's intellectual capital in order to improve its ability to add value through 

the effective accumulation and use of intellectual capital; 

• determining the worth and performance of knowledge assets; 
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• fostering environments that encourage innovation and the generation of new knowledge; 

• developing intelligent capabilities, in which external knowledge is harnessed and used to inform 

strategic decision-making; 

• fostering ‘learning’ cultures in which people are encouraged to create and share knowledge; 

• developing an understanding of the knowledge capabilities required for the organisation to 

compete in the future; 

• unlocking and sharing the skills and knowledge of the organisation's people, as well as sharing 

across organisational boundaries; 

• defending intellectual property that is valuable to the organisation;  

• creating an overall KM architecture that establishes frameworks, standards, and processes for 

best practices in KM. 

2.17  Knowledge management components 

A vital component of a KM concept is the requirement to address people, process, and technology issues 

concurrently rather than concentrating on one. Regardless of the size of an organisation or the knowledge 

needs, people are always needed to lead, sponsor, and facilitate knowledge sharing. These four KM 

system components are the pillars on which the entire knowledge base systems and decision-making 

processes rely. Consequently, if either of these is lacking, there will be obstacles, eventually leading to a 

malfunction. Thus, organisations must pay close attention to these components to remain competitive 

and progress further (Wiig et al., 1997; McInerney and Koenig, 2011).  

The literature on KM suggests that technology accounts for 10% of the effort required, process accounts 

for 20%, and people/cultural factors account for 70%. While technology may be the simplest and quickest 

to implement, addressing cultural and people issues will take longer and cost more. The benefits will only 

be realised when people-related issues are addressed and implemented. Even so, the strategies can be 

launched in manageable chunks by starting small initiatives using the classic "start small, think big" 

strategy (Bhatt, 2000; Kamal, 2012). In knowledge mapping, synthesis is the step in which processes, 

people and knowledge mapping tools are linked to one another and their relationships clarified. In 

contrast, the absence of KM approaches in the organisation results in deficiencies in structure and 

purposeful knowledge mapping (Yasin and Egbu, 2011). Tandukar (2005) described how knowledge flows 

around a process by describing the knowledge used in the process. It is the basis for determining common 

knowledge or areas where the same knowledge is used in different processes. These components describe 

who has what knowledge (tacit), where that knowledge resides (infrastructure), and how that knowledge 

is transferred and disseminated (social). Since no single knowledge map could meet the needs of every 

situation, the process of making it is as important as the final product. The knowledge map can be used 
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to navigate explicit (codified) information and tacit knowledge, pointing out the relationship between 

knowledge stores and the dynamics of knowledge utilisation. The sub-elements are depicted in the Figure 

2.4 below by Bhatt (2000). 

2.17.1  People 

Nowadays, KM is the driving force behind any organisation (Milton and Lambe, 2019). Keeping employees 

motivated will undoubtedly increase their efforts and assist them in taking the organisation to the next 

level. Furthermore, knowledge necessitates thought, planning, and execution. They cannot be realised 

without people. As a result, these things can only be accomplished with the participation of people. It also 

aids in the development of friendly relations between them. Accordingly, a courteous and professional 

environment is established within the organisation. The knowledge process enables people to gain 

sufficient knowledge about what is best for the organisation; without it, no one can see the impact of KM 

on the organisation. The organisation must develop plans based on people's needs and demands, which 

can only be accomplished by studying the components of KM. The first and most important thing is 

understanding people and their needs and developing methods for forecasting changing trends. If the 

strategies are well thought out, they will yield fruitful results; otherwise, they will dash future hopes. 

Technology connects people anywhere and at any time. It means that knowledge will follow people 

wherever they go (Sunassee and Sewry, 2002; Omotayo, 2015). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.4 Knowledge management component. Adapted from: Bhatt (2000). 

  

 



74 | P a g e  
 

2.17.2  Process 

Knowledge management is a strategy for increasing valuable knowledge within organisations. Knowledge 

does not flow consistently; it is like water tap ‘that only drips’ when turned on. KM processes make it 

possible to gain an understanding quickly (McInerney and Koenig, 2011).  

Knowledge management processes aim to acquire, create, gather, and share knowledge. Without these 

objectives, a knowledge process is incomplete. People begin by gathering requirements and developing 

new awareness as an ongoing process. The critical knowledge is then identified from the pool of gathered 

knowledge. It is then distributed to the entities involved in making decisions based on this information 

(Gamble and Blackwell, 2001). The KM process promotes human-to-human interaction and the 

development of healthy relationships between them. Similarly, it improves the efficiency of an 

organisation's decision-making and benefits through increased profits and cost savings. The four main KM 

processes are knowledge acquisition, storage, distribution, and utilisation. The proper execution of the 

methods also identifies bottlenecks and hindrances (Anshari and Hamdan, 2022).  

2.17.3  Technology 

Technology has permeated society, transforming how people expect to interact with services and 

consume content. Other industries have seen the benefits of widespread technology use, such as 

simplifying and automating tasks and processes, improving collaboration and access to information, and 

redesigning data collection and analysis (Department of Education, 2019). Technology advances efforts 

and accelerates the rate of knowledge transfer; however, content is equally important. Any documented 

or verbal information shared between employees is referred to as content. It can be well-organised or 

just a few quick tips and suggestions. It assists in the processing and collection of valuable knowledge 

information, making it easily accessible to people. Powell and Snellman (2004) stated that no one can 

consider sharing knowledge without considering the use of technology. Technology allows people to gain 

excess knowledge on any subject by putting in extra effort and wasting no time. This allows them to use 

and share best practices no matter where they are or what time it is. Milton et al. (1999) report that 

information technology solutions, such as email, document management, and intranets, can be extremely 

useful in some circumstances. While many significant issues may remain, new technologies and tools that 

focus on knowledge will be able to help. 

2.17.4  Strategy 

Every program or plan requires a strategy. The strategy of any program determines its future and whether 

it is headed in the right direction. The growing importance of knowledge as a critical resource has 

prompted healthcare managers to pay closer attention to their organisations' KM strategies. Appropriate 

KM strategies are required to ensure that aligning organisational processes, culture, and deployment of 

KM-related information technology (IT) results in effective knowledge creation, sharing, and utilisation 
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(Zack, 1999). KM strategies are no longer mere buzzwords but a primary concern for many businesses 

(Hansen, 1999; Earl, 2001). A growing body of KM research has examined and attempted to categorise 

various KM strategies. The research suggests that KM strategies can be classified primarily based on two 

key dimensions: (a) KM focus and (b) KM source. KM strategies can be classified as explicit or tacit on the 

KM focus dimension. Explicit-oriented strategy seeks to increase organisational efficiencies primarily 

through advanced ITs by codifying and reusing knowledge (Hansen). Tacit-oriented strategies employ a 

personalisation approach in which tacit knowledge is communicated through direct person-to-person 

contact and socialisation processes (Zack).  

The second dimension to consider when developing a KM strategy is the organisation's primary source of 

knowledge. Along this dimension, KM strategies can be classified as internal- or external-oriented (Bierly 

and Chakrabarti, 1996; Earl, 2001). The external-oriented strategy seeks to acquire or imitate knowledge 

from outside sources before transferring it throughout the organisation (Lee et al., 1999). The internal-

oriented strategy focuses on creating and sharing knowledge within the organisation's boundaries. It is 

important to understand the needs and demands of the organization in order to achieve success. 

Healthcare organisations are only successful if they meet their customers' needs and demands. Various 

strategies are developed to assist in understanding the needs and demands of the masses and gaining 

proper knowledge. According to Mcintosh (2005), changing an organisation's strategic direction may 

result in losing knowledge in a specific area. Thus, any subsequent policy reversal may result in a renewed 

demand for this lost knowledge, but the employees with that knowledge in demand may no longer be 

present. 

2.18 The two early frameworks of KM  

The KM frameworks, examples of which are the DIKW (data, information, knowledge, wisdom) hierarchy 

(Cleveland, 1983; Zeleny, 1987; Ackoff, 1989) and the SECI (socialisation, externalisation, internalisation, 

and combination), gained prominence and became almost cult-like without much empirical evidence 

(Nonaka and Takeuchi, 1995; Lambe, 2014). Batra (2014) stated that KM frameworks such as DIKW and 

SECI are the foundation of KM theory and practice, and they have become cult favourites because they 

explain some of the most important ideas in KM. 

Prusak (2014) pointed out that these early models filled a void due to the lack of frameworks and 

approaches in KM. Consultants and academics pushed the said models, and they were heavily promoted 

at conferences and in publications. Prusak declared that this is not all bad. "Although there is not much 

empirical evidence for these methods, they can spark useful conversations and, in some cases, new ideas. 

It is easier to talk about a method than a blank page or some random unrelated data". 

Although Saint-Onge (2014) acknowledged that these early frameworks made interesting distinctions, he 

put forth the belief that they "were not effective in serving as the foundation for the development of a 
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knowledge strategy". As stated by Sousa (2014), these models lack evidence of the causal link between 

KM interventions or models and improvements in performance objectives. 

Snowden (2014) opined that the early embrace of these theories was due to a desire for simplistic 

hierarchies and linear models, which were regrettable realities at a time when few managers understood 

complex concepts. Pasher (2014) agreed that these models fall into the same category as IT knowledge 

management solutions: quick fixes that rarely produce lasting results... [and] feed the cult status of SECI 

and DIKW. 

2.18.1 Relationship between data, information, knowledge and wisdom (DIKW) 

Employees in healthcare FM require data, information, and knowledge to solve problems, make decisions, 

and create new knowledge. There are numerous ways to gain access to these elements. Reading, talking 

with colleagues, using databases, and observing/experiencing things in the environment are all data, 

information, and knowledge sources. No method is necessarily more important than the others; it 

depends on the situation. How organisations generate, access, share, and apply data, information, and 

knowledge matters. The extent to which an organisation can be efficient is determined by its use of 

available data, information, and knowledge (Barney, 1991). The next step is to progress from knowledge 

to wisdom; wisdom can be defined as knowledge that has been applied (Sternberg et al., 2007). 

As a conceptual contribution to the KM discipline, the data, information, knowledge and wisdom (DIKW) 

hierarchy clarifies semantics and provides a source of understanding for KM. The hierarchy has its roots 

in the information technology domain, where understanding the distinction between data and 

information is required for the discipline of information system design. Generally, data is thought to 

represent isolated facts without context, and information is thought to be processed data (Batra, 2014). 

Data is given meaning by being processed and examined in a specific context. In contrast with data, 

information, when processed and given a purpose, reduces uncertainty, increases negentropy, and aids 

in bringing order to a situation (Sharma, 2008). 

Ackoff introduced the DIKW pyramid in 1989 to demonstrate the relationships between data, information, 

knowledge and wisdom. Each phase in the hierarchy represents a step forward to the next level; first 

comes data, followed by information, knowledge and finally, wisdom. Each step addresses a different 

aspect of the initial data and adds value. The pyramid is an effective method for distinguishing between 

the concepts listed. The separation of concerns (Juhár and Vokorokos, 2015) provides the most 

fundamental benefit – dividing a problem into sub-problems and solving those, focusing on each sub-

problem separately. The more people enrich their data with meaning and context, the more knowledge 

and insights those people gain, allowing them to make better, more informed, data-driven decisions 

(Frické, 2018). Ackoff's hierarchy does not require data to be transformed into information, information 

to be transformed into knowledge, or knowledge to be transformed into wisdom. Instead, he claimed that 
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"each of these includes the categories that fall below it—for example, there can be no wisdom without 

understanding and no understanding without knowledge" (Ackoff, 1989). 

Carlisle (2015) argued that, whilst Ackoff is commonly cited as the originator of the knowledge pyramid, 

he is not the originator of the idea that data becomes information, which in turn becomes knowledge, 

with such knowledge then becoming wisdom through a series of transformations. Jennex and Bartczak 

(2013) employed data, information, knowledge, and wisdom definitions that reflect the hierarchical 

relationship of the four items. They defined data as a collection of facts. In terms of its relationship to 

data, information is made up of pieces of data that are linked together by some context. Knowledge is 

defined as information that is culturally understood, whilst wisdom is the knowledge that has been 

organised into a framework or nomological network.  

Various approaches to KM have evolved over the years, according to Snowden (2000), with one of those 

approaches derived from information management, whilst knowledge is viewed as a higher-level order of 

information, often depicted as a triangle that progresses from data to information and then to knowledge. 

As Weinberger (2010) pointed out, knowledge is not filtered or algorithmically generated. Even though 

the DIKW model simplifies librarianship, records management, and information and communication 

technologies (ICT), it cannot be considered futuristic because it does not cover all aspects of knowledge 

and KM. 

Muller and Maasdorp (2011) observed the data, information and knowledge (DIK) model's dominance in 

information science. They hypothesised three reasons why KM practitioners and authors prefer the DIK 

model. The first is concerned with information theory background, the second with simplicity, and the 

third with accumulative worldview. The dominance of the DIK model in KM could be explained by its 

background in information theory and communication theory, as well as its simplicity (Muller and 

Maasdorp). That is, a mechanistic and positivist worldview is at the root of the DIK model's widespread 

acceptance. 

Batra (2014) asserted that “the distinction between data, information, knowledge and wisdom is the 

fundamental query of any scholar of KM”. Whilst recognising that the framework is far from perfect—

particularly in terms of understanding the term wisdom in the context of KM literature—the above author 

forwarded the belief that "the DIKW hierarchy holds a prime place in the domain of KM and rightly so, 

despite the apparent ambiguities between various terms of the hierarchy". In addition, Batra observed 

that the distinction between information and knowledge has become increasingly hazy in recent years. 

"In comparison to knowledge, data is now being given a prime position as a key strategic resource for 

business organisations because analytics, particularly big data analytics, provides the capability of real-

time analysis of large populations of data with high volumes, velocity, and variety through machine 
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learning". The theory is built upon the evolution of higher-order patterns, which change continuously as 

distinct patterns emerge in a changing world. 

According to Trumpa (1991), Woodman and Dickinson (1996), and Levitt (1999), wisdom can be defined 

as a state of conscious awareness. These authors also linked spaciousness, friendliness, warmth, softness, 

and joy to wisdom. In contrast with the DIKW model's suggested continuum, these characteristics are not 

present. As Russell explained, several people have pointed to the progression from data to information 

to knowledge. In the progression of knowledge, wisdom emerges from something derived from 

knowledge (Russell, 2009). 

Around the turn of the century, the United States Navy placed knowledge at the beginning of their change 

model based on the seven levels of consciousness and wisdom near the end (Porter et al., 2003; Bennet 

and Bennet, 2004). To facilitate increased connectedness and heightened consciousness, the change 

model consists of the following progression: (a) closed structured concepts, (b) limited sharing, (c) 

awareness and connectedness through sharing, (d) creating concepts and sharing those concepts with 

others, (e) advancement of new knowledge shared with humanity at large, (f) wisdom, teaching, and 

leading, and (g) creating (and sharing) new thought in a fully aware and conscious process. Before reaching 

wisdom at the second to highest level (f) in this model, value is inserted (framed in the context of the 

greater good). In support of earlier levels of the model, the value of knowledge was not discussed because 

it is situation-dependent and context-sensitive. The implication is that, as knowledge sharing grows and 

conscious awareness grows around the value of this focus on, and application of, knowledge theories and 

frameworks, it becomes apparent that these theories and models (higher-order patterns) and what they 

teach can be helpful to other organisations, communities, and cities. In this sense, knowledge has shifted 

from a state of knowledge to a state of wisdom (Bennet and Bennet, 2004). 

Bennett and Bennet (2008d) related the concept of wisdom to tacit knowledge and consciousness. 

However, they acknowledged that a link between knowledge comprehension and moral development as 

a precursor to wisdom may also exist (Noi et al., 2007). Costa defined this ‘something more’ as the 

combination of knowledge and experience, but it is more than the sum of these two factors. It involves 

logic and intuition, as well as the left and right sections of the brain, yet it goes beyond reason or creativity. 

A sense of equilibrium results from an organisation pervasive moral conviction. The conviction and 

guidance provided by the obligations flow from a profound sense of interdependence. In essence, wisdom 

develops through the acquisition of new knowledge and the practice of daily life—both of which are 

filtered through a moral code (Costa, 1995). 

In Snowden's (2014) view, "DIKW is ontologically and epistemologically flawed; it cannot be reconciled 

with contemporary cognitive neuroscience". As with other KM models, the DIKW continuum was the 

beginning of a larger conversation, one in which, as with other models used by KM practitioners, there 
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was a need for the integration of theories and research findings emerging from other fields to assess the 

validity and usefulness of the said continuum. As a result, the framework triggered a debate that 

encompassed both theory and practice. 

Wiig (1998) emphasised a distinction between information and knowledge. He claimed that the process 

by which people develop new knowledge uses prior knowledge to make sense of the new information. 

Once accepted for inclusion, the new insights are internalised through linking with prior knowledge. This 

leads to a situation where new knowledge is a function of prior knowledge as inputs are received. As a 

result, a gap is formed between the received information inputs and the resulting new knowledge 

(Mutongi, 2016). The concepts of DIKW are viewed by Liew (2013) as parts of a continuum, each a result 

of the previous, with no clear boundaries between them. Figure 2.5 illustrates the continuum. 

2.18.2 Data 

Ackoff (1989) defined data as symbols representing objects, events, and their environment. Data 

constitutes representations whose meanings are influenced by their representation system, i.e., language, 

simple signs and symbols (Bierly et al., 2000; Hoppe et al., 2011). Symbols and signal readings are recorded 

(captured and stored). As the building blocks of communication, symbols include words (text and verbal), 

numbers, diagrams and images (still or video). Sensory signals include light, sound, smell, taste, and touch 

readings. Indeed, Liew (2007) stated that data primarily records events and activities to create an accurate 

picture.  

 

 

 

 

 

 

 

 

 

 

Figure 2.5. The DIKW model illustrates how the human mind can systematically organise raw data into 

higher planes. Adapted from Liew (2013). 
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2.18.3 Information 

Data is generated, stored, retrieved, and processed by information systems, with the processing often 

being statistical or arithmetic. In either case, data is used to infer information (Ackoff, 1989). A message 

containing relevant meaning, implications, or input for decisions and resultant action is information. 

Information is derived from both current (communication) and historical (processed data or a 

reconstructed picture) sources. Liew explained that the purpose of information is to help people make 

decisions, solve problems, and seize opportunities (2007).  

Through the use of a relational connection, information has been given meaning (Ahsan and Shah, 2006); 

simply put, it is meaningful to the recipient and has actual or perceived value in current or prospective 

actions or decisions (Bierly III et al., 2000). Information is endowed with meaning, relevance, purpose 

(Rowley, 2007), numbers, artificial and natural language, and graphic objects that convey significance and 

meaning (Zins, 2007). 

In the broadest sense, information is the substance from which knowledge is created (Nonaka and 

Takeuchi, 1995). Knowledge is information that exists within people's minds and is precious because 

humans generate new ideas, insights, and interpretations that are directly applied to that information’s 

use and decision-making. Information management is an essential component of KM, but it must be 

viewed and understood in the context of the larger picture. Knowledge and its management cannot be 

substituted for information and data management. According to various authors, this is one of the barriers 

or pitfalls of KM (Willard, 1997; Skyrme, 1997; Malhotra, 1998) because knowledge can only follow 

information, and information can only follow data. A KM programme can fail due to the lack of a proper 

data and information management programme. Organisations that succeed with KM will be those which 

recognise that it is as much about managing people as it is about managing information. Thus, successful 

KM programmes require the integration and management of data, information, and knowledge within an 

organisation (Lee, 2001). 

In the words of Brown and Duguid (2000):  

“Knowledge management is the use of technology to make information relevant and accessible 

wherever that information may reside. To do this effectively requires the appropriate application 

of the appropriate technology for the appropriate situation. Knowledge management 

incorporates systematic processes of finding, selecting, organising, and presenting information in 

a way that improves an employee’s comprehension and use of business assets”.  

New informational technologies may bring about changes in the healthcare FM workplace, such as faster 

transfer of information, more effortless transfer of information across traditional organisational 

boundaries (an integrated patient service system), new working patterns such as virtual teams and 

homeworking, new forms of customer service, and new forms of blended education and training. 
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However, empirical evidence suggests that ICTs are a weak driver of a shift to network-based healthcare 

organisations. Nettleton and Hanlon (2007) investigated the potential effects of new ICTs on healthcare 

services. Their empirical work suggested that patients used ICTs (e.g., searching the internet for 

information about their condition) in order to be a 'good patient' rather than a 'time waster', and that 

they still needed, and relied on, health professionals in the traditional way. Moreover, Finch et al. (2007) 

investigated telemedicine and telecare, observing that potentially radical new technologies frequently fail 

to integrate into routine healthcare delivery. If anything, telemedicine is 'disappearing' as a new mode of 

service delivery, to be replaced by a broader concept of eHealth that involves other staff in managing 

patients' expectations. Investment in information technology infrastructure was part of the 

modernisation strategy, which included the national information technology programme (Department of 

Health, 1998). The implementation of electronic patient records has been complicated and time-

consuming (National Audit Office, 2007). It could be argued that ICTs have played an essential role in NHS 

modernisation initiatives such as the national patient booking programme (Neath, 2007). 

2.18.4 Knowledge 

It is common to distinguish between knowledge as “know-how” (skill) and knowledge as propositional 

knowledge “know-that”. Knowing how to use a buffing machine is an example of the former, and "I know 

that London is the capital of the UK" is an example of the latter. As Ackoff (1989) described, know-how 

allows information to be transformed into instructions. The room temperature becomes relevant 

information when an agent asks, "what is the temperature?" and, as a result, can be understood when 

the agent can control the temperature. Liew (2007) defined knowledge as (a) cognition or recognition 

(know-what), (b) action capacity (know-how), and (c) understanding (know-why) that resides or is 

contained within the brain or mind. The goal of knowledge is to improve people's lives, whilst the purpose 

of knowledge in healthcare FM is to create or add value to the well-being of patients, the organisation, 

and all its stakeholders. Knowledge is human expertise stored in a person's mind as a result of that 

person’s experience and his or her interaction with his or her surroundings (Brodie and Brodie, 2009). 

Segundo argues that knowledge is internalised information integrated into a person's cognitive structures. 

Information, on the other hand, is a representation of understood knowledge (Segundo, 2002). In other 

words, information is meaning embedded in messages that stem from human activities and situational 

events.  

Similarly, Vizcaya (1997) defined knowledge as a "process by which reality is reflected and produced in 

human thought". Human intelligence, intellectual activities, and cognitive conscience all contribute to 

knowledge. Amat (1990) opined that if one applies Piaget's theory of knowledge development (which is 

based on the idea that knowledge acquisition is continuous self-construction), then it holds that 

knowledge is invented and re-invented as the person develops and interacts with their surroundings 

(Driscoll, 1994). There are two perspectives on information: knowledge as a process and pre-codified fact. 
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As stipulated by Segundo (2002), the knowledge process is dependent on the cognitive ability of the 

subject, as well as that subject’s ability to assimilate symbolic knowledge (i.e., know-how and know-why). 

As reported by Segundo, Piaget emphasised that not only does the figurative aspect play a role, but the 

medium, material, symbol, or language are also converted into meanings when understanding or an 

operational interpretation occurs by a knowing subject, producing symbolic knowledge. Human 

knowledge, reported Wertheimer (1945), is productive thought.  

Furthermore, McHale (1981) contended that knowledge involves organising or associating information 

according to a previously established framework within human comprehension. Similarly, Segundo (2002) 

argued that language and verbal symbols are inextricably linked to codified facts or figurative aspects of 

knowledge. Language and other visual symbols (i.e., images) are the means of communicating 

(transferring information and knowledge) and processing information (interpretation). Aside from 

memory and information retrieval, wisdom includes more profound knowledge that requires 

propositional reasoning. In reasoning, there are "truth-based (epistemic) and value-based (axiological) 

assumptions" (Hannabuss, 2001). 

To achieve deep knowledge and wisdom, it is necessary to understand the fundamentals and related 

constructs. These include data, information, and knowledge, as well as their interactions. A clear and 

specific perception of a subject or object and an understanding of specific facts can be defined as 

knowledge (Bierly et al., 2000); in essence, it is content that people have in their heads. Thus, the 

acquisition of knowledge is accomplished through information interpretation (meaning). The terms 

‘knowledge’ and ‘information’ are sometimes used interchangeably, but this is not always the case; it may 

be true when the same content appears in multiple places. The content of communication emails, for 

example, creates knowledge for anyone who reads the said emails (Schulte et al., 2000). 

Although information is valuable, it does not necessarily translate into profound knowledge. The process 

of information–knowledge transformation relies on learning and human interpretation, whilst 

knowledge–information transformation relies on communication among people (Kumar, 2020). "A 

knowledgeable person holds justified true belief or belief supported by fact", wrote Bierly III et al. (2000). 

However, being knowledgeable is one component of wisdom, the other being a demonstration of a sound 

and serene judgement regarding the conduct of life. As such, wisdom is a multifaceted construct 

inaccessible to many (Adhikari, 2010). 

2.18.5 Wisdom 

Knowledge is amongst the most sought-after things in the world today, whether through books, 

magazines, television, social media, research, or experiments. In terms of acquiring wisdom, the question 

must be asked: how many individuals would exert that level of enthusiasm or energy? Every human being 

desires knowledge, but it is more profitable if people take advantage of every opportunity to acquire 
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wisdom. Zeleny (2006) posited that wisdom is not about "because I can", "because it is there", or "because 

I must" – the traditional explanations for the unwise. Many knowledgeable people know-what to do, and 

many experts know-how to do it, but only a few wise people understand and can fully explain why it 

should be done. The following metaphor applies to these ideas: data: "know-nothing", information: 

"know-what", knowledge: "know-how", and wisdom: "know-why" (Zeleny). Numerous intelligence 

theories exist in the literature, including psychometric theories, cognitive theories, genetic-

epistemological theories, and social-psychological theories.  

Additionally, there have been many attempts to measure intelligence but far fewer to measure creativity, 

despite disagreements over those tests (Grigorenko, 2001; Liew, 2013). As far as wisdom is concerned, no 

tests have been conducted to justify any disagreement. The development of implicit theories can facilitate 

the development of conceptual frameworks for defining wisdom. "Implicit theories are human constructs 

that exist in their minds; such theories must be discovered rather than invented because they already 

exist in some form, in people's heads" (Sternberg, 1985). In order to discover such implicit theories, the 

easiest and most direct method is to ask people. A research study conducted by Sternberg (1985) revealed 

several aspects of intelligence, including: 

• The ability to carry out abstract thought. 

• The ability to adapt adequately to relatively new life situations. 

• Problem-solving ability in practice (e.g., logical thinking, identifying connections amongst ideas, 

seeing all aspects of the problem). 

• Communication skills (e.g., articulate). 

• Social awareness (e.g., accepting others for what they are, admitting mistakes, displaying interest 

in the world as a whole). 

2.18.6 Intelligence 

Intelligence necessitates perceiving the environment, making decisions, and controlling the action. Higher 

levels of intelligence may include the ability to recognise objects and events, present information in a 

world model, and reason about plans. In advanced forms, intelligence provides the ability to perceive and 

understand, make wise choices, and act successfully under a wide range of circumstances to survive, 

prosper, and reproduce in a complex and frequently hostile environment (Albus, 1991). 

In the opinion of Stewart (1998):  

“intelligence becomes an asset when some useful order is created out of free-floating brainpower 

– that is, when it is given coherent form (a mailing list, a database, an agenda for a meeting, a 

description of a process); when it is captured in a way that allows it to be described, shared, and 

exploited; and when it can be deployed to do something that could not be done if it remained 
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scattered around like so many coins in the gutter. Intellectual capital is packaged useful 

knowledge”.  

Sternberg (1999a) proposed that intelligence is the ability to achieve personal success within one's socio-

cultural context, and success depends on capitalising on one's strengths and correcting or compensating 

for one's weaknesses; analytical, creative, and practical abilities must be balanced, and ability balance is 

achieved in order to adapt to shape and select environments. 

2.19 The socialisation, externalisation, combination, and internalisation (SECI) Model  

Socialisation, externalisation, combination, and internalisation are the four modes or processes which 

demonstrate that knowledge transfer depends on the transfer of a shared understanding from the knower 

to the knowledge user. The context (the story behind the knowledge, as well as the conditions and 

situations that make the knowledge understandable) and the experience (those activities that produce 

mental models of how the knowledge should be used) are expressed in a culturally understood framework 

as common understanding. This shared understanding is incorporated into Sherif and Sherif's (2006) 

definition of social capital. Whether it is social capital or culture and context, it is clear that these factors 

influence how knowledge is transferred and reused.  

The theory of organisational knowledge creation (the SECI model) describes the four modes of knowledge 

conversion (socialisation, externalisation, internalisation, and combination). KM practitioners widely 

adopted this theory in the 1990s (Nonaka and Takeuchi, 1995). It focuses on how knowledge is created 

and how the knowledge-creation process is managed, with both epistemological and ontological 

dimensions considered. The knowledge spiral is driven by five enabling conditions (intention, autonomy, 

fluctuation and creative chaos, redundancy, and requisite variety), and a five-phase integrated model of 

the process (sharing tacit knowledge, creating concepts, justifying concepts, building archetypes, and 

cross-levelling knowledge) has also been developed (Johnson, 2000). 

Whilst this model has received considerable criticism (Gourlay, 2014; Andreeva, 2014; Bratianu, 2014), 

some research discovered that Dhewa (2014), for example, finds it useful. "Because knowledge is such a 

broad subject, KM frameworks like the SECI are beneficial because they attempt to generalise 

worldviews". He went on to say that "without a shared worldview, each individual's definition of 

knowledge will complicate discussions. Frameworks for KM are an essential starting point. The SECI model 

has become a dominant force due to its simplicity and emphasis on knowledge application rather than 

philosophical debates over the definition of knowledge". 

Batra (2014) explained that, through the SECI spiral, tacit knowledge transforms into explicit knowledge—

a fundamental concept of KM, "without which no KM can exist". Based on the practices of a well-known 

Japanese company in creating and applying knowledge, this framework has a clear empirical foundation. 

Batra also forwarded the belief that the Buckmann labs framework, explaining the difference between 
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knowledge infrastructure, infostructure, and info culture, has achieved cult status, as has the framework 

for the most admired knowledge enterprise, with both based on empirical research (Benbya and Belbaly, 

2005). 

Saint-Onge (2014) found the SECI model useful for distinguishing tacit and explicit knowledge but felt that 

it provided "very little guidance on how to leverage these two types of knowledge". As a result, he 

concluded that a complete theory of knowledge must include both stocks and flows. He opined that "tacit 

knowledge is most effectively accessed through collaboration in which people assist one another in 

resolving real-world problems". In the same vein as Prusak, Saint-Onge forwarded the belief that these 

models serve as a springboard during the discovery journey of open-minded KM practitioners. 

Rao (2014) argued that SECI has a long shelf life since "it can be applied in many business contexts if the 

focus is predominantly on current or past practices rather than innovation". According to him, most 

businesses prefer the people, process, and technology framework. He claimed that because "many 

practitioners prefer to read business books rather than academic literature", the frameworks in the books 

are common knowledge (Dixon, 2000), working knowledge (Davenport and Prusak, 2000), and, more 

recently, the contemporary edge in KM (O'Dell and Hubert, 2011). 

SECI has been defined by Snowden (2014) as "a categorisation model based on manufacturing case studies 

in a specific cultural context... [that] have value in that context but do not, and should not, scale". Burstein 

observed that the SECI's success in Japan and manufacturing was not well communicated in the 

professional literature. As a result, when these and similar frameworks fail in a different context, the 

impact on practitioners' trust in academic models is negative (Benbya and Belbaly, 2005; Chan and Lau, 

2005). Nonaka (2012) described the concept of wise (phonetic) leadership in his study, citing the SECI 

spiral as the source of innovations in any organisation. 

2.20 Knowledge assets 

According to De Normalisation and Normung (2004), the most difficult challenge for any organisation is 

to develop and maximise the use of its employees' knowledge (human capital) and that of its external 

stakeholders' knowledge (customer capital) by transforming this know-how into shared knowledge assets 

(so-called structural capital). Knowledge assets, such as manuals, customer databases, process 

descriptions and patents, remain with the organisation after employees leave. Human capital is typically 

associated with the internal or tacit component of knowledge (experience, skills, attitude), whereas 

structural capital is associated with explicit information (De Pablos, 2004). 

2.21 Knowledge as intangible assets 

It is now widely acknowledged that knowledge assets are the most crucial requirement for gaining a 

competitive advantage in the knowledge economy. However, the physical and institutional distinctions 

between tangible and knowledge assets are poorly understood. Intellectual capital, according to Huang 
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(1997), is "information, knowledge, assets, experience, wisdom, and/or ideas that are structured to 

enable knowledge sharing for reuse and to deliver value to customers and shareholders". An intellectual 

or knowledge asset is “anything valued without physical dimensions embedded in people – brands, 

individual knowledge, intellectual property, and all forms of organisational knowledge". The distinction 

between knowledge assets and assets as defined in accounting is that knowledge assets are not always 

owned by the organisation – for example, in the tacit form in the mind of the employee, it may or may 

not be an asset to the organisation – whereas assets, as defined in accounting, are owned by the 

organisation (Bukowitz and Williams, 1999). 

When an organisation invests in intangible assets such as know-how, accountants in many countries 

refuse to allow the value to be recorded on the balance sheet. As a result, the investment is accompanied 

by ‘invisible’ equity. The investment results in a negative cash flow and a loss on the profit and loss account 

(Sveiby, 1987). The accounting system has no mechanism for identifying an organisation's intellectual 

assets. Today's cost components for a product are primarily R&D, intellectual property and services. The 

old accounting system, which calculated material and labour costs, is no longer applicable. As a result, 

businesses are frequently sold for their book value – and thus many times for their physical assets – based 

on the perceived value of their intangible assets. This amount is listed as ‘goodwill’ on the books, but it is 

not an amount (Stuart, 1997). 

2.22 Organisational knowledge 

“…NHS services are facing a range of really serious challenges that impact on patients and  the 

quality and timeliness of care they receive – including crumbling buildings and outdated 

equipment, long waiting lists for care, high levels of Covid-19 and growing staff shortages” (Kings 

Fund, 2022). 

To define organisational knowledge, it is necessary to distinguish between data, information, and 

knowledge. It is difficult to separate these three concepts, which are frequently correlated and overlap. 

Data comprises facts about events and goals; it describes what occurs without making value judgements 

or interpretations. In an organisational context, data is often described as structured records of 

transactions, according to Davenport and Prusak (2003). A data set becomes information when it is 

interpreted, given meaning, and related to a context. Drucker (1993) argued that information differs from 

data because it has meaning, relevance, and purpose. To be considered information, the pieces of a set 

of data must have relationships with other information or with each other. The outcome of a data 

combination or organisation allows one to conclude a specific phenomenon (Fialho and Serrano, 2003). 

Organisations generally recognise that intellectual capital, also known as corporate knowledge, is a 

valuable asset that can be managed as effectively as physical assets to improve performance (Sharma, 

2014). In the new knowledge economy, having relevant and strategic knowledge and constantly updating 
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it, allows organisations to gain a competitive advantage (Lee, 2005). This is based on the recognition that 

knowledge is a critical factor in modern societies' economic development and human and sustainable 

development (Antoni, 2007; Mansell and Tremblay, 2013). 

The following are some of the critical findings regarding KM (Drucker, 1993; Wiig, 1993; Nonaka, 1998a): 

• Knowledge is essential. It is critical to competitiveness in almost every industry, particularly the 

healthcare sector. 

• Knowledge is flexible and powerful, contributing to higher customer value from product 

development to customer service.  

• Knowledge is the foundation and driver of the global knowledge economy.  

• Market conditions and customer needs are changing at such a rapid pace that businesses must 

respond with creativity and innovation. 

• Knowledge assets, knowledge capital, and knowledge value added are three new perspectives on 

the value of knowledge and capital that have emerged in business. 

The aforementioned fundamentals are altering the business landscape, and the emphasis on knowledge 

is intensifying. The increasing importance of knowledge in society necessitates a shift in thinking about 

the value of knowledge. It also raises concerns about how healthcare organisations manage knowledge 

and, more importantly, how knowledge is generated. This shift in general orientation will necessitate a 

rethinking of the knowledge hierarchy – information versus knowledge – as well as the organisational 

knowledge creation process (Nonaka, 2002). 

People constantly transform information into knowledge by comparing, analysing consequences, looking 

for connections, and holding discussions with others. These actions lead to the accumulation of 

knowledge, which improves the individual's ability to transform data into information to create 

knowledge for future action. However, because information and knowledge are created through social 

interactions, they are inextricably linked to the production context and social relationships (Bhatt, 2001; 

Foray, 2004; Lee et al., 2005). People construct social knowledge, which influences their attitudes and 

behaviours through interaction and information sharing in a specific historical and social context, as 

observed by Berger and Luckmann (2004).  

Similarly, Wiig (1999), another author who distinguishes between knowledge and information, claimed 

that knowledge is made up of truths, beliefs, perspectives, concepts, judgements, expectations, 

methodologies, and know-how. It is organised, integrated, and accumulated over time for use in specific 

situations. The information, in turn, comprises facts and data that have been organised to describe a 

specific situation. Applied knowledge is used to interpret and manage information about a situation. In 

this view, knowledge is information applied to action and appears in people's routine practices and 
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behaviour (Fialho and Serrano, 2003). Thus, organisational knowledge is often embedded in documents, 

repositories, routines, procedures, and norms (Davenport and Prusak, 2003). As a result, organisational 

knowledge has a dual nature because it is implicit and explicit in people and products in formal 

procedures.  

Nonaka (1991) and Nonaka and Takeuchi (1997) acknowledged the distinction between tacit and explicit 

knowledge and drew on Polanyi's knowledge theory. Nonaka and Takeuchi distinguished two types of 

organisational knowledge: tacit and explicit. Tacit knowledge includes a technical component (know-how) 

and other cognitive models, beliefs, and perceptions. These models are difficult to demonstrate, but they 

significantly impact how people perceive the world. Personal skills and knowledge related to an 

individual's action in a specific context, such as an art or profession, a specific technology or market, or 

even the activities of a group or team, are included in the technical dimension. Emotions, intuitions, 

attitudes, schemas, values, beliefs, skills, and ‘premonitions’ are examples of cognitive dimensions. These 

elements are embodied in people and influence how they act and behave. They are the lenses through 

which people see the world. Brown and Duguid (2001) defined organisational knowledge as a social 

practice. Most human practices, mainly working practices, are ultimately social practices that bring people 

together through interdependent activities. Thus, although often invisible, the available knowledge in a 

group is collective and may give rise to what Weick and Roberts (1993) referred to as aspects of a collective 

mind. 

Rather than via statements, healthcare organisational knowledge is revealed through practice. It is 

distributed because many tasks if they are to be completed, require several group members. This is also 

partly because no group member is likely to know everything. It can also be improvised, because each 

group member spontaneously adapts his or her activity to the others whilst adhering to a basic script 

(Resnick, 1991). Despite efforts to reduce unpredictability, healthcare FM operatives adapt to various 

situations, so not everything is predictable. Individually, knowledge originates in the human mind and is 

applied to it. Examples of organisational knowledge are documents, routines, procedures, practices, and 

norms (Loureiro, 2003). Above all, knowledge is reflected in the organisational development of new 

products and services, customer-related decisions, and strategy formulation (Jensen and Meckling, 2009). 

As described by Nonaka and Takeuchi (1997), this type of knowledge results from individual knowledge 

dissemination and the structure of organisations. In the context of an organisation, routines, processes, 

norms, and modes of operation are all examples of applied organisational information or knowledge. It is 

created and applied in experts' minds but in an organisational setting. A practice-orientated 

categorisation of organisational knowledge is described by Savage (1996) as follows: 

Know-what: a visible examination of the nature, scope, and location of the organisation's collective 

information, knowledge, and expertise. 
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Know-how: a clear and visible understanding of the core processes, procedures, and activities (formal and 

informal) through which the organisation's content, knowledge, and expertise are created, used, reused 

or lost. 

Know-who: simple and transparent access to information, knowledge, and expertise within the 

organisation for creators, producers, holders, and conduits. 

Know-where: simple and visible appreciation of, and support for, formal and informal communities in and 

around the organisation where information, knowledge, and expertise reside, thrive, and grow. 

Know-when: a distinct and visible sense of timing and rhythm in human interactions that facilitates the 

interaction of an organisation's information, knowledge, and expertise actors. 

Know-why: understanding and exploitation of the human and structural interactions and cross-over 

points that underpin the growth, creation, use, dissatisfaction, and interplay of an organisation's 

information, knowledge, and expertise (both internal and external), as well as the interplay of these 

elements with stakeholders. 

2.23 Economic value of knowledge  

Long-term economic and societal perspectives show that knowledge and its application constitute the 

engine that drives the process which allows people to earn a living and maintain their standard of living. 

All other resources, raw materials, and economic wealth have value only when people use their 

knowledge to create value from them. Knowledge is extremely valuable in various ways; it is critical for 

organisations’ operation and competitive advantage, as well as their long-term survival. Knowledge is a 

fundamental economic good. "Possession of property is exclusive; possession of knowledge is not 

exclusive, because knowledge possessed by one man may also be possessed by another" (Powell, cited in 

Wiig, 1993). It is an important point to consider when considering the economics and value of knowledge 

– how knowledge is created, made available, traded, and exchanged. In Powell's view, knowledge is non-

exclusive and is capable of being shared amongst many individuals without losing its content. In the 

process of creating products and services, knowledge does not deplete like other resources. Knowledge 

application leads to improved insights and the creation of new knowledge with greater value. In other 

words, knowledge is not a finite resource; it grows in value as it is applied (Wiig, 1993).  

The knowledge that is not used gradually fades away unless it is stored in a repository which is easily 

accessible. The market value of knowledge in a competitive world is determined by its exclusivity. For 

example, people can gain a competitive advantage in the marketplace by using closely held knowledge to 

create products or services. Knowledge gives people the ability to be at the forefront, and knowledge 

becomes extremely valuable. When such knowledge is widely shared, the competitive advantage 

vanishes, and its value diminishes. Once knowledge has become ‘standard knowledge’ – highly important 
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to an organisation and widely available to all competitors – its value may remain high because not using 

it can have negative consequences unless other alternatives are found (Wiig, 1993). 

2.24 Knowledge-based organisation  

As Skyrme (1997) pointed out, the first major thrust of developing a knowledge-based organisation is 

"knowing what you know" and then sharing and leveraging it throughout the organisation. The second 

major thrust is that of innovation or the generation of new knowledge. Building a knowledge-based 

business is a long-term endeavour, having been described as a journey by leading practitioners. In the 

view of Nonaka and Takeuchi (1995), many organisations are just starting out on the path towards 

achieving this goal, whilst others have discovered that the journey has already begun. Note that, there is 

a clear distinction between tacit and explicit knowledge; and new knowledge is created through 

knowledge conversion between these two modes; while individuals are at the centre of these conversion 

processes, and knowledge creation occurs at the group level. Thus, to create the necessary interaction 

between tacit and explicit knowledge, a middle-up-down management style is required (Skyrme, 1997). 

Sveiby (1993) is one author who has provided a practical foundation for knowledge-based organisations. 

In his writings on ‘the know-how company’, he identified four distinguishing characteristics of knowledge-

based businesses, namely:  

• networked organisational structures;  

• creativity and innovation;  

• high reliance on individuals and their knowledge; and, 

• complex problem-solving on their customers' behalf. 

It is clear from the foregoing that knowledge-based organisations value knowledge, knowledge creation, 

and knowledge sharing. Knowledge-based businesses are adaptable and creative, with open management 

styles. They concentrate on how to manage the relationship between employees and customers when 

developing innovative solutions. 

2.25 A model for capturing knowledge for FM practices  

To effectively perform its intelligent client role, healthcare FM would benefit from an expanding 

knowledge framework that ensures that key learnings are captured from ongoing FM operations through 

a thorough analysis of problem areas that emerge during strategic evaluation, the procurement process, 

and subsequent service management processes. The term 'intelligent client role' refers to the professional 

or managerial activity that governs decision-making in the facilities function in terms of facilities provision, 

and delivery of facilities support services that allow the core business to be conducted. 
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Within a corporate context, the concept of taxonomy as "a classification system for improved information 

management" is central to the accumulated knowledge of real-world problems captured from operational 

management experience. Access to the knowledge-based assembly will improve users' and managers' 

capacity to sustain and improve the operations of the organisation (Vasta and Ravazza, 2017). The key 

concept is how the taxonomy should be closely aligned with business processes and contribute to 

corporate learning and continuous improvement through critical internal process analysis and comparison 

with best-known current practices. Figure 2.6 depicts the relationship between FM practice problem areas 

and a proposed taxonomy covering FM knowledge areas or functions. The findings of practice analysis 

serve as the foundation for critical corporate learning and innovation (Then and McEwan, 2004; Vasta and 

Ravazza, 2017). 

The results of the practice analysis are expected to highlight gaps in the FM knowledge taxonomy that will 

necessitate action. Such actions could include knowledge gaps, insufficient strategy development and 

operational practice competencies, a lack of policy clarity in project briefs, insufficient performance 

measures, and training requirements. Furthermore, understanding the supply market and being aware of 

industry best practices are critical components when it comes to making informed decisions about service 

specifications, procurement options, and the selection and subsequent monitoring of external service 

providers (Adhikari, 2010). 

 

 

 

 

 

 

 

 

 

 

Figure 2.6. FM practice and knowledge capture. Adapted from: Then and McEwan (2004). 

The onus and responsibilities of the facilities manager are more demanding in an outsourced 

environment, as the element of control becomes more critical and frequently problematic. 
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Access to appropriate information becomes critical in such a situation for the ongoing monitoring of 

service delivery and the identification of changing corporate demands. 

The situation is frequently exacerbated in many clients' organisations that choose, or have chosen, to 

outsource (Baden et al., 2000; Heikkilä and Cordon, 2002). This researcher believes that, in terms of being 

able to perform their intelligent client role effectively, corporate facilities managers would benefit from a 

growing knowledge awareness framework that ensures key learnings are captured from ongoing FM 

operations through continuous improvement and a thorough analysis of problem areas that emerge 

during strategic evaluation, procurement processes, and subsequent service management processes. For 

example, a management decision to consider outsourcing facilities maintenance may be the catalyst for 

examining the knowledge required to manage an outsourced arrangement and how, over time, 

individuals, via their learning about the way business is conducted through business processes and 

practices, can nurture this knowledge so that it can be used to its maximum benefit for the business to 

enable information to be utilised (Veltri et al., 2008). 

2.26 Motivating factors for knowledge management  

In the view of Wiig (1995), Skyrme (1997), Malhotra (1998), and Nonaka (1998a), KM is driven by 

recognising the changing role of knowledge, avoiding costs, leveraging knowledge to drive organisations’ 

successes, valuing and measuring intangible assets, competition, sophisticated customers, competitors, 

and suppliers. A synopsis of the four authors' points of view is found below: 

2.26.1 Recognising the changing role of knowledge 

Knowledge is regarded as a valuable asset in a wide range of business activities. Knowledge is the ‘know-

how’ required to keep organisations ahead in a competitive market, and includes the following:  

• The ability to identify business opportunities, internal or external. 

• Using customer feedback to improve existing products and develop new ones. 

• Repurposing knowledge from customer service centres. 

• Promoting continuous learning by encouraging the use of internally–and externally-generated 

knowledge, thus saving money. 

It is often possible to avoid the costs associated with finding or regenerating knowledge by improving 

knowledge flows and understanding where knowledge resides in the organisation. 

2.26.2 The use of knowledge to enable organisational success 

The creation and application of new knowledge and making use of existing knowledge are some of the 

critical themes explained by Nonaka, as is the value of knowledge creation. In his findings, Nonaka stated 

that "successful companies consistently create new knowledge, disseminate it widely throughout the 
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organisation, and quickly embody it in new technologies and products". Less obvious is the knowledge 

that is used daily during an organisation's regular business operations – the knowledge that is in people's 

heads. Such knowledge is used to inform service decisions, organisational strategies, customer service, 

and the implementation of new services. Malhotra (1998) reported the following benefits of adequately 

managing the environment where this knowledge exists through: 

• Improved time-to-market (better internal knowledge flow). 

• Improved quality of service (better knowledge flows from customers). 

• More effective processes (using best in-house knowledge). 

• Better customer service/problem resolution (applying knowledge at the point of action). 

• Risk reduction (application of a broader range of expertise to specific problems). 

2.26.3 Sophisticated customers, competitors and providers  

Quoting Sweeney (2022):  

“It's easy to dismiss the need to find a better approach to communicating within the NHS by 

assuming that everything can be dealt with on an individual basis. However, the insights we hear 

make it clear that issues around communication are deeply embedded within the design of the 

NHS and also widespread. For this reason, there needs to be a complete rethink of how the NHS 

communicates with people”.  

Patients are increasingly demanding customised services to help them succeed, and the above statement 

captures the true position of healthcare; indeed, this means that there is a need to serve them better. To 

thrive in the aforementioned environment, healthcare FM must outperform its competitors by improving 

its understanding of customer needs and capabilities (Wiig, 1995a). Competing organisations are 

constantly introducing new products, services, and practices. These changes necessitate continuous 

learning in order to develop expertise. Suppliers are constantly improving their capabilities and can take 

part in creating and supporting innovations that enable them to provide sophisticated services. To 

capitalise on these opportunities, healthcare FM organisations must first understand the capabilities of 

service providers and how to combine them with internal efforts, goals, organisational culture and 

effectiveness (Tucker, 2004). 

2.27 Knowledge management principles for healthcare FM 

Many organisations already recognise that their employees' knowledge is their most valuable asset. 

Davenport (2001) posited that KM has been addressed so far at either a philosophical or a technological 

level, with little discussion regarding how knowledge can be managed and used more effectively on a daily 

basis. The most appropriate form of dialogue, according to Davenport (1997b), is high level principles 
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rather than detailed tactics. When an organisation decides on a set of KM principles, it can then develop 

detailed approaches and plans based on those principles. Ten principles summarise many challenges that 

knowledge-based organisations, managers, and employees face. They are discussed further below. 

2.27.1 Knowledge management is expensive  

Knowledge is a valuable asset, but its effective management necessitates financial and labour 

investments, including the following: 

• knowledge capture, such as document creation and movement onto computer systems; 

• increasing the value of knowledge through repackaging and editing; and, 

• creating information technology infrastructure for knowledge distribution and educating people 

about the creation, sharing, and use of knowledge. 

Effective KM necessitates a combination of human and technological solutions. Whilst computers and 

communications aid in capturing and disseminating knowledge, humans excel at interpreting it in a 

broader context for problem-solving and decision-making. KM is a highly political undertaking because 

"knowledge is power". In the same way, Davenport (2001) reported that, if knowledge is associated with 

power, money, and success, it is also associated with lobbying, intrigue, and backroom deals. Without 

politics, the organisation does not recognise the value of knowledge.  

Leadership is required, since KM knowledge will not be well managed unless it is assigned to a senior 

person or group (as with other resources such as finance and human resources). Managing knowledge 

and learning necessitates a different type of leadership than the traditional view of the leader as the 

central actor. The new leaders are viewed as facilitators who promote knowledge sharing and learning 

through their actions and behaviours (Davenport, 2001). 

2.27.2 Sharing and applying knowledge are frequently unnatural acts 

Why should people share their knowledge if it is a valuable resource? If an employee's job is to create 

knowledge, why should that employee jeopardise his or her job by relying on someone else's knowledge 

instead of his or her own? (Nonaka, 1998a). Entering knowledge into a system and seeking knowledge 

from others is dangerous, and employees must be highly motivated to do so. Davenport (2001) proposed 

that encouraging individuals to share their knowledge could solve the problem. 

2.27.3 Improving knowledge work processes is what KM entails 

Processes involving knowledge creation, use, and sharing must be improved. Whilst addressing and 

improving the knowledge process is important, it should be remembered that knowledge is generated, 

used, and shared intensively in a few specific processes. Depending on the organisation, Davenport (2001) 
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identified specific processes, including market research, product design, and transactional processes. It is 

imperative to ameliorate these critical business processes if KM in healthcare FM is to improve. 

2.27.4 Access to knowledge is only the beginning 

Access to knowledge is important, but successful KM also necessitates attention and engagement. 

Knowledge customers must become more than passive recipients to pay attention to knowledge. More 

active involvement with knowledge can be achieved through reporting it to others, activities based on 

knowledge usage, and receiving knowledge through close interaction with other knowledge providers. As 

Nonaka (1998a) has long noted, this is especially important when the knowledge to be received is tacit. 

2.27.5 Knowledge management is an ongoing process 

Knowledge management tasks are never-ending. There is no such thing as fully managed knowledge, just 

as there is no such thing as fully managed human resources or financial management. It is a continuous 

management task, rather than a one-time initiative. Amongst the reasons why KM never ends is that the 

required knowledge is constantly changing, especially in healthcare FM. New technologies, management 

approaches, policies and regulations, and customer concerns emerge regularly. There is also a shifting of 

organisational strategies, organisational structures and culture, and products and service emphasis. New 

managers and professionals have different knowledge requirements (Wiig, 1995b). Davenport further 

stated that because knowledge environments are changing quickly, organisations should not spend too 

much time mapping or modelling a specific knowledge environment. The environment will no longer be 

the same or will no longer exist by the time they are finished. 

2.27.6 Knowledge contract is required for KM 

With so much knowledge in employees' heads and so much mobility, healthcare organisations must 

define who owns and has rights to employee knowledge. Many organisations have considered employee 

knowledge (at least that developed between the ages of nine and five) corporate property. Numerous 

environmental changes complicate such an approach. Employees are changing jobs and organisations 

more frequently, and the line between home and work life is becoming increasingly blurred. Organisations 

can expect more attention to be paid to the legalities of KM as knowledge becomes a more valuable 

resource (Davenport, 2001). 

2.28 Structural approach to knowledge management 

A structured approach to change, such as a Plan-Do-Study-Act (PDSA) cycle, act improvement cycle, which 

is based on a “learning by doing” principle, will enable teams to implement improvements using the right 

tools and gain the confidence to repeat the process. The goal is to identify and implement the best 

solution for a given problem so that: changes are sustainable, benefits are clear and measurable, and 

everyone affected understands and implements the solution. Although not every change is an 
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improvement, engaging in a quality improvement activity can result in significant learning. Securing 

stakeholder involvement throughout the change process is vital for delivering change. This boosts 

confidence in the process, increases the chances of success, and delivers a positive patient experience. 

The PDSA cycle should not be viewed as a one-time event but rather as a continuous process for 

incremental improvement. Using a PDSA cycle to improve quality will benefit employees' future careers 

by developing skills and experience in teamwork, leadership, and change management (Crowfoot and 

Prasad, 2017).  

The use of a structured approach to effect changes and foster a learning culture can ensure better 

healthcare delivery and aid in the development of teamwork and leadership skills (RCGP, 2016a). This 

structured approach can address specific quality issues while positively influencing organisational culture 

(Reed and Card, 2016). This process includes identifying a goal or purpose, developing a theory, defining 

success metrics, and putting a plan into action. These activities are followed by the ‘do’ step, in which the 

plan's components, such as knowledge creation, are implemented. The next step is ‘study’, in which 

outcomes are monitored to test the validity of the plans for signs of progress and success, as well as 

problems and areas for improvement. The ‘act’ step completes the cycle by integrating the learning 

generated by the entire process, which can subsequently be used to adjust the goal, change methods, 

completely reformulate a theory, or broaden the learning–improvement cycle from a small-scale 

experiment to a more extensive implementation ‘plan’. These four steps can be repeated indefinitely as 

part of an ongoing cycle of learning and improvement. 

2.28.1  Plan–Do–Study–Act (PDSA) cycle  

Although numerous models provide frameworks for change, such as the fishbone analysis, brainstorming, 

the nominal group technique, action planning, the process mapping tool, the monitoring checklist, the 

Force-field Analysis, Johari window, the spaghetti chart, the poka-yoke or error-proofing, kaizen, and so 

on, this study focuses on the PDSA cycle. In the 1920s, the PDSA cycle, also known as the Deming cycle, 

was adapted from Shewart's works (1939). The four-stage cycle emphasises continuous product or 

process improvement. A change aimed at improving is identified during the 'plan' stage. This change is 

tested during the 'do' stage, and the success of the change is examined in the 'study' stage. The 'act' stage 

identifies changes and the following steps to inform a new cycle (Taylor et al., 2013). The PDSA cycle is 

widely used in healthcare and recommended by the RCGP's Quality Improvement for General Practice 

Guide (Taylor et al., 2013; RCGP, 2015). 

Figure 2.7 depicts each stage of the PDSA cycle, which is an efficient way to collect data because it 

encourages the collection of just enough data to inform future PDSA cycles. The iterative nature of the 

PDSA cycle helps to reduce resistance to change. This is accomplished through small intervention cycles 

that gradually increase confidence in the change (Best, 1924).  
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2.28.2  Plan stage  

The first step in making a change is to pause and describe what is currently happening (RCGP, 2015), which 

helps to justify the reasons for the change. Several tools are available to help identify potential areas for 

change. For example, the strengths, weaknesses, opportunities, and threats (SWOT) analysis is a strategic 

planning tool that can be used to consider internal and external factors affecting the organisation at the 

time (Iles and Sutherland, 2001). The SWOT analysis results can reveal an area to develop for a PDSA cycle. 

Once the area requiring change has been identified, it is critical to define the proposed changes. 

 

 

 

 

 

 

 

 

 

Figure 2.7 PDSA cycle. Adapted from: The Scottish Government (2008). 

It is also important to define the PSDA cycle's intended outcomes, which can be accomplished by making 

the outcomes SMART: specific, measurable, achievable, realistic, and time-bound (Doran, 1981). Leis and 

Shojania (2016) advocate setting small goals that can be tested and adjusted as needed. Stakeholders are 

organisations or individuals affected by the changes detailed in PDSA cycles (Iles and Sutherland, 2001). 

Moreover, stakeholder analysis is a tool for assessing the influence and resources that stakeholders bring 

to the table, and it has the potential to increase the likelihood of successful change by influencing both 

planning and delivery (Varvasovszky and Brugha, 2000). It is critical to identify stakeholders early in the 

change process to overcome barriers and challenges. Meetings or phone calls with stakeholders to 

understand their perceptions and perspectives may be required to analyse (RCGP, 2015). This can clarify 

the intended changes from the start and encourage stakeholder 'buy-in.' Proposed changes may not be 

implemented if stakeholders lack consensus on the need for change (Dixon-Woods, McNicol, and Martin, 

2012). 
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2.28.3  Do stage 

The identified changes are implemented during the 'do' stage (Gillam and Siriwardena, 2013).  

Changes brought about by quality initiatives can have far-reaching, including unintended or unplanned, 

consequences. These should be considered when assessing the effectiveness of the change (Illes and 

Sutherland, 2001). In this case, a template could be created with the assistance of a team member who 

has prior experience of creating computer templates for service delivery. It is unusual for efforts to 

smoothly drive improvement (Leis and Shojania, 2016), indeed, Reed and Card (2016) identified that key 

learning can occur when changes do not go as planned. 

2.28.4  Study stage 

The 'study' stage determines whether the implemented change improved things or needed more changes. 

A suitable method should be used to determine whether there has been an improvement in the quality 

of service delivered. For instance, an audit could be performed to determine whether adherence to 

service monitoring guidelines has improved delivery times since the template guidelines were 

implemented. As stated by the Institute for Healthcare Improvement (IHI), "while not all changes lead to 

improvement, all improvement requires change" (IHI, 2017). Reflection can be beneficial in determining 

whether the changes implemented result in improvement (Gillam and Siriwardena, 2013). The RCGP 

(2017) quality improvement for general practice guide (RGCP, 2015) encourages stakeholders to 

communicate the results of the change regardless of whether an improvement has been achieved. This 

ongoing communication will keep stakeholders informed throughout the PDSA cycle and aligned with any 

future cycle plans. The template, for example, could be cascaded to other services at a local learning group 

to demonstrate learning from the process and any improvements made. However, Walshe and Freeman 

(2002) stated it is essential to note that change initiatives may not translate across organisations due to 

differences in organisational cultures and engagement with the iterative process of PDSA cycles.  

2.28.5  Act stage  

Leis and Shojania (2016) asserted that improvements may not occur during the first PDSA cycle. As a 

result, the 'act' stage concerns what should be planned for the next PDSA cycle. This should include any 

necessary changes from the 'study' stage that may result in an improvement (Gillam and Siriwardena, 

2013). The PDSA cycle depicted in Figure 2.6 should not be viewed as a process involving only one cycle 

rotation. For continuous improvement, additional rotations are required (Taylor et al., 2013). Dixon-

Woods and Martin (2016) stated that organisations frequently fail to stick to changes from quality 

improvement projects after initial implementation, and replication can help ensure success. 

It has been suggested that organisational success or failure mainly depends on motivating and managing 

its employees. The KM philosophy places employees at the very centre of its philosophy, so new initiatives 

rely heavily on them. The significance of organisational culture for fostering learning and development 
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and sharing skills, resources and knowledge cannot be overstated. In most instances, an organisational 

culture primarily influences employee attitudes, as noted in some of Grant's (2007) barriers to 

implementation studies. In group dynamics, it is widely accepted that behaviour is influenced by both the 

individual and the environment. Interaction is essential in KM. In a strong, positive and supportive culture, 

innovation, cooperation, and teamwork thrive. Any barriers to knowledge sharing will be identified by 

assessing organisational culture. The culture must exude trust, honesty, respect and integrity for 

employees to feel comfortable sharing what they know. Although this environment may appear utopian, 

knowledge creation, innovation, and customer collaboration depend on integrity (Miller, 1999). The unity 

or totality of thoughts and actions reflected in honesty and adherence to an authentic code of values is 

referred to as integrity. This, in turn, will have an impact on organisational culture, knowledge creation, 

dissemination and application. 

2.29 Benefits of knowledge management  

Getting KM right brings substantial benefits to an organisation. At the Individual level, KM allows 

employees to improve their skills and experience by working together and sharing other employees’ 

knowledge and learning from each other, resulting in improved personal performance and better career 

development. At the organisational level, KM provides four significant benefits: (a) Improving the 

organisation's performance through increased efficiency, productivity, quality, and innovation. (b) 

Organisations that manage knowledge claim higher productivity rates (Cong and Pandya, 2003). 

Organisations that have greater access to their employees' knowledge make better decisions, streamline 

processes, reduce rework, increase innovation, have higher data integrity, and collaborate more 

effectively (CIO Council, 2001). In other words, managing knowledge in the healthcare FM could lower 

operating costs while improving patients' journey experiences. (c) Improving the organisation's financial 

value by treating employees’ knowledge as assets in the same way that inventory and capital facilities are. 

(d). As knowledge transfer becomes more widely recognised as a source of value creation, organisations 

are recognising KM initiatives as strategic enablers of competitive advantages.  

According to previous studies, an organisation might need to consider KM initiative to prevent knowledge 

loss (e.g., someone leaving the organisation, turnover, retirement) (Bartczak and England, 2005; Chan and 

Chau, 2005; Lowe and McIntosh, 2007); to gain a more significant competitive advantage (Hahn et al., 

2005; Malhotra, 2005); the reorganisation of the organisation (Hahn et al. 2005; Malhotra 2005; Kwan 

and Balasubramanian, 2003); as a traditional remedy of negative findings discovered during an audit 

(Jones, 2003); continuous learning (Keane et al., 2007); to prevent low knowledge diffusion and the 

isolation of organisational departments, individuals, (Chan and Chau, 2005); to coordinate with other 

organisations, suppliers and customers (Steiner and Hartmann, 2006); to increase the quality of 

professional services, (Yeh et al., 2006); and to help meet users' needs (Lai, 2009). Although specific 

reasons may vary from one organisation to another, a consensus remained that KM could contribute to 
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these sorts of organisational improvements and address an array of intra-organisational problems 

(Kothari et al., 2011).  

As Penrose (1959) suggests, employees' knowledge depends on their skills, experiences, and ability to 

absorb new knowledge. Still, while knowledge is a resource in and of itself, how knowledge is managed 

and used ultimately affects the quality of services that can be derived from each resource owned by the 

organisation. Hence, KM is assigned an essential supporting role within the organisation. Also, KM as a 

coordinating mechanism, allows resources to be converted into capabilities (Nelson and Winter, 1982). 

As the authors demonstrate, coordination mechanisms are required to ensure that people not only know 

their jobs but can also interpret and respond to information flowing into the organisation.  

Therefore, one could argue that KM is simply a more contemporary term for Nelson and Winter's concept 

of a coordinating mechanism. Thus, effective KM, a capability in and of itself, is critical to organisations' 

long-term survival because it underpins the development of other capabilities. As a result, it appears that 

while Penrose (1959) is credited with providing the theoretical foundations for the resource-based view 

of the organisation, she also made a fundamental contribution to the new discipline of KM. According to 

a survey by KM magazine (2001), the main implementation challenge for an organisation is the lack of a 

"sharing" culture and employees' lack of understanding of KM and the benefits it provides. Organisations 

can address these issues by making training, change management, and process redesign core components 

of their KM initiatives.  

So far, it has become apparent in this study that the challenges of KM lie in making information productive, 

dealing with the uncertainty of knowledge in a globalised world, and dealing with the growing importance 

of healthcare customers and their individual needs. In the knowledge-based economy, healthcare 

organisations must increasingly deal with issues such as:  

• increasing complexity of services and processes;  

• a growing reservoir of relevant knowledge;  

• increasing competition in an economy with shorter product life cycles, requiring faster learning 

processes; and, 

• the fact that organisations will increasingly have work done by flexible workforces, such as 

outsourcing, which makes holding on to knowledge and transfusing knowledge difficult (Beijerse, 

1997). 

In the view of Beijerse (1997), KM can help organisations deal with the complexities that come with the 

emergence of the knowledge-based economy. By managing the knowledge environment, healthcare FM 

can:  
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• improve efficiency;  

• operate more intelligently in the business sector;  

• enhance the continuity of the organisation;  

• promote the organisation's efficiency and cost-effectiveness;  

• improve the relevant individual and group competencies;  

• make professionals learn more efficiently and effectively;  

• provide a better foundation for making decisions, such as new knowledge and technologies. 

The average organisation uses only 20% of its potential knowledge, and huge amounts of money are spent 

on reinventing things that already exist every year, according to Beijerse. These statistics highlight the 

significance of dealing intelligently with the knowledge-based economy. As previously stated, one method 

is to manage knowledge environments to improve knowledge sharing (Beijerse). 

2.30 Knowledge management impediments 

Most impediments to effective KM involve people; humans are complex creatures with many 

psychological requirements. Most KM systems necessitate the storage of data and documents in 

knowledge bases. From an organisational standpoint, the process of creating these knowledge 

repositories can be time-consuming, labour-intensive, and expensive (Chiu and Chen 2016). This is 

especially true in healthcare FM, which deals with a daily plethora of complex operational issues. People 

are already overburdened, and sharing knowledge may mean altering their workflow or adding extra steps 

to the process of data extraction and entering it into a repository (Cole-Gomolski, 1999). The adaptation 

of knowledge engineering tools for use in KM is still in its infancy, and the technology is not sophisticated 

enough to be applied on a large scale (Rezgui, 2001). When teams work on short-term projects, it can be 

challenging to keep track of discussions, decisions and rationale (Shum, 1997). Codifying tacit knowledge 

is problematic because knowledge is constantly evolving at both the individual and organisational levels 

(Johnson et al., 2002). 

Another problem with KM is that it generally cannot be readily identified, described, or quantified and, 

therefore, may not be readily measurable. That makes it difficult to establish its economic value. However, 

practical approaches have been established that enable one to characterise knowledge in terms of its 

type, general proficiency level, and the extent and coverage of a knowledge segment. Such 

characterisations are normally only valid for specific and well-defined situations where the application of 

knowledge to a process or product can be described in some detail (Wiig, 1993;1994). As hinted by Major 

Powell, knowledge is an unusual commodity. It is nonexclusive and can be shared between many 

individuals without much loss of content. Further, when used to create products and services, knowledge 

is not depleted in the same way as other resources. On the contrary, use of knowledge typically leads to 
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better insights and the creation of new knowledge with greater value. When knowledge is used, it is 

expanded through the development of learnings from additional experience.  

In addition, the KM initiative faces the challenge that only goods that can be appropriated are 

exchangeable, and items that cannot be property cannot be commodities. While knowledge has many 

aspects of a property, its ability to reproduce in many minds and its accessibility as a published word 

makes it a very peculiar form of property. Thus, Major John Wesley Powell said to a congressional 

committee in 1886, cited by Richard (1966), “Possession of property is exclusive; possession of knowledge 

is not exclusive, for the knowledge which one man has may also be the possession of another”.  

The economics of knowledge is also affected by the mechanisms available for transferring knowledge 

from one knowledge holder to another. From a practical perspective, an organisation that employs a 

knowledgeable individual may be considered a holder of that individual's knowledge. In such cases, 

transfer of knowledge from one organisation to another may occur by transferring the individual. 

However, this only works perfectly when the individual is free to apply his or her knowledge directly and 

on a personal basis in the new organisation without being bound by limiting employment contracts or 

other personal or social constraints (Ma et al., 2008; Jasimuddin Zhang, 2009).  

Weber and Khademian (2008) also contend that transferring knowledge between people is more 

complicated than transferring information. For this to happen, the person who receives the knowledge 

must dedicate time, effort, and a willingness to learn. In addition, it involves the persons' proficiency levels 

in the knowledge to be imparted (that is, awareness, skill, etc.) and the nature of the transfer mechanism 

(self-study, seminar, formal education program and apprenticeship). The economics of knowledge 

transfer is mainly based on the cost of completing the transfer to an acceptable degree, the price charged 

by the knowledge source (if any), and the value of the knowledge to the recipient. 

Due to the spontaneous actions people take in response to unexpected challenges and problems in the 

healthcare sector, it is difficult to bridge the gap between what people actually do to perform their jobs 

and how this is documented (Brown and Duguid, 2000). Knowledge bases that require much upkeep may 

fall into disuse and decay due to outdated information. Furthermore, information taken out of context 

can be misleading and misconstrued (Shum, 1997). Too much information like legislation, compliance, 

hospital policies, patient allergy awareness and dietary needs are sometimes available, but people 

struggle to process this due to the sheer volume of information and lack of appropriate knowledge and 

tools. In this regard, healthcare FM presents a unique challenge for hospital management because of their 

daily operations, which comprise pre-planned, ad-hoc, and reactive activities. As a result, information 

overload, frustration, and demoralisation occur. KM can positively or negatively impact organisations' 

performance in various ways. There are risks to not doing everything or doing it poorly. The most obvious 

are the risks of overlooking areas for potential improvement, passing up promising opportunities, or 
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wasting money on ill-conceived schemes. Again, failure costs money not only to the programme but also 

harms the internal reputation of knowledge-building efforts. Moreover, staff may quickly resent 

programmes that take time away from other activities and produce little fruit. Equally, employees may 

fear their roles become irrelevant or redundant if they believe they constantly use knowledge developed 

elsewhere.  

However, if employees' ambitions and targets are high enough, and they set clear goals rather than 

straightforward methods, then what matters is that they achieve their goals. Employees who can quickly 

and successfully uncover and apply knowledge are more likely to become among the most highly valued 

team members. Without them, the team may fall short of its goals. Another reason employees may avoid 

external knowledge is that it may be faster to reinvent the wheel than to search for it in an arcane data 

management system. With the right computer-aided design software, designing a new wheel could be as 

simple as entering a few parameters. As a result, rather than searching for an equivalent wheel that a 

colleague has already designed, it may be faster for an engineer to design it (Kluge et al., 2001). 

Workers will not use an application if they do not see its benefits (Cole-Gomolski, 1997). From the 

perspective of teams or groups, team members may be hesitant to share knowledge if they fear criticism 

from peers or recrimination from management. If there is a lack of respect, trust, and shared goals, group 

efforts may be undermined. Changing the way people work or adding extra steps to the process of 

extracting data and entering it into a repository can contribute to advancement in knowledge. However, 

there has been an increase in the use of jargon in relation to KM, which adds to the confusion. 

Furthermore, to date, there have been significant limitations in knowledge processing and knowledge-

based systems in healthcare FM. If an organisation’s knowledge is a strategic asset, the method used to 

put a KM system in place is critical (Cole-Gomolski, 1999). One solution is to reward information sharing, 

but this can be difficult to quantify.  

The quantity of knowledge shared is likely to increase once a reward system is implemented, but the 

quality may decrease (Scheraga, 1998). Individually, people are frequently hesitant to share information. 

Professional knowledge is regarded as a source of authority (Quinn et al., 1996). Because of expertise, 

one can gain a sense of worth and status. People tend to feel a sense of "ownership" and to hoard 

knowledge (Cole-Gomolski, 1997). There may also be a concern that giving up knowledge will result in a 

decrease in personal worth (Hibbard and Carrillo, 1998). Furthermore, competition among professionals 

can be fierce, and many professionals have little regard for those who work in fields other than their own. 

Similarly, people are incredibly mobile meaning that knowledge can similarly be moved. As a result, 

knowledge is volatile and susceptible to loss (Jordan and Jones, 1997). Due to these challenges, the 

authors concluded that organisational culture significantly influences the willingness of employees to 

collaborate and share knowledge. Getting people to work together may not be accessible if the culture is 

not supportive or rewards are only geared toward individual contributions. There may be apprehension 
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about criticism from peers or managers. Some organisations use a chief knowledge officer to coordinate 

KM initiatives. Even so, since most knowledge sharing occurs within business units, this might send the 

wrong message (Cole-Gomolski, 1999). 

Additionally, KM can imply controlling people, which, if perceived as such by employees, will fail (Manville 

and Foote, 1996). For a "care-why" level of knowledge to exist, high levels of motivation, creativity and 

adaptability are required (Quinn et al., 1996). This, in turn, is determined by the organisation's culture. 

People will not use, and may even subvert, technology if there is a lack of trust, respect and interest in 

expected goals (Carayannis, 1998). Some of these issues may be avoided if KM is implemented within a 

hospital department rather than across the entire organisation. Some of the cultural barriers to 

information sharing can be overcome by using a team approach. 

Ndlela and du Toit (2001) found that time and resource constraints, as well as people's unwillingness to 

share knowledge, could be barriers to implementing KM programmes, with the authors also contending 

that people are not willing to accept or learn new methods in order to be able to apply them easily, 

integrate them into their behaviours, and become comfortable with them. Senior managers in the 

organisation should understand the importance of investing in KM and the benefits of giving people time 

to share their knowledge. Bonfield (1999) suggested that it is possible to create a knowledge-sharing 

environment by identifying organisational barriers and convincing people that knowledge-sharing can 

benefit them. When implementing a KM initiative, Bonfield (1999) identified four possible organisational 

barriers: cultural, technological, economic, and environmental. 

Cultural differences: Bonfield highlighted that three-quarters of KM initiatives fail due to cultural issues. 

People are prone to focusing on their own goals and viewing their department as distinct from – and in 

competition with – others. In such a culture, seeking advice from another department is seen as a 

weakness. Cultural concerns are addressed by demonstrating that, whilst knowledge sharing can take a 

long time, lack of collaboration can lead to even more time being required (the impact of organisational 

culture on KM is discussed in Chapters 5 and 6). 

Technological barriers: people must have access to, use, and be comfortable with technologies for 

knowledge sharing. Demonstrating that each individual unit has much more to gain by accessing the 

information of all other units can alleviate technological concerns. 

Economic impediments: people reason that, if knowledge provides a source of competitive advantage for 

the organisation, it must also provide a source of competitive advantage for the individual within the 

organisation. The latter is true if people are willing to share the knowledge that has earned them their 

current position and the prospect of financial reward. In Bonfield's view, rewards can reduce economic 

barriers if they are linked to collaboration. Managers can be rewarded both individually and as a group 

for achieving group goals. 
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The business environment: knowledge sharing needs to be business relevant. The team must 

comprehend the source of competitive advantage and the critical knowledge required to provide that 

advantage. Market barriers are overcome by assigning each employee to change the perception that 

‘information is power’ into one of ‘information sharing is power’. Murray (cited in Depres and Chauvel, 

2000) claimed that there are structural, cultural, and managerial barriers to KM, in addition to the usual 

issues of knowledge sharing and the time and costs involved in implementing such initiatives. Healthcare 

organisations are currently dominated by people and cultural issues as means and barriers for sharing and 

exploiting knowledge. 

2.31 Culture in the workplace 

Managers today are usually quite sensitive to issues of social responsibility and ethical behaviour 

because of pressure from the public, from interest groups, from legal and government concerns, 

and from media coverage. It is less clear where to draw the line between socially responsible 

behaviour and the corporation's other concerns, or between the conflicting expectations of ethical 

behaviour among different countries (Deresky, 2000). 

The government's quality strategy presents a bold vision for the redesigned NHS. It reflects the view that 

managing the organisation's culture and improving learning (albeit under close external supervision) will 

result in substantial performance gains. The aim was "to create a culture in the NHS which celebrates and 

encourages success and innovation "… a culture which recognises … scope for acknowledging and learning 

from past mistakes" (Department of Health, 1998). In contrast, Senge (1974) and Schon and Argyris (1978) 

contend that while learning is an individual activity, organisational arrangements can facilitate or impede 

it. The organisational culture within which individuals work affects their engagement with the learning 

process. Moreover, there is a serious question of whether and how the organisation can maximise the 

learning of its members. Even though continuing professional development has been a part of the NHS 

for a long time, studies from other fields show that learning should play a more critical role. 

Healthcare teams work in a variety of settings. Research has concentrated on the role of culture and 

organisational leadership outside the team in healthcare team functioning. Although culture and external 

leadership are distinct concepts, they are inextricably linked in practice, as leaders shape collective 

perceptions of values and priorities. The hospital where the team works has its own culture, and each 

hospital unit may have a microculture. Each of these contexts has an impact on how teams’ function and 

how team members interact (DiazGranados et al., 2017). Kotter and Heskett (1992) assert that 'culture is 

an interdependent set of values and behaviours that prevail in a community'. 

Any KM initiative's success depends on creating an environment that encourages people to communicate, 

collaborate, innovate, take risks, and share and reuse knowledge. Appropriate skills, competencies, and 

behaviours are also essential. Schein (1984) defined organisational culture as the learned way of 
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perceiving, thinking, and feeling shared and transmitted amongst organisational members. There is a 

substantial body of evidence indicating that organisational culture is critical to the success of most, if not 

all, enterprise system implementations. Thus, it is overoptimistic to attempt to change an organisation's 

norms of behaviours by requiring it to adopt an ethical code or by replacing a few executives (Kabanoff et 

al., 1995; Scott, 1995; Fox-Wolfgramm et al., 1998; Amis et al., 2002). Jin (1993) hypothesised four 

categories of organisational obstacles to developing information systems: bureaucratic complexity, 

personality conflicts, technical complexity, and acute resource scarcity. The effect of organisational 

culture on KM strategies is increasingly acknowledged by De Long and Fahey (2000) as a significant barrier 

to leveraging intellectual assets; they examined four ways in which culture impacts knowledge 

identification, creation, storage, sharing, and utilisation, namely through: 

• Culture, and especially subcultures, shapes assumptions about what knowledge is and what it is 

not. 

• Culture defines the relationships between individual and organisational knowledge, determines 

who is expected to control specific knowledge and who is allowed to hoard it. 

• Culture establishes the context for social interaction, which determines how knowledge is applied 

in specific situations. 

• Culture influences how new knowledge, with its attendant uncertainties, is created, legitimised 

and distributed in organisations. 

2.32 Cultural values underpinning themes  

The values that underlie an organisation's culture form the core, the foundation (Schein, 1985; Cummings 

and Worley, 2005). As a result, an organisation's ethics are embedded within its culture, and its culture is 

reflected in its ethics. Mintzberg et al. (1998) provided the cultural values of an organisation to include 

the following: 

• Success should be celebrated: to pursue excellence with zeal and dedication, it must be valued 

within the organisational culture. 

• Lack of complacency: learning organisations reject the adage ‘if it ain't broke, don't fix it’, and are 

always looking for new ways to deliver services. As a result, the organisation values innovation 

and change. 

• Tolerance for errors: learning from failure is a requirement for forward-thinking organisations. 

This, in turn, necessitates a culture that embraces the positive outcomes of mistakes rather than 

seeking to blame and scapegoat (this does not imply a tolerance for routinely poor or mediocre 

performance from which no lessons are learned). 
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• Belief in human potential: people drive organisational success through creativity, energy, and 

innovation. As a result, the culture of a learning organisation values people and encourages 

professional and personal development. 

• Acknowledgement of tacit knowledge: learning organisations recognise that those closest to 

processes have the most intimate knowledge of their potential and flaws. As a result, the learning 

culture values tacit knowledge and believes in empowerment (the systematic enlargement of 

discretion, responsibility, and competence). 

• Openness: because learning organisations strive to foster a systems perspective, one key to 

developing learning capacity is knowledge sharing throughout the organisation. The concept of 

‘knowledge mobility’ prioritises informal channels and personal contact over formal reporting 

procedures. This informal exchange requires cross-disciplinary and multifunctional teams, staff 

rotations, on-site inspections, and experiential learning. 

• Trust: for people to give their all-in terms of knowledge, take risks, and develop their skills, they 

must believe that their efforts will be recognised and valued by their co-workers and managers. 

They must be confident that, in particular, if they make a mistake, they will be supported rather 

than chastised. Healthcare facilities managers must trust that their colleagues will wisely use the 

time, space, and resources provided to them through empowerment programmes and not engage 

in opportunistic behaviour. Without trust, learning is a shaky process. 

• Looking outward: learning organisations engage with the outside world as a rich source of learning 

opportunities. They look to competitors for insights into their operations and are sensitive to the 

experiences of other stakeholders, such as suppliers. They are mainly concerned with thoroughly 

understanding the client's requirements. 

2.33 Chapter summary 

People rely on knowledge rather than instinct to guide them through life. People’s everyday lives are 

influenced by the lessons they learn from those around them, whether they are as simple as table 

manners or as complicated as the art of watchmaking. These lessons shape people’s lives. Libraries, 

archives, intranets, internal publications and mentoring are examples of KM practices used by 

organisations to preserve and pass on the knowledge produced by their employees. A critical challenge 

for organisations transitioning from an industrial to an information and knowledge-based economy is 

improving the productivity of knowledge workers.  

Lack of knowledge is a significant shortcoming of critical business decisions, and insufficient knowledge 

reduces the ability to identify, explore, and evaluate higher-order effects from potential actions. While 

relatively little knowledge is required to be aware of the direct impact of such actions, more knowledge 

is needed to appraise the potential magnitude of these effects. Moreover, considerably more in-depth 
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knowledge is required to judge the second and higher-order indirect effects, which often are the ones of 

real interest. 

All previous economies relied on natural resources as a means of production and the use of hard capital 

in the form of buildings, gold-based currencies, and machines. Agriculture and industrial economies are 

scarcity economies based on limited resources. The new knowledge economy is now built on an infinite 

resource: ideas. Employees still have physical inputs into production or service processes, but knowledge 

provides the most significant competitive advantage. Knowledge, like other resources, does not always 

behave in the same way. Knowledge, like ideas, replicates indefinitely. It is a limitless resource. Natural 

resources deplete as they are used, but with practice, knowledge grows. When a natural resource is sold 

or given to someone else, it is at the expense of the person who had to give it up. 

On the other hand, sharing knowledge allows both parties to not only retain the resource, but also to 

amplify and expand it through the exchange process itself. Knowledge – the insights, understandings, and 

practical know-how everyone possesses – is the fundamental resource that enables people to function 

intelligently. Significant knowledge is also transformed over time into other manifestations – such as 

books, technology, practices, and traditions – within organisations of all kinds and in society as a whole. 

These transformations produce accumulated expertise and, when applied correctly, increased 

effectiveness. Knowledge is one, if not the primary, factor that enables intelligent personal, 

organisational, and societal behaviour. Organisations that understand how to provide employees with the 

required organisational knowledge – at the right time and place – can position themselves to compete 

more effectively and succeed much faster. Many organisations place critical knowledge in the hands of a 

single person and do little to make this knowledge more widely available. Intellectual capital can be 

applied to business challenges and opportunities by organisations that harness and manage it. Most 

impediments to effective KM involve people; humans are complex creatures with many psychological 

requirements. Most KM systems necessitate creating, storing, sharing and utilising data and documents 

in knowledge bases. From an organisational and individual standpoint, the process of creating these 

knowledge repositories can be time-consuming, labour-intensive, expensive, unappreciated and 

unrewarding. 
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CHAPTER THREE 

 

Research methodology on the application of KM principles to support maintenance strategies in 

healthcare organisations 

3.0 Chapter overview 

The previous chapter examined KM in healthcare FM, including a critical analysis of knowledge creation, 

storage sharing, transfer and utilization processes. In contrast, this chapter examines a qualitative 

research methodology adopted for this study, which involved observations, meetings, document reviews, 

and face-to-face interviews with subject experts and key stakeholders in the industry. To ensure high 

ethical standards are adhered to throughout the data collection process, the study presents an overview 

of the research design. It will follow the University of Bolton-approved ethical considerations. Using NVivo 

software for data analysis will aid in extrapolating robust insights into the research findings.  

3.1  Introduction  

Translational research relegates basic science to a back burner…individual curiosity-driven science has 

been replaced by large consortia dedicated to the proposition that gathering vast amounts of correlative 

data will somehow provide an answer to life's fundamental questions. (Goldstein and Brown, 2012). 

This chapter sets out the background to the research, the methodology and techniques employed in 

conducting the research, together with an explanation and justification as to why such methods and 

techniques were used to produce the research findings that follow. Research methodology is an integral 

part of a thesis, which helps to ensure the consistency between chosen tools, techniques and underlying 

philosophy. Research methods are traditionally chosen prior to data generation based on the nature, 

aims, and goals of the research study (Reiter et al., 2011) and once the research topic has been selected, 

thorough consideration was given to the applicable methods most appropriate to meet the criteria set 

out in the research objective.  

Establishing the most appropriate methods and techniques is a catalyst for sound research but not a 

straightforward choice. Marais (2012) makes a subtle distinction between 'research' being the uncovering 

of the truth about a phenomenon (and its relationship with other phenomena) employing scientific 

methods and 'empirical research' being research that relies on one or more forms of observation and 

measurement for gathering information. This study used an exploratory research design with a qualitative 

multiple research approach within the realism paradigm (Perry et al., 1999; Yin, 1994). The research 

problem influenced the chosen research methodology, related research questions, and the current state 

of the field of KM in healthcare FM, as indicated in the literature review (Yin, 1994; Zikmund, 2000; Carson 

et al., 2001; McPhail, 2003).  
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There are few precedents and directions to investigate empirically or quantitatively the research problem 

identified in this study due to a lack of literature on applying knowledge management principles to support 

maintenance strategies in healthcare organisations. As this is a contemporary rather than a historical 

study, it was appropriate to use interviews to examine and analyse real-life issues (Yin, 1994; Perry, 2001; 

McPhail, 2003). To provide a foundation for an extensive and thorough discussion of the research problem 

(Perry and Coote, 1996; Perry, 2001), in-depth interviews, internal documentation, corporate literature, 

websites, journals and articles in magazines and newspapers were utilised. 

The distinction helped the researcher understand the various methods and techniques most appropriate 

to achieving the objectives of the study and gain a deeper understanding of the research context. It was 

also intended from the onset to apply methodological rigour to this research study, which refers to the 

methodology's overall clarity, appropriateness, and intellectual soundness (Collis and Hussey, 2003). The 

above baseline underpins this entire research design. Saunders et al. (2012) define research design as a 

framework for collecting and analysing data to answer the research question and meet research 

objectives, providing reasoned justification for choosing data sources, collection methods and analysis 

techniques. It is within the context of such frameworks that the entire research process and design of this 

research is developed and executed. The choice of study and methodology are presented in this chapter. 

The goal is to increase transparency so the reader can form an opinion about the study's credibility. The 

research method uses the practical problem and research gap identified in the preceding chapter. The 

research methodology is composed of several stages that are all interdependent.  

The study employs the theoretical concept of "research onion" proposed by Saunders et al. (2016) to 

describe these processes. The research onion provides a lengthy description of the main layers or stages 

that must be accomplished so as to develop an effective methodology (Raithatha, 2017). The research 

methodology begins with the definition of the main philosophy, followed by the selection of approaches, 

methods and strategies, as well as defining time horizons, all of which take the research logic to the 

research design – the main techniques and procedures of data collection and analysis (Melnikovas, 2018).  

As a result, this chapter is organised as follows: first, a reminder of the research objectives and questions 

followed by a synthesis of the arguments presented in the literature review that support the research 

questions. This is followed by explanations of the various philosophical options and the justification of 

those deemed appropriate for the study. The final sections explain the study's various stages (the research 

process), the assumptions and choices made, the opportunities and constraints provided by each chosen 

method, the data evaluation techniques used, and the nature of the final results. Seemingly, 

methodology, procedures and ethics were adopted from the study of Farrell et al. (2016) and the 

completed University of Bolton RE1 research ethics checklist (attached as Appendix C). 
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The chapter concludes that ‘the benefits of applying qualitative research techniques are that the open, 

dynamic and flexible nature supports an explorative approach, and allows the expression of novel insights. 

Secondly, it is a people-centric approach and, therefore, useful for investigations of personal 

interpretations (e.g., the application of KM principles to the management of hospitals’ infrastructural 

assets) and, in general, to discover the underlying reasons for people's behaviour and KM preferences 

(Barrett and Baldry, 2009). Finally, this chapter explores the use of interviews and their potential in the 

KM field in the healthcare FM context.  

3.2  Research methods and research methodology 

3.2.1 Definitions 

Most of what people know is likely to have come from their parents, teachers, experts, books, films, 

television, the Internet, and other forms of media. People frequently accept something as true because 

someone with expertise or authority says so or because it appears in an authoritative, trusted source 

(Neuman, 2014). This is an example of using authority as a source of knowledge. In many ways, relying on 

industry experts and authorities is a quick, simple, and low-cost way to learn something (Munby and 

Russell, 1994; Mungmachon, 2012; Lavazza and Farina, 2020). 

Despite the importance of research in business and academic activities, there is no agreement in the 

literature on how it should be defined. One reason is that different people interpret research differently. 

However, there appears to be agreement among the various definitions that research is a process of 

inquiry and investigation; it is systematic and methodical and increases knowledge (Amaratunga et al., 

2002).  

According to Singh (1973), the word research ‘is composed of two syllables, ‘re’ and ‘search’. ‘Re’ is a 

prefix meaning ‘again, anew or over again’, while ‘search’ is a verb meaning ‘to examine closely and 

carefully, to test and try, or to probe.’ This describes a thorough, systematic, and healthcare FM study and 

investigation carried out to establish facts or principles in some field of knowledge. In general, research is 

an enquiry that utilises accepted scientific methodologies to solve problems and create knowledge that is 

generally applicable (Balasubramanian, 2017). The scientific method involves systematic observation, 

classification, and interpretation of data (Goundar, 2012). Therefore, healthcare FM attempts to quantify 

the impact of external factors because one cannot control inherent hospital activities.  

The advanced learner's dictionary of current English spells out the meaning of 'research' as 'a careful 

investigation or inquiry specifically through a search for new facts in any branch of knowledge’ (1952). In 

a similar vein, Redman and Mory (1923) define research as a ‘systematised effort to gain new knowledge’. 

The Webster's international dictionary states that 'research' is a ‘careful, critical inquiry or explanation in 

seeking facts or principles; diligent investigation to ascertain something'. In contrast, Webster’s dictionary 

also explains the term 'research' as meaning 'a systematic investigation towards increasing the sum of 
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knowledge’. Slesinger and Stephenson (1930) perceived the term 'research' to mean 'the manipulation of 

things, concepts or symbols to generalise, to extend, correct or verify knowledge, whether that knowledge 

aids in the construction of theory or the practice of an art'. A combined reading of all the above-mentioned 

'explanations' of the term 'research' reveals that it is the 'careful, diligent, and exhaustive investigation of 

a specific subject matter' to know the truth and contribute original knowledge to the existing stock of 

knowledge. It is the researchers 'systematic search' in the 'pursuit of knowledge,' as well as the discovery 

of new facts. It aims to add to the previously known information about a phenomenon (Merriam-Webster 

Dictionary, 2015). Thus, research entails a systematic scientific investigation of facts (or their hidden or 

unknown facets) to determine or ascertain something that may satisfy the investigator's curiosity and 

carry forward knowledge.  

Such research entails identifying a research problem, gathering facts, logically ordering and categorising 

them, applying (inductive and deductive) logic to interpret the assembled and classified facts, and drawing 

conclusions based on and supported by the gathered data. Vibhute and Aynalem (2009) summated that 

'research' refers to the scientific collection and examination of facts, intending to determine (or search 

for) something that will satisfy the investigator's curiosity and advance his or her knowledge. Therefore, 

the research aims to acquire knowledge or learn about 'something' scientifically and systematically. On 

the other hand, its goal could be to find a solution to the identified problem. The former is known as 'basic' 

or 'pure' or 'fundamental' research, whereas the latter is known as 'applied' or 'action' research (Goundar, 

2012). All research attempts to make sense of the world by employing a specific set of methods supported 

by specific sets of theories or philosophical assumptions. To fully comprehend a particular social 

phenomenon, it can be beneficial to examine it from a variety of perspectives, employing a variety of 

quantitative and qualitative methods (Farrell et al., 2016). According to many researchers, quantity and 

quality are two sides of the same coin because ‘there is a quality behind every quantity’ (Sobo, 2009).  

‘But what is it about qualitative methods in particular that make them increasingly in demand today in 

global health research’ Chandler et al. (2013) asked? This question is likely to have two significant, 

interconnected answers. The first is that qualitative research can help study meaning: what matters to 

people based on their knowledge and experience, and why, because meaning influences social 

interactions on an individual and collective level – and these interactions, in turn, influence healthcare 

outcomes (Chandler, 2013). Qualitative research is humanistic in its approach to studying meaning 

because it focuses on the personal, subjective, and experiential foundations of knowledge and practice. 

It is also holistic, in that it seeks to contextualise the meaning of specific behaviours and ways of thinking 

about or doing things (Kielmann et al., 2011). The second answer is that qualitative research interpretive 

and reflexive approach can reveal what is important about processes such as social behaviour, 

interventions, and research methods themselves. An interpretive approach to qualitative research 

emphasises explaining (e.g., a program's apparent success or failure) rather than describing it (Kielmann 
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et al., 2011). Furthermore, by taking a reflexive approach to research as social interaction, qualitative 

researchers are explicit about emphasising the relationship between the nature of enquiry (e.g., how a 

survey question is asked) and the conclusions that are drawn, particularly when the outcomes can only 

be understood by reference to that process (Walker and Dewar, 2000). 

Consequently, the term refers to researchers’ methods, techniques, or tools for collecting and processing 

data, establishing the relationship between the data and unknown facts, and evaluating the accuracy of 

the results obtained (Anderson, 2010). It is sometimes used to refer to the concepts and procedures used 

in the analysis of data, regardless of how it was collected, to reach a conclusion. In other words, 'research 

methods' are the 'tools and techniques in a 'toolbox' that can be used for data collection (or evidence-

gathering) and analysis (Farooq, 2019). 

A discipline or profession is established by developing a unique body of knowledge, which is created 

through research. Natural sciences, social sciences, engineering, and FM are all applied to the built 

environment. These are then tailored to the specific context and requirements (Fellows and Liu, 1997). 

Only by employing appropriate methodologies and research methods that are rigorously applied can the 

body of knowledge for the built environment be established and advanced with confidence (Amaratunga 

et al., 2002). In all research, an explicit, disciplined, and systematic (planned, ordered, and public) 

approach to finding the most appropriate results is necessary. This type of research focuses on discovering 

meanings and insights within a given situation, and the researcher generally explores meanings and 

insights (Strauss and Corbin, 2008; Levitt et al., 2017). In this context, purposive sampling and open-ended 

interviews are used as data collection and analysis techniques (Dudwick et al., 2006; Gopaldas, 2016).  

The various procedures, schemes, steps, and algorithms used in research are research methods. It refers 

to all the methods used by a researcher during a research study. They are primarily planned, scientific, 

and value-free (Farooq, 2019). Examples include observations, theoretical procedures, experimental 

studies, numerical schemes, and statistical approaches. Research methods enable one to collect samples 

and data and also to solve problems. Business and scientific research methods require explanations based 

on collected facts, measurements, and formal document reviews rather than relying solely on reasoning. 

They only accept explanations that experiments can verify (Goundar, 2012). 

The observation was also a valuable method for collecting, processing and analysing information that 

could not be studied in the artificial setting of a laboratory. It enables a largely unbiased analysis of 

naturally occurring everyday behaviours and interactions (Anguera, 2010). Although systematic 

observation dates to the 1970s, it has taken on an identity in the last two decades (Anguera, 1979, 2003; 

Anguera and Izquierdo, 2006; Sánchez-Algarra and Anguera, 2013). It offers both flexibility and rigour, as 

it is built on sound scientific principles, and this combination makes it ideal for use in many fields, including 

healthcare FM (Portell et al., 2015b). 
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According to the Oxford Dictionary online (2000), observation is ‘the action or process of observing 

something or someone to gain information’. Our observation skills inform us about objects, events, 

attitudes and phenomena using one or more senses. Additionally, being able to observe and gather 

information about a social context, such as healthcare FM, is important because it is the basis of 

communicating well-informed data (O'Daniel and Rosenstein, 2008). 

Observing people in their environment, as opposed to simply listening to what they say, was a crucial 

method of gathering information for the researcher within the context of this study. It can illuminate how 

people live and the dynamics between them, and also confirm or refute what has been stated (Janice et 

al., 2011; Thompson, 2017). As stated by Thompson (2016), “you can observe what people do, not what 

they say they do – in contrast to most other methods, observation allows the researcher to see what 

people do rather than what people say they do”. Interpretivists prefer this method because it is 

respondent-led – it allows respondents to speak for themselves and thus avoids a master–client 

relationship with more quantitative methods. It is not always simple for individuals to convey their 

thoughts, feelings, desires, needs, hopes, and fears. They may be too preoccupied with what is occurring 

to see things. They may not use verbal communication frequently because they attempt to conceal 

information out of fear of the consequences (O'Daniel and Rosenstein, 2008). 

In social science, observational methods entail the systematic, detailed observation of behaviour and 

speech: watching and recording what people do and say (Mays and Pope, 1995). Goffman (1961) neatly 

captured this distinct research method with his recommendation that to learn about a social group, one 

should "submit oneself in the company of the members to the daily round of petty contingencies to which 

they are subject". Thus, observational methods may include asking questions and analysing documents. 

However, the primary focus on observation distinguishes it from a qualitative setting, establishing 

sufficient rapport and empathy with the group to allow research to be conducted (Mays and Pope). 

Observational studies can provide answers to ‘what’ phenomena occurred, mainly when people are 

involved in a process, and gain insights into ‘why’ the phenomena occurred (Mulhall, 2003). Observation 

is used as a research method in two distinct ways – structured and unstructured (Pretzlik, 1994). In 

positivistic research, structured observation is a discrete activity, the purpose of which is to record 

physical and verbal behaviour. Observation schedules are predetermined using taxonomies developed 

from known theory. In contrast, unstructured observation is used to understand and interpret cultural 

behaviour. It is based on the interpretivist/constructivist paradigm that acknowledges the importance of 

context and the construction of knowledge between researcher and 'researched' (Mulhall, 2003). 

Structured observation is used extensively in psychology, and it is from this aspect that many researchers 

have adopted the method for their studies (Booth et al., 2001).  
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3.3 Research methodology 

A research methodology is a methodical approach to problem-solving. It is the science of determining 

how to conduct research. The procedures by which researchers go about their work of describing, 

explaining and predicting phenomena are referred to as the research methodology. It is also defined as 

the study of methods for acquiring knowledge to provide a research work plan (Goundar, 2012). According 

to Farrell et al. (2016), the methodology is about the reasons why you designed your research on a 

strategic level. It is about the general principles that underpin the process you use and the choices you 

make. The method itself is operational, describing the mechanics of what you have done (Farrell et al., 

2016). 

This study focused on qualitative approaches when reaching KM in healthcare FM, and how methods like 

interviews and observational studies can be applied to researching healthcare FM practice. It presents 

several examples from the literature on how qualitative research methodologies have been used to study 

different value types in both FM and other disciplines. To some degree, the choice of research 

methodology depends on which research tradition a researcher belongs to. However, it can also be seen 

as related to the stage of development of a research field. A new research field is more likely to give 

preference to explorative qualitative research (Then, 1996; Jensen et al., 2012). While quantitative 

research methods can be important for answering specific research questions, there are significant 

reasons for adopting qualitative or mixed-methodology studies to understand better complex 

phenomena (Robert et al., 2010).  

Considering the nature of the research objective, focusing on different actors' sense-making abilities, and 

the underlying assumption that the knowledge of reality is gained through social constructions, this study 

is classified as interpretive (Walsham, 1993; Walsham, 1995; Klein et al., 1999). The research is a critical 

study, as the objective is to disclose what has been hidden and taken for granted. The critical method 

comes into play when artefacts such as healthcare FM systems are analysed from multiple perspectives 

and when the goals and beliefs of different groups are examined and critically analysed. The empirical 

data was collected through interviews at different NHS acute and non-acute hospitals in Northwest 

England and document analysis and structured observations (Kling et al., 2000). Moreover, since feelings 

and feedback are hard to operationalise or attribute, knowledge sharing, and communication as socially 

constructed interaction is relevant. However, like knowledge and culture, contexts are intangible and, as 

such, artificial constructions aimed at understanding social phenomena in each research setting.  

On the other hand, organisational culture (or context) was often brought up during the pilot interviews, 

which led the researcher to suggest that people create artificial constructions to organise their 

environment. Rousseau and Fried (2001, in Marschan-Piekkari et al., 2004) propose that researchers 

should provide their audiences with as detailed a description as possible of the context under study. This 
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helps readers to grasp the essential issues and thus make sense of them, but it also paves the way for 

further research. However, describing contexts in detail can be problematic, as they are defined as ‘the 

surroundings associated with phenomena which help to illustrate that phenomenon’ (Cappelli and Sherer, 

1991; Marschan-Piekkari et al., 2004). 

3.4  Research onion as a model of designing research methodology 

Methodology is a broad research strategy that defines how research should be conducted. It consists of a 

set of beliefs and philosophical assumptions that shape the understanding of the research questions and 

guide the selection of research methods. The research methodology is an essential component of a thesis 

because it ensures consistency between the tools, techniques, and the underlying philosophy 

(Melnikovas, 2018). One method of developing research methodology is based on the theoretical concept 

of the "research onion" (Figure 3.1), proposed by Saunders et al (2016). The research onion provides a 

lengthy description of the main layers or stages that must be completed to develop an effective 

methodology (Raithatha, 2017). The research methodology begins with the definition of the main 

philosophy, followed by the selection of approaches, methods, and strategies, as well as the 

establishment of time horizons, all of which leads to the research design – the main techniques and 

procedures for data collection and analysis. 

There are six main layers to the research onion:  

I. Research philosophy – establishes the foundation of the research by defining ontology (the 

nature of reality), epistemology (the nature of knowledge or facts), and axiology (the values, 

beliefs, and ethics of the research). 

II. Approach to theory development – can be implied by previous levels of research philosophy and 

typically include deduction – the research begins with an existing theory, then raises a question 

or hypothesis and data collection in order to confirm or reject the hypothesis; induction – the 

research begins with literature reviews, pilot study and data collection, then moves to description 

and analysis to form a theory. The deductive approach is used for testing existing theories, 

whereas the inductive approach is commonly used for developing theories or in fields with little 

research on the topic. The abductive approach typically begins with a surprising fact and 

progresses through induction and deduction to find the most likely explanation (Råholm, 2010). 

III. Methodological choices – determines the use of quantitative and qualitative methods and 

various combinations of both. 

IV. Strategy – to collect and analyse data: experiment, survey, archival research, case study, 

ethnography, action research, grounded theory, narrative inquiry. 
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V. Time horizons. This layer defines the research time frame – cross-sectional or short-term study, 

involving data collection at a specific point in time; longitudinal – data collection repeated over a 

long period to compare data. 

VI. Techniques and procedures include using primary or secondary data, selecting sample groups, 

developing questionnaire content, preparing interviews etc. 

3.5  Adapting the ‘research onion’ model for KM in healthcare FM 

The 'research onion' (Saunders et al., 2016) is a design framework for the research process. By examining 

or peeling back the various layers of the onion within the context of the research topic and its objectives, 

a design emerges to demonstrate the most appropriate philosophy, approach, and strategy to employ. It 

is not a perfect or definitive template, but this researcher saw it as a useful roadmap in which working 

through the onion layers sequentially, step by step, allows the researcher to construct a research design 

and strategy that reflects the research objective and desired outcome.  

According to Fellows and Liu (2008), research is a suspicious search and investigation is a voyage of 

discovery. The primary goal of research is to add value to existing knowledge and to make the learning 

process easier within organisations. It is a systematic, data-driven investigation into a known specific 

problem (Sekaran, 2000). To adapt the research onion model, it is critical to analyse and determine its 

suitability for healthcare FM studies, as well as make any necessary logical corrections within the model's 

six original layers (Saunders et al., 2016). The model shown in Figure 3.1 proved to be a helpful guide in 

formulating the various stages of the research process to clearly map out the research methodology and 

design that this study employs. 

A traditional research methodology is based on a philosophical theory, which implies research strategies 

and techniques (Nweke and Orji, 2009; Saunders et al., 2016). The first layer, "Philosophy," suggests five 

distinct schools of thought: Positivism, Interpretivism, Pragmatism, Critical Realism and Postmodernism.  

Positivism – primarily reflects a natural scientist's philosophical stance. Ontology is based on objectivist 

assumptions that entities are observed, atomistic events exist outside of social actors, and thus only 

observation and empirical data are "credible." Knowledge is gained through observation and the discovery 

of event regularities based on causal, law-like, and functional relationships. 

Interpretivism – is a method based on subjectivist ontological assumptions that entities are made up of 

discourse (Husam and Abraham, 2020). Thus, existing or socially constructed reality can only be studied 

through social constructions such as consciousness or language (Myers, 2008). Because reality is a social 

construct that is constantly evolving, knowledge and facts are relative and subjective. Interpretivism lends 

itself well to studies with many grey areas, such as society, where numerical analysis cannot explain why 

or how someone feels or behaves. It requires a thorough examination of words, actions, and behaviours. 
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An interpretive researcher is interested in the meanings that people assign to situations and behaviours, 

as well as how these meanings are used to interpret the world.  

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1 The ‘research onion’. Adapted from: Saunders et al. (2016). 

3.5.1  (Layer 1): Research philosophy 

Furthermore, an interpretative researcher believes that reality and the observer are inextricably linked. 

This is because an individual's worldview is inextricably linked to their life experiences (Gratton and Jones, 

2010). Based on the distinction between natural and social sciences, the strict dichotomy between 

positivist and interpretive positions is a source of constant criticism (Melnikovas, 2018). Positivist 

philosophy, while acknowledging that entities such as ideas or social structures exist independently of 

humans, does not consider the role of the individual in social reality. Conversely, interpretivism argues 

that the world cannot exist apart from human thought and perception (Patomaki and Wight, 2000; 

Melnikovas, 2018). 

Pragmatism – assumes that within research, it is possible to adapt both positivist and interpretive 

positions, depending on which works best for the specific research question. 

Critical realism – assumes future flexibility. The future is real, even if it has not yet manifested; it consists 

of multiple possibilities and actualises through transformative events; thus, participating actors can 

influence the future (at least to some extent).  
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Patomaki (2006), Bell (2003), and Van der Heijden (2000) argue that the critical realist position provides 

a distinct foundation for futures studies, whereas List, (2005) and Aligica, (2011) reasonably observe that 

the critical realist approach can be used to explain potential future constraints. 

Postmodernism – emphasises the role of language and power relations in challenging accepted ways of 

thinking and giving voice to marginalised views (Watson, 2011). 

Interpretivism is believed to be the best philosophy for this study. Interpretivism is concerned with how 

people perceive and interpret their social reality. This philosophy arose as a response to positivism, which 

seeks to discover definite, universal "laws" that apply to everyone. Interpretivism, also known as 

interpretivist, entails researchers interpreting elements of the study; thus, interpretivism incorporates 

human interest into a study. As a result, “interpretive researchers assume that access to reality (given or 

socially constructed) is only through social constructions such as language, consciousness, shared 

meanings, and instruments” (Myers, 2008). The critique of positivism in the social sciences serves as the 

foundation for the development of interpretivist philosophy. As a result, this philosophy prioritises 

qualitative over quantitative analysis (Collins, 2010). 

According to interpretivism, focusing on creating universal laws causes one to lose valuable insight into 

humanity. Accordingly, interpretivism, individuals differ from physical phenomena because they have 

meaning (McLaughlin, 2012). Interpretivism focuses on meaning rather than facts. Developing 

comprehensive, nuanced understandings and interpretations of social worlds and contexts is the goal of 

interpretivist research. The philosophy of this approach is thought to be beneficial to research on 

healthcare FM, since these studies often study organisations from the perspective of various groups and 

people (Saunders et al., 2016). It is imperative to grasp individuals' perceptions, motivations, and actions, 

as well as the contexts of their work and life experiences, with a view to achieving the research goal and 

answer the research questions. Additionally, it is essential to gain a thorough understanding of subjective 

meanings.  

3.5.2  (Layer 2): Approach to theory development 

Saunders et al. (2016) discuss three approaches to theory development: deductive, inductive, and 

abductive. Deductive research logic refers to reasoning that progresses from a general rule to a specific 

law-like inference and is typically used for theory testing. Inductive reasoning is a method of developing 

theories that begins with a specific formal document review and progresses to the formulation of a 

general rule. Kuosa (2011) summated that inductive reasoning studies are primarily associated with 

"intuitive" techniques, whereas deductive reasoning, based on physical argumentation, is aimed at 

controlling functions and directing knowledge. 

Although both deductive and inductive inferences are commonly used in modern studies, Kuosa, (2011) 

observes a shift toward abductive reasoning. Paavola et al. (2006) summated that abductive reasoning is 
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a type of inference that begins with the document review clue-like signs that provide the foundation for 

further investigation. As a result, abductive inference is a best guess, or a conclusion based on the 

evidence available (Kuosa, 2011). Alvesson and Skoldberg (1994) argue that abduction, which combines 

the inductive and deductive approaches, is the method used in actual studies. This methodology is 

characterised by a movement between empirical data and theory, with the theory being modified to 

better fit the empirical material (ibid). In accordance with Alvesson and Skoldberg (1994), this study 

exhibits both deductive and inductive characteristics.  

This study aims to produce a new theory, which indicates an inductive approach has been taken. However, 

the search for relevant literature began prior to the collection of empirical data, so the study also contains 

deductive elements. Throughout the course of this study, the literature review was modified and refined 

to better align with the formal document review and findings; thus, it was created iteratively. Therefore, 

this study's methodology is abductive. Figure 3.2 depicts the continuous interaction between data and 

literature when employing an abductive methodology. 

The investigation has now reached the third layer of the onion model, which focuses on methodology 

selection. Research methods vary and can be classified and categorised in various ways; the research 

onion focuses on two options. First, the selection of a single or multiple method(s), then the selection of 

either qualitative, quantitative, or mixed approach. Quantitative research methods involve numbers and 

mathematical operations, whereas qualitative methods necessitate collecting voluminous descriptive 

data (Saunders et al., 2004; 2016). 

Mono method is used when the research is focused on either quantitative or qualitative data collection; 

mixed methods – quantitative and qualitative methods used within the same research to achieve different 

aims and offset the limitations of using a single method; multi-method choice undermines the use of both 

qualitative and quantitative methods, although the research is based on one of them, while the other 

method is auxiliary or supplementary (Timans et al., 2019; Dawadi et al., 2021). 

 

 

 

 

 

 

Figure 3.2 Research study abductive approach. Source: created by the author. 
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3.5.3  (Layer 3): Methodological choices 

The choice between a single or multiple method refers to the number of sources upon which a particular 

study collects data. A study employing a single data collection technique, such as interviews or surveys, is 

a mono-method study. In contrast, a multi-method study collects data using multiple techniques, such as 

a combination of interviews and documentation, as in the present study (Saunders et al., 2016). Using 

multiple data collection methods contributes to greater detail and a broader perspective in this study. 

At the back of this, the research methods vary from one another: the relationship between theory and 

research; the epistemological factors (the study of the nature of knowledge), and the ontological factors 

(the study of being) (Bryman and Bell, 2012). These three fundamental differences between qualitative 

and quantitative research approaches are classified using a model by Bryman and Bell (2012), which is 

displayed in Table 3.1. This only refers to general tendencies and does not constitute official rules, which 

is an essential point. 

Table 3.1. Fundamental differences between quantitative and qualitative research strategies. Adapted 

from: (Bryman and Bell, 2012). 

 

 

 

 

 

 

▪ Even though Table 3.1 highlights the choice between a deductive or an inductive approach, the 

study, as mentioned previously, opted for an abductive approach. The abductive method 

combines the inductive and deductive methods and permits researchers to alternate between 

data and theory. However, the role of theory in research follows the qualitative approach, as the 

study will generate theory as opposed to testing theory (Bryman and Bell, 2012). 

▪ This study adopts an interpretivist stance once more, focusing on how individuals perceive and 

interpret their social realities. In contrast to positivism, which focuses on determining the natural 

order of things regardless of the individual's perception and interpretation, naturalism is 

concerned with determining the order of things regardless of how individuals perceive and 

interpret them (Yilmaz, 2013). 
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▪ Ontological orientation refers to the manner in which one perceives social entities. Quantitative 

research has a propensity to portray social reality as external, objective, and beyond once control 

or influence. This research adopts a constructionist ontology, as opposed to the objectivism 

ontology adopted by the quantitative research tradition. This method is typically employed in 

qualitative research under the assumption that everyone constructs a unique interpretation of 

reality based on prior beliefs and experiences. Since all the data are collected through 

documentary reviews and qualitative interviews from the employees' perspectives and 

perceptions, the researcher believes that imagining social reality as an ever-changing outcome 

that belongs to and depends on the creation of individuals is fundamental to the research (Al-

Saadi, 2014). 

3.5.4 Qualitative or quantitative research methods 

After distinguishing qualitative and quantitative research methods, a determination must be made as to 

which method will be used in the study. The study requires descriptive, in-depth data for it to be 

conducted. Interview-based qualitative research generates fewer data than quantitative research. 

However, the strength of a qualitative research approach involving interviews is that it offers greater 

depth. Quantitative research is based on measurement or quantifying something. It applies to a 

phenomenon that can be expressed numerically (Klenke, 2008; Farrell et al., 2016). Qualitative analysis 

helps people understand the world and, more specifically, the people who live in it. Qualitative research 

seeks patterns of relationships between categories – known as themes – and draws on rich data to 

understand how participants perceive the world. Compared to a quantitative approach, qualitative 

research is not an 'easy option' – even if the lack of numbers is appealing (Farrell et al., 2016). Patton 

(2002) defines qualitative research as not necessarily predicting what might occur but attempting to 

understand in depth the characteristics of the research study and the meaning and value brought by the 

participants, which is the intention of this study. Creswell (2009) states that: 

“A qualitative study is an inquiry process of understanding a social or human problem, based on 

building a complex, holistic picture, formed with words, reporting detailed views of informants, 

and conducted in a natural setting”.  

This is what this research study sets out to accomplish within the context of the topic. The distinction 

between these two methods has been highlighted in numerous research methods publications (Neuman, 

1997; Howe, 1988). Myers (2009), for example, distinguishes qualitative research as an in-depth study of 

social and cultural phenomena that focuses on text, whereas quantitative research investigates general 

trends across populations and focuses on numbers. Similarly, Miles and Huberman (1994) argue that 

qualitative research focuses on in-depth examination of research issues, whereas Harrison (2001) claims 

that quantitative research provides a broad understanding of the issues under investigation. Specifically, 
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quantitative research methods emphasise the measurement of objective data and the statistical, 

mathematical, or numerical analysis of data collected by polls, questionnaires, and surveys, or by 

modifying pre-existing statistical data (Creswell, 2009). 

Qualitative and quantitative methods have different strengths and weaknesses. In his study of research 

options, McGrath (1982) demonstrates no ideal solutions, only a series of compromises. Patton (1990) 

argues that ‘research, like diplomacy, is the art of the possible’. This quote could be a valuable guide for 

any researcher considering the best way to complete an extensive research study. The research strategy 

should be chosen based on the research situation, stated Yin (1994). Each research strategy has its distinct 

approach to collecting and analysing empirical data, and, as a result, each strategy has its own set of 

advantages and disadvantages. Although each strategy has distinct characteristics, some overlaps 

complicate the strategy-selection process. Yin (1994) emphasises that the type of question posed, control 

over fundamental behavioural elements, and the degree of focus on historical or contemporary events 

should provide the grounds for strategy choice, to avoid gross misfits between the desired outcome and 

the chosen strategy.  

Qualitative research is a method of investigation used in many academic disciplines, most notably the 

social sciences, in market research and other contexts (Soerjono et al., 1995; Denzim et al., 2005). This 

method is a subjective type of research that relies on the controlled observation of researchers. Rather 

than testing a hypothesis, qualitative research frequently attempts to answer a question (Barbour and 

Barbour, 2003; Sukamolson, 2007; Amaratunga et al., 2002). These methods seek to answer questions 

about the ‘what’, ‘how’, or ‘why’ of a phenomenon rather than ‘how many’, ‘how much’, or other 

quantitative questions (Austin and Sutton, 2014). Instead of creating ‘test conditions’, qualitative 

researchers examine ongoing social processes and records or artefacts that shape, are involved in, or are 

affected by the processes being studied (Farrell et al., 2016; Coutin, 2016).  

The goal of quantitative research is to create and apply mathematical models, theories, and hypotheses 

about the phenomenon under investigation (Allen, 2017). Thus, measurement is central to quantitative 

research, because it provides a fundamental link between empirical observation and mathematical 

expression of quantitative relationships (Yilmaz, 2013). By contrast, qualitative research is concerned with 

qualitative phenomena: that is, phenomena relating to or involving quality or kind. For example, when a 

researcher is interested in investigating the reasons for, or motives behind, certain human behaviour – 

such as why people think or do certain things – or in investing their attitudes or opinions about a specific 

subject or institution (Austin and Sutton, 2014). 

Creswell (2009) defines research designs as ‘plans and procedures for research that range from broad 

assumptions to detailed methods of data collection and analyses. The overall decision involves 

determining which design should be used to investigate a topic. This decision should be informed by the 
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researchers’ worldview assumptions, procedures of inquiry, and specific methods of data collection, 

analysis, and interpretation. A research design is also chosen based on the nature of the research problem 

or issue being addressed, the researchers' personal experiences, and the study's target audiences. 

Farrell et al. (2017) assert that qualitative data collection attempts to provide rich data while also 

providing insights into the world of others. Interviews are just one way to gather qualitative data as it 

involves a small number of participants, and no assumptions are made about the general population.  

3.5.5 Adapting qualitative research strategies to the study 

This study uses a qualitative and interpretivist approach to better understand the subjective experiences, 

beliefs and attitudes of healthcare FM managers and operatives (Creswell, 2003; Flick, 2009). The goal of 

qualitative research is to make sense of complex situations by gathering and analysing different kinds of 

information from different points of view. Qualitative research looks at things that happen in the real 

world and studies them in all their complexity (Leedy and Ormerod, 2001). Leedy and Ormrod (2001) 

emphasise that stating that qualitative studies typically serve the following purposes: 

• They can provide insight into situations, settings, processes, relationships, systems and 

individuals. 

• As a result, researchers can (a) gain insights into the nature of a phenomenon, (b) develop new 

concepts or theoretical perspectives about the phenomenon and (c) identify problems within it. 

Using these methods, a researcher can test assumptions, theories or generalisations in real-world 

situations. 

• They allow researchers to assess the effectiveness of practices or innovations. In this study, both 

non-empirical and empirical research designs are used. The non-empirical research consists of a 

literature review, which provides an overview of the most critical concepts in the field of KM in 

healthcare FM. It also serves as background for the empirical research conducted. 

The qualitative research method was chosen as the appropriate methodology because it emphasises 

understanding rather than explanation (de Geer et al., 2004; Gadamer, 2004; Noorderhaven, 2004). The 

rationale for the methods used in the study assumes that the structures of everyday meaning are held to 

represent reality (Glaser and Strauss, 1967). The researcher was intrigued by the exploration of real 

experiences and dynamics in applying KM principles to the management of hospital infrastructural assets. 

Furthermore, to meet the requirements of qualitative research techniques, various available resources 

were considered during the selection of location and sampling. Zetterberg (1965) considers reliability a 

prerequisite for validity. The study's reliability was enhanced by a strategically selected sample (Glaser 

and Strauss, 1967) and a combination of qualitative research methods, notably documentary reviews and 
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interviews with FM experts, healthcare FM directors, managers, supervisors and team leaders in various 

NHS trusts hospitals in Northwest England. 

Blumer emphasised the importance of 'feeling one's way inside the experience of the actor' to see the 

world as the actor sees it (Blumer, 1969). The researcher must adopt sympathetic introspection to capture 

the actor's world of meaning. Keeping Blumer's insistence on sympathetic introspection in mind, it was 

necessary to employ appropriate techniques such as life histories, diaries, letters and interviews (Blumer, 

1969). Qualitative research is carried out through close or extended contact with a ‘field’ or life situation. 

These are typically ‘banal’ or ‘normal’ situations that reflect the daily lives of individuals, groups, societies, 

and organisations (Miles and Huberman, 1994). In some ways, all data is qualitative; it refers to issues 

concerning people, objects, and situations (Berg, 1989, cited in Miles and Huberman, 1994).  

Specifically, according to Van Manen (quoted in Heinonen, 2015), qualitative methods describe personal 

experiences and conversational interviews. Qualitative research is the art and science of understanding 

and interpretation. It focuses on the lived human experience, revealing details and seemingly insignificant 

aspects of an experience that may be taken for granted to generate meaning and achieve a sense of 

understanding (Kisiel, 1985; Allen, 1995; Kafle, 2013; Farrell et al., 2016). It is a research methodology that 

aims to produce detailed textual descriptions of a phenomenon to gain a deeper understanding of its 

meaning through progressively layered reflection while also employing rich descriptive language (Kafle, 

2013). The interpretivist approach seeks culturally derived and historically driven interpretations of the 

social lifeworld; thus, an interpretivist is someone who attempts to clarify the meaning of a phenomenon 

(Crotty, 2000).  

One distinguishing feature of qualitative research is that it concentrates on naturally occurring, ordinary 

events in natural settings, providing insight into ‘real life’. Another characteristic of qualitative data is its 

richness and holistic nature, with a high potential for revealing complexity. Such information provides 

‘rich descriptions’ that are vivid, contextualised, and ring true. Furthermore, qualitative data is typically 

gathered over a long period, making it helpful in studying any process (Mohajan, 2018). Moreover, the 

inherent flexibility of qualitative studies (data collection times and methods can be varied as the study 

progresses) provides additional assurance that what is going on is truly understood. With its emphasis on 

people's ‘lived experience’, qualitative data is fundamentally well suited to locating and connecting the 

meanings people place on the events, processes, and structures of their lives: their ‘perceptions, 

assumptions, prejudgments, presuppositions’ (Van Manen, 1977).  

Qualitative approaches can assist in identifying enabling and obstructing factors related to healthcare FM 

coordination and the use of established coordination mechanisms (Schang et al., 2013). Furthermore, 

qualitative methods aid in providing insight into how specific internal conditions influence the outcomes 

of a given healthcare coordination programme (Nolte et al., 2012). The findings of qualitative studies can 
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also improve the development of quantitative data collection instruments and interpret survey or 

performance-indicator results. The qualitative analysis is frequently based on the perspectives of 

healthcare professionals and managers obtained through in-depth interviews (Strandberg-Larsen, 2009; 

Mintzberg, 1990). 

Most qualitative researchers concur with Snider's (2010) assessment that, while numbers are impressive, 

they conceal significantly more information than they disclose. It is borne out by the old saying that 

‘statistics are like a bikini. What they reveal is suggestive, but what they conceal is vital’ (Peter, 1977). 

They would also concur with Davis's (2007) assertion that ‘good qualitative research has equalled, if not 

exceeded, quantitative research in status, relevance, and methodological rigour’. Several concepts guide 

qualitative researchers during the stages of thinking and planning. In all of its intricate designs and data 

analysis methods, qualitative research is driven by the philosophical assumptions of qualitative inquiry. 

To comprehend a complicated phenomenon, it is necessary to consider the different ‘realities’ perceived 

by the participants themselves, the ‘insider’ viewpoints. Discovering how participants develop their own 

meaning for events or situations is facilitated by natural settings (Talburt, 2004). 

The most frequently used qualitative data sources are interviews and documents (Patton, 2002), none of 

which can easily be ‘crunched’ by statistical software. The description of people's lived experiences, 

events, or situations is frequently referred to as ‘thick’ (Denzin, 1989), which means that attention is paid 

to rich detail, social and historical contexts and experiences, and the significance of emotional content to 

open up the world of whoever or whatever is being studied. Qualitative data analysis aims to identify 

emerging themes, patterns, concepts, understandings, and insights (Patton, 2002). Frequently, qualitative 

studies employ an analytic framework – a network of interconnected concepts and categories – to 

comprehend an underlying process, i.e., a series of events or constructs and their interrelationships 

(Collins and Stockton, 2018). 

While quantitative research aims to explain, generalise, and anticipate patterns through the analysis of 

variables, qualitative research questions attempt to comprehend and interpret the socially created reality 

in which people live. This implies that the data is acquired via documentation and interviews – the latter 

frequently documented for analysis. Typically, interviews and focus groups are recorded for third-sector 

research, but meetings, events, and other activities may also be recorded, so that researchers do not have 

to rely on their memory or scribbled notes (Bryman, 2016). 

Many researchers point out that a historical bias towards quantitative studies in healthcare has resulted 

in an evidence base that, while offering much in the way of figures and statistics, provides less insight into 

localised, subjective experiences or perceived healthcare issues and related human behaviours (Moffatt 

et al., 2006). It is clear that randomised control trials, based on a limited set of variables, cannot yield a 

nuanced understanding of how risk factors such as culture are compounded in daily life (Adams et al., 



127 | P a g e  
 

2014). Likewise, no degree of research – quantitative or qualitative – can adequately reflect the diversity 

and complexity of human societies and inform truly equitable policies when vulnerable groups face 

barriers to participation (Napier, 2013). Therefore, there are ethical, epistemological, and economic 

imperatives for the cultural settings that must be addressed while managing healthcare facilities. In 

consideration of these imperatives, the researcher enlarged the evidence base to include mixed-method 

research with interviews in multiple NHS locations. Such an integrated effort contributed to the FM 

evidence base using the lived experience of individuals (Tariq and Woodman, 2013). 

With a heightened awareness of the strengths and weaknesses of various research procedures and data, 

as well as a commitment to supporting new forms of evidence, the researcher will be better able to 

develop individual and organisational resilience in the face of rising difficulties (Chandler et al., 2013; 

Napier, 2013; Brothers and Rothstein, 2015). Quantitative research on KM in a healthcare setting is 

limited, and there is no integrated self-administered questionnaire for healthcare FM professionals 

working in healthcare organisations (Karamitri et al., 2020). Academics and professionals in different 

scientific domains have created KM-appropriate questions. So far, however, no one has introduced a 

dependable quantitative instrument that investigates KM in healthcare FM (Aharony, 2011). 

In addition, vulnerable employees frequently lack opportunities to participate in research projects or else 

are hesitant to do so, especially when their circumstance leaves them feeling alienated, or when daily 

survival is an urgent worry (Napier, 2013). When this occurs, techniques for evaluating complaints can 

inadvertently reinforce power disparities that deny certain groups a voice in the decision-making 

processes affecting their working standards. In transitory or otherwise unstable social environments, such 

as those affected by toxic culture, organisational quagmires, and cost-of-living crises, such biases in data 

gathering are more visible. Under these constraints, vulnerabilities and inequalities can grow in ways that 

are not conducive to typical data collection approaches; without an evidentiary basis that can shape an 

appropriate inquiry into local forms of inequality, numbers can be as misleading as illuminating.  

To develop relevant and adaptable outcomes, researchers must investigate how employees respond to 

different pressures and complex cultures of practice. In this case, assessing inequality becomes impossible 

without a detailed evaluation of vulnerability and resilience as they manifest locally (Napier et al., 2014; 

Bracken-Roche et al., 2017). Despite being based on meticulously accumulated information, the 

subsequent healthcare reports and policies can be at odds with people's subjectively defined experiences 

and perceived requirements, as well as what is practical at the organisational level. In the absence of a 

comprehensive grasp of the cultural circumstances that influence people and their responses, it becomes 

difficult and, at times, speculative to judge the actual significance of such metrics (Nussbaum, 2008). 

Considering the foregoing, and after careful consideration of the Bryman and Bell model presented in 

Table 3.1, the researcher believes that the qualitative research method is the most appropriate for this 
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study. Therefore, qualitative research approaches comprising semi-structured interview was employed 

for the study.  

3.5.6  Semi-structured face to face interviews 

While a researcher can obtain much information from public sources, an in-person interview can 

sometimes provide more in-depth information on the subject being studied. This is a qualitative research 

method. An interview with a subject matter expert can provide one with meaningful insights that a 

generalised public source cannot. Interviews were conducted in person to obtain meaningful information 

about the topic using open-ended questions. Interview with employees, for example, provides the 

researcher with more insights into the degree of KM application in the management of hospitals’ 

infrastructural assets, whereas an interview with a subject matter expert in quantum theory can provide 

in-depth information on the subject matter (Busetto et al., 2020). 

Since the focus of this study was understanding how people make sense of their surroundings, and which 

factors affect knowledge communication in multicultural healthcare environments, semi-structured 

interviews (Hirsjärvi and Hurme, 2006) were conducted to gain better control of the interview process 

and to promote open discussion between the participants (Morgan, 1988 in Hartman, 2004). Easterby-

Smith et al. (2008), argues that the primary purpose of conducting qualitative interviews is to understand 

“how individuals construct the reality of their situation formed from the complex personal framework of 

beliefs and values, which they have developed over their lives in order to explain and predict events in 

their world”. This was the type of understanding the researcher was looking for, and the reason for 

choosing senior and experienced healthcare facilities managers, operatives and industry experts as 

interviewees, with the goal of extracting their perspectives and theories from within their 'complex 

personal framework of beliefs and values'. 

The study collected pilot data through semi-structured interviews (Gillham, 2005), using open questions 

to allow for probing where appropriate (Fellows and Liu, 2008) and facilitate the development of KM in 

practice and healthcare FM. Through this approach, the theoretical contexts of human error, systems 

theory and cultural influences can be explored and considered in depth. Hirsjärvi and Hurme (2006) argue 

that interviews are categorised in numerous ways, but in general, they are categorised according to the 

question structure and interviewer control. Hirsjärvi and Hurme (2006) continue by presenting 

unstructured interviews and survey interviews as two extremes, while semi-structured interviews (or 

‘theme’ interviews, as they define them) are located in between. Semi-structured interviews are highly 

flexible, as they are situated between the qualitative and quantitative approaches (Hirsjärvi and Hurme, 

2006). Additionally, using semi-structured interviews in a mixed-method research setting is highly fertile 

for two reasons. First, semi-structured interviews can be easily altered to produce a survey, thus making 
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triangulation (Jick, 1979; Creswell, 2003) possible. Second, because of their nature (Hirsjärvi and Hurme, 

2006), semi-structured interviews are situated between qualitative and quantitative approaches.  

Semi-structured interviews were used to establish a deep understanding of what individuals or groups 

think about a particular situation. While conducting such interviews, the researcher can ask further 

questions to clarify points or enlarge on specific issues. However, interviewers should ensure they do not 

influence answers; it is their job to keep interviews flowing without directing them (Jensen et al., 2012). 

Semi-structured, in-depth interviews are the most common qualitative data source in healthcare services 

research. The interviews are a practical and feasible research method because they can be a powerful tool 

for understanding people's thoughts, beliefs, and experiences (Hanson et al., 2011). This method typically 

entails a conversation between the researcher and the participant, guided by a flexible interview protocol 

and supplemented by follow-up questions, probes, and comments. The method enables researchers to 

collect unstructured data, investigate the participant’s thoughts, feelings, and beliefs about a specific 

topic, and delve deeply into personal and sensitive issues (DeJonckheere and Vaughn, 2019).  

Hartman (2004) states that, in semi-structured interviews, the interviewer operates as a moderator, 

helping the interviewees to retrieve information and engage in open discussion. Moreover, focus group 

interviews make it possible for the participants to transcend their boundaries through dialogue, which is 

in line with the theoretical framework (Nonaka and Konno, 1998). However, semi-structured and focus 

group interviews are not the only existing research methods, as there are other feasible methods to 

collect research data. Surveys, for example, are commonly used in KM studies, mainly because they are 

easy to distribute to a large group of people, and the results are tailored according to the research 

questions. As Nonaka and Toyama (2005) point out, knowledge has a subjective dimension, which can be 

difficult to operationalise in a survey. Surveys also limit participants' answers by offering them alternatives 

that only the researcher thinks are crucial. Semi-structured interviews, on the other hand, enable the 

researcher to focus on the desired areas with minimal effort while allowing the participants to answer in 

the way they see fit. To gain the most comprehensive view possible, the study research questions in the 

target NHS organisations team, the researcher interviewed employees from every hierarchical level to 

further expand the research context (Marschan-Piekkari et al., 2004).  

Face-to-face interviews are interpersonal situations in which an interviewer asks participants questions 

to obtain responses relevant to the study’s objective (Powell, 1998). The most significant advantage of 

face-to-face interviews, according to Babbie (1990), is their flexibility. The interviewer can assess attitudes 

and opinions more easily by recording nonverbal and verbal behaviour. Furthermore, the interviewer can 

keep participants engaged and responsive throughout the interview. The interviewing technique 

encourages using closed or open-ended questions, allowing the researcher to obtain more compelling 

and detailed responses (Babbie).  
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During the pilot interviews, notes were taken. Purposive sampling was used in both cases to create a 

representative sample from the entire participants. Purposive sampling is based on the researcher's belief 

that he or she knows enough about the population and its characteristics to handpick a representative 

sample (Leedy and Ormrod, 2001). The interviewer’s technique was based on the styles described by 

Fontana and Frey (1998) as ‘balanced rapport’ and ‘interested listening’, meaning that the interviewer 

maintained a casual yet impersonal attitude that did not evaluate or judge the interviewees’ responses. 

The questions used in the interviews were primarily designed to determine how closely each interviewee 

aligned with the study’s goal; thus, there was a need to match the employee’s characteristics with their 

knowledge, awareness and practices. The interviews set out to: 

• Capture employee demographics, experiences, and backgrounds. 

• Identify the knowledge sources used, as well as the various types of knowledge created, stored, 

used and shared in the practice and delivery of healthcare FM. 

The interviews included questions designed to determine the following:  

• Whether managers or operatives were aware of and understood the purpose of KM. 

• What managers or operatives should know, know, and do not know. 

• The difficulties that managers or operatives face (and the strategies they employ) when defining 

a search question. 

• Expertise or knowledge expertise in healthcare organisations. 

• How the organisation’s experts or expertise were chosen. 

The following are some examples of questions asked: 

• What is the extent of KM awareness (identification) comprehension in healthcare FM? 

• How do managers or operatives obtain, generate, store, share and apply knowledge? 

• How do managers or operatives get advice on handling a situation that is particularly 

difficult, unusual or unfamiliar to the team? 

• Do managers or operatives usually (as part of a team) keep good records about what they 

do as a by-product of their work? 

• Do managers or operatives have appropriate criteria for determining the quality of 

experts or expert opinions? 

• What is the reality of organisational culture in relation to knowledge-sharing practices in 

healthcare FM within the hospital environment? 
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• What is the impact of organisational culture and structure on job satisfaction in healthcare FM 

within the hospital environment? 

• What is the impact of digital technology (DT) in the practice and delivery of healthcare FM within 

the hospital environment? 

• What are the beneficial applications of benchmarking and service quality in healthcare FM within 

or outside the hospital environment? 

The researcher was able to pay close attention to the participants’ body language, sometimes encouraging 

them to express their feelings more openly or speak in more depth about their values, beliefs, personal 

experiences and motivations. Similarly, when the recording device was turned off after the individual 

recorded interviews were completed, some participants ‘opened up’ and shared additional, valuable 

information. As a result, the inductive research process was highly iterative and immersive in practice. 

The participants’ stories emerged through increasing levels of analytical abstraction, supported by 

thematic analysis. This provided significant insight at the practitioner level in what might otherwise appear 

to be mundane data. Each theme tells a unique and significant story. 

The study’s early findings are not generalisable, as is the case with all qualitative research. However, they 

provide ample scope for future research to investigate whether such findings can be replicated in other 

healthcare organisations. The causal factors developed through the managers’ and operatives’ 

conversations, as well as the connections and interactions described between them, received particular 

attention. These factors can then be further examined to enable the development of causal chains, 

sparked by the data’s initial thematic associations and developed within the context and understanding 

of industry practices (Farrell et al., 2016). 

3.5.7 Ethical issues and procedures 

"…ethics are norms for conduct that distinguish between or acceptable and unacceptable behaviour…one 

may also define ethics as a method, procedure, or perspective for deciding how to act and for analysing 

complex problems and issues. …" (Resnik, 2020). 

As with all research projects, university ethical procedures were followed, including the use of 

participation information sheets (to explain the objectives of the study to participants) and participant 

consent forms (to ensure that participants are happy to be a part of the study and are aware that they 

can opt out at any time).  

Also, the NHS research ethics committee reviews research applications and gives an opinion on whether 

the research is ethical. As part of their review, they consider information such as the proposed participant 

involvement and are entirely independent of sponsors (organisations responsible for managing and 

conducting the research), funders, and investigators. In this way, their review is centred around 
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participants. It is not necessary for all research conducted in the UK to be reviewed by an NHS research 

ethics Committee (REC). Therefore, since this research did not involve the confidential processing of 

patients or service user information, it did not require approval from the NHS REC (see Appendix D). 

Ethics applied to research can be seen as a method of self-regulation whereby different disciplines 

attempt to demonstrate a professional approach to research (Mauthner et al., 2002). It was the 

unconditional intention of this study that all best practices would be stringently applied throughout the 

research and interview process. According to Blumberg et al. (2005), research ethics address not the 

question of how to properly conduct sound research but how the available methodology may be used in 

the 'right' way. This suggests that the researcher should contemplate and find the best compromise 

solution to ensure that both theoretical methods and real-life practicality are fused to conduct the 

interviews ethically whilst endeavouring to acquire information and findings within the context of the 

research study. Participants were assured of absolute discretion and anonymity by means of an informed 

consent form (Appendix B) prior to interviews being conducted, and confidentiality was assured and 

upheld without exception. A verbalised confirmation was communicated to all participants prior to the 

start of each interview that all information proffered by participants would be treated confidentially and 

not used for any purpose outside the scope of this study. The informed consent form underpins the ethical 

approach to the process.  

The verbatim transcripts attest to the authenticity of the interviews; confidentiality was maintained by 

submitting these transcripts only to the research supervisor, and transcripts were not included for public 

consumption. The issue of plagiarism is another ethical concern. It can be challenging to distinguish 

between plagiarising others' work and inadvertently failing to reference sources of information or data 

properly. Seemingly, the methodology, procedures, and ethics were adapted from the study of Farrell et 

al. (2016) and the completed University of Bolton RE1 research ethics checklist (Attached as Appendix C). 

3.5.8 Study populations and sampling 

Research interviews were conducted with selected numbers of senior healthcare FM practitioners, 

managers, operatives, and industry experts to provide a rich cross-section of data. In quantitative 

research, samples are typically large to generate statistical results from and for the population from which 

the sample was drawn. Typically, the sample size in qualitative research is small, but participants are 

approached and chosen based on their suitability as perceived by the researcher. This is known as 

purposeful sampling, and while the sample size is small, the process is just as rigorous, if not more so, 

than a statistically based quantitative equivalent. Purposeful sampling is a technique commonly used in 

qualitative research to identify and select information-rich cases to make the best use of limited resources 

(Patton, 2002). This entails locating and selecting individuals who are exceptionally knowledgeable about 

or experienced with a phenomenon of interest (Cresswell and Plano-Clark, 2011). Bernard (2002) and 
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Spradley (1979) emphasise the importance of availability and willingness to participate and the ability to 

communicate experiences and opinions in an articulate, expressive, and reflective manner. On the other 

hand, probabilistic or random sampling is used to ensure the generalizability of findings by minimising the 

potential for selection bias and controlling for the potential influence of known and unknown 

confounders. 

As Morse and Niehaus (2009) observe, whether quantitative or qualitative methodology is used, sampling 

methods are designed to maximise efficiency and validity. Nonetheless, sampling must be consistent with 

the goals and assumptions inherent in either method's use. Qualitative methods are generally used to 

achieve a depth of understanding, whereas quantitative methods are used to achieve the breadth of 

understanding (Patton, 2002). The primary emphasis of qualitative methods is saturation (i.e., obtaining 

a comprehensive understanding by continuing to sample until no new substantive information is 

acquired) (Miles and Huberman, 1994).  

Quantitative methods place a premium on generalizability (i.e., ensuring that the knowledge gained is 

representative of the population from which the sample was drawn). Each methodology has its own 

expectations and standards for determining the number of participants needed to achieve its goals. 

Quantitative methods rely on established formulae to avoid type I and II errors. In contrast, qualitative 

methods frequently rely on precedents for determining the number of participants based on the type of 

analysis proposed (e.g., 3-9 participants interviewed multiple times in a phenomenological study versus 

10-30 participants interviewed once or twice in a grounded theory study), the level of detail required, and 

the emphasis on homogeneity (requiring smaller samples) versus heterogeneity (requiring larger samples) 

(Guest et al., 2006; Padgett, 2008; Morse and Niehaus, 2009). 

This study uses a mix of qualitative methods, such as meetings, observations, document analysis (internal 

and external), and semi-structured interviews (Gillham, 2005) to learn about the subjective experiences 

of healthcare FM employees and to understand the phenomenon in a real-world context and attitudes of 

healthcare FM as the data collection method, using open questions (Fellows and Liu, 2008) to allow 

probing where appropriate and facilitating KM development in the delivery and practice of healthcare 

(Creswell, 2003; Flick, 2009). 

Through this approach, the theoretical contexts of human error, systems theory, and cultural influences 

are explored and considered in depth. A purposive sample of 50 members of the FM operational 

workforce was used to gain insight into the perspective of operatives concerning the application of KM 

principles in hospitals FM for organisational effectiveness. 

The fragmented nature of healthcare FM makes managers' and operatives' experiences, perceptions, and 

attitudes likely to differ between healthcare organisations, given the predominance of NHS outsourcing 

non-clinical tasks to specialist organisations. They believe that the NHS may better focus on its core 
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operations, thereby maximising the potential effectiveness of these services. Data from the interviews 

were digitally recorded, transcribed verbatim, and coded to highlight themes, consistency, 

inconsistencies, patterns, and irregularities (Silverman, 2001; Langdridge, 2005). 

This study employed a qualitative research approach and a case study design. The qualitative approach 

enabled the researcher to establish the relationship between the KM processes and their effectiveness in 

healthcare FM. This type of study was proposed by this type of (empirical) investigation because it allows 

a richer understanding. In this way, it was possible to deepen and search for elements present in the 

practical context of healthcare environments. The study was multiple cases since it allows the analysis of 

information from different organisations to obtain more comprehensive results (Yin, 2005). The locus of 

application of this study covered seven groups of healthcare FM practitioners belonging to healthcare 

organisations in Northwest England.  

The research study design provided meaningful face-value credibility to unravel the concept of KM and 

gain deep insights into KM processes in the practice and delivery of healthcare FM. The target population 

was fifty (five FM directors, five academics, five industry experts, ten managers, ten supervisors, five team 

leaders and ten operatives). These six groups were purposively selected as the target population because 

they play a crucial role in KM enhancement in healthcare FM. Face-to-face interviews were conducted 

with all participants based on their pre-determined availability. Out of the 50-target population, only 25 

were successfully interviewed to the point of saturation. Data collected from the interview were coded 

and analysed using NVivo to identify themes and patterns related to KM in healthcare FM. 

Equally, this study uses analysis of past documents, interviews and observational studies as the data 

collection methods. Past documents analysed include both internal and external organisational sources. 

Internal organisational sources are mainly the hospitals’ reports, patients feedback surveys, incident 

reports, patient-led assessment of the care environment (PLACE) reports, care quality commission (CQC) 

reports, and brochures for patients and visitors; these documents contain information about the hospital 

type, size, facilities services, and daily operational activities in the wards. Information gathered helps to 

provide the grounds for understanding the nature of FM in hospitals and insight into designing the 

research questions, as well as facilitating the data collection practices. For example, the patient's feedback 

questionnaire, the visiting hours, protected mealtimes, cleaning and catering schedules in the wards are 

essential information for the researcher. External sources consist of academic journals, newspapers and 

websites readily available online. Literature from academic journals helps establish the theoretical 

foundation of this study and the interview design; information gathered from newspaper reports 

concerning the healthcare system in NHS hospitals in Northwest England, the Department of Health’s 

website, NHS improvement and hospitals’ websites help in understanding the big picture of the impact of 

KM in healthcare FM as well as patients’ requirements for both core and non-core hospital services.  
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Data saturation will be determined from the point in the interviews where operatives and professionals 

start repeating responses given by other participants. Population sampling was obtained from the 

following sources: 

• The Institute of workplace and facilities management (IWFM) membership, comprising over 2500 

members from healthcare and other FM organisations, ranging in level from ‘associate’ to 

‘certified’. The researcher, in addition to being a practicing healthcare facilities manager, is also a 

certified member of IWFM and a member of other professional associations. 

• The health estates and facilities management association (HEFMA), made up of seven regional 

branches across England and comprising 380 directors and senior managers of NHS estates and 

facilities. 

• LinkedIn professional connections with more than 350 connections. 

• Hospitals caterers’ association, comprising over 500 members across NHS hospitals. 

• Lecturers in business, healthcare and the built environment from the University of Bolton and the 

University of Salford.  

• FM consultants and private practitioners met through conferences and exhibitions. 

Additionally, the sampling includes healthcare FM personnel from both acute and non-acute NHS 

hospitals in Northwest England, considered essential to the study. There are currently 1,229 hospitals in 

the UK, including NHS hospitals and private hospitals. England has 875 hospitals, or 71% of all UK hospitals. 

Scotland has 229 hospitals, approximately 19% of all UK hospitals; Wales has 82 hospitals, about 7%; and 

Northern Ireland has 40 hospitals, about 3%. In terms of regional breakdown, Scotland has 229 hospitals, 

Southwest 138, London 134 and Southeast 137. Northwest England, which is the sample area, has 113 

NHS hospital (Vasileiou et al., 2018). 

3.5.9 Population and sample size  

Choosing a suitable sample size in qualitative research is a source of conceptual debate and experimental 

uncertainty. Sample size principles, guidelines and tools have been developed to help researchers set and 

justify the acceptability of the sample size, indicating that the issue is an essential indicator of the quality 

of the research. Farrell (2016) advocates specifying ‘inclusion criteria’ and ‘exclusion criteria’, or ‘what 

you must and must not be’, respectively. The study must describe the population, provide inclusion and 

exclusion criteria, estimate population size, and choose the population that best allows the research to 

meet its objectives. While populations and samples are frequently thought to be most relevant to people, 

sampling is frequently conducted in laboratories and fieldwork. A sample of the population, i.e., a small 

portion taken for testing, is drawn, as – due to time and cost constraints – testing entire populations is 

not feasible. The population is the entire category being studied (Farrell et al., 2016). 
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Similarly, Lucas (2014) asserts that choosing a study sample is an important step in any research project, 

because studying entire populations is rarely practical, efficient or ethical. The goal of all quantitative 

sampling approaches is to select a representative sample so that the study results can be generalised back 

to the population. The goal of the study influences the method chosen. Less rigorous methods, such as 

random or quota samples, may sometimes be acceptable, but they do not guarantee accuracy (Marshall, 

1996). Using random or probability samples is the most common approach. The nature of the population 

is defined in a random sample, and all members have an equal chance of selection. Stratified random 

sampling and area sampling are variants of random sampling that allow subgroups to be studied in greater 

depth. The sample size is determined by the optimum number required to make valid inferences about 

the population. The larger the sample size, the lower the chance of a random sampling error; however, 

because sampling error is inversely proportional to the square root of the sample size, studying extensive 

samples usually yields little benefit. The optimal sample size is determined by the characteristics of the 

phenomenon under investigation, such as the rarity of the event or the expected extent of differences in 

outcome between the intervention and control groups (Marshall, 1996; Alvi, 2016). 

This optimal sample size could be in single figures for simple questions or very detailed studies. For 

complex questions, large samples and various sampling techniques may be required. In practice, the 

number of subjects required usually becomes apparent as the study progresses, as new categories, 

themes or explanations stop emerging from the data (i.e., the point of data saturation). This obviously 

necessitates a flexible research design as well as an iterative, cyclical approach to sampling, data 

collection, analysis and interpretation. This contrasts with the stepwise design of quantitative studies, 

which makes predicting sample size difficult when submitting protocols to funding bodies (Ritchie et al., 

2003). 

A sufficient sample size for a qualitative study answers the research question adequately. The question of 

‘how many interviews are enough’ has received significant attention in the social sciences, applied 

sciences (like ICT) and healthcare literature (Harré, 1993; Crouch and McKenzie, 2006; Mason, 2010; Baker 

and Edwards, 2017). A recurring theme in these studies is that qualitative data obtained through 

interviews, being concerned with meaning and interpretation rather than hard, durable substance, does 

not lend itself to formal statistical analysis. In responses, Mason (2010) proposes that qualitative research 

is concerned not with obtaining broad hypotheses, but with uncovering meaning. The meaning the 

interviewee ascribes to the sensation of warmth or cold, for instance, is more important than the 

temperature of the room. Meaning can be nuanced and interpreted differently from person to person 

because, as Denzin (2012) explains, ‘meaningful utterances are directly and indirectly related to one 

another as interactional accomplishments within a specific interpretive frame’. As Farrell et al. point out, 

‘for in-depth qualitative research, there is no definitive answer as to how many people should be 



137 | P a g e  
 

interviewed; it depends on the objectives, the type of analysis being conducted, and whether interviews 

are the only method of data collection’ (2016). 

Furthermore, Sandelowski (1996) states that samples in qualitative research are typically kept small to 

support depth of case-oriented analysis, which is central to this mode of inquiry. Moreover, qualitative 

samples are chosen for their ability to provide richly textured information relevant to the phenomenon 

under investigation. As a result, as opposed to the probability sampling used in quantitative research, 

purposive sampling (Luborsky, 1995; Marshall, 1996) selects ‘information-rich’ cases (Patton, 1990). 

Indeed, recent research shows that purposive sampling is more efficient in qualitative studies than 

random sampling (van Rijnsoever, 2017), supporting related assertions long advanced by qualitative 

methodologists. 

Qualitative research experts argue that there is no simple answer to the question of ‘how many’: instead, 

the sample size is dependent on a variety of epistemological, methodological and practical considerations 

(Baker and Edwards, 2012). Qualitative sample sizes, according to Sandelowski (1995), should be large 

enough to allow for the development of a ‘new and richly textured understanding’ of the phenomenon 

under study yet small enough to allow for ‘deep, case-oriented analyses of qualitative data. Morse (2000) 

opined that the more valuable data collected from each person, the fewer participants are required. She 

encourages researchers to consider parameters such as study scope, topic nature (i.e., complexity, 

accessibility), data quality and study design. In addition, the structure of the questions used in qualitative 

interviewing has been found to influence the richness of data generated (Ogden and Cornwell, 2010). 

Specifically, empirical research shows that open questions, typically asked later in the interview, produce 

richer data (Ogden and Cornwell, 2010). 

Researchers have also made specific numerical recommendations, often based on experts’ experience 

with qualitative research. Green and Thorogood (2004), for example, argue that most qualitative 

researchers conducting interview-based studies with well-specified research questions find that little new 

information is generated after interviewing 20 people from any analytically relevant participant 

‘category’. Ritchie et al. (2003) recommend that studies using individual interviews limit their number of 

interviews to 50, allowing researchers to manage the complexity of the analysis task. Similarly, Britten 

(1995) observes that large-scale interview studies frequently include 50–60 people. Experts have also 

provided numerical guidelines tailored to various theoretical and methodological traditions, as well as 

specific research approaches, such as grounded theory and phenomenology (Morse, 2000; Creswell, 

2007). 

In terms of principles, Lincoln and Guba (1985) propose the criterion of informational redundancy as a 

guiding principle in sample size determination. That is, when no new information is elicited by sampling 

more units, the sampling may be terminated. Following the logic of informational comprehensiveness, 
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Malterud et al. (2015) introduce the concept of information power as a pragmatic guiding principle, 

arguing that the greater the information power provided by the sample, the smaller the sample size 

required, and vice versa. 

3.5.10 Saturation 

Saturation is, without a doubt, the most widely used principle for determining sample size and assessing 

its sufficiency. The concept of saturation derives from grounded theory (Glaser, 1967) – a qualitative 

methodological approach explicitly concerned with the development of empirically derived theories – and 

is inextricably linked to theoretical sampling. Beyond its origins in grounded theory, the saturation 

concept has spread into several qualitative communities, often under the terms ‘data saturation’ or 

'thematic saturation’. Along with broadening its definition to include ‘no new data,’ ‘no new themes,’ and 

‘no new codes,’ saturation has emerged as the ‘gold standard’ in qualitative research (Guest et al., 2006; 

Fusch and Ness, 2015). Nonetheless, as Morse (2015) points out, while saturation is the most invoked 

‘guarantee of qualitative rigour’, it is ‘the one we know the least about’ (p. 587). Saturation is undoubtedly 

less applicable to or appropriate for certain types of qualitative research, such as conversation analysis 

(O'Reilly and Parker, 2013) or phenomenological research (Manen and Higgins, 2016). Others reject the 

concept entirely (Dey, 1999; Nelson, 2017). 

This study will stop data collection as soon as no new information is forthcoming (i.e., as soon as saturation 

occurs). In light of this, caution will be exercised to avoid exaggerating the conclusiveness of the findings. 

Methodological studies in this area aim to provide saturation guidance and develop a practical application 

of processes that ‘operationalise’ and evidence saturation. Guest et al. (2006) examined 60 interviews 

and discovered that theme saturation was reached by the twelfth interview. They noted, however, that 

their sample was relatively homogenous, and their research objectives were narrow; studies with more 

heterogeneous samples and a broader scope would likely require a larger sample size to achieve 

saturation. Extending the investigation to multi-site, cross-cultural research, Hagaman and Wutich (2017) 

demonstrated that sample sizes ranging from 20 to 40 interviews were required to achieve data saturation 

of meta-themes that cut across research sites. In a theory-driven content analysis, Francis et al. (2010) 

reached data saturation for their pre-determined theoretical constructs by the 17th interview. The 

authors proposed two main principles for determining saturation: (a) specify an initial analysis sample 

(e.g., ten interviews) to be used for the first round of analysis; (b) apply a stopping criterion, that is, a 

further number of interviews to be conducted even though no new themes or ideas are anticipated. They 

recommended that research, in the interests of transparency, present cumulative frequency graphs to 

support their conclusion that saturation was achieved. 

A methodological study by Hennink et al. (2017) shed further light on the problem of specifying and 

demonstrating saturation. Their analysis of interview data revealed that a state of code saturation (i.e., 
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no additional issues identified) was achieved after nine interviews. However, saturation – when no further 

dimensions, nuances, or insights into issues can be identified – requires 16–24 interviews. Even though 

breadth can be achieved relatively quickly, especially for high-prevalence and concrete codes, depth 

requires additional information, especially for more conceptual codes. 

The main point of contention in most discussions of this topic, therefore, is how to achieve saturation. 

Because no one knows what the next interviewee would have said were he or she included in the sample, 

it is evident that the question of saturation raises some complex logical problems. There appear to be 

three major approaches to this question in academic literature. These are referred to as, respectively, the 

‘wisdom of the elders’, the ‘researcher’s expertise’ and the ‘quasi-empirical foundation’ (Galvin, 2015). 

3.5.11 The wisdom of the elders 

The first approach suggests that when researchers want to figure out how many interviews to conduct in 

a particular field of study, they should look to the past and follow the examples set by others (e.g., Mason, 

2010). The logic is that if others did it that way, and it worked, then it should work again. The most 

common number of interviews in the papers on energy consumption considered in the study was 14, with 

20 of the 53 studies using numbers on either side. It may be worthwhile to investigate whether the range 

11–17 has become the ‘elder wisdom’ of sorts for building energy consumption research. Only one study 

explicitly justifies its number of interviews (Galvin and Sunikka-Blank, 2014). However, almost all the 

studies that use fewer than 16 interviews offer some justification for their low numbers. 

3.5.12 The researcher’s expertise 

The second approach, ‘experience of the researcher’, entails that the researcher weighs the issues 

involved in the intended project and chooses several interviews accordingly. Marshall (1996) suggests that 

the researcher create a framework of relevant variables based on the researcher’s prior experience, the 

available literature on the subject and each selected interviewee’s potential characteristics and 

contributions.  

The specific number will depend on the complexity of the research questions and of the interview 

topic guide, the diversity of the sample, and the nature of the analysis (e.g., the number and likely 

dimensionality of the target constructs. (Francis et al., 2010). 

Baker and Edwards (2017) begin their discussion of ‘how many interviews’ with the words ‘it depends’, 

then provide a compilation of opinions from 14 researchers with experience in qualitative interviews on 

what it depends on (one of whom pointedly asks why the number 14 was chosen as a representative 

sample). The researchers raise multiple questions and conditions in qualifying their opinions, from 

whether interview results will be triangulated with other findings; to how confident the researcher is that 

the sample members are homogeneous (or heterogeneous, depending on the research objectives); to 

how many interviews will be required to impress the research funding board; to the likelihood that 
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saturation will be reached with the chosen number; to how far the research funding will stretch. Many of 

the 14 experts, however, simply refuse to answer the question, claiming that qualitative research cannot 

be quantified (Baker and Edwards, 2017). 

The ‘experience of the researcher’ approach has the inherent flaw of having no organisation criteria on 

which to base numbers. This approach overlaps with the ‘wisdom of the elders’ approach in that the elders 

face the same problem of a lack of definitive experience. Arguments for this or that number appear to be 

founded on tautologies: do it this way because experienced researchers did it this way; experienced 

researchers know how to do it because they are experienced. However, all prior studies agree that the 

number chosen should be sufficient to ensure saturation (Morse, 2015).  

3.5.13 The quasi-empirical foundation 

This brings us to the third general approach, the ‘quasi-empirical foundation’ (Galvin, 2015). Guest et al. 

(2006) set out to create evidence-based guidelines in response to the lack of rigorous justification for 

sample sizes in qualitative interview research. They conducted qualitative interviews with 60 Nigerian and 

Ghanaian women about social desirability bias and self-reported sexual behaviour. To construct codes 

representing content outputs, they used Glaser and Strauss’ grounded theory approach (1967). They 

discovered 109 such codes in a sample of 60, noting that 80 (73%) appeared in the first six interviews, 100 

(92%) in the first 12, and all 109 within the first 30. They also used Cronbach’s alpha scores (Streiner and 

Norman, 1989) to assess the internal consistency of the codes’ relationships to one another during 

interviews. A Cronbach’s alpha score can range from minus-infinity to 1.0, with 0.7 being widely regarded 

as a good indicator of consistency. After the twelfth interview, their score was 0.7, and it steadily 

increased to 0.93 after the sixtieth. They concluded that, in most cases, data saturation occurred within 

the first 12 interviews. 

Guest et al.’s study (2006) has also been used to justify the small size of samples in building energy 

research (e.g., in Galvin and Sunikka-Blank, 2014), but this method has flaws. First, the fact that no new 

themes emerged after the thirtieth interview does not imply that 30 is a universal maximum for 

saturation. It could simply reflect the study’s focus and topic area’s boundaries. Furthermore, there is a 

logical problem with assuming that because all themes were discovered after a certain number of 

interviews, no more themes would be discovered if the total number was increased. 

This raises the question of whether a sample of 60 is large enough to capture all relevant themes, bringing 

the problem full circle. In any case, it is critical to identify and quantify the levels of information that may 

have been overlooked in a research project. As a result, there are issues with applying Guest et al.’s 

method to other research projects. Francis et al. (2010) use Guest et al.’s method as the basis for a 

proposed new method, which they tested using a study of the likelihood of relatives of people with Paget’s 

disease of the bone to accept genetic screening for themselves. The researchers established a criterion 
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for the number of additional interviews that should be conducted once the interviews ceased to reveal 

new beliefs. They decided on three additional interviews, albeit giving no reason for selecting three over 

any other number. They then conducted 14 interviews, discovering that no new beliefs emerged on the 

14th; conducted three more interviews, ensuring that no new beliefs emerged; then stopped. 

3.5.14 Qualitative sampling and data collection for the pilot study 

In the pilot study, semi-structured interviews were conducted in four selected NHS hospitals. In selecting 

the hospitals, consideration was given to literal replication logic behind multiple selections, as suggested 

by Yin (2003). Moreover, the study lends itself to the strength of multiple location studies in examining 

the critical underpinnings of the KM issues to establish valuable constructs. The healthcare produced in 

these hospitals consists of acute and planned healthcare services, divided into either four or five different 

medical areas, each further subdivided into smaller units. The processes of creating service delivery plans 

differ to some extent between different levels in the organisations. The data collection focused on 

acquiring a deep insight into the planning and control of services and the capacity of the FM services 

provided in the hospitals (Barrett and Baldry, 2007). A semi-structured interview guide was based on the 

literature review of KM and the knowledge and experience that the author has gained from his practice 

as a senior facilities manager in acute and non-acute hospitals.  

To gain the most comprehensive view of the research questions in the target NHS organisations team, the 

researcher interviewed employees from every hierarchical level to further expand the research context 

(Marschan-Piekkari et al., 2004). Since the study focuses on specific work practices, it was imperative to 

use a methodological strategy adapted for research into the applied nature of the empirical setting (Pope 

and Mays, 2006). This approach aimed to interpret the social phenomena to show what is socially 

constructed by healthcare managers, supervisors and operatives in their natural work practice. Data were 

collected through qualitative interviews and document reviews that focused on views and experiences 

expressed by employees (Myers and Newman, 2007).  

Thus, four healthcare FM employees were interviewed to represent the hierarchy (i.e., FM director, 

manager, supervisor, and team leader). Two academics and one professional healthcare FM consultant 

were also interviewed to determine the industry's current position in terms of the identified knowledge 

variables. The interviews ranged in length from 45 minutes to over one hour and lasted an average of 1 

hour and 15 minutes. Before each interview, the interviewees received emails outlining the research aims, 

objectives and questions. The participants were asked to describe their role in the healthcare or their 

organisations, followed by a discussion of the knowledge creation, storage, sharing and transfer, 

organisational structure and culture within the service team and then between other teams and 

organisations, if applicable. The role of technology, organisational structure and benchmarking as tools 

for knowledge transfer was also thoroughly investigated. During each interview, numerous open-ended 
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questions were asked to encourage the participants to share experiences of how knowledge was created, 

stored and transferred within and across their organisations. The issue of organisational structure and 

culture and how they affect job satisfaction, which leads to trust, were discussed. Raw data from 

interviews are given as embedded word files in Appendix G, and early findings from the pilot study are 

discussed in 3.5.18 and provided in Appendix H. 

3.5.15 Data collection: document review 

In addition to key informant interviews on policy factors, the study reviewed national policy documents, 

training booklets, standard operating documents for each of the services, notice boards, weekly 

performance charts, health and safety records, customer complaints and service failures. A preliminary 

list of such policy documents was compiled, and suggestions from crucial informants were solicited to 

supplement the list. Academic databases, government websites and grey literature were consulted. A 

content analysis of policy documents was completed; results included a summary of relevant information. 

Constructs from the academic literature relating to KM in healthcare FM were also investigated. 

3.5.16 Qualitative data analysis 

The semi-structured interviews were not only recorded and transcribed but also imported into a 

qualitative data analysis software (NVivo) and then coded according to predetermined and emergent 

categories, using an approach based on the framework method (Anderson, 2010). NVivo, a qualitative 

data analysis computer software package, has many advantages and may have significantly improved the 

quality of research. Qualitative data analysis has become more accessible and yields more professional 

results (Wong, 2008). In qualitative data analysis, the relationship between categories and themes is 

explored to gain a more comprehensive understanding of the phenomenon under investigation.  

Marshall and Rossman (1990) defined qualitative data analysis is a "process of bringing order, structure 

and meaning to the mass of collected data". As Farrell et al. (2016) explain, qualitative analysis allows 

people to understand better the world and, more specifically, the people who live in it. It employs 

language to seek meaning and explain the why behind quantitative research is what. Qualitative research 

seeks patterns of relationships between categories, known as themes, and draws on rich data to gain 

insight into how participants perceive the world.  

Conventionally, coding was done by hand, utilising coloured pens to sort and then cut and categorise 

these data. Alternatively, the researcher could use the highlighting function in the word processor to 

highlight the significant text, with a different colour for each interviewee and then bring them together in 

an electronic file (Marshall and Rossman, 1990; Miles and Huberman, 1994). This task, in most cases, is a 

muddled, vague, and time-consuming process. Farrell et al. (2016) emphasise the importance of verbatim 

transcripts when conducting qualitative data analysis. The themes are coded, sorted, and analysed in 

tabular format with literature data. Similarities and differences are noted, and observations are made. 
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The tables are used to create a narrative incorporating all the data collected, including the literature. The 

narrative is the result of the qualitative analytical process. It could also include a discussion (Farrell et al., 

2016). Figure 3.2 depicts all of the steps involved in qualitative data analysis. Figure 3.3 depicts all the 

steps involved in analysing qualitative data. 

 

 

 

 

 

 

 

 

 

 

Figure 3.3. Steps in the qualitative data analysis process. Adapted from Farrell et al. (2016). 

Given the innovations in software technology, electronic data coding techniques are gradually being 

employed to obtain rigour in dealing with such data. The coding process is fundamental to analysing 

qualitative data since they are text-based. According to (Miles and Huberman, 1994), codes are "tags or 

labels for assigning units of meaning to the descriptive or inferential information compiled during a study". 

Codes often adhere to chunks of words, phrases, sentences, or paragraphs. Coding involves pursuing 

related words or phrases mentioned by the interviewees or in the documents. These words or phrases 

are combined to realise the connection between them. Furthermore, computer use "ensures that the user 

works more methodically, thoroughly, and attentively." NVivo, a qualitative data analysis software 

package, has numerous advantages and has the potential to improve research quality significantly. 

The analysis of qualitative data has become more accessible and produces more professional results 

(Wong, 2008). Bazeley (2007) describes procedures for analysing qualitative data using the NVivo 

software program. The procedures are illustrated in Figure 3.4 below. 

The software reduces many manual tasks and gives the researcher more time to discover tendencies, 

recognise themes and derive conclusions (Wong, 2008). In addition, NVivo is considered an ideal 

technique for researchers working in a team since it facilitates combining the work of individuals to come 

up with one project.  
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Figure 3.4 Qualitative data analysis with NVivo 12. Adapted from: Bazeley (2007). 

Bazeley (2007) mentions five crucial tasks in which NVivo ease the analysis of qualitative data. These tasks 

include managing data by organising several muddled data documents. That includes interview 

transcripts, surveys, notes of observations and published documents. Manage ideas: to understand the 

conceptual and theoretical issues generated during the study. 

3.5.17 Recording and transcription 

The amount of information that is likely to emerge during the research interview is significant: in one hour 

(and many interviews are longer), the equivalent of pages of transcription from a taped interview is 

customary, involving the researcher in long hours of transcription and then analysis, as issues are recorded 

and contrasted, similarities and differences are discovered, and information is organised into usable 

categories for integration into the overall arguments of the interview. The questions may be designed 

with the expectation that specific responses would emerge, conforming to ideas or a model developed in 

advance or categories, or attributes realistically established from previous or similar research studies 

(Hannabuss, 1996). 

Therefore, the researcher requested permission from the participants to record the interviews (Lofland 

and Lofland, 1984) in order to capture everything, the participant was saying. Burgess contends that 

sociologists must enter participants' worlds and participate in their life histories, including memories, 

hopes, attitudes, plans, and life philosophy (Burges, 1984). During the informal interview, the researcher 

attended to the participants and recorded notes as needed. In each case, the researcher used a new, 

open-ended interview guide.   
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The researcher took notes on their gestures and facial expressions during the interview, which the tape 

recorder would not have picked up. This aspect of observational notes proves to be the most beneficial in 

terms of gathering detailed information. As previously stated, the researcher kept a diary throughout the 

research to generate intellectual relevance (Mills, 1959). Throughout the research, the researcher took 

notes on any ideas, questions, and emerging models of coping strategies used by participants to solve KM 

issues (Geer, 1964). A rapport with the participants by sharing ideas, listening, and taking turns during the 

interview was maintained (Denzin, 1989).  

3.5.18 Early findings from the pilot study  

The pilot study shows that more work needed to be done in terms of managing knowledge in the 

healthcare FM context, particularly in terms of a process-based view of KM, and that the knowledge 

worker should be emphasised as the primary knowledge asset. As a result, the interviews were designed 

to achieve two specific goals. They were primarily intended together empirical evidence on the status of 

KM in healthcare FM and to investigate the concept of knowledge management and how knowledge is 

produced, acquired, transferred and utilised in the context of healthcare facilities management. Secondly, 

these interviews sought to identify critical issues that must be addressed during the KM process when 

developing the healthcare FM knowledge management intellectual framework. It has been found that KM 

has received scant attention in the context of healthcare, so its implementation is still in its infancy in 

these organisations (Amaratunga et al., 2006). 

The decision to choose interviewees from every hierarchical level was justified by the notion that both 

teams and organisations are actually umbrella contexts (Marschan-Piekkari et al., 2004) for smaller yet 

still significant contexts. Furthermore, selecting interviewees from every level of the team is a form of 

data triangulation, which increases the research validity (Mäkelä et al., 2007). Therefore, interviewing 

individuals from a team’s every level serves two purposes. First, it promotes research validity (Mäkelä et 

al., 2007; Rousseau and Fried, 2001) and second, it serves as a platform for future studies on how 

knowledge is communicated and shared inside healthcare organisations (Anderson et al., 2001; Bixler, 

2002; Burgess, 2005).  

3.5.19 Study locations 

The qualitative research study will be conducted in NHS acute and non-acute hospitals in the Northwest 

of England with healthcare directors, managers, supervisors, team leaders and operatives. Interviews with 

academics and other subject experts will be carried out through Teams meetings, universities, and offices 

of participants. The healthcare produced in these hospitals consists of acute and planned healthcare 

services, divided into five different medical areas, each further subdivided into smaller units. The 

processes of creating service delivery plans differ to some extent between different levels in the 

organisation. The data collection will focus on acquiring a deep insight into the planning and control of 
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services and the capacity of the FM services provided in the hospitals (Barrett and Baldry, 2007). A semi-

structured interview guide will be based on the literature review of KM and the knowledge and experience 

that the author has gained from his practice as a senior facilities manager in acute and non-acute 

hospitals.  

Similar to the pilot study and to gain a comprehensive understanding of the research questions in the 

target NHS organisations team, the researcher interviewed employees at all levels to expand the research 

context (Marschan-Piekkari et al., 2004). Since the study focuses on specific work practices, it is 

imperative to use a methodological strategy adapted for research into the applied nature of the empirical 

setting (Pope and Mays, 2006). This approach aims to interpret the social phenomena to show what is 

socially constructed by healthcare managers and operatives in their natural work practice. Data was 

collected through qualitative interviews and document reviews that focus on views and experiences 

expressed by employees (Myers and Newman, 2007).  

Each operations manager is responsible for one healthcare service unit at the hospital, and they all 

collaborate with other service managers. The healthcare organisation is divided into four operational 

zones, each with its dedicated operations facilities manager and assistant facilities manager based in the 

zonal offices. As the title implies, this position is primarily concerned with soft FM: non-medical services 

provided for the general comfort of patients. As a result, the facilities manager oversees the following 

tasks: catering, domestic services, portering, reception, and maintenance.  

The facilities manager's responsibility is to ensure that all these activities, whether in-house or contracted 

out, are completed as needed. In essence, each hospital is similar to a single-site example in focusing on 

operational rather than strategic FM. Each hospital has its maintenance team in charge of planned 

preventative maintenance and any necessary breakdown maintenance. Because of the size and 

complexity of the facilities department, it is challenging for each of the different levels to keep track of 

what is going on elsewhere within the facilities group. Consequently, procedures have been established 

to ensure regular communication at all levels. 

Similarly, each zonal facilities manager meets with the facilities managers in that region regularly. By 

collecting data through interviews and document reviews, it was possible to maximise the exploration of 

different perspectives and activities within the planning, allocation, and capacity deliveries. Although 

interviews were used as primary data sources, internal documents for planning and controlling services 

and capacity were requested and used as secondary data sources.  

3.6 (Layer 4): Research strategy 

Saunders et al. (2016) propose experiment, survey, archival research, case study, ethnography, action 

research, grounded theory, and narrative inquiry as the primary research strategies. A research strategy 

is a general approach that assists the researcher in selecting main data collection methods or sets of 
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methods to answer the research question and meet the research objectives. In addition to quantitative 

and qualitative research methods, Kosow and Gaßner (2008) and Puglisi (2001) distinguish explorative 

and normative research methods. In general, exploratory research is thought to be inductive and 

qualitative (Stebbins, 2001). Inductive exploratory qualitative studies do not lend themselves to a priori 

theorising and building on prior bodies of knowledge (Reiter, 2013; Bryman, 2004 as cited in Pearse, 2019). 

When compared to quantitative studies that use deductive confirmatory approaches, exploratory 

qualitative research is frequently chastised for a lack of methodological rigour and results that are too 

tentative (Thomas and Magilvy, 2011). 

According to the literature study, there are three primary research purposes: explanation, description, 

and exploration (Babbie, 2007; Adler and Clark, 2008; Strydom, 2013; Shields and Whetsell, 2017). 

Research purposes are like research questions; however, they focus on project goals or aims instead of 

questions. Explanatory research answers the "why" question by explaining "why things are the way they 

are" and looking for "causes and reasons" (Babbie, 2007) and (Adler and Clark, 2008). Explanatory 

research and hypothesis testing are inextricably linked. Deductive reasoning, which moves from the 

general to the specific, is used to test theory (Hyde, 2000).  

Hypotheses serve as a framework for explanatory research, linking the research purpose to other aspects 

of the research process (variable construction, choice of data, statistical tests). They aid in providing 

alignment or coherence across stages of the research process and provide avenues for critiquing the 

study's strengths and weaknesses. Descriptive research is concerned with the "What" question rather 

than the "How" (Strydom, 2013; Shields and Tajalli, 2006). It is located between exploration and 

explanation, in the "middle of the knowledge continuum" (Grinnell, 2001). Both quantitative and 

qualitative research employ descriptive research. A field researcher may wish to "have a more highly 

developed idea of social phenomena" (Strydom, 2013) and develop thick descriptions based on inductive 

logic. 

Inductive reasoning, which draws ‘inferences from specific observable phenomena to general rules or 

knowledge expansion’, can also be used to guide description (Worster 2013). Inductive reasoning is used 

to generate theories and hypotheses, which start with data and the goal of making sense of it by 

theorising. A qualitative, naturalistic design would be used in inductive descriptive approaches (open-

ended interview questions). Categories, like hypotheses in explanatory research, serve a purpose in 

deductive descriptive research. When developed with thought and reference to the literature, categories 

can serve as a framework for informing measurement, linking to data collection mechanisms, and 

analysing data. They, like hypotheses, can provide horizontal coherence across research steps (Casula et 

al., 2021). 



148 | P a g e  
 

Exploratory research is defined as the preliminary investigation of a hypothetical or theoretical idea 

(Swedberg, 2020). A researcher has an idea or has observed something and wants to learn more about it. 

An exploratory research project is an attempt to lay the groundwork for future studies or to determine 

whether what is observed can be explained by an existing theory (Kowalczyk, 2013). Exploratory research 

is frequently used to lay the groundwork for future research. Descriptive research is an attempt to explore 

and explain a topic while providing additional information. This is where research attempts to describe 

what is happening in greater detail, filling in the gaps and broadening our understanding. This is also when 

as much information as possible is gathered rather than making guesses or elaborate models to predict 

the future - the 'what' and 'how' rather than the 'why' (Casula et al., 2021; Saunders et al., 2018). 

The research problem aimed to investigate the application of KM principles to the management of 

hospital infrastructural assets. During the preparatory stage, the researcher approached substantive and 

theoretical problems using various methods that were 'appropriate' for the study undertaken (Burgess, 

1984). The study adopted combined method approach of qualitative interviews, and data from files. The 

combination of both methodologies focused on their relevant strengths (Jick, 1979). The use of multiple 

sources of evidence to collect empirical data, with the aim to build a degree of confidence around the 

same fact or phenomenon and allowed the researchers to achieve a better perspective on what happens 

in reality and increased the validity of the research (Yin, 2009).  

The initial research process reviewed existing literature in the form of primary and secondary data from 

books, the University of Bolton Library, various academic journals in FM and other fields including 

healthcare, medical field; resources from commercial sectors; affiliated and non-affiliated professional 

organisations; hospitals, post-graduate archives; various NHS improvement websites; webcasts and 

webinars; the care quality commission (CQC) website; patient – led assessment of the care environment 

(PLACE), quality initiatives websites; NHS institute for innovation and improvement, Harvard business 

reviews, The Economists, The Kings trust foundation, nursing and health sciences journal (NHSJ), health 

service journal (HSJ), health education, England, institute of workplace and facilities management (IWFM), 

the national institute for health and care research (NIHR), McKinsey and company, amongst others. Online 

databases search using–Cinahl, Medline, Credo, Scopus, Jstor and Science Direct; research gate, Google 

scholar, academia was sourced under different themes.  

Also, variety of literature sources were examined, including research studies in peer-reviewed journals 

from electronic databases (ebsco, jstor,) and professional monographs as well as ‘grey’ information such 

as project reports, web pages, blogs, presentations, and professional network forums. The time frame 

encompassed mainly the years 1990 to 202, primary language English. The research was carried out by 

conducting a literature search in the domain defined by keywords. Inclusion criteria included research 

question fit, author credibility, added new perspective, and keyword match.  
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3.7  (Layer 5): Research time horizons  

Time horizons are typically used to refer to study periods or chronological horizons of varying breadth. 

Kosow and Gaßner (2008) distinguish three primary time horizons: short-term, medium-term, and long-

term. As an alternative time horizon, Kosow and Gaßner distinguish static observations from a point in 

time usually associated with normative strategies. Such a retrospective point is typically used for "static" 

or "end-state" scenario construction. This research study also used a cross-sectional time horizon, in 

which data was collected and analysed over a separate short window. While this study could have been 

conducted using longitudinal research over a longer period of time (which could have added value to the 

findings), the nature of this research study and healthcare constraints exacerbated by COVID-19 made it 

impractical. 

3.8 (Layer 6): Techniques and procedures  

The final layer of the research onion, techniques and procedures, moves the research design toward data 

collection and analysis. All the preceding decisions influence the type of primary data collection and 

analysis procedures used to answer the research question. While healthcare is the overarching issue, this 

research study focuses on healthcare FM. Facilities management, which was previously thought to be 

merely a support service, is increasingly recognised as an important non-core service in healthcare 

organisations (Payne, 2002). FM-related research is also increasing. However, FM research studies have 

been criticised for taking an anecdotal approach to interpreting real-world phenomena. Thus, FM research 

has progressed to the point where its heuristic principles must be validated in various 'real-world' 

situations to be refined and integrated (Amaratunga et al., 2002).  

Many examples can be given to describe the types of research methodologies or methods used by other 

researchers in similar fields. For their FM-related research studies, Amaratunga (2001), Chrusciel and Field 

(2003), and Kotzé and Nkado (2003) have all used a combination of quantitative and qualitative methods. 

For healthcare research, Carey (1993), Mackenzie (1995), and Morgan (1998) proposed a similar mixed-

method approach. Peursem et al. (1995) used a qualitative methodology to review health performance 

management measures and indicators. Arnold et al. (1987) also emphasised the value of employee 

interviews in healthcare research. Gastmeier et al. (2003) conducted a thorough review of the literature 

to achieve their research objectives of asking whether 'disinfection of environmental surfaces influences 

nosocomial infection rates? Mallak et al. (2003) used a case study approach and a qualitative paradigm to 

investigate the relationship between culture and the built environment in healthcare organisations.  

Okoroh et al. (2001) used a qualitative case study approach for their healthcare FM study on 'adding value 

to the healthcare sector–an FM partnering arrangement. Proctor and Campbell (1999) also used a 

qualitative methodology for their 'developmental performance framework for primary care' study, 

employing semi-structured interviews. Mackenzie (1995), on the other hand, used a survey method to 
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collect data on organisational culture in an NHS Trust. Similarly, some researchers used a single method 

for their research studies, while others used a mixed-method approach. As many of them state, no matter 

what or how many methods are used, what is chosen must be adequate to meet the goals and objectives 

of the specific research study (Farrell et al., 2016). 

It has been argued that combining methods provides a complete picture of social phenomena while cross-

validating one another around a common reference point (Finch and Mason, 1993; Kellaher et al., 1990). 

However, combining different methods does not result in a more objective account; the account may be 

more complete but not necessarily more accurate (Fielding and Fielding, 1986). According to Temple 

(1994), the key to data production conditions is not the labelling of data as quantitative or qualitative, nor 

the abandonment of such labelling. This is because data is generated during the research process by both 

the subject and the researcher (Temple, 1994).  

The goal of this study was to enter the emerging world of KM in healthcare FM and obtain first-hand 

accounts of employees' approaches to dealing with challenges that arise from their job. As a result, formal 

document review, conversation, interviewing and a variety of other formal and informal sources were 

used to gather in-depth knowledge for the study (DeJonckheere and Vaughn, 2019). An examination of 

the empirical social world in accordance with the theoretical orientation of symbolic interactionism 

necessitates the use of appropriate research methods (Zilber, 2020). A focus on and study of social worlds 

as an arena for organisation and as a cultural area may provide a better understanding of the processes 

of social change (Strauss, 1978). It is critical to use appropriate research techniques to enter the worlds 

of participants, to elucidate social action. These worlds are frequently discovered to be complex, 

conflicted, and problematic. As a result, people construct complex ways to conceal important aspects of 

their lives from outsiders, particularly researchers, which may be unintentional, but is nonetheless 

frequent (Douglas, 1976).  

Accordingly, the research methods must be chosen to meet the study’s fundamental objectives. Symbolic 

interactionists believe that understanding social life requires understanding the perspectives of the 

“actors”. The early Chicago scholars developed a unique perspective on human behaviour, asserting that 

people are socially created and thus capable of creating new societies (Offer, 2019). To investigate 

processes and understand the ‘meaning of situations’, one must use appropriate methods in an ongoing 

investigation of the research subjects (Lauer and Handel, 1977). Sociologists in this field have felt 

compelled to preserve the ‘integrity of the phenomenon’ when viewing and analysing societal problems 

(Douglas, 1973). 

The contributions of interactionists to the study of social interaction emphasise participation in the 

creative process of constructing, modifying, and sharing meanings through interaction. They back up the 

claim that interactionism can be properly defined as a natural part of the social process. Thus, if sociology 



151 | P a g e  
 

is in harmony with other aspects of everyday social life, it will be an ‘authentic’ experience (Rock, 1979). 

The researcher must enter the participants’ social world, participate in their immediate environment, and 

assume the role of seeing the world through their eyes.  

This study relies on formal document review and extensive interviewing. Semi structured interviews are 

the central strategy in the interactionist tradition (Rod, 1979), whereas intensive interviews are designed 

to elicit rich and detailed information from the interviewee (Lofland and Lofland, 1984). A semi-

structured, open-ended interview guide was created to collect participants' accounts of their life 

experiences and learn about their face-to-face interactions (Lofland, 1971). The goal of qualitative 

approaches like those mentioned earlier was to study the behaviour under investigation rather than to 

create it. The researchers do not manipulate or interfere with the proceedings under investigation, and 

data collection techniques are frequently used to generate a qualitative understanding of the observed 

behaviour. 

DeVaus (1985) emphasises the difficulty of interpreting the meaning of people's responses to maintain 

validity. To help alleviate this problem, a variety of data collection methods were combined to achieve 

maximum insight. The study combined data collection methods such as intensive interviews, self-reports 

and background research into the healthcare organisations, so as to gain insight into the meaning of 

behaviour and attitudes in the delivery of healthcare FM. Most of the information was gathered through 

extensive interviewing and formal and informal contacts across NHS acute and non-acute hospitals in 

Northwest England. The two modes of inquiry, 'exploration' and 'inspection,' are the means of 

demonstrating a genuinely rigorous sense of naturalistic examination of the empirical social world 

(Blumer, 1969). 

3.9 Chapter summary 

The journey through the research process and methodology, guided by the 'onion,' provided a roadmap 

for determining the most appropriate methods to employ in this research study and objectives. This 

research was based on a methodology that the researcher believes to be the most appropriate for 

meeting the requirements of the research objective, as will be shown in the subsequent 

chapters. According to Fellows and Liu (2008), research is a suspicious search, and investigation is a voyage 

of discovery. The primary goal of the research is to add value to existing knowledge and make the learning 

process easier within organisations.  

The chapter concludes that "the benefits from applying qualitative research techniques are first that the 

open, dynamic and flexible nature supports an explorative approach and allows the expression of novel 

insights (Farrell et al., 2016). Secondly, it is a people-centric approach and therefore useful for 

investigations of personal interpretations (e.g., of the value of knowledge management in FM) and in 

general to discover the underlying reasons for people's behaviour and KM preferences (Barrett and 
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Baldry, 2009). The choice of research methodology is to some degree dependent on which research 

tradition a researcher and a research group belongs to, but it can also be seen as related to the stage of 

development of a research field. A new research field is more likely to give preference to explorative 

qualitative research (Then, 1996; Jensen et al., 2012). 

Therefore, this research summarises its main findings of the literature, expert interviews, and formal 

documentary review phases (in various National Health Service’s acute and non-acute hospitals in 

Northwest England). Thus, the objective of this study was to provide a broad theoretical basis for exploring 

the role of KM in the successful delivery of healthcare FM and to set the scene for the remaining chapters 

of the thesis.  
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CHAPTER FOUR 

 

Qualitative data analysis of findings from a qualitative investigation conducted through observations, 

meetings, document reviews and face-to-face interviews 

4.0 Chapter overview 

The qualitative data analysis aims to provide a comprehensive understanding of KM principles in 

healthcare FM and their impact on sustainable healthcare practices and generate insights and 

recommendations for future improvements in the field based on the data outcomes. 

In the previous chapter, the study delved into the influence of digital technologies on KM in healthcare 

facilities management. This chapter presents the findings of qualitative data analysis, including 

observations, meetings, documents analysis and face-to-face interviews conducted with FM consultants, 

academia, FM directors, managers, supervisors, and operatives. The interviews aimed to gather insights 

into the application of knowledge management principles to hospital facilities for sustainable healthcare 

delivery. The analysis revealed insights into applying KM principles in hospital facilities for sustainable 

healthcare delivery. The identified themes, patterns, and participants' perspectives provide valuable 

insights into the role of KM in promoting sustainable practices, enhancing patient care, and optimising 

resources in hospital FM. These findings contribute to the body of knowledge in healthcare FM and offer 

recommendations for effectively applying KM principles for sustainable healthcare delivery. 

4.1 Introduction 

The study presents findings from a qualitative investigation conducted through observations, meetings, 

document analysis and face-to-face interviews with diverse healthcare FM professionals, such as 

consultants, academia experts, directors, managers, supervisors and operatives. The analysis sought to 

investigate the concept of KM and how knowledge is created, stored, transferred, and used in the context 

of healthcare FM. It also looked at the impact of culture on knowledge sharing and performance, the 

impact of organisational culture and structure on job satisfaction, the role of digital technology on KM in 

the practice and delivery of healthcare FM, and the value of benchmarking and service quality in the 

practice and delivery of healthcare FM. To synthesise data into meaningful interpretations under guided 

methods and current trends, encoded text data was acquired through qualitative media analysis (NVivo 

14), where rigorous themes arose across all interviews, which provided valuable insights into challenges 

and triumphs healthcare facilities managers face in their KM efforts. Further details on the 25 

interviewees involved with the research effort is provided in Table 4.1. 
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4.2 Data collection  

A pilot study with seven FM practitioners, from director to operatives, was performed before the official 

data collection to test the interview guide. Based on these interviews, minor modifications were made, 

particularly to the questions regarding the application and understanding of KM in the practice and 

delivery of healthcare FM. 

Table 4.1. Details of the 25 participants involved in the face-to-face interview. 

 Codes Codes Reference Format 

1. Interview–J Director of Estates and facilities 47 47 50 NVIVO 

2. Interview with S – Head of Facilities 15 15 15 NVIVO 

3. Interview with J2 FM Manager 14 14 16 NVIVO 

4. Interview with L_ Healthcare FM Manager 11 11 12 NVIVO 

5. Interview with P- Healthcare FM Manager 11 11 12 NVIVO 

6. Interview with R Facilities Manager 9 9 11 NVIVO 

7. Interview with S2 Healthcare FM Manager 12 12 13 NVIVO 

8. Interview AB- FM Supervisor 8 8 8 NVIVO 

9. Interview K – FM supervisor 2 2 3 NVIVO 

10. Interview H – FM supervisor 20 20 22 NVIVO 

11. Interview with M - FM supervisor 16 16 18 NVIVO 

12. Interview A Deputy Director of Facilities 21 21 24 NVIVO 

13. Interview with F – Facilities Manager 15 15 15 NVIVO 

14. Interview with W – FM Operative 15 15 15 NVIVO 

15. Interview with X – Facilities Manager  15 15 15 NVIVO 

16. Interview with Y Healthcare FM Operative 14 14 16 NVIVO 

17. Interview with Z_ Healthcare FM Operative 11 11 12 NVIVO 

18. Interview with Q- Healthcare FM Operative 11 11 12 NVIVO 

19. Interview B FM Director 27 27 31 NVIVO 

20. Interview LB- FM Manager 8 8 8 NVIVO 

21. Interview M – FM Supervisor 2 2 3 NVIVO 

22. Interview P – FM Operative 20 20 22 NVIVO 

23. Interview with H Facilities consultant 16 16 18 NVIVO 

24. Interview with R – Built environment consultant. 16 16 18 NVIVO 

25. Interview with R2 - FM Manager 16 16 18 NVIVO 
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This study uses a mix of qualitative methods, such as meetings, observations, document analysis (internal 

and external), and semi-structured interviews (Gillham, 2005) to learn about the subjective experiences 

of healthcare FM employees and to understand the phenomenon in a real-world context and attitudes of 

healthcare FM as the data collection method, using open questions (Fellows and Liu, 2008) to allow 

probing where appropriate and facilitating KM development in the delivery and practice of healthcare FM 

(Creswell, 2003; Flick, 2009). 

Through this approach, the theoretical contexts of human error, systems theory, and cultural influences 

are explored and considered in depth. The target population was fifty (five FM directors, five academics, 

five industry experts, ten managers, ten supervisors and ten operatives). These six groups were 

purposively selected as the target population because they play a crucial role in KM enhancement in 

healthcare FM. Face-to-face interviews were conducted with all participants based on their pre-

determined availability. Out of the 50-target population, only 25 were successfully interviewed to the 

point of saturation.  

The interviews (lasting between 30 and 45 minutes) were performed at locations convenient for the 

participants (e.g., work, library and restaurants) and were audio recorded. The first part of the interview 

consisted of specific questions regarding their roles and the number of years in the industry. The second 

part of the interview involved more in-depth questions regarding their general awareness of KM in the 

practice and delivery of healthcare FM and what learning opportunities contributed to their development 

in the field. Finally, questions were asked regarding the impact of culture and structure and the impact on 

performance and job satisfaction, digital technology and benchmarking to facilitate their KM in the 

delivery of the services (see Appendices E-G for the interview protocols). 

4.3 The role of data analysis  

The second section's content was transferring the verbatim into NVivo software. The researcher read the 

transcripts and coded them descriptively. Descriptive coding is about reading the transcripts and marking 

text segments with codes that 'can denote a text passage containing specific information to allow its 

retrieval' (Partington and Cushion, 2013). Farrell et al.'s (2017) research outlines several key steps in 

effectively analysing qualitative data. Firstly, raw data must be transcribed verbatim, allowing for accurate 

coding and classification into similar themes or patterns. This organised material is then analysed by 

comparing it with relevant literature using a structured tabular format. This process records notable 

similarities and differences before being utilised in creating an overarching narrative that incorporates all 

captured information and previously studied texts.  

4.3.1 Immersion in the data or data familiarisation: The first step in the data analysis process was to 

familiarise oneself with the qualitative data gathered through face-to-face interviews. The interview 

transcripts were read several times to fully comprehend the data's content and context (Welsh, 2002; 
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Forero et al., 2018). Identifying themes requires "careful reading and re-reading of the data" (Rice and 

Ezzy, 1999). Understanding the interview context enhanced data immersion and allowed subsequent 

interpretation to fully account for the research context beyond interview transcripts (Green et al., 2007). 

4.3.2 Coding: Examining and organising the information in each interview and the entire dataset is the 

second step in data analysis. Codes are descriptive labels that are assigned to transcript segments. It is 

necessary to clearly understand the context in which statements in interview data were made. Codes 

were assigned to meaningful and relevant sections of interview transcripts relating to the key concepts 

and themes of knowledge management, culture, job satisfaction, digital technology, benchmarking, and 

service quality. Coding enabled the identification of these patterns, ideas, and points of view within the 

data. Prior to the interpretation process, the coding process involved recognising (seeing) a vital moment 

and encoding it (seeing it as something) (Boyatzis, 1998). A "good code" captures the phenomenon's 

qualitative richness. According to Boyatzis (1998), a theme is "a pattern in the information that at a 

minimum describes and organises the possible observations and at a maximum interprets aspects of the 

phenomenon". 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.1: Four data analysis steps to generate the best qualitative evidence. Adapted from Green et al. 

(2007). 

4.3.3 Creating categorisation: The data was revisited to examine how the codes are linked in the third 

category, which occurred after initial coding and sometimes concurrently with the coding process. 

Following the completion of the coding, the coded segments of data were grouped into broader 

categories based on the similarities and themes that emerged. This categorisation process aided in data 
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organisation and structure, allowing for more systematic analysis. A thorough examination of the data 

was conducted to categorise how the research participants discussed aspects of the issue under 

investigation. It concerns finding a "good fit" between two related codes. In transcripts about interactions 

in the health system, the descriptive labels 'time waiting,' 'time delays,' and 'time for adjustment' can all 

be linked under the category of 'time' (see Figure 1). Each of these different time experiences necessitated 

its explanation, preferably linked by an overarching theme to explain the research context (Green et al., 

2007). 

4.3.4 Identifying themes or themes development: Identifying themes was the fourth and final step in 

analysing interview data. The generation of themes necessitates moving beyond a description of a set of 

categories and toward an explanation or, better yet, an interpretation of the issue under consideration. 

The generation of themes necessitates moving beyond a description of a set of categories and toward an 

explanation or, better yet, an interpretation of the issue under consideration (Green et al., 2007). 

Throughout the data analysis process, emphasis was placed on ensuring the findings' reliability and 

validity. This entailed keeping a clear audit trail of the analysis process, soliciting input from multiple 

research sources, and asking participants if there was a need to validate or interpret their opinions. The 

data analysis software tool NVivo enabled the study to conduct a systematic and efficient qualitative data 

analysis. It provided a systematic method for organising, coding, categorising, and developing themes 

from interview transcripts. Maher et al. (2018) found that it simplified the data analysis process and 

ensured a thorough evaluation of the results. 

4.4 Data analysis process (presentation of the interview findings) 

Based on interview transcripts, a thematic analysis was conducted using NVivo 14 software to explore the 

use of knowledge management principles in hospital facilities management. In accordance with Braun 

and Clarke (2006), each transcript was reviewed line-by-line to identify initial codes and themes. Nine 

themes emerged from a thorough analysis. 

1. Employee KM awareness: includes the following aspects: level of awareness, methods of 

knowledge creation, methods of storage, methods of knowledge sharing, methods of knowledge 

transfer, and methods of utilisation. Cultivating a learning culture, staff education and training, 

knowledge capture and documentation, collaboration and communication, feedback 

mechanisms, and technology adoption are ways to improve learning. 

2. Challenges (Knowledge management and knowledge transfer) 

3. Elements of positive culture (strong social networks, conducive physical space, incentivising 

knowledge sharing, capacity building and making knowledge management systems):  

4. Hurdles in making a knowledge-sharing culture (favourable/unfavourable structure, social 

hurdles) 
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5. Impact of culture (outcome of poor organisational culture, structure, outcome of knowledge 

sharing culture).  

6. Cultural impact on job satisfaction–outcomes of culture with low job satisfaction, outcomes of 

culture with high job satisfaction. 

7. Resistance and strategies to make a conducive culture for employee satisfaction (resistance from 

employees to embrace KM, strategies to boost job satisfaction) 

8. Impact of digital technology (risks, obstacles, and impact): collaboration, training and learning 

management, workflow automation and efficiency, continuous improvement and innovation. 

9. Impact of benchmarking: performance improvement, process optimisation, service quality 

enhancement, customer experience improvement, best practice adoption, continuous quality 

improvement, communication and transparency. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.2. Data analysis presentation process of the interview participants on NVivo 
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Figure 4.3. Data analysis presentation process of the interview findings on NVivo 14. 

Table 4.2: Raw data extracted from NVivo. Given the volume, it is embedded herein (Appendix P). 
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The mind maps were created using Mindomo (collaborative mind mapping software) to organise further 

and visualise the themes and codes. These mind maps provided a visual representation of the 

relationships between the themes, sub-themes and initial codes, aiding in interpreting and 

describing the findings. 

 

 

 

 

 

 

 

 

 

 

Figure 4.4. Knowledge manager awareness. Source: The researcher. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.5. Knowledge management challenges: Source: the researcher.   
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The participants' perspectives on KM awareness in healthcare FM were analysed, focusing on the views 

of employees. The analysis identified several themes, including KM awareness among employees and 

challenges faced. The theme of KM awareness among employees is further divided into four sub-themes. 

One of the sub-themes was "methods of knowledge creation," which highlighted various ways knowledge 

is created in healthcare FM. Participants shared how their training hours, communication with colleagues, 

collaboration, file management, compliance system, and comprehensive record system contributed to 

their knowledge acquisition. They also mentioned that instructions from top management, shadowing by 

superiors, use of SharePoint, working in a patient-centred environment, and help-desk systems enhanced 

their understanding of healthcare FM. Participants noted that keeping service records in hard copy and 

exchanging information with peers helped them gain new insights and perspectives. 

Employees also stated that defining KM to staff members and following national standards enabled 

knowledge creation to flourish. Apprenticeship programs within the healthcare system and more 

accessible information extraction systems were other keyways knowledge spread in FM. The provision of 

time and review systems also proved helpful for sharing information. Employee growth opportunities, 

learning initiatives, and vocational studies were vital for successfully creating new knowledge. Participants 

emphasised how buddy systems, scheduled meetings, and engagement champions played crucial roles. 

According to participants, induction programs are vital to creating and sharing knowledge in managing 

healthcare facilities. The "level of awareness" sub-theme revealed that employees lack understanding and 

the management team lacks experience. Participants noted that education, language barriers, and 

organisational culture impact KM awareness. 

Additionally, many knowledge transfer methods were discussed under the "methods of knowledge 

transfer" sub-theme. Sharing information through a system, avoiding individual-centric approaches, 

encouraging collaboration and teamwork among employees, writing down tasks given to them, training 

staff, and outsourcing some tasks for external input and feedback systems were all highlighted as effective 

ways to transfer FM knowledge. Further contributing factors included a-peer-to-peer interactions; having 

business continuity plans in place; shadowing superiors; building trust among team members; 

implementing computer-aided FM systems; rewards for promoting learning; maintaining regular check-

ins to ensure continuous learning takes place while trying to sell passion to their peers to enable the 

spread of information efficiently. Effective implementation of "transfer precautions" is crucial when 

ensuring the seamless transfer of relevant data or insights in healthcare FM as highlighted under theme 

four's sub-theme. Participants unanimously indicated that structured training facilitated efficient 

orientation programs for new employees towards effectively implementing specific expertise required 

within their field.  

Healthcare organisations must promote thorough vetting procedures before selecting highly 

knowledgeable employees for positions requiring critical thinking skills necessary while handling complex 
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problems involving complex systems-related issues, subsequently preventing irrelevant learning 

experiences amongst trainees.  

The second theme, "challenges", encompasses two distinct sub-themes broadly exploring issues 

concerning KM practices adopted within lateral knowledge-sharing protocols. Sub-theme, one of the 

"challenges in KM", entails key obstacles like absent data backup systems and non-existent standardised 

information access points amongst servers leading to gaps in continuity. Operational-level information 

flow and accessibility issues aligned with hospital client requirements were also identified as significant 

hindrances. Participants projected difficulties acquiring relevant data due to inadequate documentation 

framing KM processes, resulting in difficulty setting up basic staff training standards implementation 

systems within FM towards better KM standards across healthcare practices.  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.6. Elements of positive culture. Source: the researcher. 

Furthermore, trust deficits between management and employee contributed negatively towards a lack of 

clearly framed toolbox methodology exercised during KM practices, hindering healthcare FM innovations 

and posing significant challenges to efficiency gains. Improved collaboration among stakeholders is critical 

towards better preparation for effective KM within NHS Healthcare FM, along with the need for 

transparent documentation processes across all concerned professionals' platforms. In addition, 

participants noted that healthcare FM could significantly improve its KM efficiency if there were a better 

communication flow within the system.  
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Under this theme, "challenges in knowledge transfer," experts and professionals identified a few 

hindrances being faced while transmitting essential skills and expertise from one individual or department 

to another.  

Participants provided that an atmosphere lacking employee trust resulted in poor results regarding 

effectively disseminating skill sets throughout various departments and levels of employment within 

healthcare FM itself. Similarly, individuals remarked that sharing expanding skill sets can pose a severe 

risk due to potential leverage wielded by those possessing them over others who do not have them. 

Employees also touched upon how top-level management tends to keep themselves as the sole guardians 

of organisational power but preventing cross-functional sharing of experience and information is not 

beneficial for longer-term success. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.7. Impact of culture on KM. Source: the researcher 

Several themes were identified in the study, analysing participants' perspectives on the reality of 

organisational culture and its effect on knowledge-sharing practices within healthcare FM. These include 

two main themes: elements of positive culture and impact of culture.  

The theme "elements of positive culture" consists of six sub-themes. The first sub-theme, "strong social 

networks ", highlights the significance of effective social networks for fostering knowledge sharing and a 

positive work environment. Participants emphasised that to achieve a positive and collaborative culture 

within healthcare FM, employees must work together while organising social events where they can 

exchange ideas freely.   
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Figure 4.8. Elements of positive culture. Source: the researcher 

Additionally, participants suggest that the healthcare facilities should create an environment encouraging 

individuals to share their insights. The second sub-theme, "capacity building and making KM system," 

focuses on the steps necessary to increase capacity and establish a robust KM system. Participants noted 

that conducting workshops can help bring everyone together to identify best practices for managing 

information holistically. Furthermore, healthcare FM must capture data adequately while encouraging 

people from different departments with diverse perspectives to share their expertise. The third sub-

theme, "conductive physical space", stresses the importance of employee collaboration by working at the 

exact shared office location. Participants shared their preference for avoiding separate offices as it 

disrupts communication flow among employees working on similar projects.  

In the fourth sub-theme, "incentivising knowledge sharing", participants highlight how incentivising 

employees who share information can encourage them to adopt this practice positively. However, these 

incentives must not be financial, but recognition or public appreciation as this motivates individuals' 

behaviour alignment towards organisational objectives.  

The fifth sub-theme addresses "unfavourable structure" problems causing hindrances in development and 

growth within healthcare FM frameworks due to an unfavourable hierarchical structure. The participants 

indicated that such a structure hinders efficient knowledge-sharing practices by imposing bureaucracy 

levels limiting effective communication chains among employees.   
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Finally, the sixth sub-theme focuses on "social hurdles" healthcare FM employees face while sharing 

knowledge, as these discussions may create a social backlash, which can affect their position within the 

organisation. Therefore, to create an optimal learning environment for staff members to share their 

expertise openly and transparently, it is crucial to address any existing internal barriers that may prevent 

such collaboration. According to participant input, efforts to improve healthcare FM projects are impeded 

by cultural stigmatisation. In addition to this obstacle, employees sometimes harbour animosity towards 

each other, resulting in mistrust among team members, further complicating improvement initiatives.  

Furthermore, morale is often low, which negatively affects employee performance across the board. As 

part of the research investigation with participants in this industry segment, the study discovered two 

sub-themes within "impact of culture": "outcomes of poor organisational culture" and "outcomes from 

knowledge-sharing cultures." Participants noted that deficient cultures led to a silo mentality that reduced 

the exchange of valuable information, further harming organisations' potential for optimal performance 

while fostering power dynamics between individuals that can stifle innovation efforts. Participants also 

pointed out in a knowledge-sharing culture that, there is an emphasis on one-on-one training, creating 

comfortable working environments, and developing strong work relationships. They emphasised how 

such practices create a sense of belonging within organisations, leading to greater job satisfaction and 

higher industry-performance productivity. 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.9. Cultural impact on job satisfaction. Source: the researcher. 

  

 



166 | P a g e  
 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.10 Resistance and strategies to make culture conducive for employee satisfaction. Source: the 

researcher. 

Exploring how organisational cultures and structures within healthcare FM might influence employee 

fulfilment has led to discovering various themes–including the cultural impact upon employee fulfilment; 

strategies to promote suitable cultural assets for employee fulfilment purposes. The first theme–cultural 

Impact upon Employee Fulfilment–consists of outcomes tied to low fulfilment levels and outcomes 

attributable to improved fulfilment levels resulting from sound policies or rules that foster an 

environment conducive to worker support from colleagues or managers alike.  

The initial aspect under this theme–outcomes tied to poor fulfilment levels in an organisation–comprises 

various elements warranting attention. First, participants pointed out that such poor organisational 

morale induces feelings of loneliness or malaise amongst staff members. In addition, staff turnover rates 

become high while adding periods of turbulent management also befall the situation. Furthermore, 

participants noted that low productivity combined with nepotism might put downward pressure on 

overall organisational harmony, thus seen as low fulfilment within the ranks.  

The second aspect of this theme pertains to better outcomes associated with improved fulfilment levels 

among employees working in supportive environments. Participants felt happy in supportive 

environments and noticed governance quality mirrored by adherence to established rules or regulations; 

parallel implementation of cutting-edge technologies or integrated collaborative team-centred workflows 

positively impacted employee fulfilment.   
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The second theme here revolves around supporting strategies that promote cultural assets to enhance 

employee fulfilment. This incorporates sub-topics discussing themes like employee resistance patterns 

when adopting KM strategies programs; exploring various techniques or incentives designed for fostering 

better employee fulfilment within the healthcare facilities environment. During our discussions, 

participants mentioned that many people resist change which can obstruct progress in organisations or 

teams. Similarly, some people may be hesitant to share information freely, thus hindering open 

communication channels and making it challenging for everyone involved.  

On the other hand, we explored a range of ideas under the sub-theme "strategies to boost job 

satisfaction". Firstly, communication emerged as an essential aspect of enhancing work-life quality, 

followed by face-to-face workshops where employees can personally interact with others on different 

levels. Moreover, building trusting relationships within teams was highlighted in conjunction with staff 

surveys for feedback collection, which helps identify areas requiring improvement towards greater 

happiness on the job. Furthermore, participants emphasised avoiding aggressive communication styles 

such as emails sent without due consideration of the recipient's feelings or taking up a reflective 

democratic style of leadership for optimum results. 

In addition, there was a recommendation for using toolkits alongside formal approaches while 

documenting culture and behaviour standards deemed crucial for an enabling work culture while 

simultaneously allowing learning curves even from employee's mistakes - not penalties.  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.11. Impact of digital technology on knowledge management. Source: the researcher. 
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Continuous training sessions were recommended towards career growth, accompanied by reward 

systems assessment of performance and appreciation moments or whole celebrations to create a 

healthier, happier working environment. 

Participants provided feedback regarding digital technologies' role in promoting KM in sustainable 

healthcare delivery models, emphasising one theme: The impact of digital technology. Three sub-

themes emerged: obstacles experienced using digital technology, risks associated with relying on such 

technologies, and impact on organisational performance metrics. Obstacles mainly involved employee 

resistance to change that came with digital adoption due to perceived collaborative barriers among 

employees or fears about being monitored while using new tools, e.g., software development life Cycle 

(SDLC) processes associated with these innovations. Participants also discussed difficulties users 

encounter implementing newer systems, leading to issues like restricted information access to valid 

personnel data, resulting in increased security measures that can have negative impacts.  

Risk factors present when launching new DT projects include funding limitations related issues; human 

resources required for specific roles (e.g., data analysts); costly timing challenges due to SDLC processes 

timeline length that may hinder efficient progress achieved towards goal targets.  

Benefits of using DT in healthcare delivery modes mentioned by participants include smoother 

communication channels between diverse stakeholders, increased innovation through optimised working 

procedures resulting in better service delivery, and efficient knowledge sharing that elevates institutional 

effectiveness towards practical sustainability stakeholders-based objectives. 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.12. Impact of benchmarking on KM in healthcare FM. Source: the researcher.  
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Analysing participants' views on healthcare organisational sustainability revealed a recurring theme - 

"impact of benchmarking"–further divided into three sub-themes: significance, influence, and corporate 

challenges associated with benchmarking implementation.  

The first sub-theme shed insights into the importance of using benchmarks for measuring performance in 

healthcare organisations by emphasising their value as an essential tool for decision-making in these 

settings. Participants further highlighted continuous and contractual benchmarks and their relevance in 

comparing organisational performance. In discussing its impact (second sub-theme), participants believed 

that benchmarking could improve quality assurance systems by focusing on audits to improve process 

optimisation leading to enhanced service delivery services.  

Discussing the third corporate challenge (third-sub theme) highlighted issues surrounding access or 

availability of data needed for a fair comparison between organisations while sharing such confidential 

information raises concerns around privacy. Furthermore, interpreting data differently based on 

contextual differences could lead to unsustainable organisational actions. 

4.5 Chapter summary 

This chapter involved data analysis to examine and interpret the non-numerical qualitative research data. 

It involved systematically organising, categorising, and making sense of the qualitative data to derive 

meaningful insights, themes, and patterns. The first step in the data analysis process was familiarising 

oneself with the qualitative data gathered through face-to-face interviews. The interview transcripts were 

read several times to fully comprehend the data's content and context, identifying the themes required 

by carefully reading and re-reading the data content.  

The second step in data analysis was examining and organising the information in each interview and the 

entire dataset. Codes were assigned to meaningful and relevant sections of interview transcripts relating 

to the key concepts and themes of KM, culture, job satisfaction, digital technology, benchmarking, and 

service quality. Coding enabled the identification of these patterns, ideas, and points of view within the 

data. The categorisation stage involved revisiting and examining how the codes were linked in the third 

category, which occurred after initial coding and sometimes concurrently with the coding process. 

Identifying the themes was the fourth and final step in analysing interview data. The generation of themes 

necessitated moving beyond a description of a set of categories and toward an explanation or, better yet, 

an interpretation of the issue under consideration.  

The data analysis software tool NVivo enabled the study to conduct a systematic and efficient qualitative 

data analysis. It provided a systematic method for organising, coding, categorising, and developing themes 

from interview transcripts. Qualitative data analysis is a dynamic and iterative process that requires 

careful attention to detail, reflexivity, and constant engagement with the data. It allowed the researcher 
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to uncover rich insights, understand the complexity of human experiences, and generate an in-depth 

understanding of research phenomena. 
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CHAPTER FIVE 

 

Research findings obtained through qualitative interviews 

5.0 Chapter overview 

This chapter presents the research findings obtained through qualitative interviews with academia, FM 

consultants, FM directors, managers, supervisors, and operatives. The insights gathered provide a holistic 

understanding of FM practices from various perspectives, emphasising the importance of collaboration, 

knowledge sharing, and continuous improvement. These findings contribute to the body of knowledge in 

FM and can guide future research, education, and professional practices in the field.  

5.1 Key findings 

Knowledge management is a crucial practice in modern healthcare facilities management. The use of KM 

practices enables healthcare facilities to capture, store, retrieve and share knowledge across the 

organisation. This, in turn, leads to the efficient delivery of healthcare services and improved patient 

outcomes. However, many employees, including managers, supervisors and operatives, are unaware of 

the significance of KM practices in delivering healthcare facilities management. This report aims to discuss 

the findings of interviews conducted with employees in healthcare facilities management to understand 

their level of awareness of KM practices and their importance. 

Lack of understanding of KM practices: Most employees were unaware of KM practices and did not 

understand their importance in healthcare FM. They did not clearly understand what KM entails, how it is 

executed, and how it can benefit healthcare FM. Some employees even mistook KM for information 

technology management. One manager stated, "I have heard of KM, but I am not quite sure what it entails. 

I think it has something to do with IT management, but I am not sure." Similarly, a supervisor said, "I have 

heard the term KM, but I am not quite sure what it means." 

Lack of training and education: Employees expressed that they had not received sufficient training and 

education on KM practices. They believed that training and education would help them understand the 

importance of KM practices and how to implement them effectively. They also suggested that the 

organisation should provide training and educational programs to enhance their knowledge and skills. One 

operative stated, "I have never received any training on KM practices. I believe that training and education 

would help me understand the significance of KM practices and how to implement them effectively." 

Similarly, a supervisor said, "I think training and education are essential to improve our knowledge and 

skills on KM practices. The organisation should provide training and educational programs to enhance our 

knowledge and skills." 
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Limited use of KM tools: Employees reported that the department did not use KM tools, which limited 

their ability to capture, store, retrieve and share knowledge. They suggested that the organisation should 

invest in KM tools, such as databases and knowledge‐sharing platforms, to facilitate the implementation 

of KM practices. One manager stated, "We do not use any KM tools. This limits our ability to capture, store, 

retrieve and share knowledge effectively. I think the organisation should invest in KM tools to facilitate the 

implementation of KM practices." Similarly, a supervisor said, "I think we need KM tools to capture, store, 

retrieve and share knowledge effectively. We need databases and knowledge‐sharing platforms to 

facilitate the implementation of KM practices." 

Low recognition and support: Employees felt that KM practices were not recognised and supported by the 

organisation. They believed that the organisation should recognise and reward employees who contribute 

to the implementation of KM practices, especially knowledge sharing. They also suggested that the 

organisation should provide support and resources to implement KM practices effectively. One operative 

stated, "I feel that KM practices are not recognised and supported by the organisation. We need 

recognition and rewards for employees who contribute to the implementation of KM practices." Similarly, 

a supervisor said, "I think the organisation should recognise and reward employees who contribute to the 

implementation of KM practices. We also need support and resources to implement KM practices 

effectively." 

The findings of the interviews indicate that employees, including managers, supervisors and operatives, 

have low awareness of KM practices in the delivery of healthcare facilities management. The lack of 

understanding of KM practices, limited use of KM tools, low recognition and support, and lack of training 

and education were identified as the main factors contributing to the low awareness of KM practices. The 

low awareness of KM practices can have a negative impact on the directorate and the organisation as a 

whole. The failure to capture, store, retrieve and share knowledge can lead to inefficiencies, errors, and 

delays in the delivery of healthcare facilities management. This can result in a negative impact on patient 

outcomes and satisfaction. To address this issue, the organisation should invest in training and education 

programs to enhance employees' knowledge and skills on KM practices. The organisation should also 

recognise and reward employees who contribute to the implementation of KM practices and provide 

support and resources to implement KM practices effectively. Additionally, the organisation should invest 

in KM tools, such as databases and knowledge‐sharing platforms, to facilitate the implementation of KM 

practices. 

5.2 Research aim  

In the context of healthcare FM, the aim of this research was to investigate the application of KM principles 

to support maintenance strategies in healthcare organisations. This research was carried out in NHS acute 

and non‐acute hospitals in Northwest England.  
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5.3 Research objectives 

This research was carried out in NHS acute and non‐acute hospitals in Northwest England. In this context, 

and in consideration of hospitals' infrastructural assets, the following five objectives were formulated to 

achieve the research aim: 

OB1: To critically appraise the concept of KM and how knowledge is created, stored, transferred and 

utilised in the context of healthcare FM. 

OB2: To examine influence of culture on knowledge sharing and performance in healthcare FM.  

OB3: To evaluate the impact of organisational culture and structure on job satisfaction in the performance 

of healthcare FM. 

OB4: To investigate the role of digital technology (DT) in the practice and delivery of healthcare facilities 

management.  

OB5: To analyse beneficial application of benchmarking and service quality in the practice and delivery of 

healthcare facilities management.  

5.4 Research questions 

These fundamental questions are intended to assess the current maintenance practices in healthcare 

organisations. They provide a foundational understanding of the challenges, strategies, and knowledge 

utilisation in the healthcare context. These questions investigate the potential application of KM principles 

such as knowledge capture, sharing, utilisation, cultural impact, digital technologies, and benchmarking 

to improve healthcare maintenance strategies. It also provides insight into the successful implementation 

of KM in healthcare maintenance. 

Q1: What is KM awareness (identification) understanding in healthcare FM? 

• How is healthcare FM knowledge acquired, created and utilised?  

• How is healthcare FM knowledge stored? 

• How is healthcare FM knowledge shared and transferred? 

Q2: What is the reality of organisational culture on knowledge-sharing practices in healthcare FM? 

Q3: What is the impact of organisational culture and structure on job satisfaction in healthcare FM? 

Q4: What is the impact of digital technology (DT) in healthcare FM? 

Q5: What are the beneficial applications of benchmarking and service quality in healthcare FM? 
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5.5 Interview reports  

Knowledge management plays a crucial role in healthcare FM, enabling knowledge creation to enhance 

operational efficiency and improve patient outcomes. They enable facilities directors, managers, 

supervisors, and operatives to make informed decisions, develop expertise, and improve the overall 

quality of healthcare services. However, several challenges hinder the effective creation, storage, transfer, 

and utilisation of knowledge in healthcare facilities management. This report presents the findings of 

interviews conducted with academia, healthcare FM consultants, facilities directors, managers, 

supervisors, and operatives in healthcare facilities management.  

The qualitative interview reports provide an in‐depth analysis of the data collected during the interviews. 

The reports typically include a summary of the interviewee's responses and an analysis of the key points 

discussed. It also includes any follow‐up questions, notes, or observations gathered during the interview. 

Interviews with frontline healthcare FM practitioners, such as maintenance employees, facilities 

managers, academics, and healthcare professionals, provided insights into their experiences, issues, and 

opinions. 

Interview reports in this thesis serve multiple purposes, and their development and structure are crucial 

to effectively conveying the depth and richness of the qualitative data obtained. The development of the 

reports prioritises clarity, transparency, and alignment with the research questions, ultimately helping 

readers understand the significance of the data and its contribution to the research objectives. The 

interview reports showcase the primary data collected during the research process. They serve to validate 

and lend credibility to the research findings by demonstrating that the data collection was conducted 

rigorously and systematically. Also, the reports provided rich qualitative data and offered insights, 

perspectives, and nuances not captured through quantitative methods. 

Similarly, the interview reports serve as a vehicle for making explicit and preserving tacit knowledge 

frequently found in the experiences of managers, supervisors, maintenance staff and other allied 

stakeholders. Maintenance plans frequently rely on employee collective wisdom and experience, and 

interviews and reports assist in capturing this critical knowledge. Also, the reports serve as raw material 

for data analysis and make substantial contributions to theory building. The study uncovered concepts and 

theories that emerged from the data by presenting interviewees' narratives. The interview reports provide 

evidence to support the thesis's claims and arguments. They serve as the foundation for the thesis' 

conclusions and recommendations. 

The rationale for presenting interview reports highlights their purpose and how they have been developed 

to clarify their role within the thesis. The reports provide a comprehensive overview of the data collected 

during the interview process. They are vital because they provide a structured way of organising the data, 

making it easier to identify patterns and trends. Ultimately, the interview reports enable the reader to 
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draw conclusions about the research process. As such, they are essential for the researcher to 

communicate their research findings accurately and effectively. 

Data documentation: Interview reports were used to document the information gathered during the 

interviews. They provided a thorough summary of what participants said, allowing primary source 

information to be preserved. 

Analysis and interpretation: The reports help analyse and interpret qualitative data. The reports also 

provide the raw material from which the research extracted the data's themes, patterns, and insights. 

Evidence of research rigour: The interview reports illustrate the rigour of the research method. They 

demonstrate that data collection was systematic, and analysis was based on empirical evidence. 

Communication of findings: The interview reports communicated the study's findings to the audience, 

including practitioners, academics, colleagues, and other researchers. They are essential for making the 

study transparent and reproducible. 

5.6 OB1: To critically appraise the concept of KM and how knowledge is created, stored, transferred 

and utilised in the context of healthcare FM. 

Effective KM is critical for improving healthcare FM operations, patient care, and organisational 

performance. Participants engaged in discussions to assess the nuances of KM within the context of 

healthcare FM, evaluating its role in knowledge creation, storage, transfer, and utilisation. This report 

addresses the study's first objective, critically evaluating KM and how knowledge is generated, stored, 

transferred, and applied in the healthcare FM domain. It is based on discussions with FM professionals, 

managers, academics, consultants, and operatives. The report provides an in‐depth examination of the 

participants' perspectives on KM in healthcare FM. 

The study's first objective was to understand KM awareness in healthcare FM. The findings below show 

that most participants understood the concept of KM, with a few indicating ignorance and the need for 

KM training.  

5.6.1 Interview report 1 

Position: Senior FM lecturer  

Q. What is your understanding of knowledge management in healthcare FM 

The lecturer acknowledged the importance of KM; he noted "a lack of widespread awareness and 

implementation of formal KM practices within healthcare FM organisations. He highlighted that "many 

healthcare FM professionals focus more on operational tasks and day‐to‐day activities, with limited 
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attention given to knowledge sharing and capturing best practices". The participant attributed this gap to 

a lack of dedicated resources, organisational culture, and the absence of KM frameworks and processes. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

"In my view, stated the senior FM lecturer, knowledge creation in healthcare FM occurs through a 

combination of formal and informal means". Formal education and training provide the foundation by 

equipping professionals with theoretical knowledge, technical skills, and critical thinking abilities. This 

knowledge is further enhanced through research and academic publications, where scholars contribute to 

the body of knowledge in the field. However, while formal education is crucial, practical experience plays 

a significant role in knowledge creation. On‐the‐job experience exposes professionals to real‐world 

challenges, allowing them to apply their theoretical knowledge, develop problem‐solving skills, and learn 

from their mistakes. Moreover, professionals continuously learn from interactions with colleagues, 

networking events, conferences, and industry‐specific training programs. 

The lecturer also highlighted the importance of knowledge transfer through research publications, 

academic conferences, and presentations. He emphasised the role of academic institutions in 

disseminating knowledge through educational programs, such as undergraduate and graduate courses, as 

well as professional development workshops. Academics also emphasised the significance of 

collaborations with industry professionals and healthcare organisations to facilitate knowledge transfer. 

On knowledge utilisation: the academia emphasised the importance of knowledge utilisation through 

practical applications of research findings. They mentioned the utilisation of evidence‐based practices and 

guidelines in healthcare facilities management. Academics also highlighted the significance of 

collaborations with healthcare organisations to apply research findings and inform decision‐making 

processes. They stressed the importance of bridging the gap between research and practice to enhance 

knowledge utilisation. 

However, the academia also mentioned several challenges to knowledge transfer, including limited 

collaboration between academia and industry, lack of funding for research, and limited awareness of 

academic research findings among healthcare practitioners. They also highlighted the need for effective 

communication and dissemination strategies to bridge the gap between research and practice. Academics 

emphasised the importance of creating partnerships and collaborative networks to overcome these 

challenges. 

On knowledge creation, the academics emphasised the importance of knowledge creation through 

research activities. They highlighted the role of academic institutions in conducting empirical studies, 

literature reviews, and theoretical analysis to generate new knowledge in healthcare facilities 
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management. Academics also stressed the significance of collaboration with other researchers, industry 

professionals, and healthcare organisations to foster innovation and address current challenges. 

On knowledge storage, the academics emphasised the importance of systematic knowledge storage 

through academic publications. They mentioned that research findings are typically published in academic 

journals, conference proceedings, and books, which serve as knowledge repositories. Academics also 

stressed the significance of archiving research data and materials to ensure their availability for future 

reference and replication. 

On collaboration and knowledge sharing, the academics: Academics emphasised the role of collaboration 

and knowledge sharing within academic communities. They mentioned that conferences, seminars, and 

workshops provide platforms for researchers to present their work, exchange ideas, and receive feedback. 

Academics also highlighted the significance of interdisciplinary collaboration and networking to foster 

knowledge sharing and create a more holistic understanding of healthcare facilities management. 

The academics mentioned challenges such as limited funding for research, time constraints, and the need 

for rigorous methodologies. They emphasised the importance of securing research grants and 

collaborating with industry partners to overcome these challenges. Academics also stressed the need for 

effective communication and dissemination strategies to ensure research findings reach healthcare 

practitioners and inform practice. 

He recommended fostering closer collaboration between academia and healthcare organisations through 

joint research projects, internships, and knowledge‐sharing platforms. They stressed the importance of 

conducting research that addresses the practical needs of healthcare facilities. Academics also 

recommended creating accessible and user‐friendly repositories of research findings and best practices 

for healthcare practitioners. 

5.6.2 Interview report 2 

Position: Built environment consultant (Healthcare FM mobilisation practice)  

Q. What is your understanding of knowledge management in healthcare FM 

The consultant expressed "a strong understanding of KM and its significance in healthcare FM". He 

emphasised the importance of capturing and leveraging knowledge to improve operational efficiency, 

enhance decision‐making, and drive innovation in the industry. The participants recognised that KM 

involves the management of explicit knowledge (such as policies and procedures) and tacit knowledge 

(personal expertise and experiences) within the organisation. 
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Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

"From my perspective, states the built environment consultant, knowledge is created in healthcare FM 

through a combination of formal education and training, as well as through on‐the‐job experience, peer 

learning, and continuous professional development". Formal education and training provide the necessary 

theoretical knowledge and technical skills, while on‐the‐job experience provides practical experience that 

complements formal education and training. Peer learning and networking provide opportunities for 

sharing knowledge and experiences with colleagues. At the same time, continuous professional 

development ensures that healthcare facilities managers stay up to date with the latest trends and best 

practices in the field. 

On‐the‐job experience provides professionals with a deeper understanding of the intricacies involved in 

healthcare facilities management. Through their day‐to‐day responsibilities, professionals encounter 

unique situations, collaborate with multidisciplinary teams, and develop leadership skills. Reflection on 

these experiences, both successes and failures, contributes to knowledge creation and the development 

of best practices. It allows professionals to encounter real‐world challenges that may not be covered in 

formal education. Through hands‐on experience, professionals learn to adapt their theoretical knowledge 

to practical situations, fostering problem‐solving abilities and enhancing critical thinking skills. They also 

gain insights into the complexities of managing healthcare facilities, such as patient safety, emergency 

preparedness, and efficient resource utilisation. 

The consultant, on his part, emphasised the role of knowledge transfer through consulting engagements 

with healthcare facilities. They mentioned the importance of conducting on‐site assessments, interviews, 

and workshops to gather relevant information and insights. Consultants also stressed the significance of 

creating customised knowledge transfer strategies tailored to the specific needs of each healthcare 

facilities. They emphasised the importance of providing actionable recommendations and solutions to 

facilitate knowledge transfer. 

On knowledge utilisation, the consultants highlight using knowledge to improve operational efficiency and 

patient outcomes in healthcare facilities. They mentioned using data analytics, benchmarking, and 

performance metrics to identify areas for improvement and inform decision‐making. Consultants also 

stressed the significance of utilising knowledge to optimise processes, enhance resource allocation, and 

implement best practices in healthcare facilities. 

The consultants identified challenges such as resistance to change, organisational culture, and resource 

constraints hindering knowledge utilisation in healthcare facilities. They mentioned the importance of 

effective change management strategies and stakeholder engagement to address these challenges. 

Consultants also emphasised the significance of providing ongoing support and training to healthcare 

facilities staff to ensure successful knowledge utilisation. 
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The consultants recommended developing tailored knowledge transfer strategies for each healthcare 

facilities, considering their unique context and needs. They stressed the importance of engaging key 

stakeholders throughout the knowledge transfer process and providing ongoing support and training. 

Consultants also emphasised the significance of monitoring and evaluating the impact of knowledge 

utilisation to ensure continuous improvement. 

On knowledge creation, the consultants highlighted the role of practical experience and expertise gained 

through consulting engagements in knowledge creation. They mentioned that working closely with 

healthcare facilities and conducting on‐site assessments allows for identifying operational issues, best 

practices, and innovative solutions. Consultants also emphasised the importance of continuous learning 

and staying updated with industry advancements to generate new knowledge. 

On knowledge storage, the consultants highlighted using various knowledge storage methods in their 

practice. They mentioned the importance of documenting project reports, case studies, and best practices 

for future reference. Consultants also stressed the significance of creating internal databases or knowledge 

repositories within consulting firms to store and organise relevant information. They mentioned that 

digital platforms, such as document management systems and intranets, are commonly used for 

knowledge storage. 

On collaboration and knowledge sharing, the consultants stressed the importance of collaboration and 

knowledge sharing with colleagues and clients. They mentioned that internal meetings, project 

debriefings, and peer reviews facilitate the exchange of ideas and lessons learned. Consultants also 

highlighted the significance of client feedback and discussions to improve future projects and enhance 

knowledge sharing within healthcare FM. 

The consultants also identified challenges such as limited access to confidential information in healthcare 

facilities, resistance to change, and the need for continuous professional development. They mentioned 

the importance of building trust and establishing strong relationships with healthcare facilities staff to gain 

access to relevant information. Consultants also emphasised the significance of effective change 

management strategies and ongoing education and training to overcome resistance and enhance 

knowledge creation and storage. 

5.6.3 Interview report 3 

Position: Director of estate and facilities (NHS)  

Q. What is your understanding of knowledge management in healthcare FM 

The director of estates and facilities expressed his awareness of the importance of KM practices in 

delivering healthcare FM. The director stated that KM practices help efficiently manage information, which 
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can be used to improve the quality of healthcare services offered to patients. The director stated that he 

has been using KM practices in his work and has seen significant improvements in the delivery of 

healthcare FM. He mentioned using various tools like databases, information systems, and knowledge‐

sharing platforms to manage information. The director also emphasised the importance of continuous 

learning and development to keep up with the changing trends and best practices in healthcare facilities 

management. He said attending conferences, workshops, and training programs is essential to keep up 

with the latest developments in the field. He highlighted the importance of industry research, networking, 

and attending conferences to create knowledge. He emphasised the role of strategic planning, trend 

analysis, and benchmarking to generate insights and identify best practices. Facilities directors also 

stressed the significance of collaboration and knowledge sharing among industry professionals. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

Regarding knowledge storage, the facilities directors highlighted the importance of effective knowledge 

storage systems to ensure easy access to information. They mentioned utilising digital platforms such as 

document management systems, intranets, and knowledge repositories. Facilities directors also stressed 

the importance of standard operating procedures (SOPs), guidelines, and policies to store and disseminate 

knowledge. 

Facilities directors emphasised the importance of knowledge transfer from their level to managers, 

supervisors, and operatives. They mentioned using strategic planning sessions, management meetings, 

and formal communication channels to disseminate knowledge. The FM directors also highlighted the 

significance of mentorship programs, leadership training, and cross‐functional collaboration to facilitate 

knowledge transfer across the organisation. They mentioned using knowledge‐sharing sessions, 

workshops, and conferences to transfer expertise and best practices. Facilities directors also stressed the 

importance of creating a culture of knowledge sharing and learning within the organisation. 

The FM directors emphasised the importance of knowledge utilisation at all levels of the organisation. 

They mentioned the need for strategic decision‐making based on data and insights gathered through 

knowledge utilisation. Facilities directors also highlighted the role of performance metrics, key 

performance indicators (KPIs), and continuous improvement initiatives in utilising knowledge to drive 

operational efficiency and quality improvement. 

However, the facilities directors highlighted the challenge of allocating sufficient time and resources for 

knowledge creation. Their focus primarily on strategic planning and decision‐making makes finding time 

for research and knowledge creation challenging. They also apprise the difficulties of access to relevant 

information: Facilities directors mentioned the difficulty in accessing relevant and up‐to‐date information. 

They emphasised the need for reliable sources of information and the challenge of staying abreast of the 

latest developments in healthcare facilities management. 
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On knowledge storage, the facilities directors highlighted the challenge of centralising and organising 

knowledge. They mentioned the importance of having a centralised KM system or database to ensure easy 

access and retrieval of information to enable efficient and effective delivery of FM services in the hospital. 

The also expressed concerns about losing knowledge when key personnel leave the organisation. They 

emphasised the need for effective knowledge capture and documentation to mitigate this risk. 

Overall, the manager demonstrated a good understanding of KM practices and their importance in 

delivering healthcare facilities management. 

5.6.4 Interview report 4 

Position: Associate director of facilities (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

'Knowledge management is sharing, capturing, and transferring information to healthcare FM users.' 

"I am very much aware of the concept of practices in the delivery of healthcare FM. I have been using 

various KM tools like information systems, databases, and knowledge‐sharing platforms to manage 

information effectively". The practices help ensure healthcare facilities' smooth functioning by providing 

relevant information to the staff and management. KM practices can help identify improvement areas, 

leading to better healthcare services for patients. The importance of continuous learning and development 

is kept up with the changing trends and best practices in healthcare FM. I attend conferences, workshops, 

and training programs are essential to keep up with the latest developments in the field. 

Q. How knowledge is created in the delivery and practice of healthcare FM 

"On‐the‐job experience is critical means of knowledge acquisition in healthcare FM. He highlighted the 

importance of learning by doing and how practical experience can complement formal education and 

training. Many participants mentioned that they learned a lot on the job, particularly in areas such as 

problem‐solving, decision‐making, and people management". There is also the prospect of peer 

learning employing knowledge acquisition in healthcare FM and not forgetting the importance of 

networking and collaborating with peers in the field. They highlighted the value of sharing knowledge and 

experiences with colleagues within their organisations and the industry.  

5.6.5 Interview report 5 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

I am aware of KM practices in the delivery of healthcare facilities management. "In my position as a 

manager, I have been using various KM tools like information systems, databases, and knowledge‐sharing 
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platforms to manage information effectively". The importance of KM practices in the delivery of healthcare 

FM cannot be overemphasised as it accords staff in various departments to collaborate and share best 

practices. 

Q. How knowledge is created in the delivery and practice of healthcare FM 

Knowledge creation practices help ensure healthcare facilities' smooth functioning by providing relevant 

information to the staff and management. KM practices help identify improvement areas, which can lead 

to better healthcare services for patients. The manager also stressed the importance of continuous 

learning and development to keep up with the changing trends and best practices in healthcare facilities 

management. She stated that attending conferences, workshops, and training programs are essential to 

keep up with the latest developments in the field. 

5.6.6 Interview report 6 

Position: Facilities managers (NHS)  

Q. How do you promote a culture of collaboration and knowledge sharing in your team despite the 

negative impact of benchmarking? 

I promote a culture of collaboration and knowledge sharing by encouraging my team to focus on 

continuous improvement and innovation. We also participate in industry conferences and networking 

events to learn from other organisations' experiences and share our knowledge and best practices. During 

the interview, the facilities manager stated that he was aware of KM practices in delivering healthcare FM. 

The manager mentioned that he has been using various KM tools like information systems and databases 

to manage information effectively. However, the manager did not have a clear understanding of the 

importance of KM practices in the delivery of healthcare FM. He stated that his primary focus is to ensure 

that the healthcare facilities are functioning correctly and that he had not given much thought to the 

importance of KM practices.  

Q. How knowledge is created in the delivery and practice of healthcare FM 

When asked about knowledge creation, he emphasised that knowledge was created through experience 

gained from daily operations and problem‐solving activities. They mentioned the importance of 

continuous learning, attending professional development programs, and staying updated with industry 

advancements. Managers also highlighted the significance of cross‐functional collaboration to foster 

knowledge creation. 

When asked about continuous learning and development, the manager stated that he had not attended 

any training programs or workshops in recent years. He mentioned that his job did not require him to 

attend such programs.  
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The facilities managers, on their part, emphasised the importance of structured documentation and 

repositories to store knowledge. They mentioned using centralised databases, shared drives, and cloud‐

based platforms to store relevant documents, project reports, and best practices. Managers also stressed 

the significance of organising information in a user‐friendly manner for easy retrieval. 

The facilities managers highlighted their role in transferring knowledge from facilities directors to 

supervisors and operatives. They mentioned using training programs, on‐the‐job coaching, and regular 

team meetings to share knowledge. Managers also emphasised the importance of creating a learning 

culture where open communication channels encourage and facilitate knowledge transfer. 

The managers stressed the importance of translating knowledge into action by implementing best 

practices and standard operating procedures (SOPs). They mentioned the utilisation of knowledge to 

optimise resource allocation, improve workflows, and enhance service delivery. Managers also highlighted 

the role of knowledge utilisation in identifying and addressing operational challenges proactively. 

Managers expressed the challenge of finding research opportunities due to their operational 

responsibilities. They mentioned that their primary focus is daily operations, leaving little time for in‐depth 

research or knowledge creation. Also, the need for interdisciplinary collaboration: Managers highlighted 

the importance of interdisciplinary collaboration in knowledge creation but mentioned challenges in 

coordinating efforts and aligning priorities across different departments and stakeholders. 

The managers abridged the issues of inconsistent knowledge storage practices across different 

departments or teams. They stressed the importance of standardising knowledge storage methods like 

shared drives or cloud‐based platforms. 

Overall, the manager demonstrated a basic understanding of KM practices but did not fully grasp their 

importance in healthcare facilities management. He needs further training on the subject to understand 

its importance fully. 

5.6.7 Interview report 7 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

Knowledge management practices help efficiently manage information, which can be used to improve the 

quality of healthcare services offered to patients. I have been using KM practices in my work, and I have 

seen significant improvements in the delivery of healthcare FM.  
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Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

“I use various tools such as databases, information systems, and knowledge‐sharing platforms to manage 

information. The importance of continuous learning and development to keep up with the changing trends 

and best practices in healthcare facilities management. I attend conferences, workshops, and training 

programs are essential to keep up with the latest developments in the field”. 

5.6.8 Interview report 8 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

KM practices help efficiently manage information, which can be used to improve the quality of healthcare 

services offered to patients. I have been using KM practices in my work, and have seen significant 

improvements in the delivery of healthcare FM. I use various tools such as databases, information systems, 

and knowledge‐sharing platforms to manage information. The importance of continuous learning and 

development to keep up with the changing trends and best practices in healthcare FM.  

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

I am attending conferences, workshops, and training programs are essential to keep up with the latest 

developments in the field. Overall, the manager demonstrated a good understanding of KM practices and 

their importance in delivering healthcare facilities management. 

5.6.9 Interview report 9 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

"I have heard of KM and have read about it to some extent.' 'We do not know what KM is about; it is a 

new concept that we have not heard of,' 'we need more training and education to understand what KM is 

all about".  

I am aware of KM practices in the delivery of healthcare facilities management. She mentioned that she 

has been using various KM tools like information systems, databases, and knowledge‐sharing platforms to 

manage information effectively. The manager emphasised the importance of KM practices in delivering 

healthcare facilities management. The manager said that these practices help ensure healthcare facilities' 

smooth functioning by providing relevant information to the staff and management. She also mentioned 

that KM practices help identify improvement areas, which can lead to better healthcare services for 

patients. 
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Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The manager also stressed the importance of continuous learning and development to keep up with the 

changing trends and best practices in healthcare facilities management. She stated that attending 

conferences, workshops, and training programs is essential to keep up with the latest developments in the 

field. 

5.6.10 Interview report 10 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

During the interview, the manager expressed her awareness of the importance of KM practices in 

delivering healthcare facilities management. She stated that KM practices help efficiently manage 

information, which can be used to improve the quality of healthcare services offered to patients. Jennifer 

mentioned that she has been using KM practices in her work, and she has seen significant improvements 

in the delivery of healthcare facilities management. She mentioned using various tools such as databases, 

information systems, and knowledge‐sharing platforms to manage information. 

"Managers must consider the fundamental issue: they need to improve communication. For starters, they 

do not listen to each other. Second, they do not express their opinions. Most people do not tell the "truth" 

or explain how and why they "perceive" the world differently. They need to learn only one thing to improve 

people's knowledge and productivity. That is, to gain a better understanding and become more aware. 

This will have far‐reaching consequences". 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The manager also emphasised the importance of continuous learning and development to keep up with 

the changing trends and best practices in healthcare facilities management. She said that attending 

conferences, workshops, and training programs are essential to keep up with the latest developments in 

the field. 

Overall, the manager demonstrated a good understanding of KM practices and their importance in the 

delivery of healthcare facilities management. 

5.6.11 Interview report 11 

Position: Facilities manager (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 
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The facilities manager stated that he was aware of KM practices in the delivery of healthcare facilities 

management. He mentioned that he has been using various KM tools like information systems and 

databases to manage information effectively. 

However, the manager did not have a clear understanding of the importance of KM practices in the 

delivery of healthcare facilities management. He stated that his primary focus is to ensure that the 

healthcare facilities are functioning correctly and that he had not given much thought to the importance 

of KM practices. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

"This KM business is just a load of fads". "It does not address the quality of decision‐making". What is the 

point of having all this knowledge if people continue to make bad decisions? If they do not use it or do the 

wrong thing ‐ even exceptionally well ‐ they would be better off doing the right thing very badly and not 

bothering with KM". 

When asked about continuous learning and development, the manager stated that he had not attended 

any training programs or workshops in recent years. He mentioned that his job did not require him to 

attend such programs. Overall, the manager demonstrated a basic understanding of KM practices but did 

not fully grasp their importance in healthcare facilities management. He needs further training on the 

subject to understand its importance fully. 

5.6.12 Interview report 12 

Position: Facilities supervisor (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

"It is through reading, as well as attending meetings, that we learn." Knowledge is organised and 

structured by colleagues who are experts in different fields. We attend internal training and workshops to 

acquire new skills and knowledge". 

During the interview, the FM supervisor stated that he was aware of KM practices in the delivery of 

healthcare facilities management. He mentioned that he has been using various KM tools like information 

systems, databases, and knowledge‐sharing platforms to manage information effectively.  

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The supervisor stressed the importance of KM practices in delivering healthcare facilities management. 

He said that these practices help ensure healthcare facilities' smooth functioning by providing relevant 

information to the staff and management. He also mentioned that KM practices help identify improvement 

areas, which can lead to better healthcare services for patients. 
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He also emphasised the importance of continuous learning and development to keep up with the changing 

trends and best practices in healthcare facilities management. He stated that attending conferences, 

workshops, and training programs are essential to keep up with the latest developments in the field. 

Overall, the supervisor demonstrated a good understanding of KM practices and their importance in 

delivering healthcare facilities management. 

5.6.13 Interview report 13 

Position: Facilities supervisor 

Q. What is your understanding of knowledge management in healthcare FM 

During the interview, the supervisor expressed her awareness of the importance of KM practices in the 

delivery of healthcare facilities management. She stated that KM practices help in the efficient 

management of information, which can be used to improve the quality of healthcare services offered to 

patients. Rachel mentioned that she has been using KM practices in her work, and she has seen significant 

improvements in the delivery of healthcare facilities management. She mentioned that she uses various 

tools, such as databases, information systems, and knowledge‐sharing platforms, to manage information. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The supervisor also emphasised the importance of continuous learning and development to keep up with 

the changing trends and best practices in healthcare facilities management. She said that attending 

conferences, workshops, and training programs are essential to keep up with the latest developments in 

the field. 

Overall, the supervisor demonstrated a good understanding of KM practices and their importance in the 

delivery of healthcare facilities management. 

5.6.14 Interview report 14 

Position: Facilities Supervisor 

Q. What is your understanding of knowledge management in healthcare FM 

During the interview, the supervisor expressed her awareness of the importance of KM practices in the 

delivery of healthcare facilities management. She stated that KM practices help in the effective 

management of information, which can be used to improve the quality of healthcare services offered to 

patients. The manager mentioned that she has been using KM practices in her work, and she has seen 

significant improvements in the delivery of healthcare facilities management. She mentioned that she uses 

various tools such as databases, information systems, and knowledge sharing platforms to manage 

information. 
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Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The supervisor also emphasised the importance of continuous learning and development to keep up with 

the changing trends and best practices in healthcare facilities management. She said that attending 

conferences, workshops, and training programs are essential to keep up with the latest developments in 

the field. 

Overall, the supervisor demonstrated a good understanding of KM practices and their importance in the 

delivery of healthcare facilities management. 

5.6.15 Interview report 15 

Position: Facilities supervisors (NHS)  

Q. What is your understanding of knowledge management in healthcare FM 

The importance of practical experience and on‐the‐job learning in knowledge creation is vital. Working 

closely with operatives and addressing operational challenges allows for the development of practical 

insights and problem‐solving skills. Supervisors also emphasised the role of supervisors in mentoring and 

guiding operatives to facilitate knowledge creation. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

Informal knowledge storage: the supervisors highlighted that much of the knowledge they rely on is stored 

informally, such as in personal notes or individual experiences. They stressed the need for formalising 

knowledge storage practices to prevent knowledge loss. 

However, the supervisors mentioned the challenge of accessing stored knowledge when needed. They 

emphasised the need for user‐friendly systems and organised knowledge repositories to ensure easy 

information retrieval. 

Similarly, the facilities supervisors mentioned the reliance on standard operating procedures (SOPs), 

manuals, and job aids for knowledge storage. They emphasised the importance of having readily 

accessible resources and reference materials to perform their tasks effectively. Supervisors also mentioned 

using digital platforms and mobile applications for quick access to relevant information. 

The supervisors mentioned their responsibility in transferring knowledge from managers to operatives. 

They emphasised the importance of hands‐on training, on‐the‐job guidance, and regular feedback 

sessions to ensure knowledge transfer. Supervisors also highlighted the significance of creating a 

supportive environment where operatives feel comfortable asking questions and seeking guidance. 
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Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

On knowledge utilisation, the supervisors mentioned their role in ensuring operatives effectively utilise 

the knowledge provided to them. They emphasised the importance of providing clear instructions, 

guidance, and ongoing support to operatives in applying their knowledge to their daily tasks. Supervisors 

also stressed the significance of monitoring and evaluating performance to identify areas where 

knowledge utilisation can be improved. 

Nonetheless, the supervisors highlighted a lack of training in knowledge creation: Supervisors mentioned 

that they often lack the necessary training and skills for knowledge creation. They emphasised the need 

for professional development programs specifically addressing knowledge creation and research skills. The 

also stated the issue of operational demands that their operational responsibilities leave limited time for 

knowledge creation. They expressed the challenge of balancing daily tasks with the need to create new 

knowledge. 

5.6.16 Interview report 16 

Position: FM operative (NHS) 

Q.1 How do you learn about new healthcare facilities management practices and procedures? 

Our training manager organises regular training sessions to update us on new legislation or compliance 

provisions. As well as providing circulars, they advise us to read the organisation's notice board for the 

latest information. 

Q.2 How do you apply the knowledge and skills you have learned in your work? 

I try to apply what I have learned in my work daily. My focus is to ensure that the healthcare facilities are 

clean and well‐maintained, and he had not given much thought to the importance of KM practices. My 

job does not require him to attend such programs. 

The operative did not have a clear understanding of the importance of KM practices in the delivery of 

healthcare facilities management as his primary focus was ensuring that the healthcare facilities are clean 

and well‐maintained, and he had not given much thought to the importance of KM practices. 

When asked about continuous learning and development, the operative stated that he had not attended 

any training programs or workshops in recent years. He mentioned that his job did not require him to 

attend such programs. 
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5.6.17 Interview report 17 

Position: Facilities operative (NHS) 

Q. What is your understanding of knowledge management in healthcare FM 

We learn about KM practices in healthcare FM, such as learning from others and asking questions if we 

are unsure. Sadly, many people won't show you how to do it; you have to constantly pester them for 

information.  

However, the operative did not have a clear understanding of the importance of KM practices in the 

delivery of healthcare facilities management. He stated that his primary focus is to ensure that the 

healthcare facilities are clean and well‐maintained, and he had not given much thought to the importance 

of KM practices. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

When asked about continuous learning and development, the operative stated that he had not attended 

any training programs or workshops in recent years. He mentioned that his job did not require him to 

attend such programs. 

Overall, the operative demonstrated a basic understanding of KM practices but did not fully grasp their 

importance in healthcare facilities management. He needs further training on the subject to understand 

its importance fully. 

5.6.18 Interview report 18 

Position: Facilities management supervisor (NHS)  

Q. What is your understanding of knowledge management in healthcare FM 

The supervisor emphasised the importance of experiential knowledge gained through daily tasks and 

challenges. The supervisor mentioned that practical experience provides valuable insights and problem‐

solving capabilities. Additionally, the supervisor highlighted the significance of peer‐to‐peer knowledge 

sharing through informal discussions and collaborative teamwork. 

The supervisor stressed the significance of having easily accessible and well‐organised reference materials 

and job aids. They mentioned using digital platforms, mobile applications, and intranets to access relevant 

information. Operatives stressed the importance of clear and updated SOPs and guidelines for daily tasks. 

Q How knowledge is created, stored, transferred and utilised in the context of healthcare FM 

The supervisor deplored the lack of visibility into stored knowledge. She mentioned that they often 

struggle to find the information they need due to a lack of visibility into stored knowledge. They 
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emphasised the importance of user‐friendly knowledge management systems that provide easy access to 

relevant information. 

The operatives emphasised the importance of learning from supervisors and more experienced 

colleagues. They mentioned the value of shadowing, on‐the‐job training, and informal discussions in 

transferring knowledge. Operatives also stressed the significance of clear communication channels and a 

knowledge‐sharing culture within their teams. 

Operatives highlighted the importance of applying the knowledge gained through training and experience 

to their daily tasks. They mentioned the significance of following SOPs, guidelines, and best practices to 

ensure consistency and quality in their work. Operatives also emphasised the need for continuous learning 

and improvement by actively seeking opportunities to apply and enhance their knowledge in their 

respective roles. 

The operatives lamented that they have limited opportunities for knowledge creation because they focus 

primarily on task execution, leaving little opportunity for knowledge creation. They expressed the need 

for training and guidance to develop the skills necessary for knowledge creation. The also complained of 

limited access to relevant information: Operatives mentioned the challenge of accessing reliable and up‐

to‐date information. They emphasised the need for accessible knowledge repositories and resources to 

support their work. 

5.7 Summary 

From the interviews conducted, it is evident that effective knowledge transfer plays a significant role in 

healthcare FM. Participants emphasised fostering a culture of sharing expertise collaboratively while 

gaining practical experience in creating better means of transferring vital information. It became clear that 

developing efficient ways to store relevant material was crucial for easy access utilisation towards 

enhancing patient outcomes' daily operations' efficiency.  

A vital challenge the managers identified was inadequate documentation which leads to loss; critical data 

like policies, procedures or best practices fail to get documented, leading to loss when staff leaves the 

organisation. They opined that invaluable insight must be well captured for preservation purposes; hence 

an all‐inclusive Knowledge base would be ideal for storage accessibility across the board, ultimately 

benefiting everyone concerned with this kind of structure. 

Supervisors raised concerns about silo culture within healthcare facilities affecting flow between different 

departments and staff hindering transfer storing, sharing, and utilisation, making it difficult for ideas to 

become valuable assets. 
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Whilst breaking these barriers can lead to enhanced partnerships, the creation of maintenance necessary 

upgrades is required to benefit organisations immensely. Operatives identified limited access to 

information as a hindrance to knowledge utilisation. They pointed out that staff may not have access to 

necessary information, such as patient knowledge and facilities performance data, which impairs their 

decision‐making ability.  

Participants recommended using modern technology to address this issue. Managers, supervisors and 

operatives also recognised resistance to change as a significant challenge in knowledge transfer. They 

noted that staff might be reluctant to embrace new practices and technologies, resulting in a loss of 

knowledge. Education and training through effective change management strategies were suggested as 

potential solutions.  

Communication barriers were also highlighted as a significant challenge in knowledge transfer. Participants 

pointed out that language barriers, cultural differences and varying education levels could inhibit effective 

knowledge transfer. They suggested that clear communication be combined with proper training and 

education to overcome these obstacles.  

Outdated technology was another significant challenge identified regarding knowledge storage and 

utilisation by all participants. Many facilities still rely on paper‐based documentation systems, which limits 

access to share essential information. The use of modern technology may provide a viable solution for 

enhancing the storage of valuable information, according to a study. More specifically, they mentioned 

document management systems as an effective tool for achieving this goal.  

Participants identified a lack of accountability as a significant barrier to knowledge utilisation. They stated 

that employees may not be held accountable for implementing best practices and making informed 

decisions based on available knowledge. They mentioned that developing accountability measures and 

providing feedback could help people use their knowledge more effectively. 

The participants elaborated on how implementation should result from precise systemic changes, 

including developing measures focused on ensuring personnel's responsibility while providing feedback 

on their performance. Additionally, all the participants cited restricted resources such as time funding and 

personnel as significant hindrances towards effective knowledge creation, storage, transfer, and utilisation. 

They highlighted how daily operational demands make it difficult for individuals to invest in additional 

learning or professional development. 

5.8 OB2: To examine the influence of culture on knowledge sharing and performance in healthcare 

FM.  

The impact of culture on knowledge sharing and performance in healthcare FM is significant. A positive 

knowledge‐sharing culture can lead to higher operational efficiency, cost savings, and quality of patient 
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care. Knowledge sharing not only fosters a culture of collaboration and innovation but it also aids in 

resolving problems and making sound decisions. It can also lead to a more engaged workforce because 

employees feel valued and motivated to share their knowledge. Similarly, leadership significantly impacts 

organisational culture, and efforts should be made to foster a collaborative and continuous learning 

culture. It is an excellent resource for healthcare FM professionals, decision‐makers, and leaders seeking 

to improve culture in order to promote knowledge sharing and overall performance in healthcare facility 

management. 

The report explores the significant impact of organisational culture on knowledge sharing and 

performance in the context of healthcare FM. Drawing on insights from discussions with FM professionals, 

managers, academics, consultants, and operatives, this report comprehensively analyses the interplay 

between culture, knowledge‐sharing practices, and performance outcomes in healthcare FM. 

5.8.1 Interview report 19 

Q2: What is the reality of organisational culture on knowledge‐sharing practices in healthcare FM?  

Position: Facilities manager (NHS)  

Q. How do you ensure that knowledge is shared and transferred effectively among your team members? 

"In our healthcare facilities, we have a comprehensive training program for all our employees. We conduct 

regular training sessions for managers, supervisors, and operatives, teaching them about the latest 

healthcare FM practices and procedures. We also encourage our employees to attend external training 

courses and conferences to gain new knowledge and skills. In addition, we have a knowledge‐sharing 

platform where employees can share their experiences and insights with each other. We also have a 

mentoring program where more experienced employees can mentor and train new employees. 

Q. How do you monitor the effectiveness of knowledge sharing and transfer in your facilities? 

We regularly evaluate the performance of our employees to ensure that they are applying the knowledge 

and skills they have learned. We also conduct surveys and interviews with our employees to gather 

feedback on our training programs and identify areas for improvement. 

Q. How does the organisational culture of your facilities impact job satisfaction among employees? 

"Our facilities has a positive organisational culture that values teamwork, respect, and open 

communication. We encourage our employees to share their ideas and concerns, and we listen to their 

feedback. This has created a work environment where employees feel valued and supported". 

As a result, our employees are more satisfied with their jobs and are more likely to stay with the 

organisation. We have a lower turnover rate compared to other healthcare facilities in our area. 
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Q. What challenges do you face in ensuring effective knowledge sharing and transfer? 

One of the main challenges we face is the fast pace of technological advancements in healthcare facilities 

management. We need to ensure that our employees are up to date with the latest technologies and 

practices, which can sometimes be challenging. Another challenge is ensuring that all employees have 

access to training and development opportunities, regardless of their position or level of responsibility. 

5.8.2 Interview report 20 

Position: Healthcare facilities supervisor (NHS 

Q.1 How do you share your knowledge and experience with your team members? 

"As a supervisor, I believe in leading by example. I always try to demonstrate best practices in healthcare 

FM to my team members. I also conduct regular team meetings where we discuss any issues or challenges 

we face, and I share my insights and experiences with my team members. In addition, I encourage my 

team members to ask questions and seek guidance whenever they need it. I believe that open 

communication is essential in ensuring effective knowledge sharing and transfer. 

"Sometimes we get policies dropped down that do not necessarily make sense on the ground, so it might 

mean being brave enough to say, 'that is how they want it done,' but we will just tweak it, so it makes a 

bit of sense." I think management appreciates that people try to do things sensibly, not just straight from 

the top down, do it this way because what works in bits of (our Trust) will not work in another healthcare 

organisation because they are so different..." 

Q. What challenges do you face in creating a positive organisational culture and structure? 

One of the main challenges we face is maintaining a positive culture and structure during times of change 

or crisis. It can be challenging to ensure that employees remain motivated and engaged when significant 

changes are happening within the organisation. We address this by ensuring that our communication 

channels are open and transparent and that employees are informed of any changes as soon as possible. 

We also provide additional support and resources to employees during times of change to ensure that 

they feel valued and supported. 

Q.2 How do you ensure that your team members are applying the knowledge and skills they have learned? 

I regularly monitor the performance of my team members and provide feedback on their work. I also 

conduct on‐the‐job training sessions where I can observe their performance and provide guidance and 

support as needed. 
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Q.3 What challenges do you face in ensuring effective knowledge sharing and transfer? 

One of the main challenges I face is ensuring that all team members have the same level of knowledge 

and skills. Some team members may have more experience than others, which can create disparities in 

performance. I try to address this by providing additional training and development opportunities to team 

members who may need it. 

Q3: What is the impact of organisational culture and structure on job satisfaction in healthcare FM? 

5.8.3 Interview 21 

Position: Facilities manager (NHS) 

Q. How does the organisational culture of your facilities impact job satisfaction among employees? 

Our facilities have a culture of teamwork, respect, and open communication. We encourage our 

employees to share their ideas and concerns, and we listen to their feedback. This has created a positive 

work environment where employees feel valued and supported. As a result, our employees are more 

satisfied with their jobs and are more likely to stay with the organisation. We also have lower turnover 

rates than other healthcare facilities in our area. 

Q. How does the organisational structure of your facilities impact job satisfaction among employees? 

Our organisational structure is designed to promote accountability and responsibility. Each employee 

knows their role and responsibilities and is given the support and resources they need to perform their 

duties effectively. 

This has created a sense of empowerment among our employees, as they feel they have a say in how 

things are done, and their contributions are valued. This, in turn, has led to higher job satisfaction among 

our employees. 

Q. What challenges do you face in creating a positive organisational culture and structure? 

Managing employee motivation and engagement amidst significant organisational changes can prove 

challenging. Nonetheless, we adamantly address this issue through effective communication strategies. 

Our commitment to maintaining open and transparent channels enables us to promptly update employees 

on any shifts occurring within the organisation. Furthermore, we offer our staff additional resources and 

unwavering support during these periods of transformation ‐ ensuring that they know they are valued. 
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5.8.4 Interview report 22 

Position: Facilities supervisor (NHS) 

Q. How does the organisational culture of your healthcare facilities impact job satisfaction among 

employees? 

As a supervisor, I believe that a positive organisational culture is essential in promoting job satisfaction 

among employees. Our facilities have a culture of teamwork, respect, and open communication. We 

encourage our employees to share their ideas and concerns, and we listen to their feedback. This has 

created a positive work environment where employees feel valued and supported. As a result, our 

employees are more satisfied with their jobs and are more likely to stay with the organisation. 

5.8.5 Interview report 23 

Position: Facilities supervisor (NHS) 

Q.2 How does the organisational structure of your healthcare facilities impact job satisfaction among 

employees? 

Our organisational structure is designed to promote accountability and responsibility. Each employee 

knows their role and responsibilities and is given the support and resources they need to perform their 

duties effectively. 

This has created a sense of empowerment among our employees, as they feel they have a say in how 

things are done, and their contributions are valued. This, in turn, has led to higher job satisfaction among 

our employees. 

5.8.6 Interview repot 24 

Position: Facilities supervisor (NHS) 

Q. How does the organisational structure of your healthcare facilities impact job satisfaction among 

employees? 

It can be challenging to ensure that employees remain motivated and engaged when significant changes 

are happening within the organisation. 

We address this by ensuring that our communication channels are open and transparent and that 

employees are informed of any changes as soon as possible. We also provide additional support and 

resources to employees during times of change to ensure they feel valued and supported. 

  



197 | P a g e  
 

Q.1 How does the organisational culture of your facilities impact job satisfaction among employees? 

The organisational culture of our facilities is based on teamwork, respect, and open communication. We 

encourage our employees to share their ideas and concerns, and we listen to their feedback. This has 

created a positive work environment where employees feel valued and supported. 

As a supervisor, I have noticed that employees who are part of a positive culture are more likely to be 

satisfied with their jobs. They feel that their contributions are valued, and they are more willing to go 

above and beyond to meet the needs of the patients and the facilities. 

Q. How does the organisational structure of your facilities impact job satisfaction among employees? 

Our organisational structure is designed to promote accountability and responsibility. Each employee 

knows their role and responsibilities, and they are given the support and resources they need to perform 

their duties effectively. This has created a sense of empowerment among our employees, as they feel that 

they have a say in how things are done and that their contributions are valued. This, in turn, has led to 

higher job satisfaction among our employees. 

Q. What challenges do you face in creating a positive organisational culture and structure? 

One of the main challenges we face is maintaining a positive culture and structure during times of change 

or crisis. It can be challenging to ensure that employees remain motivated and engaged when significant 

changes are happening within the organisation. 

We address this by ensuring that our communication channels are open and transparent, and that 

employees are informed of any changes as soon as possible. We also provide additional support and 

resources to employees during times of change to ensure they feel valued and supported. 

5.8.7 Interview report 25 

Position: Facilities management supervisor (NHS) 

Q. How does the organisational culture of your facilities impact job satisfaction among employees? 

To gauge job satisfaction amongst employees, we have discovered that organisational culture is vital as it 

influences employee outlook on work life at the hospital, or any workplace for that matter! A healthy 

company ethos promotes inter‐staff harmony, making them more content with their jobs while creating 

an environment of trustworthiness and mutual support ‐ just as exists here! Ours is an environment that 

advocates teamwork whilst maintaining principles of respect and open communication, which has meant 

that ideas and concerns presented by each employee are considered valuable, something which helps 

them feel included, respected and empowered within the organisation.  
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We gathered from the staff survey that another critical factor in job satisfaction was how streamlined the 

organisational structure was, followed by accountability and responsibility.   When set up adeptly, these 

structures allow staff members to perform optimally whilst feeling they play an integral role concerning 

decision‐making processes knowing full well that their contributions are appreciated. On the other hand, 

an ill‐structured system leaves employees feeling disillusioned and uncertain about their roles and 

responsibilities, leading to job dissatisfaction. 

Q. What challenges do you face in maintaining a positive organisational culture and structure? 

One of the challenges we face is maintaining a positive culture and structure during times of change or 

crisis. It can be challenging to ensure that employees remain motivated and engaged when there are 

significant changes happening within the organisation. We address this by ensuring that our 

communication channels are open and transparent and that employees are informed of any changes as 

soon as possible. We also provide additional support and resources to employees during times of change 

to ensure that they feel valued and supported. 

5.8.8 Interview report 26 

Position: Facilities management supervisor (NHS) 

Q. How does the organisational structure of your facilities impact job satisfaction among employees? 

Our organisational structure is intended to foster accountability and responsibility. Each employee 

understands their role and responsibilities and is provided with the assistance and resources required to 

carry out their responsibilities effectively. This makes us feel empowered and motivated to perform our 

duties to the best of our abilities. We understand that our contributions are valued and that we play an 

essential role in the organisation. 

Q. How does the organisational structure of your healthcare facilities impact job satisfaction among 

employees? 

One of the main challenges we face is maintaining a positive culture and structure during times of change 

or crisis. Ensuring that employees remain motivated and engaged can be challenging when significant 

changes are happening within the organisation. We address this by ensuring that our communication 

channels are open and transparent and that employees are informed of any changes as soon as possible. 

We also provide additional support and resources to employees during such a time. 

  



199 | P a g e  
 

5.8.9 Interview report 27  

Position: Facilities management operative (NHS) 

Q. How does the organisational culture of your healthcare facilities impact job satisfaction among 

employees? 

The culture of any organisational culture has a significant impact on job satisfaction. Employees feel 

valued, respected, and supported when there is a positive culture. They are more likely to be motivated 

and engaged in their work, which results in increased job satisfaction. Employees who work in a negative 

culture may feel undervalued, unsupported, and disrespected. This can result in low morale, 

dissatisfaction with one's job, and turnover. 

5.8.10 Interview report 28 

Position: Facilities management operative (NHS) 

Q.2 How does organisational structure of your facilities impact job satisfaction among employees? 

The organisational structure of our facilities also plays a role in job satisfaction. When the structure is well‐

designed and promotes accountability and responsibility, employees feel empowered to perform their 

duties effectively. They feel they have a say in how things are done, and their contributions are valued. On 

the other hand, when the organisational structure is poorly designed, employees may feel confused about 

their roles and responsibilities. They may not have the support and resources they need to perform their 

duties effectively, which can lead to job dissatisfaction. 

5.8.11 Interview report 29 

Position: Facilities management operative (NHS) 

Q. How does organisational structure of your facilities impact job satisfaction among employees?  

One of the challenges we face is maintaining a positive culture and structure during times of change or 

crisis. Ensuring that employees remain motivated and engaged can be challenging when significant 

changes are happening within the organisation. “We address this by ensuring that our communication 

channels are open and transparent and that employees are informed of any changes as soon as possible. 

We also provide additional support and resources to employees during times of change to ensure they 

feel appreciated and valued.” 

5.9 Summary 

The impact of culture on knowledge sharing and performance in healthcare FM is significant. A positive 

knowledge‐sharing culture can lead to higher operational efficiency, improving operational efficiency, cost 
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savings, and patient care quality. Knowledge sharing not only fosters a culture of collaboration and 

innovation, but it also aids in resolving problems and making sound decisions. It can also lead to a more 

engaged workforce because employees feel valued and motivated to share their knowledge. Similarly, 

leadership significantly impacts organisational culture, and efforts should be made to foster a collaborative 

and continuous learning culture. This report emphasises the significance of culture as a driver of 

knowledge sharing and performance in healthcare FM. It is an excellent resource for healthcare facility 

management professionals, decision‐makers, and leaders seeking to improve culture in order to promote 

knowledge sharing and overall performance in healthcare FM. 

5.10 OB 3: To evaluate the impact of organisational culture and structure on job satisfaction in the 

performance of healthcare FM. 

Organisational culture influences knowledge sharing and performance in healthcare FM. It shapes the 

attitudes and behaviours of employees and influences how they interact with each other. It is, therefore, 

crucial for organisations to foster a culture of knowledge sharing and performance in healthcare FM. While 

a positive culture can improve information exchange and drive performance improvements, a negative 

culture can stymie progress. Participants recognised the importance of leadership commitment, trust‐

building, and feedback mechanisms in cultivating a culture of knowledge sharing. They also acknowledged 

the difficulties in measuring these intangible aspects of performance and emphasised the importance of 

qualitative evaluations and continuous improvement initiatives. 

These interview reports provide valuable insights for professionals and organisations in the field by 

providing a multifaceted perspective on the impact of organisational culture and structure on job 

satisfaction in healthcare facility management. 

5.10.1 Interview report 30 

Position: FM Consultant  

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The FM consultant informed the researcher that a positive organisational culture is critical to job 

satisfaction among healthcare FM professionals. A supportive work environment and a culture that values 

employees' contributions contribute to higher job satisfaction. The FM consultant emphasised that 

organisational structure should encourage open lines of communication and collaboration among various 

FM teams and healthcare departments. A well‐defined structure ensures that FM staff can efficiently 

address maintenance and service needs, ultimately increasing job satisfaction. The consultant emphasised 

the importance of aligning FM goals with healthcare organisations' missions. As stated by the consultant, 

job satisfaction is higher when FM professionals see their work directly impacting patient care and safety. 
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5.10.2 Interview report 31 

Position: Academic lecturer 

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The academic lecturer emphasised the importance of organisational culture in influencing the job 

satisfaction of FM professionals in healthcare. A culture that values innovation and employee well‐being 

produces higher job satisfaction. She discussed their findings, which showed that a flexible organisational 

structure that allows FM professionals to adapt to changing healthcare needs and technologies is critical 

for job satisfaction. Structure rigidity can lead to frustration and decreased satisfaction. The academic 

scholar emphasised the importance of ongoing training and development opportunities for FM personnel. 

She accentuated that a dynamic organisational culture and structure should encourage continuous 

learning and growth, contributing to job satisfaction. 

5.10.3 Interview report 32 

Position: FM Professional  

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The FM professional shared personal experiences, emphasising the importance of a collaborative and 

inclusive organisational culture. According to the experts, job satisfaction is positively influenced by feeling 

valued and included in decision‐making processes. He spoke about the importance of organisational 

structure in streamlining workflows. A well‐structured organisation ensures that FM professionals can 

carry out their responsibilities efficiently, lowering stress and increasing job satisfaction. The FM expert 

stated that aligning FM objectives with the mission and values of the healthcare facility instils a sense of 

purpose, which contributes to higher job satisfaction among FM staff.  

5.10.4 Interview report 33 

Position: FM Director  

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The FM director emphasised the importance of a positive and inclusive organisational culture in retaining 

skilled FM professionals. Says the director, job satisfaction is inextricably linked to a sense of belonging 

and appreciation. He discussed the organisational structure's role in fostering cross‐functional 

collaboration. An effective structure allows different FM teams to collaborate seamlessly, ensuring that 



202 | P a g e  
 

healthcare facilities are well‐maintained and safe, which increases job satisfaction, positive patient 

experience and organisational effectiveness. The FM director emphasised the importance of clear career 

advancement paths within the organisation. A structured approach to career development boosts job 

satisfaction and encourages FM employees to stay with the company for the long haul. 

5.10.5 Interview report 34 

Position: FM manager  

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The FM manager emphasised the importance of an open communication culture and recognising 

accomplishments for job satisfaction. Being heard and appreciated by superiors and peers boosts morale. 

The manager explained how the organisational structure should allow quick decision‐making and clear 

reporting lines. A well‐organised structure eliminates bottlenecks and allows FM staff to focus on their 

primary responsibilities. The FM manager emphasised the significance of a systematic employee feedback 

and performance evaluation approach. He reported that a clear structure for performance evaluations 

ensures fairness and increases job satisfaction. 

5.10.6 Interview report 35 

Position: FM Supervisor 

Q How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 

The importance of a positive organisational culture that prioritises employee well‐being and work‐life 

balance was emphasised by the FM supervisor. A positive culture increases job satisfaction and employee 

retention. The supervisor discussed the importance of organisational structure in establishing clear 

expectations and responsibilities. A well‐structured organisation ensures that FM supervisors can manage 

their teams effectively, which affects job satisfaction. The FM supervisor emphasised that the 

organisation's access to resources and training opportunities significantly impacts job satisfaction. The 

supervisor expounded that a methodical approach to resource allocation and professional development 

is required. 

5.10.7 Interview report 36  

Position: FM operative  

Q. How does organisational culture and structure impact job satisfaction in the performance of healthcare 

FM? 
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According to the FM operative, a positive organisational culture that values teamwork and individual 

contributions is critical for job satisfaction at the operational levels. Reported the operative, "feeling like 

you are part of a group boosts morale". The operative talked about how a clear organisational structure 

helps operatives understand their roles and responsibilities, which leads to higher job satisfaction. A 

systematic approach eliminates confusion and conflicts. The FM worker also emphasised the importance 

of a structured approach to on‐the‐job training and safety protocols. He informed that a well‐defined 

structure ensures operatives can carry out their responsibilities effectively and safely, contributing to job 

satisfaction. 

5.11 Summary 

Healthcare FM is essential to the healthcare industry because it ensures that the physical environment 

supports patient care, safety, and overall well‐being. FM operations are inextricably linked to 

organisational culture and structure, which can significantly impact job satisfaction among FM 

professionals. This report summarises the findings from interviews with various healthcare FM 

stakeholders, including FM consultants, academics, FM professionals, directors, managers, supervisors, 

and operatives. The healthcare FM sector faces unique challenges because of the need for stringent 

regulatory compliance, the importance of patient safety, and the ever‐changing healthcare landscape. Job 

satisfaction is critical for staff retention and directly impacts healthcare services' quality. These interview 

reports present perspectives from various stakeholders in healthcare FM, emphasising the impact of 

organisational culture and structure on job satisfaction. According to interviewees, a positive culture, clear 

communication, and an efficient organisational structure are critical for improving FM professionals' job 

satisfaction in healthcare settings. 

5.12  OB4: To investigate the role of digital technology in the practice and delivery of healthcare FM 

Digital technology (DT) has transformed the landscape of healthcare FM, offering solutions for asset 

management, data‐driven decision‐making, patient experience improvement, remote monitoring, energy 

efficiency, and operational efficiency. While participants acknowledged the difficulties associated with 

technology adoption, they emphasised the importance of technology in advancing healthcare FM 

practices. Furthermore, DT has transformed healthcare FM by providing innovative solutions for long‐term 

healthcare delivery. Computer‐aided facilities management (CAFM), Internet of Things (IoT), Building 

Information Modelling (BIM), and other digital technologies have significantly impacted healthcare FM.  

This report summarises the valuable insights shared by participants, emphasising the multifaceted impact 

of digital technology on healthcare FM. It is a resource for healthcare FM professionals, decision‐makers, 

and researchers, emphasising the importance of embracing and effectively leveraging digital technology 

to improve FM practices and, as a result, patient care and safety. 
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5.12.1 Interview report 37 

Position: Director of estate and facilities (NHS) 

Q. What challenges have you faced in using digital technology in your work? 

While digital technology has made significant advances in healthcare FM, it is critical to recognise and 

address the potential negative consequences. 

There are difficulties in integrating various digital systems and ensuring interoperability. Various 

technologies used in healthcare facilities, such as electronic menu systems, inventory management 

systems, and building automation systems, frequently operate in silos, resulting in inefficiencies and data 

silos.  

Implementing and maintaining digital technologies has financial ramifications. The initial costs of acquiring 

and implementing digital systems can be significant, and ongoing expenses for software licences, 

upgrades, and support contracts can stretch the directorate's lean financial resources. There is a need to 

consider the long‐term financial implications and return on investment properly. 

5.12.2 Interview report 38 

Position: Associate director of estate and facilities (NHS) 

Q. How has the introduction of digital technology impacted the sustainable delivery of healthcare in your 

healthcare facilities? 

The introduction of digital technology has had a significant impact on our facilities’ long‐term healthcare 

delivery. To manage our facilities more efficiently, we have implemented various technologies such as 

CAFM, IoT, and BIM. We can now monitor and manage our facilities in real‐time, allowing us to identify 

and address issues before they become significant. As a result, a more sustainable healthcare delivery 

system has emerged, with resources used more efficiently and waste reduced. 

However, there are concerns about healthcare FM's overreliance on digital technology. Increased reliance 

on technology can lead to complacency and a loss of critical thinking and problem‐solving abilities. When 

technology fails or has bugs, it can cause significant disruptions in operations and impact patient care. 

5.12.3 Interview report 39 

Position: Facilities manager (NHS) 

Q. How has the use of digital technology impacted the overall cost of healthcare delivery in your facilities? 

The use of digital technology has enabled us to reduce the overall cost of healthcare delivery in our 

facilities. By using CAFM, we are able to schedule preventive maintenance and reduce the need for costly 
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repairs. The Internet of Things has enabled us to monitor our equipment and facilities in real‐time, 

allowing us to detect and address issues before they become significant problems. This has resulted in 

fewer breakdowns and reduced repair costs. BIM and CAFM have enabled us to optimise our facilities' 

layout and design, improving efficiency and reducing energy consumption. Overall, digital technology has 

enabled us to deliver healthcare services more efficiently and at a lower cost. 

However, the discussed concerns are the potential negative impact of excessive reliance on digital 

technology on human interactions in healthcare facilities management. They noted that increased use of 

technology, such as self‐service kiosks and automated systems, can reduce personal interaction between 

staff and patients. The manager emphasised the importance of balancing technology‐enabled efficiency 

and maintaining compassionate and patient‐centred care. 

5.12.4 Interview report 40 

Position: Facilities manager (NHS) 

Q. What challenges have you faced in implementing digital technology in your facilities? 

One of the main challenges we have faced is the initial cost of implementing digital technology. However, 

we have found that the long‐term benefits far outweigh the initial cost. Another challenge we have faced 

is training our staff to use the new technologies effectively. We have addressed this by providing regular 

training sessions and support to our staff. 

However, the increasing complexity of digital technologies can pose challenges in maintenance and 

troubleshooting. She noted that healthcare facilities often rely on specialised IT support to address 

technical issues promptly. However, delays in resolving technical problems can result in disruptions and 

impact the delivery of healthcare services. She highlighted the need for robust technical support and 

maintenance strategies to minimise downtime. 

5.12.5 Interview report 41 

Position: Facilities operative (NHS) 

Q. How has the introduction of digital technology impacted your work as an operative in healthcare 

facilities management? 

The introduction of digital technology has significantly impacted my work as an operative in healthcare 

facilities management. The use of CAFM has enabled me to receive work orders electronically, which has 

reduced the need for paper‐based work orders. IoT has enabled me to monitor equipment and facilities 

in real‐time, allowing me to detect and address issues before they become major problems. This has 

enabled me to perform my duties more efficiently and effectively. 
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"Many things can be done to ensure that knowledge operatives use a technology‐based KM system, but 

the most straightforward and obvious is to include the user in the project from the start". Says the 

operative, "we did not have time for that; management needed the system immediately management 

instead got a system that was delivered on time but was never used. A system should be designed and 

implemented with employees in mind since they will be the ones who use it to deliver service. 

Also, concerns about privacy and security in the context of digital technology. The increasing use of 

electronic health records and other digital systems raises the risk of data breaches and unauthorised 

access to sensitive patient information. Participants emphasised the need for robust cybersecurity 

measures and strict privacy policies to mitigate these risks. 

5.12.6 Interview report 42 

Position: Facilities operative (NHS) 

Q. How has the use of digital technology impacted your overall job satisfaction? 

The use of digital technology has had a positive impact on my overall job satisfaction. I feel that using 

technology has enabled me to perform my duties more efficiently and effectively, resulting in a greater 

sense of achievement and job satisfaction. I also feel that using technology has enabled me to provide 

better healthcare services to our patients, which is very rewarding. 

Q. What challenges have you faced in using digital technology in your work? 

One of the main challenges I have faced is learning how to use new technologies effectively. However, I 

have received regular training and support from my supervisors, which has enabled me to overcome this 

challenge. 

The manager highlighted the challenge of staff training and competency development in keeping up with 

rapidly evolving digital technologies. They mentioned that frequent software updates and the introduction 

of new technologies require continuous training and upskilling of staff. However, limited resources and 

time constraints make providing comprehensive training to all staff members challenging, leading to gaps 

in digital competency. 

5.12.7 Interview report 43 

Position: Facilities management operative 

Q. How has the introduction of digital technology impacted your work as an operative in healthcare 

facilities management? 

The introduction of digital technology has significantly impacted my work as an operative in healthcare 

facilities management. While it has made some aspects of my job more accessible, it has also created new 



207 | P a g e  
 

challenges. For example, computer‐aided facilities management (CAFM) has made receiving work orders 

and managing my workload easier. However, it has also created new expectations from management to 

complete more work in less time. 

5.12.8 Interview report 44 

Position: Facilities management operative (NHS) 

Q. How has the use of digital technology impacted your overall job satisfaction? 

The use of digital technology has had a negative impact on my overall job satisfaction. I feel that the use 

of technology has increased the workload and created unrealistic expectations from management. 

Additionally, I feel that the use of technology has decreased personal interaction with patients and staff, 

which is an important aspect of my job. 

5.12.9 Interview report 45 

Position: Facilities management operative (NHS) 

Q. What challenges have you faced in using digital technology in your work? 

One of the main challenges I have faced is the need to learn how to use new technologies effectively. 

There is a steep learning curve when new technology is introduced, and it can be frustrating when it 

doesn't work as expected. Additionally, the use of technology can create new problems that did not exist 

before. For example, the use of IoT (Internet of Things) to monitor equipment can create false alarms, 

which can be time‐consuming to investigate. 

5.13 Summary 

Digital technology has become an increasingly important component of healthcare FM operations. FM 

professionals, managers, academics, consultants, and operatives participated in the interview, providing 

valuable insights into the role of digital technology in this critical domain. The importance of Computerized 

Maintenance Management Systems (CMMS) and Building Management Systems (BMS) in asset 

management and maintenance was emphasised by participants. These technologies enable efficient 

predictive maintenance, real‐time monitoring, and efficient resource allocation. 

The participants emphasised the importance of data analytics and Business Intelligence (BI) tools in 

healthcare FM. Data‐driven decision‐making is enabled by digital technology, allowing FM professionals 

to optimise resource allocation and operational efficiency. Digital technology helps to improve the patient 

experience and safety in healthcare settings. Participants discussed how technology can help monitor 

environmental conditions, automate patient rooms, and integrate healthcare equipment for better patient 

care. 
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Participants stated that DT is essential for promoting energy efficiency and sustainability in healthcare FM. 

They also emphasised using Building Automation Systems (BAS) to reduce energy consumption and 

environmental impact. The role of DT in streamlining administrative tasks such as work order 

management, inventory control, and space planning was acknowledged by participants, which resulted in 

increased operational efficiency and cost savings.  

However, participants identified DT challenges, such as initial implementation costs, staff training, and 

data security concerns. Balancing technology adoption with budget constraints was a common concern. A 

recurring theme was the role of digital technology in improving patient‐centred care. Participants agreed 

that technologies such as Electronic Health Records (EHR) and patient engagement platforms help to 

achieve a more holistic and patient‐centered approach. 

5.14 OB5: To analyse the beneficial application of benchmarking and service quality in the practice and 

delivery of healthcare facilities management. 

Q5: What are the beneficial applications of benchmarking and service quality in healthcare FM? 

The effectiveness of benchmarking and service quality in healthcare FM, as perceived by participants, are 

highlighted in this report. While both approaches have significant advantages, they also have drawbacks 

that must be carefully considered. Effective implementation necessitates a balanced approach that 

considers the unique needs and circumstances of each healthcare facility. Understanding the nuanced 

perspectives shared by participants is crucial for healthcare FM professionals, decision‐makers, and 

researchers seeking to optimise benchmarking and service quality practices to enhance patient care and 

operational efficiency in healthcare facilities management. 

5.14.1 Interview report 46 

Position: Facilities manager (NHS) 

Q. How has benchmarking impacted KM in healthcare facilities management? 

Benchmarking has had a significant impact on KM in healthcare facilities management. By comparing our 

performance against industry standards and best practices, we can identify areas where we need to 

improve and learn from the experiences of others. Benchmarking also allows us to share knowledge and 

best practices with other organisations in the industry, which helps to promote continuous improvement 

and innovation. 

Q. How do you ensure that benchmarking is integrated into the KM processes of your organisation? 

We have a dedicated team that is responsible for benchmarking and KM. They are tasked with identifying 

best practices, analysing our performance against industry standards, and sharing knowledge with other 
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organisations. We also encourage our staff to participate in benchmarking activities, such as attending 

industry conferences and networking events, to stay updated with the latest trends and best practices. 

Q. What negative impact has benchmarking had on KM in healthcare facilities management? 

While benchmarking can be a valuable tool, it can also lead to a narrow focus on performance metrics and 

a lack of innovation. Organisations may become too focused on meeting industry standards rather than 

pushing the boundaries and developing new knowledge and practices. Similarly, benchmarking can create 

a culture of competition rather than collaboration, which can lead to a reluctance to share knowledge and 

best practices with other organisations in the industry. 

Q. How do you mitigate the negative impact of benchmarking on KM in your organisation? 

To mitigate the negative impact of benchmarking on KM, we encourage our staff to focus on continuous 

improvement and innovation rather than solely meeting industry standards. We also promote a culture of 

collaboration and knowledge sharing to foster innovation and new knowledge. 

5.14.2 Interview report 47 

Position: Facilities manager (NHS) 

Q. How has benchmarking impacted KM in your organisation? 

Benchmarking has had a significant impact on KM in our organisation. By comparing our performance 

against industry standards and best practices, we have identified areas for improvement and implemented 

new processes and procedures. Benchmarking has also encouraged a culture of continuous learning, as 

we are always looking for ways to improve our performance and stay up to date with the latest trends and 

best practices. 

Q. What challenges have you faced in implementing benchmarking in your organisation? 

One of the main challenges we have faced is collecting accurate and relevant data for benchmarking. It 

can be difficult to collect data in a consistent and standardised way, and it can also be difficult to identify 

which benchmarks are most relevant to our organisation. Additionally, implementing changes based on 

benchmarking can be challenging, as it may require significant changes to our processes and procedures. 

Q Have you observed any negative impact of benchmarking on KM in healthcare facilities management? 

There can be negative impacts of benchmarking on KM in healthcare FM. Firstly, benchmarking can focus 

on short‐term goals rather than long‐term ones. This can result in a lack of investment in KM and employee 

training, which can negatively impact KM. Secondly, benchmarking can result in a focus on competition 

rather than collaboration. This can create a culture of secrecy and prevent organisations from sharing 

knowledge and best practices. 
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Q. How do you mitigate these negative impacts of benchmarking on KM? 

To mitigate the negative impacts of benchmarking on KM, we focus on balancing short‐term goals with 

long‐term objectives. We invest in employee training and KM to ensure that our organisation is sustainable 

in the long run. We also encourage collaboration rather than competition. We participate in industry 

events and conferences, share our experiences with others, and learn from their experiences as well. 

Q. How do you promote innovation and new knowledge despite the negative impact of benchmarking? 

We promote innovation and new knowledge by staying up to date with the latest trends and best practices 

through attending industry conferences and networking events. I also encourage my team to think outside 

the box and share their knowledge and experiences with each other. 

5.14.3 Interview report 42 

Position: Facilities supervisor (NHS) 

Q. How has benchmarking impacted your role as a supervisor in healthcare facilities management? 

Benchmarking has positively impacted my role as a supervisor in healthcare facilities management. It has 

provided me with a framework for evaluating my team's performance and identifying areas where we 

need to improve. Benchmarking has also helped me to identify best practices that I can share with my 

team, which has led to improved performance and increased job satisfaction. 

Q. How do you use benchmarking to promote KM within your team? 

I use benchmarking to promote KM within my team by sharing best practices and industry standards with 

them. I also encourage them to attend industry conferences and networking events to stay up to date with 

the latest trends and best practices. Additionally, I use benchmarking to evaluate my team's performance 

and identify areas where we need to improve. By doing this, we can develop new knowledge and improve 

our performance over time. 

Q. What negative impact has benchmarking had on KM in healthcare facilities management from your 

perspective as a supervisor? 

Benchmarking can create a culture of competition and a focus on meeting performance metrics rather 

than developing new knowledge and practices. This can lead to a lack of innovation and a reluctance to 

share knowledge and best practices with other organisations in the industry. 
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Q. Have you observed any negative impact of benchmarking on KM in your role as a supervisor in 

healthcare facilities management? 

Yes, I have observed that benchmarking can sometimes lead to a focus on numbers rather than quality. 

This can lead to a 'ticking the boxes' culture rather than focusing on continuous improvement and learning. 

Additionally, benchmarking can sometimes be seen as a one‐size‐fits‐all solution. This can lead to a lack of 

customisation and a failure to account for each organisation's unique challenges and circumstances. 

Q. How do you mitigate these negative impacts of benchmarking on KM within your team? 

To mitigate the negative impacts of benchmarking on KM within my team, we focus on continuous 

improvement and learning rather than just meeting numerical targets. We encourage our team to take 

ownership of their work and strive for excellence. Equally, we customise benchmarking to fit our 

organisation's unique challenges and circumstances. We also analyse our data carefully and make 

informed decisions based on our own needs and priorities. 

5.14.4 Interview report 43 

Position: Facilities supervisor (NHS) 

Q. How has benchmarking impacted KM in your role as a supervisor? 

Benchmarking has helped me identify areas where my team can improve and develop new skills. By 

comparing our performance against industry standards and best practices, I can identify areas where we 

may fall behind and implement new training and development programs. Benchmarking has also helped 

me stay up to date with the latest trends and best practices in healthcare facilities management, which I 

can then share with my team. 

Q. What challenges have you faced in using benchmarking in your role as a supervisor? 

One of the main challenges I have faced is getting buy‐in from my team. Some members may resist change 

or not see the value in benchmarking. Additionally, implementing changes based on benchmarking can 

take time and resources, which can be a challenge to manage. 

Q. Have you observed any negative impact of benchmarking on KM in your work as an operative in 

healthcare facilities management? 

I have observed that benchmarking can sometimes result in a lack of creativity and innovation. 

Organisations can become so focused on meeting industry standards that they fail to explore new ideas 

and approaches. Similarly, benchmarking can sometimes lead to a lack of employee engagement. 

Employees may feel they are being measured solely on their performance rather than valued for their 

unique skills and contributions. 
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Q. How do you mitigate these negative impacts of benchmarking on KM in your work? 

I focus on creativity and innovation to mitigate the negative impacts of benchmarking on KM in my work. 

I am always looking for new and better ways to do my job and contribute to the success of our organisation. 

Furthermore, I try to stay engaged with my work and seek out opportunities to learn and grow. This helps 

me to feel valued and appreciated as an employee rather than just a number on a chart. 

5.14.5 Interview report 44 

Position: Facilities management operative (NHS) 

Q. How has benchmarking impacted your work as an operative in healthcare facilities management? 

Benchmarking has helped me understand how my work fits into the larger picture of healthcare facilities 

management. By comparing our performance against industry standards and best practices, I can see how 

my work impacts the overall success of our organisation. Benchmarking has also helped me identify areas 

where I can improve and develop new skills. For example, if our performance in a specific area is lower 

than industry standards, I can improve my skills in that area to help our team perform better. 

Q. What challenges have you faced in using benchmarking in your work? 

One of the main challenges I have faced is understanding how benchmarking works and how to interpret 

the data. Understanding how our performance compares to industry standards and what changes we need 

to make to improve can be challenging. Additionally, implementing changes based on benchmarking can 

be challenging, as it may require new equipment, training, or changes to our processes and procedures. 

5.14.6 Interview report 45 

Position: Facilities management operative 

Q. How has benchmarking impacted your work as an operative in the practice and delivery of healthcare 

FM? 

Benchmarking has had a positive impact on my work as an operative in healthcare facilities management. 

It has provided me with a framework for evaluating my performance and identifying areas where I need 

to improve. Benchmarking has also helped me to learn from the experiences of other organisations and 

develop new knowledge and skills. 

Q. How do you use benchmarking to improve your performance as an operative? 

I use benchmarking to improve my performance as an operative by learning from the experiences of other 

organisations and identifying best practices. I also attend industry conferences and networking events to 

stay up to date with the latest trends and best practices. Additionally, I use benchmarking to evaluate my 
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performance and identify areas where I need to improve. Doing this allows me to develop new knowledge 

and skills and improve my performance over time. 

Q. What negative impact has benchmarking had on KM in healthcare facilities management from your 

perspective as an operative?  

Benchmarking can create a culture of competition and a focus on meeting performance metrics rather 

than developing new knowledge and practices. This can lead to a lack of innovation and a reluctance to 

share knowledge and best practices with other organisations in the industry. 

5.15 Summary 

Benchmarking has emerged as an essential tool in the healthcare FM landscape, allowing organisations to 

compare their performance to industry standards and best practices. Facilities management consultants, 

academics, FM professionals, FM directors, managers, supervisors, and operatives provided a nuanced 

perspective on the benefits and challenges associated with these practices. Benchmarking and service 

quality are potent tools in healthcare FM, with significant benefits in performance improvement, cost 

reduction, and patient satisfaction. They also recognised the challenges associated with these practices, 

such as resource demands, resistance to change, and measurement difficulties. Effective implementation 

necessitates careful consideration of both the advantages and disadvantages, emphasising long‐term, 

sustainable improvements in healthcare FM. 
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CHAPTER SIX 

 

Discussions based on interviews, observations, meetings and document reviews 

6.0 Chapter overview  

The study findings and discussions presented in this chapter are based on observations from meetings 

with stakeholders involved in healthcare FM. These insights were supplemented by document reviews 

and interviews with various industry professionals, including FM directors, academics, consultants, 

managers, supervisors and operatives. Through this diverse range of inputs, the study explores how KM 

principles can be operationalised within hospitals to promote sustainable healthcare service provision. 

The interviews conducted in this study have provided insights into potential benefits, challenges and 

considerations associated with implementing KM practices in healthcare maintenance settings. The 

research findings indicate that interviewees highly value knowledge as an asset that can contribute to 

establishing sustainable healthcare FM maintenance culture. Many individuals recommended capturing, 

storing, sharing and utilising information to assist decision-makers in fostering innovation and improving 

performance across varied hospital departments. 

Overall, the study highlights how applying KM principles can promote efficiency and better patient 

outcomes alongside streamlining quality assurance protocols and reducing costs while improving 

workflow management within healthcare FM. Nevertheless, in implementing such practices, challenges 

need to be acknowledged. One critical barrier identified by interviewees is the cultural shift healthcare 

practitioners require towards a greater willingness to engage in knowledge-sharing activities with their 

peers. Recent research on healthcare organisations' structures and culture regarding collaboration and 

knowledge-sharing practices have been identified as potential barriers due to their hierarchical nature, 

emphasising individual expertise. Moreover, participants expressed concerns regarding adequate 

technological infrastructure availability, benchmarking, effective training programs for staff, and ongoing 

support to facilitate effective implementation measures towards successful KM initiatives within 

healthcare settings.  

Additional focus areas garnered throughout this study included data privacy and security considerations, 

given the sensitivity surrounding patient information integral to successful collaboration efforts through 

strict protocols safeguarding patients’ confidentiality while simultaneously supporting collaborative 

endeavours.  

Compliance with regulatory standards surrounding data protection also emerged as a crucial 

consideration during implementation measures to enhance organisational effectiveness by successfully 

integrating KM principles across various healthcare facilities.  
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6.1 Introduction 

People and their knowledge are critical to organisational growth and success. The real challenge of KM is 

figuring out how to tap on what people know (as experience, best practices, skills, and know-how) and 

make it relevant, accessible, and actionable to others in the organisation" (Iyer, 2017). According to HEE 

(2016), "having the right teams in the right place collaborating to provide high-quality, efficient patient 

care is insufficient. They must apply the appropriate knowledge and evidence in the proper time ". For 

example, the right organisational culture - one in which knowledge is valued and knowledge sharing is 

embedded in day-to-day working practice should be at the heart of any successful KM" (HEE). Knowledge 

is a valuable asset that healthcare organisations must manage to apply knowledge, develop know-how, 

and continue to learn to improve organisational efficiencies and improved patient outcomes (Shahmoradi 

et al., 2017).  

Knowledge management can assist organisations in expanding and enhancing healthcare FM services. It 

has never been more critical to ensure that the NHS employs the appropriate knowledge and evidence at 

the proper time, both nationally and locally (NHS England, 2018). Applying and embedding knowledge 

into action is the currency of successful organisations. Healthcare FM can improve operational 

productivity and performance by effectively mobilising knowledge and evidence while reducing nonvalue-

adding activities and variation. A successful KM implementation can relieve healthcare FM practitioners 

of the "heavy lifting" of applying evidence to improve care quality. (Health Education, England, 2023). 

With a skilled workforce and adequate resources, the NHS will surpass, thus, supporting the delivery of 

excellent healthcare and health improvement to patients and the public by ensuring that today's and 

tomorrow's workforces have the proper knowledge, numbers, skills, values, and behaviours at the right 

time and in the right place (HEE, 2023).  

The qualitative research was conducted in the NHS acute and non-acute hospitals in Northwest England. 

Findings from the research study revealed that while the concept of KM has grown significantly in recent 

years, KM in healthcare FM has received little or no attention. The target population was fifty (five FM 

directors, five academics, five industry experts, fifteen managers, ten supervisors, and ten operatives). 

These seven groups were purposively selected as the target population because they play a crucial role in 

KM enhancement in healthcare FM. Face-to-face interviews were conducted with all participants based 

on their pre-determined availability. Out of the 50-target population, only 25 were successfully 

interviewed to the point of saturation. Twenty-two healthcare FM employees were interviewed to 

represent the staff hierarchy (i.e., the top, middle, and operational levels). Two academic and one 

professional healthcare FM consultant were also interviewed to determine the industry's current position 

regarding the identified knowledge variables. Data collected from the interview were coded and analysed 

using NVivo to identify themes and patterns related to KM in healthcare FM. 
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The interviews ranged from 45 minutes to over one hour and lasted an average of 1 hour and 15 minutes. 

Before each interview, the interviewees received emails outlining the research aims, objectives and 

questions. The participants were asked to describe their role in healthcare or their organisations, followed 

by a discussion of the knowledge creation, storage, transfer, organisational structure and culture within 

the service team and then between other teams and organisations, if applicable. The role of technology, 

organisational structure and benchmarking as tools for knowledge transfer was also thoroughly 

investigated. During each interview, numerous open-ended questions were asked to encourage the 

participants to share experiences of how knowledge was created, stored and transferred within and 

across their organisations. The issue of organisational structure and culture and how they affect job 

satisfaction, which leads to trust, were discussed.  

All the interviews adhered to a pre-planned interview protocol. The protocol included asking about the 

facilitators and barriers to knowledge transfer and best practice transfer. The interview questions were 

developed after thoroughly reviewing the KM and benchmarking literature. The writing of the observation 

study was an iterative process in which the data were constantly revisited, as is typical in inductive studies 

(Eisenhardt, 1989). If inconsistencies between data collected from different sources occurred within each 

category, third-party sources were consulted for clarification. The triangulation of primary and archival 

data sources revealed high data consistency. Following the completion of the observational study, the 

data were reanalysed to develop the conceptual insights presented in this study. While there were no 

preconceived hypotheses at the beginning of the study, patterns emerged from the data reflecting the 

discussed mutual dependence between knowledge generation and transfer. 

One common complaint among the line managers interviewed is that they had to realise how to be a 

manager for themselves. The managers mentioned that occasionally there was training offered. They 

expressed the inability to allocate time from their work responsibilities to make use of it. There were also 

times when nothing suitable was available; they stayed. However, all the managers discovered that, 

unless they had a supportive supervisor, the onus was on them to find relevant training and justify why it 

was necessary. Few, it appears, had access to a structured development programme in which they were 

required to participate. Over the last decade, there has been some progress in increasing the availability 

of training programmes. As a result, healthcare facilities managers have a wide range of training and skills. 

According to some interviewees, training in specific management skills, such as managing a budget, team, 

sickness or absence, is now more accessible than it used to be. 

At the same time, an increasing number of NHS Trusts recognise the importance of creating a standardised 

development programme for their managers and leaders. There are also numerous national schemes 

available to managers. The NHS People Plan acknowledged the importance of making line management 

training more widely available (NHS England, 2021). Nonetheless, evidence that structured management 

training is essential remains elusive. Certain stereotypes about what it takes to be a manager may be 
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partially to blame. In the case of the facilities managers, many interviewees drew attention to what they 

saw as an unhelpful assumption that vocational apprenticeship training and service decision-making 

expertise provide them with the necessary skills to take on leadership and management responsibilities. 

As a result, they argued, many FM managers find themselves in management roles with no management 

theory or practice background, forcing them to play catch-up for the rest of their careers. According to 

some interviewees, the presence of senior NHS managers in management training modules intended for 

far fewer junior colleagues is far more common than it should be, owing to a lack of a structured 

development pathway earlier in their careers. Prospective managers benefit significantly from an 

educational or vocational background, and more needs to be done to encourage employees interested in 

leadership and management to take on responsibilities in this area. 

6.2 Employee awareness of KM  

The study's first objective was to understand KM awareness in healthcare FM. Using knowledge in 

healthcare FM appears to be a localised process that necessitates the creativity and active participation 

of healthcare directors, managers, supervisors and operatives which frequently becomes problematic due 

to the universalistic underpinnings and assumptions of knowledge itself: the practices by which different 

managerial and professional groups in healthcare settings collaborate and attempt, or sometimes fail, to 

synthesise their expertise appear to be significantly mediated by knowledge utilisation. Preliminary 

findings from the study demonstrate the importance of finding the vacuum between policy and practice 

by investigating the actual mode of management practice in healthcare FM organisations. 

Participants who stated that their organisations had or were developing KM systems were designed to 

achieve both process results and organisational outcomes. Shortening the proposal time for customer 

engagements, saving time, improving service delivery, increasing staff participation, enhancing 

communication, making FM staff opinions more visible, reducing problem-solving time, better-serving 

patients, and providing better measurement and accountability were among the process improvements. 

These process enhancements can be considered communication enhancements or efficiency gains. In the 

managers' minds, process improvements resulted in cost reductions for specific activities, improved 

processes, personnel reductions, higher effectiveness, lower inventory levels, ensuring consistent 

proposals for the entire organisation, and patient-related outcomes. Thus, the perceived organisational 

benefits of KM systems are primarily financial, promotional, and general. Based on the data, these 

professionals appreciated KM when it resulted in outcomes for the organisation. This discovery aligns with 

King's perspective that knowledge should impact practicality, aesthetics, or a more profound level (King, 

1993).  

Despite formal training, many participants stated they were unaware of KM processes in their 

departments or organisations. In addition, a sizable proportion of participants reported that senior 
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management was, at best, unconcerned about the service they provided. Knowledge management is a 

people-centred process that necessitates culture change and an investment in resources before reaping 

the benefits, making senior management support critical to its success—and, as one participant put it, 

"does anything work if management does not own or support it?" The challenge for healthcare FM is to 

contribute to the development of such an environment. This challenge has taken the form of KM, 

necessitating a significant shift in organisational thinking and FM acceptance that their service must be 

subject to continuous improvement. 

The findings below show that most participants understood the concept of KM, with a few indicating 

ignorance and the need for KM training: 

"Knowledge management is sharing, capturing, and transferring information to healthcare FM users" (FM 

director) 

"In healthcare FM, knowledge is an information system that enables the creation, storage, and retrieval 

of information" (FM Director). 

"Knowledge management is the process of utilising knowledge in hospital FM" (FM Directors). 

"I have heard of KM and have read about it to some extent" (Supervisor).  

"We do not know what KM is about; it is a new concept that we have not heard of; we need more 

training and education to understand what KM is all about," said the managers (FM managers and 

supervisors). 

Given that the participants were drawn from seven different groups, it is clear that senior management 

staff understood KM the best. The study reveals a lack of understanding of KM concepts and their benefits 

by healthcare FM, who frequently misinterpret them as information or content management (Nazim, 

2013). The levels of understanding of KM concepts among the participants vary. However, most regard 

KM as the management of information resources, services, and systems through the use of technology or 

specific processes to capture and use explicit knowledge rather than the sharing and use of tacit 

knowledge (Nazim, 2013). 

Following the analysis and interviews, this study discovered that the majority of interviewees at the 

management level were aware of and had heard of KM initiatives or concepts. They also understood the 

fundamental concepts of KM, and the majority agreed that their organisation had implemented KM 

initiatives formally or informally. Furthermore, they thought it was critical to implement a KM initiative in 

the healthcare sector as one of the strategic components of their business to benefit the organisation. 

They viewed this as essential and believed management would fully support KM initiatives in the hospital 

setting.  
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According to the interview sessions with facilities managers, supervisors and operatives were most 

unaware and believed that knowledge creation was management's responsibility and that not everyone 

could contribute to it. Also, most participants believed that the training and development department 

was limited to creating new knowledge. According to the research findings, KM initiatives in most 

healthcare sectors have yet to be officially launched, and it is a concept still in the early stages of 

consideration.  

Says one of the participants: 

“Although top management has discussed it, no follow-up actions have been taken thus far”.  

This demonstrates a critical need for KM initiatives in the FM department to promote the concept of KM 

among employees and provide guidance and motivation to staff on knowledge creation, capture, 

organisation, access and sharing. Top management must encourage employees to understand and value 

KM through KM programmes such as seminars and dialogues. 

6.2.1 Knowledge creation 

The second element of the study’s first objective was to determine how knowledge was generated in the 

practice and delivery of healthcare FM. According to the findings, knowledge is created through formal 

and informal meetings, in-house workshops, toolbox talks, seminars, and networking with colleagues and 

other departments. Collaboration, shadowing, and training have all been identified as forms of knowledge 

creation. Knowledge was also generated independently, without the involvement of third parties such as 

agencies or other stakeholders. Mentorship programmes were not in place. The absence of any formal 

policy for knowledge creation, as well as a succession plan, was evident in the participant's thoughts 

presented below: 

"It is simple to gain knowledge, especially because most of the staff members are very experienced and 

knowledgeable in their respective fields, so knowledge in their various fields is at their fingertips" (FM 

Directors). 

"We learn by reading and attending formal and informal meetings" (FM Managers) 

'We structure and organise knowledge from colleagues who are experts in various fields' (Supervisors). 

"We attend in-house training and workshops to improve and acquire new knowledge and capabilities" 

(Supervisors). 

"Our department has no knowledge creation policy, which creates a problem because anyone can do 

whatever they want with knowledge creation" (Operatives) 

"To some extent, the healthcare organisation creates knowledge independently, but it also collaborates 

with departments to create knowledge" (Operatives). 
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"The management team creates knowledge through briefings and meetings" (Supervisors and operatives). 

"Shadowing was widely regarded as a method of continuous improvement, but there was no formal 

arrangement to see its implementation" (Operatives). 

"Most knowledge is gained through meetings and networking with colleagues and staff from other 

departments" (Supervisors). 

"Our department has no succession plan" (Supervisors). 

"The organisation pays for employees' professional and apprenticeship training at local and regional 

centres when there is a business need and the staffing ratio" (Managers). 

"In most cases, employees attend in-house training and workshops to improve and learn new skills and 

abilities" (Managers and supervisors). 

The findings further demonstrate that research, training, workshops, seminars, and networking with other 

organisations were effective methods of knowledge creation in healthcare FM. This is consistent with 

Maponya (2004) and Ongus et al. (2015), who discovered that professionals used collaboration to acquire 

knowledge and sharpen their skills in this dynamic information technology environment. 

The findings also revealed a lack of formal mechanisms for knowledge creation, such as knowledge 

mapping, mentoring, storytelling forums, focus groups, and benchmarking. In addition, healthcare 

organisations lack written policies to help set standards for motivating employees to create, share, and 

retain knowledge.  

According to Sagsan (2007), the purpose of organisations is to create knowledge through formal and 

informal social communication networks; teamwork; community of practices; organisational learning; and 

standard communications technology with individual, group, or departmental institutions. Individuals 

may rely on different learning channels to obtain explicit and tacit knowledge, according to Reio and 

Wiswell (2000). Jantz (2001) adds that staff knowledge acquisition could be improved by providing training 

opportunities. 

This study found that most participants were aware of and believed that internal publication and training 

were the most useful KM tools implemented and used in the healthcare sector. Most participants 

assumed that the healthcare sector had provided KM through staff training and education from internal 

or external parties. Two participants agreed that all employees must share their knowledge with 

colleagues through presentations or report documentation after attending seminars, training or 

specialised courses. Furthermore, most participants believed they could capture and use the knowledge 

from other industries, such as business, finance, construction, partners, competitors, clients, and suppliers 

for business intelligence.  
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The research findings show that most participants agreed that employees are rewarded for developing 

innovative ideas. For example, managers might be required to join an R&D group led by the senior 

manager to generate ideas or suggestions to support the business process in their current working 

environment. Staff share their knowledge in their daily job activities by regularly updating each other on 

decent work practices or experiences and successful tasks by preparing written documentation (e.g., 

lessons learned documents, training manuals or knowledge handbooks). Most participants also believed 

they should share their knowledge extensively to contribute significantly to their organisation. In 

contemporary business operations fostering an environment for easy creation, capture, storage, sharing, 

and utilisation of knowledge is a fundamental concern. Business processes have therefore been created 

with functions which aid the successful implementation of these goals, including holding meetings, 

toolbox talks and using notice boards. Despite its effectiveness, however, this form of communication has 

proved one-dimensional because it is often performed through senior managers only. 

During one of the interviews, the KM pyramid and toolkit were suggested to develop KM initiatives to 

deliver healthcare FM effectively. Most healthcare organisations use this model to implement KM 

initiatives on their own, and KM initiatives can begin by raising staff awareness of the importance of KM 

implementation. Furthermore, the research findings can be used by other organisations to implement KM 

by creating, capturing, organising, accessing and sharing knowledge. Each organisation should identify a 

KM strategy and toolkit that can influence the success of KM in healthcare. 

The management of knowledge within health FM is an area that requires further exploration and 

development. Specifically, there needs to be a shift towards a process-based approach to KM, 

emphasising viewing the primary knowledge asset as the knowledge workers themselves. This research 

conducted expert interviews with two highly experienced practitioners in FM organisations. These 

interviews were designed with dual goals: firstly, to collect empirical evidence on how KM currently 

operates within the field of FM; secondly, they aimed to explore how vital knowledgeable workers are to 

this industry as per existing literature.  

Furthermore, these interviews sought out any significant issues while evaluating the intellectual capital 

framework for healthcare FM. 

According to the literature, KM has received little attention in the context of FM; thus, the effort put into 

managing healthcare FM is still in its infancy. This was supported by one of the interviewees, who stated: 

"... the value of systematically capturing knowledge, particularly learning about what works and what 

does not, is significantly undervalued in healthcare FM and by those who outsource to their suppliers". 

The participants believed the FM market has become commoditised due to a lack of concern for KM. As 

the interviewee pondered: 
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“... the market has commoditised to some extent because it has not focused on KM, meta knowledge, or 

how you do FM management. It has concentrated solely on tactical management of predictable and 

repeatable services...” 

For FM organisations striving to stay ahead of the competition, understanding the types of knowledge 

their facilities managers require, use and create in the future is a crucial area of research. Although it is a 

complex issue, all interviewees agreed that codification is critical to distinguishing between explicit and 

tacit knowledge. Tacit knowledge is defined in literature as normally residing within an individual and 

being challenging to codify or share due to the knower's experience, exposure and context. Interviewees 

also agreed that 'explicit' and 'tacit' are opposites, while one individual mentioned 'implicit knowledge', 

which has gained popularity over time. As this interviewee noted: 

“... there is something called implicit knowledge, and implicit knowledge is something within a person that 

the person may not be aware of, but when the trigger is correct, the person consciously employs it”. 

Three interviewees acknowledged the importance of tacit knowledge and the knowledge worker in 

healthcare FM and that organisations underutilise them. They regarded the knowledge worker as the key 

to success. As one interviewee put it: 

“... If one is looking for the knowledge that contributes the most to innovation and competitiveness, it is 

tacit knowledge rather than explicit knowledge. So, there is a need to emphasise the importance of tacit 

knowledge, and there is an even greater need to investigate it thoroughly because we still do not 

understand how this sticky knowledge works, especially when you consider knowledge as a stock or a flow 

across chains, supply chains and networks, intra and inter...” 

Furthermore, another interviewee argued the following regarding the provision of additional insights into 

the importance of tacit knowledge within FM: 

“... in general, I do not think these institutes are doing much to address the real tacit knowledge problem. 

I believe that how knowledge is applied underpins professionalism and is at the heart of the justice issues 

that necessitate tacit knowledge”. 

Effective adoption of KM initiatives remains a challenge for many healthcare FM organisations today–

particularly during their implementation phase. Existing research underscores that beyond 

comprehending its potential benefits or coping with its inherent complexities, many FM organisations 

struggle with fragmented KM activities frequently implemented without adequate coordination. The 

research findings align with these observations as participants noted that while most health FM entities 

already have some implicit or explicit KM strategies, a well-defined and structured method for 

implementing and supervising their knowledge assets is missing. As one participant poignantly stated: 
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“... the issue is not whether the healthcare organisations manage knowledge; instead, it is whether they 

are aware that they do so effectively and have a formal and structured approach to dealing with it”. 

According to the managers' perspective, several organisations have KM techniques in place; however, 

they feel that these techniques lack structured and purposeful management intervention during 

implementation. Regarding this issue, Nutt and McLennan (2000) argue that initiatives for innovation in 

an individual's FM knowledge system are elusive. One of the participants highlighted the following 

requirements for successful KM implementation:  

“... you need to think about it, you need to have objectives, you need to have a business case, and then 

you implement it. Do not leave it at this stage and see if the reason you implemented them was met”. 

Both the literature and the participants recognise the importance and necessity of managing healthcare 

FM knowledge for organisational effectiveness and bemoan the fact that it is underutilised in the FM 

context. Furthermore, both the literature and interviewees emphasise the growing importance and 

significance of capitalising on the tacit knowledge of knowledge workers. 

6.2.2 Knowledge sharing 

The third element of the study's first objective was to evaluate how knowledge was organised and shared 

among healthcare FM staff for optimal organisation efficiency. The results revealed that while most 

services were time-critical, inadequate organisational structures existed for managing knowledge 

appropriately. Participants acknowledged using service taxonomy as a tool for classification but indexing 

remained underused. Despite many employees engaging in apprenticeship work for personal career 

development purposes, institutional repositories were not present within any healthcare institutions 

observed herein, possibly due to insufficient awareness and training around their respective importance, 

as indicated by participants: 

“The training manager and senior managers are in charge of knowledge organisation” (Managers and 

Supervisors). 

“Healthcare organisations lack effective knowledge-organisation processes” (Supervisors). 

“They had no idea how knowledge was gathered, organised, and delivered in healthcare FM, and most 

departments worked in silos.' The catering department, for example, has no idea what is happening in the 

domestic department. Agency personnel typically fill staff shortages due to a lack of shared knowledge” 

(Supervisors). 

Hjrland's (2008) assertion suggests that there is more to knowledge organisation than mere 

categorisation. This critical function involves document description and preserving memory institutions 

like archives to maintain accurate data records. Information specialists and subject specialists use 

computer algorithms to perform these tasks. However trivial it may seem; proper knowledge 
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categorisation significantly impacts the efficient retrieval and utilisation of information. Galagan (1997) 

believes that capturing data is insufficient; one must store knowledge in organisational repositories such 

as databases or documented software processes embedded into products or services for future use within 

the same organisation. Brannin (2003)'s position supports this view by stating that an institutional 

repository remains vital in facilitating learning opportunities while training employees within an 

organisation. 

Across the various healthcare sectors, individuals were interviewed to look into their unique roles' 

perspectives, resulting in structured reports according to the responsibilities held. The reports are 

organised around the roles and responsibilities of the interviewees, highlighting their unique perspectives. 

The findings presented here are based on interviews conducted up until the point of knowledge 

saturation.  

Interviews reveal that FM directors oversee how healthcare FM organises information critical in 

implementing effective systems and processes. Consistently brought up among these professionals is the 

importance of creating comprehensive documentation inclusive of policies, procedures and guidelines 

designed for areas like maintenance safety and emergency protocols while standardising cross-facilities 

knowledge via standardised processes and protocols.  

Facilities management directors emphasised that an efficient centralised information system is critical for 

storing and retreating relevant data while advocating digital platforms' use due to their potential 

advantages that offer seamless information-sharing features. Additionally, several pivotal findings stood 

out regarding important research concerning this subject matter around promoting a shared knowledge 

environment between healthcare FM teams. These include: 

“The directors advocated for creating strong communication channels throughout their teams via regular 

team meetings, electronic communication tools, and designated platforms that allow for disseminating 

valuable information in an integrated way”.  

“In addition, the directors recognize how essential training and development programs are crucial 

elements in enhancing skill sets within their teams and generating new ideas daily. They also emphasised 

the importance of continuous learning and professional development programs to keep up with industry-

standard updates”.  

Furthermore,  

“Collaboration among FM departments was identified as an effective knowledge-sharing method”.  

“Participants cited cross-functional teams and joint initiatives as valuable ways to share knowledge and 

best practices”.  
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Effectively managing the vast amount of data generated by policies, guidelines, regulations, safety 

protocols, and technical specifications proves challenging for healthcare facilities directors as they 

navigate their complex nature and sheer quantity. Facilities directors expressed difficulty in overcoming 

organisational challenges related to sorting through such data efficiently and successfully categorising this 

information: 

“So, it is easily accessible for staff use when necessary. In particular, facilities directors cited issues with 

fragmented information systems making it difficult to organise this extensive data and share it across 

various departments or sites within the organisation”.  

The FM executives identified: 

“Inadequate communication channels as one of the main obstacles hindering effective knowledge 

sharing”.  

They noted that such channels might be outdated or limited, impeding information exchange between 

departments or facilities.  

These limitations necessitate robust communication networks that facilitate the effective dissemination 

of knowledge across regions, facilities and departments. Moreover, they raised concerns regarding 

incomplete or irrelevant sources of information like manuals, policies and guidelines which are no longer 

helpful within the current healthcare landscape; hence there is an urgent need for regular updates on 

such resources to maintain value in line with existing practices. According to the consultant, 

“Insufficient funding remained a significant hurdle for achieving optimal outcomes within the FM 

department, remarked its director. Regrettably, this ongoing problem has caused setbacks in several 

areas, including recruitment and retention efforts, provision of necessary resources and professional 

development opportunities for staff”. 

The directors also mentioned various challenges associated with integrating technology into knowledge 

organisation processes which include outdated legacy systems together with insufficient funds towards 

implementing new technologies and resistance from staff towards change:  

“All culminating in hindrances towards streamlined access of pertinent data crucial for daily operations 

within this sector; finally highlighting significant barriers present in terms of communication, which 

remains a critical factor in effective knowledge sharing”.  

Healthcare facilities have a lot going on behind the scenes, with various staff members from different 

professional backgrounds, cultures, and languages working towards a common goal. One might think this 

diversity would provide better learning opportunities with varied insights; however, communication 

issues often hinder information-sharing among health institutions.  

Aside from language barriers, the directors stated that: 
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“There are instances where some healthcare employees do not appreciate the importance of learning 

opportunities, including workshops and seminars. Consequently, their approach towards sharing 

information becomes less enthusiastic, leading them to hold back on valuable experience or findings”.  

Another challenge comes from FM one of the directors relates to; 

“Resistance towards embracing new technologies or work practices, which can adversely affect how they 

participate in new initiatives to promote information-sharing”.  

To tackle these problems hindering knowledge-sharing activities by members within an organisation, the 

FM director emphasise creating environments where innovative ideas are valued and rewarded. The 

directors also highlight the possibility of: 

“Employee turnover may cause unwanted effects on continuous learning across various departments 

within healthcare facilities. The loss of valuable knowledge and expertise due to frequent staff turnover is 

a serious problem, according to the leaders within the industry”.  

Additionally, the “onboarding process necessary for new employees takes up valuable time delaying their 

ability to participate in knowledge-sharing initiatives effectively. All too often, a lack of available resources 

further complicates this issue stemming from limited training opportunities being one key factor 

highlighted by the interviewees”.  

According to one director:  

“Observations time constraints can prove challenging when it comes to effective dissemination of valuable 

information amongst employees within an organisation with many having demanding workloads leaving 

little room for participation in these types of activities when necessary”.  

Furthermore, one of the academics informed that,  

“Operational priorities and urgent tasks tend to take precedence over such endeavours despite their 

importance, hindering access when it might be most needed”.  

The academia added that:  

“Even more complexity are concerns related directly to security and confidentiality since healthcare 

facilities regularly handle sensitive patient data which must remain secure while still being accessible 

across departments or teams”. 

Creating an environment supportive of open communication while also meeting privacy regulations 

requires significant effort, as noted during the researcher’s interviews with industry experts. 

Facilities managers take a hands-on approach to organising knowledge within healthcare facilities where 

certain critical practices were identified during interviews, one FM managers stated that: 
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“Highlighted the importance of maintaining accurate records of assets and inventory”.  

The successful management of healthcare facilities requires careful management of various resources, 

including equipment, supplies, and other essential components necessary for effective operations. To 

achieve such optimal performance, several FM managers:  

“Recommended using digital work order systems to manage maintenance tasks easily while tracking 

progress in real-time accurately”.  

Such digital systems enable critical information related to specific maintenance activities to be accurately 

recorded, accessed and organised whenever required. Similarly, regulatory compliance requirements 

demand constant updates that must be disseminated effectively across all relevant domains. Knowledge 

sharing among FM teams is crucial to maintaining optimal performance in healthcare FM operations. 

Specific approaches effectively facilitated this information transfer during the study of their practices. On-

the-job training was identified as a valuable tool for sharing particular skills required by operatives. At the 

same time, mentoring and shadowing programs encouraged the regular transfer of relevant knowledge 

among colleagues for enhanced teamwork.  

However, managing the vast amount of documentation involved in proactive healthcare FM proved 

challenging for some FM managers interviewed during the study.  

“Streamlining creative ways to organize them remains crucial towards achieving efficient operations 

within healthcare settings”.  

Additionally, toolbox talks, and short training sessions conducted regularly with operatives were highly 

recommended as excellent opportunities for promoting relevant knowledge sharing among colleagues 

while discussing safety protocols simultaneously. Challenges confronting FM managers include lacking 

standardised practices and procedures across their facilities. Managers express the importance of 

consistency amongst procedures and guidelines in organising knowledge for uniformity while ensuring 

easy sharing and application.  

Managers understand that some staff members may resist changes in sharing knowledge or adopting new 

technologies that impede adopting new initiatives or hinder the dissemination of valuable information. 

To improve on this situation, FM managers stated that they use performance reviews as an opportunity 

to provide feedback and guidance to operatives while identifying areas where gaps exist through targeted 

training and knowledge-sharing initiatives. This helps address resistance issues proactively.  

Organisations also experience challenges sharing vital information across different departments or teams 

resulting from siloed critical data making it difficult to gain insights about trends and services, hindering 

collaboration towards effective execution of organisational goals.  

The managers established that:  
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“Language differences between team members and inadequate communication channels pose significant 

obstacles to effectively exchanging vital information within teams or organisations. Facilities managers 

assert that high staff turnover is a critical issue in healthcare FM resulting in a constant need to recruit 

agency staff or new personnel members”.  

This ongoing transition creates hurdles in sharing institutional knowledge as senior staff leaves while 

newcomers adjust to their roles efficiently.  

The managers summated that:  

“Effective healthcare FM relies heavily on knowledgeable supervisors who can successfully adhere to 

proper organisational practices within institutions”.  

From interviews with these practitioners, it is understood that practical approaches are fundamental 

when effectively organising information within this field.  

Supervisors emphasised:  

“The importance of well-documented standard operating procedures (SOPs) for various tasks or processes, 

which assist by standardising them across the board via step-by-step guidelines whilst serving as 

references for operatives executing them daily”.  

They also pointed out that checklists or job aids streamlines processes by acting as reminders regarding 

vital steps needed before completion while maintaining consistency throughout all executed work, 

irrespective of who carries it out.  

Nevertheless, the supervisors also identified resource constraints like time and budgetary restrictions that 

impede knowledge organisation efforts. The development of comprehensive documentation, good 

training programs, and effective KM systems can be hindered by limited resources. Facilities management 

supervisors have recommended using visual cues such as diagrams or colour-coded labels to facilitate 

information organisation among operatives. These visual aids assist in helping them locate necessary 

resources quicker while identifying safety hazards and understanding complex processes better.  

The nature of healthcare facilities involves shifting priorities and urgent demands that often make it 

challenging to allocate adequate time towards managing knowledge effectively, leading to gaps in 

performance.  

Regarding knowledge-sharing practices in healthcare facilities, FM supervisors significantly contribute 

towards facilitating this process by supporting operative professional development through hands-on 

training using direct observation, which includes coaching alongside feedback during assignments 

executed by the team members themselves; regular team meetings serve as an opportunity where 

updates on progress made addressing challenges while discussing industry best practices can be shared 

among all involved parties. Creating a supportive environment where open communication is encouraged 
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was emphasised by several supervisors during the interview process. Some identified outdated or 

inadequate technology infrastructure as a hurdle in organising information effectively.  

Without proper digital technology and tools, operational inefficiencies may arise from suboptimal 

retrieval and organisation methods. The supervisors suggested peer-to-peer collaboration as an effective 

way for FM operatives to learn from one another's experiences and areas of expertise. This could occur 

through informal discussions, buddy systems or organised knowledge-sharing sessions. However,  

“Balancing operational tasks with collaborative initiatives is challenging, with limited time available 

amidst demanding workloads. Further adding challenges are concerns some supervisors raise regarding 

limited training resources available for FM staff to build on necessary skills and support effective sharing 

practices”.  

In exploring their perspectives on knowledge organisation in healthcare facilities during the interviews 

process were FM operatives themselves. Throughout the interviews conducted with FM operatives, 

individuals responsible for managing healthcare facilities, several critical practices emerged as effective 

strategies for efficiently completing tasks. One such practice involves organising personal knowledge using 

checklists and diaries alongside physical or digital folders containing relevant reference material.  

Operatives also rely on numerous software applications designed specifically for their field of work, 

including mobile apps that allow maintenance requests on the go, digital libraries housing all documented 

manuals and guidelines, and asset management systems assisting them in keeping track of equipment 

statuses at all times.  

Notably, when reporting incidents, knowns as lessons learnt among team discussions, they were 

highlighted as essential components in continuous improvement through corrective actions based on said 

incidents captured over time.  

Likewise, understanding how crucial it is for seamless knowledge transfer in healthcare FM, they approach 

sharing knowledge through concise shift handovers, often utilising communication boards and user-

friendly digital platforms with purpose-built logbooks.  

The operatives suggested:  

“Informal communication as an essential tool for effectively sharing knowledge amongst colleagues while 

highlighting concerns about managing knowledge within healthcare facilities due to information 

overload”. 

Healthcare facilities generate vast volumes of data comprising policies, guidelines, procedures and 

technical documentation daily, which presents unique challenges when navigating such vast amounts of 

data. Moreover, availability and accessibility issues compound their challenges further, with some 
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operatives finding it hard to locate up-to-date manuals or equipment specifications. In contrast, others 

have limited access to digital platforms owing to technical limitations or lack of training.  

Additionally, there is insufficient organisation when dealing with available data resources, which results 

in poor efficiency levels concerning critical information handling duties due mainly because there are no 

standardised procedures coupled with insufficient categorization methods currently employed. Given 

these pressing needs, a centralised knowledge repository or well-defined system must be implemented 

for categorising and storing all available relevant information.  

Many operatives highlighted communication barriers as a significant challenge for successful knowledge-

sharing. Amongst the hurdles highlighted were language differences, limited communication channels 

and shifts in staffing which make it challenging for colleagues to communicate effectively with each other 

and share experiences or exchange critical information leading to potential gaps.  

Moreover, the feedback indicated that operatives encounter obstacles when finding sufficient time for 

participating in training programs or informal discussions related to exchanging ideas due to their 

demanding work schedules and prioritising task completion within tight deadlines over other activities 

like learning from peers.  

In addition, these same operatives cited resistance as a roadblock and noted that some colleagues might 

find it challenging when adopting new technologies or procedures designed to improve knowledge-

sharing practices; this hesitation could impede valuable insights from being shared with others.  

The operatives also discussed the importance of recognition and incentives as drivers for encouraging 

knowledge sharing. Individuals may be disinclined to participate actively in such activities without proper 

acknowledgement or rewards for sharing knowledge. Promoting an environment conducive to such 

practices requires creating a supportive culture that values and rewards knowledge sharing. The 

operatives also identified technological limitations as another challenge that hinders effective 

communication channels, such as outdated software or limited computer accessibility coupled with slow 

internet connectivity, which affects accessing digital resources necessary for online platforms meant for 

disseminating information or knowledge.  

In healthcare FM settings mainly, challenges experienced include information overload, limited access to 

information, disorganisation or lack of structure impeding efficient communication channels, time 

constraints, resistance to change from traditional practices, lack of recognition alongside insufficient 

incentives, and technological impediments all hampering the smooth process of appropriate disciplinary 

decision making. Overcoming these challenges requires financial support and organisational backing to 

foster continuous growth and development. 
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6.2.3 Knowledge transfer 

The fourth element of objective one of this research was to determine how knowledge was transferred in 

healthcare FM. The responses below show that, while knowledge sharing was encouraged and occurred 

in some cases, the culture of knowledge sharing among colleagues remained challenging. Workshops, 

monthly training, conferences, networking with other employees, and sporadic knowledge-sharing events 

were used. The results can be seen in the response below. 

Most participants mentioned relying heavily on written policies and procedures to guide their work. They 

use these documents to make decisions and ensure that they follow best practices and comply with 

regulations.  

One manager stated that,  

"Policies and procedures are our guidebook.  

“We use them to ensure that we are doing things correctly and meeting all the necessary regulations and 

standards". 

In addition to written policies and procedures, many participants also mentioned the importance of 

mentorship programs and ongoing training opportunities in utilising healthcare FM knowledge. One 

director commented thus: 

"We have a mentorship program where experienced managers work with new managers to help them 

learn the ropes. This program has been incredibly helpful in helping me develop my skills and knowledge". 

Others mentioned attending training sessions, conferences, and workshops to stay current on the latest 

best practices and regulations”. 

All interviewees agreed that knowledge transfer is essential for effective healthcare FM. They explained 

that healthcare facilities are complex environments that require a wide range of skills and knowledge 

(Herrmann, 2016). Sharing knowledge among managers, supervisors, and operatives ensures everyone is 

working towards the same goals and objectives (Isabella, 1990). It also helps to avoid mistakes and 

improve the quality of patient care. The interviewees discussed various methods of knowledge sharing 

and transfer. These included: On-the-job training: managers, supervisors, and operatives learn from 

experienced colleagues by working alongside them.  

Formal training: Healthcare facilities provide training programs for specific skills and knowledge. 

“Our department collaborates with other departments and clinical services to exchange critical 

information for patients, staff, and visitors” (Managers). 

“Some departments normally organise retreats at least once a year and departmental meetings regularly 

to share knowledge about services and career opportunities” (Supervisors). 
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“Workshops are held regularly to improve knowledge sharing” (Supervisors). 

“There is no knowledge sharing between departments. Knowledge sharing was not encouraged or 

supported. Most departments work in silos” (Managers and Supervisors). 

Some positive responses to knowledge sharing are:  

“At the end of each month, an employee is allowed to participate by giving a presentation on an aspect of 

mandatory training” (Managers, supervisors and operatives). 

“It is encouraged by providing employees opportunities to attend workshops and conferences” 

(Managers). 

“We train users to use online resources” (Managers). 

A question was asked to determine the measures that healthcare organisations had put in place to 

encourage a culture of knowledge sharing or transfer in order to understand knowledge transfer 

“New information is communicated to staff by notice boards, meetings, emails, and memos” (Operatives).  

“We usually hold monthly seminars or workshops in the training room” (Manager).  

“The staff are afraid of sharing information with others for fear of being outshined by their peers” 

(Supervisors). 

However, some were unsure or did not think knowledge sharing was encouraged and supported. 

Additionally, some participants felt that the essential knowledge required to execute their duties was not 

readily available in the department. In this case, there is room for improvement through techniques such 

as incentives and enhanced training, as suggested by Hussock (2009). 

Jones et al. (2006) informed that factors that promote knowledge sharing include training users on how 

to access information through e-resources like e-rostering, networking with other colleagues, and 

attending training where other employees are given opportunities to make presentations. Furthermore, 

building a culture of trust and receiving top management support leads to a more positive attitude toward 

knowledge transfer and, ultimately, a better chance of success for KM in the practice and delivery of 

healthcare FM. 

Three participants informed the researcher that their organisations:  

“Colleagues and peer groups were the primary knowledge-sharing and acquisition sources. Some 

employees stated that their co-workers were extremely helpful when encountering a problem and shared 

their knowledge whenever possible”.  

On the other hand, some believed that colleagues were withholding rather than sharing their knowledge. 

Several participants lamented the loss of experienced colleagues' knowledge when they left the 
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organisation, claiming that management made no effort to share that knowledge with their co-workers. 

Some claimed that knowledge sharing depended on the nature of their work, mainly when sharing 

knowledge with external peer groups. Nonetheless, all the interviewees expressed a willingness to share 

knowledge with colleagues.  

Several issues concerning the organisations' human capital were also investigated. As discussed in the 

literature, particular emphasis was placed on identifying the significance of the knowledge worker 

concept. Three participants described their roles following the following statements: 

“… I am the best person to understand what is happening in the organisation, and I am probably the only 

person who knows everything about after so many years of doing the same thing”. 

” People constantly come in and ask me questions, knowing that I am knowledgeable and eager to assist...” 

Furthermore, management frequently implements policies that are incomprehensible to the managers. 

According to one of the interviewees, the usefulness of such policies can only emerge through managers' 

creative responses and improvisation:  

"Sometimes we get policies dropped down that do not necessarily make sense on the ground, so it might 

mean being brave enough to say, 'that is how they want it done,' but we will just tweak it, so it makes a 

bit of sense." I think management appreciates that people try to do things sensibly, not just straight from 

the top down, do it this way because what works in bits of (our Trust) will not work in another healthcare 

organisation because they are so different..." 

Senior managers ignore what is practicable in the organisation, and ignoring the diversity that must 

underpin healthcare delivery makes the Department of Health policies meaningless. It can only make 

sense by exercising managers' judgement, who are frequently 'forced' to use their organisations' 

knowledge creatively. A policy that de facto underestimates the specific 'practicalities' known only to 

managers is implemented unexpectedly (Sadler-Smith and Shefy, 2004; Gkeredakis et al., 2011). 

In contrast, this study observed situations in which managers found a policy ambiguous and were possibly 

'forced' to deal with the 'details of implementation' themselves. The narration of these stories by some 

interviewees reveals that the challenges of policy implementation in healthcare organisations must be 

investigated 'from within' the actual mode of practising KM healthcare FM. 

Managers' primary responsibility in reviewing and redesigning healthcare services is to meet their 

customers changing health and healthcare needs (NHS Handbook, 2008). This process, which is critical for 

the effective delivery of healthcare FM services, becomes challenging in practice because collaboration 

among different healthcare groups is frequently problematic. More specifically, management teams, 

which typically oversee the contractual aspects of healthcare delivery, appear less effective in 
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collaborating with operational staff. Communication breakdowns appear frequent in organisations due to 

a need for a shared understanding of each other's work. 

Coordination and collaboration issues arise not because healthcare facilities managers are unwilling to 

collaborate but because there appears to be a need for shared understanding, allowing them to translate 

health service delivery aspirations into a contractual compendium (Bechky, 2003). Bringing great ideas 

and evidence-based healthcare pathways to life may necessitate breaking down communication barriers.  

This researcher believes that to improve healthcare FM services, everyone involved in healthcare delivery 

must recognise their differences and understand their interdependence. For example, in healthcare FM 

practice, initiating improvements in service delivery is significantly mediated by how different 

departments collaborate (for example, when it comes to patient feeding, catering services and nursing 

teams). With an understanding of the patient's dietary needs, fluid balance intake, and allergy 

information, FM teams will be able to meet the needs of such a patient. 

This was supported by observational studies, which showed that these employees received a high score 

for their unique abilities. In this regard, four elements were investigated: the possession of special 

abilities, opportunities for formal training, autonomy for performance and the use of prior experiences. 

The workers understood that special abilities were required to perform their duties within their 

healthcare organisation. Furthermore, the managers and supervisors admitted that they could decide 

how to perform their work and bring their previous knowledge and experiences to the job.  

However, highly experienced and less-experienced employees with relevant educational backgrounds 

were identified, and the majority had progressed through their careers (career progression) with the 

accumulated job-related experiences. Nevertheless, the operational workers and some middle 

management employees lacked awareness of tacit knowledge. 

As a result, it was discovered that the awareness of tacit knowledge decreased as one moved down the 

staff hierarchy from top senior management to operational-level workers. Nonetheless, the ability of 

employees to understand 'what tacit knowledge is' was acknowledged, and almost every worker had a 

peer group or colleague with whom they worked. 

The understanding and knowledge of customer capital were comprehensive among senior-level 

employees. One of the directors put it in the following way:  

“In terms of how we organise our innovation efforts, one of the things we did was prioritise our investment 

in knowledge. In our case, we believed that customer capital should be prioritised”. 

Furthermore, as the consultant argued: 

“... it is critical that we understand how the supplier works and help them understand how we work. The 

task is not only to achieve what our customers want but also to influence what our suppliers produce”. 
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This research provides additional insight into Carder's (1995) argument for the vital role of 'informed 

interface' in new knowledge-based FM organisations. Furthermore, it underscores the significance of a 

KM system that is tailored to specific organisational needs. This emphasises a demand-side requirement 

for performance knowledge that fills gaps in workplace infrastructure while supporting emerging FM 

roles. The participants noted a lack of familiarity with customer requirements at operational levels; 

however, they identified pronounced strategic change aimed at attracting more customers and catering 

to their needs through restructuring, growth, expansion and discipline. With the intellectual capital 

framework guide on healthcare observations, the researcher could map out knowledge variables within 

different components of FM organisations. 

6.2.4 How knowledge is retained (stored) in healthcare FM 

The fifth element of the first objective of this research was to determine how knowledge was retained 

(stored) in healthcare FM organisations. This report highlights how healthcare FM practitioners hold 

knowledge within their industry. It aims to provide insight into various storage practices from 

stakeholders–FM directors, managers, supervisors and operatives interviewed across numerous 

healthcare sites within Northwest England until saturation point was reached.  

According to the findings, healthcare FM had not established a proper KM strategy for retaining 

individualised knowledge in the healthcare sector. Knowledge could only be found in procedures, 

manuals, and computers, not in a centralised location. Furthermore, participants were largely unaware of 

knowledge capture and sharing processes. They did mention that the expertise of retired and resigned 

employees had not been captured elsewhere. However, it should be noted that the sampled participants 

for this study did not include employees who worked in the organisation's human resource unit. 

The most common method of storing healthcare FM knowledge among the participants was through 

written policies and procedures. Almost all participants mentioned relying on written policies and 

procedures to guide their work.  

Facilities directors stressed best practices when it comes to FM KM. They have listed digital repositories 

as one way that resources such as policies, guidelines and equipment manuals are stored alongside 

maintenance records and accessed through intranets or other document systems restricted only to 

authorised staff members. Physical archives were also mentioned, where vital documents, including 

historical files, are kept inside locked cabinets or designated storage rooms.  

The directors mentioned that FM is now utilising vendor platforms for maintaining data on specialised 

services such as software applications or planned repairs on equipment. Efficient access to product 

information, updates, and technical documentation through these platforms is undoubtedly 

advantageous.  
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Nevertheless, during the meeting, the directors identified some challenges regarding knowledge storage 

in healthcare FM that are worth mentioning.  

One key challenge stated by the directors:  

“Was the sheer amount of data generated daily in this field, leading to potential information overload if 

not organised appropriately”. This can “create obstacles when it comes to multiple individuals working on 

different projects at any given time at any location, as inconsistent naming conventions or file structures 

could hinder one's ability to locate relevant documents quickly”. 

Furthermore:  

“Maintaining data security is crucial by providing reliable access controls that ensure compliance with 

privacy regulations while storing sensitive information effectively without breaches”. Facilities managers, 

on their part, provided valuable insight into storage practices employed within healthcare FM, 

“highlighting document management systems as a key finding to managing knowledge resources more 

effectively”.  

These systems, according to the managers:  

“Allow for version control, metadata tagging, and easy retrieval of documents such as policies, procedures 

or equipment manuals”.  

Healthcare FM constantly develops new ways to improve operational efficiency:  

“Including developing standardised procedures containing best practices and troubleshooting guides into 

easily accessible databases shared among staff through online platforms or intranets”. Additionally, 

“shared drives or folders have been implemented as an avenue for departments' document sharing across 

their respective teams with ease”.  

However, despite FM managers' advantages while creating these new systems, the challenge lies in 

consistently maintaining such integrated data resource centres.  

A significant setback facilities managers face is the absence of integration between different data storage 

options, which leads to fragmentation resulting from inconsistency in storage locations and difficulties 

experienced when cross-referencing complex information files, which all contribute significantly towards 

efficient use and distribution from available resource centres.  

“Keeping up with regular system updates and maintenance remains one vital challenge for most 

organisations due to factors ranging from personnel turnover to limited resources and priorities. As much 

as the systems are in place, it is crucial to facilitate training and education, especially on user adoption, to 

effectively utilise these new knowledge storage systems”.  

The discussion brought up issues regarding certain staff members:  
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“Lacking sufficient skills or awareness in effectively managing storage systems, whilst operatives identified 

limited accessibility as an area of concern within knowledge storage.” 

This includes inadequate sharing systems or protocols in some healthcare facilities-hindering seamless 

collaboration among departments due to difficulties experienced when retrieving information resources.  

To tackle these challenges, FM practitioners:  

“Stressed creating a culture emphasising open communication and investment in updated systems and 

protocols for facilitating effective information management practices across healthcare departments”.  

Healthcare FM manager identify electronic document management systems as a modern and efficient 

method explicitly designed for storing various knowledge resources. They include electronic databases 

and content management systems while even mentioning intranet portals which allow quick access 

anytime from different parts of the facilities. The managers stated that the benefits here:  

”Are enormous, including real-time updates and fast data retrieval”. A point reiterated by supervisors 

while mentioning that “although specific activities require paper-based methods such as physical files or 

even logbooks, digital storage remains superior for more general applications”.  

The manager also suggest that shared drives and network folders provide an excellent way of storing 

facilities-related documentation, such as equipment manuals or vendor contracts, emphasising 

establishing clear naming conventions and standardized folder structures. This ensures easy access and 

retrieval of these files when needed without wasting valuable time searching through stacks of documents 

strewn around haphazardly. Supervisors who oversaw knowledge storage have highlighted several 

challenges when storing and managing documentation within an organisation. One major issue 

encountered pertains to documentation inconsistently named and disorganized, making it challenging to 

locate specific documents without standardised naming conventions or folder structures.  

The supervisor informed the researcher that:  

“Implementing clear guidelines and training sessions on consistent naming practices is crucial to 

optimising document retrieval processes”.  

In addition:  

“Restricted access to knowledge resources, where particular documents or systems are exclusively 

available to specific individuals or departments, was identified as a critical challenge”.  

This poses barriers detrimental to effective knowledge sharing amongst team members who need access 

just as much, further limiting collaborative efforts. Additionally, supervisors emphasised the importance 

of establishing appropriate access permissions and promoting protocols that promote greater access 

while maintaining high data security and confidentiality principles.  
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Similarly, supervisors noted that:  

“Tracking document revisions has been identified as another challenge”. 

“The importance of incorporating robust version control mechanisms such as version-tracking features or 

revision-tracking processes within electronic systems for management efficiency”.  

Supervisors acknowledged a significant challenge concerning knowledge storage–namely, the limitations 

presented by current document management systems.  

They drew attention to the following:  

“Some such systems, which they believed were deficient due to their being outdated or lacking essential 

characteristics such as adequate data storage capacity”.  

To better accommodate an ever-increasing amount of knowledge resources effectively and promote 

streamlined collaboration among stakeholders, it was strongly recommended by supervisors to invest in 

robust database systems. 

Moreover, operatives pointed out:  

“Specific instances where incomplete or inaccurate data existed within shared repositories, highlighting 

issues relating to relevance, ultimately affecting value and effectiveness”.  

To address this concern, FM practitioners encouraged regular reviews by specialists, ensuring current data 

classifications fit changes in the current healthcare context.  

The discussion continued with a shared agreement that lack of standardisation is one major challenge 

when managing stored knowledge resources. Healthcare facilities use different terminologies, protocols, 

and procedures, making uniform data storage and retrieval practices difficult. FM practitioners have 

highlighted the significance of implementing standardisation when organizing and structuring knowledge 

resources. This would inevitably enhance their accessibility and usability, making them more efficient. 

One participant commented:  

"We have a comprehensive set of policies and procedures that cover everything from maintenance to 

emergency response”.  

“I refer to these documents regularly to ensure that we follow best practices and comply with regulations". 

In addition to written policies and procedures, many participants mentioned using training manuals and 

online resources to store healthcare FM knowledge. Another participant stated:  

"We have a training manual that covers all aspects of facilities management, from building maintenance 

to equipment repair.  
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“I use this manual to train new employees and to refresh my knowledge." Others mentioned using online 

resources such as industry websites, forums, and databases to stay current on best practices and 

regulations”. 

Nonetheless, aside from the KPIs, there is nothing on the shared drive where staff can access information 

about service delivery. Healthcare organisations lacked a knowledge retention strategy and policy. The 

following responses demonstrate the above findings: 

“Because knowledge was rarely documented and passed on, a new person arrives with a completely 

different strategy” (Supervisors). 

“There is no knowledge retention policy in the department” (Managers) 

“Knowledge retention policies and practices are ambiguous” (Managers and Supervisors). 

“There should be a central location where procedures are kept and shared” (FM director). 

“We do not have a knowledge retention policy” (Managers and supervisors). 

“Knowledge was only available in procedure manuals and job descriptions” (Managers and supervisors). 

'We document our own experiences to benefit from work-related programmes in which we participate' 

(Managers and supervisors).  

“Knowledge is available in our computers in various departments” (Supervisors). 

“The knowledge we require can only be found among experts, not in a central location” (Managers). 

“Knowledge was not truly retained when an employee left unless the individuals made an effort to share 

it prior to leaving” (Supervisors). 

“Most staff left without sharing their knowledge, which posed a significant challenge for the rest of the 

department” (Managers and supervisors). 

“Job rotation was rare” (Managers, supervisors and operatives). 

Knowledge retention can be achieved through various methods proposed by Wamundila and Ngulube 

(2011). These include educating oneself or others on the subject, training programs that aim to hone skills 

or impart new ones; creating communities of practice or professional networks for skill sharing; 

meticulous documentation of work processes; employing advanced technology to capture these 

processes accurately. Galagan’s suggestion in 1997 on storing organisational know-how includes building 

repositories that store such knowledge from personnel with experience into products/services - an 

effective way to preserve institutional memory.  

Holtshouse (2009) reiterated the importance of capturing valuable organisational know-how via 

community building amongst relevant professionals: documentation and embracing particular work 
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processes dedicated towards a specific goal also proved helpful. Inmon et al.'s claim in 2008 recognised 

substantial information sources directly related to healthcare FM such as emails, contracts, proposals 

reports, work procedures services individual employees' mental knowledge.  

Practical approaches as means to retain knowledge were identified by Dubin (2005), Poole and Shenan 

(2006), Jain (2009), and Dewah (2011) through various means such as repository building, mentoring, 

apprenticeship programs, and community building. The intricacy of the healthcare sector is a significant 

element that cannot be overlooked since it demands an extensive comprehension of regulations and the 

most favourable practices. 

Several factors emerged from the interviews as impacting the storage and utilisation of healthcare FM 

knowledge. One major factor was the complexity of the healthcare industry, which requires a deep 

understanding of regulations and best practices.  

One participant stated:  

"The healthcare industry is incredibly complex, and the regulations and standards are constantly 

changing”.  

“We must stay current on the latest developments and best practices". 

Another factor that emerged was the importance of experience and expertise in making decisions. Many 

participants mentioned relying on their experience and expertise to make decisions in complex situations.  

One participant commented: 

"Sometimes, you just have to rely on your own experience and gut instinct to make the right decision. 

Healthcare FM is a challenging field, and you have to be able to think on your feet and make decisions 

quickly". 

Most participants mentioned the importance of teamwork and collaboration in utilising healthcare FM 

knowledge. One participant stated: 

"We have a great team working together to ensure our facilities operate at the highest level. Collaboration 

is key to ensuring we are all on the same page and working towards the same goals." 

Capturing knowledge to ensure healthcare preparedness, managing information more effectively, 

enabling healthcare FM organisations to collaborate in a suitable environment, and improving 

effectiveness in the face of dwindling resources are all critical reasons for this interest (ASHO, 2005a). 

Revere et al. (2007) posit that comprehensive, coordinated, and accessible information is required to 

meet the demands of the healthcare workforce. 

Developing an individual's competence in performing his or her job is a universal issue across different 

professions, such as FM operatives, nurses, mechanics, lawyers, engineers and more, as highlighted by 
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Wang et al. (2014). It is crucial for individuals from the novice level up until they become expert 

practitioners to focus on improving themselves constantly. However, this does not mean the problem 

disappears with experience since professionals often encounter challenges while trying to successfully 

transfer knowledge gained from solving one type of problem into another kind. Though they might handle 

this skill transition effortlessly often, it still poses significant risks for them and the organisations they 

belong to, affecting those relying on their services. 

6.3 The issue of motivation 

One of the participants spoke about how to motivate knowledge operatives and, better still, how to get 

them to engage in knowledge-sharing behaviours. A 'true' knowledge worker, on the other hand, should 

not require any external force or motivation. Most of the time, organisational barriers and demotivators 

must be removed. True knowledge operatives will take the initiative and own what they know, do not, 

and need to know. Managers are unable to impose knowledge-sharing behaviours, KM disciplines, or 

tools. They certainly cannot impose the mindsets required of knowledge operatives–the way they see and 

perceive the world. A manager's role in a knowledge-based organisation differs significantly from that of 

a more formal organisation. It was agreed by most of the participants that managers should serve more 

as coaches or mentors than controllers. Managers and individual operatives have slightly different needs 

regarding understanding and leveraging knowledge. They fundamentally require the same abilities and 

mindset (Gurteen, 1999; Solberg et al., 2019). 

As one participant put it: "I do not make much of a distinction between managers and operatives, and 

when talking and writing about KM, they take a "we" approach. They write sentences like, "how can we 

all learn to collaborate better?" Rather than "How do we get them (knowledge operatives) to 

collaborate?". 

The former presumes that managers are okay and that everyone else is not. It is divisive and reflects an 

outmoded mindset of command and control.  

“Managers are equal to knowledge operatives at sharing knowledge in general and are frequently worse". 

6.4 Mentoring and coaching 

The participants highlighted the importance of mentoring and coaching in acquiring and creating 

healthcare FM knowledge. They acknowledged that experienced colleagues and mentors provided 

guidance and advice on how to manage healthcare facilities effectively. One manager stated: 

"I have been fortunate to have a mentor who has been in the field for over 20 years. He has provided me 

with guidance on how to navigate complex regulatory environments and manage budgets effectively. I 

have learned a lot from him, and I am grateful for his support". 

The participants also noted that:  
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“Mentoring and coaching allowed them to develop leadership and management skills. They learned to 

motivate and inspire their teams, communicate effectively, and build positive stakeholder relationships”. 

The findings of this study suggest that healthcare FM knowledge is acquired and created through various 

means. Formal education and training provide a theoretical foundation, while on-the-job training allows 

professionals to apply this knowledge in real-life situations. Mentoring and coaching provide guidance 

and advice on managing healthcare facilities effectively, while collaboration and teamwork allow 

professionals to work together to achieve common goals. Continuous learning and improvement allow 

professionals to stay updated with the latest healthcare facility management technologies and 

innovations. 

6.5 Collaboration and teamwork 

The participants emphasised the importance of collaboration and teamwork in acquiring and creating 

healthcare FM knowledge. They acknowledged that healthcare FM was a team effort, and collaboration 

was essential for achieving common goals. One supervisor stated: 

"We work as a team and collaborate with different departments to ensure the healthcare facility is safe, 

efficient, and effective. We share our knowledge and expertise, allowing us to learn from each other and 

improve our practices". 

The participants also noted that: “collaboration and teamwork allowed them to identify and address 

healthcare facility management problems and challenges. They worked together to develop solutions and 

implement them effectively”. 

6.6 Continuous learning and improvement: The participants emphasised the importance of 

continuous learning and improvement in acquiring and creating healthcare FM knowledge. They 

acknowledged that healthcare FM was dynamic and needed to keep updated with the latest technologies 

and innovations. One manager stated: 

"We are constantly learning and improving our practices. We attend conferences and seminars, read 

relevant literature, and participate in training programs. This has allowed us to stay up to date with the 

latest technologies and innovations in healthcare FM." 

The participants also noted that continuous learning and improvement allowed them to identify and 

address emerging healthcare facility management issues and trends. They worked together to develop 

innovative solutions and practices that improved the quality of healthcare delivery. 

6.6.1 The action problem: Participants discussed the impact of DT, citing examples of people having all 

the information and knowledge they could ever need. What is more, it was flawless. Because it was kept 

in a single, extensive, easily accessible database, they had perfect knowledge experts who were readily 

available and with whom they could easily and readily communicate.  
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"People could find out anything they wanted to know. They had it right at their fingertips. But will it make 

a difference?  

"Knowledge management" is a myth, according to Sobahle (2008). Managers can provide people with 

perfect information and knowledge, which will not change their behaviour. People choose not to change 

their behaviours because the organisation's culture and imperatives make it too difficult to act on 

knowledge. "Knowledge is not power." "Power equals power" (Gold and Kelly, 1988). Power is the ability 

to act on knowledge. Most people in most organisations need help acting on their knowledge (Haas, 

2018). 

Another participant made a more scathing remark:  

"This KM business is just a load of fads". "It does not address the quality of decision-making". What is the 

point of having all this knowledge if people continue to make bad decisions? If they do not use it or do the 

wrong thing even exceptionally well, they would be better off doing the right thing very badly and not 

bothering with KM".  

Rothschild (1978) argued that even if people had perfect knowledge, they would not necessarily 

understand the world better, make wiser decisions or use it more productively. It is their nature to mute 

what they do not wish to hear. They disregard information that does not seem relevant or does not match 

their preconceived notions. It is common for people to assume that they know everything and not look 

further. Sometimes, they can be arrogant and ignorant, blissfully unaware of their actions. 

6.6.2 Genuine conversation: as mentioned earlier, this researcher believes one way to reduce the 

barriers is to engage in real conversation to learn, practice, and encourage it. Employees must consider 

the fundamental issue: they need to improve communication. For starters, they do not listen to each 

other. Second, they do not express their opinions. Most people do not tell the "truth" or explain how and 

why they "perceive" the world differently. They need to learn only one thing to improve people's 

knowledge and productivity. That is, to gain a better understanding and become more aware. This will 

have far-reaching consequences. There are two ways people can better understand how organisations 

operate. They can learn from their suffering as their illusions and false ideas collide with an ever-changing 

reality. They can also listen and tell the truth (Lozano, 2008). 

6.7 Influence of culture on knowledge sharing and performance in healthcare FM  

Organisational culture strongly influences knowledge sharing and performance in healthcare FM. It 

shapes the attitudes and behaviours of employees and influences how they interact with each other. It is, 

therefore, crucial for organisations to foster a culture of knowledge sharing and performance in 

healthcare FM. While a positive culture can improve information exchange and drive performance 

improvements, a negative culture can stymie progress. Participants recognised the importance of 

leadership commitment, trust-building, and feedback mechanisms in cultivating a culture of knowledge 
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sharing. They also acknowledged the difficulties in measuring these intangible aspects of performance 

and emphasised the importance of qualitative evaluations and continuous improvement initiatives. 

The interview discussions provided a forum for sharing experiences and best practices, providing valuable 

insights into how healthcare FM organisations can use culture to improve knowledge sharing and 

performance. Participants left the discussion with a better understanding of culture's critical role in their 

organisations' success. Some participants agreed on the profound impact of culture on knowledge sharing 

and performance in healthcare FM. "Positive cultures that value collaboration, openness, and learning 

encourage knowledge sharing, which leads to improved performance, and patient care was all they 

needed," one participant said. According to another participant, a culture of open communication, 

collaboration, and learning fosters knowledge sharing. This emphasises the significance of fostering a 

positive work environment and encouraging knowledge sharing and collaboration.  

Healthcare organisations must recognise the importance of fostering a positive work culture to improve 

patient outcomes. A positive work culture can also help to reduce employee burnout and create a 

supportive environment. This will eventually benefit the entire organisation. Participants agreed that 

leadership is essential in cultivating such cultures, but that hierarchical and siloed structures pose 

difficulties. The participants agreed that ongoing efforts were necessary to promote cultural change, 

invest in training and development, and align knowledge sharing with patient-centric values. 

Some participants agreed that organisational culture is critical in facilitating or impeding knowledge 

sharing in healthcare FM and that a trusting culture is essential. Says one participant, "when FM 

professionals believe their contributions will be valued and respected, they are likelier to share their 

expertise and insights". The importance of effective leaders who promote a culture of knowledge sharing 

and set the tone for the entire organisation was emphasised. Their encouragement and support are 

critical in fostering an environment where information can be freely exchanged. 

However, some participants acknowledged that hierarchical and siloed cultures pose significant 

knowledge-sharing barriers. Information may be hoarded in such cultures, resulting in inefficiencies and 

missed opportunities for improvement. Participants highlighted the difficulties of measuring knowledge 

sharing and performance in healthcare FM. While tangible metrics like reduced downtime or cost savings 

are important indicators, they also recognised the importance of qualitative assessments. The importance 

of feedback mechanisms was discussed. The participants opined that feedback from FM professionals and 

users can provide valuable insight into the effectiveness and impact of knowledge-sharing initiatives. They 

agreed that the feedback should be collected and analysed regularly to inform necessary changes and 

improvements. Most participants agreed that regular feedback is also essential for ensuring knowledge-

sharing is successful and sustainable initiatives remain relevant and up-to-date. Organisations should also 

ensure feedback from all stakeholders, including users, to ensure knowledge-sharing initiatives succeed. 
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Participants shared examples of successful knowledge-sharing programmes and initiatives to improve 

performance. Cross-functional teams, knowledge-sharing platforms, and continuous improvement 

projects that promoted a collaborative culture were among them. 

Some participants acknowledged that changing organisational culture is a complex and time-consuming 

endeavour. It takes leadership commitment, a clear vision, and consistent efforts to reinforce the desired 

culture. They also talked about the importance of cultural sensitivity in healthcare organisations. 

According to the participants, healthcare settings frequently have distinct cultural dynamics; any cultural 

change initiative must account for these factors. Resistance to change, time, and resource constraints 

were among the challenges discussed in promoting knowledge sharing and performance improvement. 

Participants discussed ways to overcome these obstacles, such as targeted training programmes, 

mentorship, and recognition for knowledge-sharing efforts. It emphasised the importance of creating a 

safe space for sharing and learning from failures. Recognising mistakes and using them as opportunities 

for improvement is critical in healthcare FM, where patient safety is paramount. 

6.8 Organisational culture and structure on job satisfaction 

If one believes the headlines, there are epidemics of cultural deficiencies in healthcare services. Over the 

last several decades, extensive investigations into hospital failures and scandals have pointed to certain 

aspects of hospitals' culture contributing to those failures. Organisational culture represents the shared 

ways of thinking, feeling and behaving within an organisation. Healthcare organisations are best viewed 

as having multiple subcultures that can drive change or undermine quality improvement initiatives (Liva 

et al., 2013). Although a growing body of evidence links culture and quality, more nuanced and 

sophisticated understandings of cultural dynamics are required. While culture is frequently identified as 

the root cause of healthcare scandals, cultural reform is required to correct flaws, such as simplistic 

diagnoses and prescriptions that lack depth and specificity (Mannion et al., 2004).  

Within institutional economics, there has been increasing focus on the role of organisational cultural 

factors in framing economic decisions, shaping preferences and regulating behaviours. North (2005) and 

Hodgson (2006) argue that an organisation's culture is formed by its 'habits of use' and 'institutions'. 

According to the authors, institutions comprise the 'rules of the game' in social collectives or the “humanly 

devised constraints that shape human interaction and structure incentives in human exchange”. 

Institutional economic theory postulates that organisations' core values help shape their members' 

preference patterns and, in doing so, may affect economic decision-making and performance in numerous 

ways.  

First, culture may impact efficiency via embedding shared values, beliefs and norms within healthcare FM, 

which helps shape how healthcare FM members interact and engage. Specific cultural values may be 
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conducive to effective decision-making, reporting, responding to and learning from errors, team-based 

working, inter-departmental synergies and creativity.  

Second, culture may influence the priority accorded to equity considerations within the organisational 

strategy, for example, by promoting shared ethical principles of protecting vulnerable consumers and 

establishing arrangements that correct for purely efficiency-seeking behaviour.  

Third, culture may influence an organisation's overall economic and social objectives. Thus, the corporate 

culture may concern employees and the quality of their working lives. Such considerations may mitigate 

the importance of profit maximisation or other economic goals in the organisation's objective function. 

Where interaction and exchange between parties are complex and challenging to monitor, corporate 

culture may encourage cooperation and relationship-building among agents as well as intra- and inter-

organisational partnerships and working patterns (North, 2005; Hodgson, 2006). 

The government's current quality strategy includes a bold new vision for the NHS, embodying the belief 

that managing organisational culture and improving learning (albeit under the supervision of close 

external monitoring) will result in significant performance gains. The goal is to 'create a culture in the NHS 

that celebrates and encourages success and innovation “... a culture that recognises the potential for 

acknowledging and learning from past mistakes” (Department of Health, 1998). Although learning is 

something that individuals do and develop, organisational structures can help or hinder the process. 

Individuals' engagement with the learning process is shaped by the organisational culture in which they 

work.  

In one healthcare department, the manager thought the current organisational culture was highly 

positive. They perceived it as a congenial, happy and relaxed environment that supported and encouraged 

knowledge-sharing within the organisation.  

Interaction and communication, like trust and positive relationships, were viewed by all participants as 

essential for performing work. Despite their significance, many interviewees emphasised the lack of 

interaction and communication within their group, between groups and within their organisation. One 

participant believed that 'lack of communication' had been highlighted in previous surveys but that top 

management had not tried to remedy the situation. This point was emphasised further in the following 

interviewee statements: 

“Some people start at our department and have no idea who they are for three or four weeks”. 

“There are people working in the same department who are behind me; I have no idea what they are 

doing, and they do not know what I am doing”. 

Three participants also believed that the organisation's structure hampered interaction and 

communication among the various groups, resulting in solo efforts. Within the organisation, several 
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formal techniques of knowledge sharing were identified. Frequent (monthly or fortnightly) meetings were 

used to discuss matters or issues, particularly at the organisation's highest level, which cascaded down 

the hierarchy. Occasional (for the most part, annual) team-building exercises were planned, but some 

were only for senior management. The organisation holds weekly toolbox talks, which were regarded as 

a good and simple system of sharing knowledge (mostly explicit) and information among employees, 

primarily information about the organisation as a whole. 

Furthermore, the participants felt that the toolbox talks helped locate colleagues knowledgeable in 

specific areas when dealing with complex problems.  

Nonetheless, some of the participants thought that:  

“The toolbox talks could be improved by including more job-related information and knowledge. Within 

the organisation, specific tacit knowledge-related techniques, such as communities of practices, 

brainstorming sessions and action learning sessions, were uncommon”.  

Employees were regarded as valuable assets to the organisation, so internal employees were given 

preference over external candidates in job selection. Furthermore, the leadership was highly adaptable 

as long as employees fulfilled their responsibilities. However, the lack of published standards, norms and 

procedures in some business regions was a disadvantage. 

One of the NHS directors had this to say:  

“…the issue here is that you must create the culture to recreate an environment where people feel safe 

sharing knowledge and information. Culture is a vastly complicated subject, and as you allude to, it is 

evident, I believe, that it is not always readily shared. I was always at odds with the finance director 

because he was only concerned with money and budgets. I, on the other hand, was more concerned with 

service and patient outcomes. I did not say anything about buildings. I talk patients, you know, which is 

the culture I tried to instil in the world while leading my team. It was not about buildings; I did not tell my 

colleagues. We are only here because of the patients' experiences, without whom we would not require 

the buildings”.  

“My cleaners recognised me. My cleaners can stop me in the corridor. I made a point of going out to lunch 

with them on occasion. I wish I was in a union because I could not get permission to go and do this. Hold 

on; you're in command. And I just said that if I walked into the canteen and sat down with my cleaners, I  

would not be there without permission. I told them that we needed to announce that we had lunch after 

their lunch. So, I did not sit with them during their time. In my spare time, I sat with them. In other words, 

they are going to have 10 or 15 minutes longer.  

So, they did it on purpose because their lunches were their time, but also because they felt pressed. I was 

playing the game a little bit and certainly understood that there could be pinching a little bit at a time and 
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getting something for free. Of course, they were not getting it. Because I was giving it to them, they were 

not pinching anything. But, of course, they did not always recognise it. So, you know, as I always say, it is 

about relationships, about working hard to build relationships. I used to joke about being in my ivory tower.  

As a director, I had no idea what was going on. Because they were on the front lines, they knew everything. 

So, why wouldn't I go to the front lines and ask what is going on? And then someone told me what we 

were doing, and I could see what the managers were telling me, and it was just a way of ensuring that the 

managers were not trying to mislead me. They were aware that their employees were conversing with me 

to avoid pulling the wool over my eyes. I was not as harsh as that, but it was all about making sure they 

did not tell me what they thought I wanted to know. I would like to know what I was clear on. They were 

required to tell me what I needed to know rather than what they wanted to tell me”. 

Furthermore, there are serious concerns about whether and how the organisation can capitalise on the 

learning achieved by its members. As a result, while continuing professional development has long been 

a part of the NHS, evidence from other sectors suggests that learning should play a more leading role. 

Learning organisations (Dodgson, 1993; Senge, 1994) are organisations that value learning as a core 

characteristic, and this concept is vital in the context of organisational development (Garside, 1998). 

Most participants stated they believed there was a mismatch between what they knew and what they did 

and a scarcity of progression opportunities. Additionally, they felt abandoned or uncared for by the 

organisation (creating a culture of 'us and them) and viewed a lack of recognition and education pathways 

as causes of job dissatisfaction in the healthcare organisation. 

The observational studies and the review of the organisation's documents revealed evidence of a lack of 

provision of formal training for acquiring new knowledge. Most participants expressed dissatisfaction with 

the training provision because they had not received any training during their employment. They 

lamented that new employees were pleased with the organisation's training facilities and recognised the 

opportunity to participate in internal training modules. Some employees also believed they were not 

given the same level of attention the organisation gave to new employees. 

Two participants from one healthcare organisation told the researcher,  

“That their contract employees had not received a formal induction when they joined the organisation. 

However, they believed this area had significantly improved after the importance of having a proper and 

formal induction session for new employees was recognised”.  

“All interviewees emphasised the importance of proper induction, which would determine their first 

impression of the organisation, even though senior management felt they should be able to pick things up 

about the organisation quickly”.  
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While everyone agreed on the importance of induction to the organisation in general, all the interviewees 

also emphasised the importance of a specific induction to job-related activities, as exemplified in the 

responses below: Indeed, proper job induction is required across the board regarding various roles. 

One of the participants “believes that having a specific job induction is essential. If you have an induction 

to the job, you will perform much better in a structured pattern”. 

The employees believed that the organisation had ignored this area (specific job inductions). Furthermore, 

several employees expressed concern about the lack of published standards and norms, which made their 

jobs difficult. Some chose job swaps (at the operational level), believing that the new jobs would be more 

challenging and provide an opportunity to gain experience from a different discipline. 

Employees were subjected to annual performance evaluations and personal development programmes. 

Except for key performance indicators one of the departments used, no other performance measurement 

framework for employees was discovered within the organisation (not specifically for employees). 

Personal and flexible deadlines were noted for employees to complete work, but no evidence of 

monitoring or tracking deadline achievement was found across many disciplines. Furthermore, severe 

inconsistencies in applying annual performance evaluations for employees were observed, resulting in a 

lack of confidence among participants in the evaluation system. 

The impact of organisational culture and structure on job satisfaction in healthcare FM is a multifaceted 

and critical aspect of the healthcare industry. The insights shared by FM consultants, academics, FM 

professionals, directors, managers, supervisors, and operatives highlight the interconnectedness of these 

factors and their direct influence on the quality of patient care. The recommendations outlined in this 

study offer actionable steps for healthcare organisations to create a positive and empowering culture, 

adapt their structures for collaboration and efficiency, and prioritise regulatory compliance and patient 

safety. Ultimately, improving job satisfaction among FM professionals not only enhances staff retention 

but also contributes to better healthcare service delivery and patient outcomes. 

6.8.1 Listening and trust 

The use of listening is intended to confirm and respond to existing beliefs and learn something new, 

according to Malh et al. (2023). Does one approach a conversation to learn rather than force others to 

agree? Are they ready to make changes; are they willing to face the truth, regardless of the consequences 

or the result (Argyris, 2010). In addition, being open does not mean being gullible, as in swallowing 

everything a person hears "hook, line, and sinker". Alternatively, they may be talked over and walked over 

if they do not stand up for their beliefs. In order to succeed, people must continually challenge everything 

but with openness instead of stubbornness (Ellis, 2019). 

The issue of trust and truth was also discussed. Some participants questioned whether managers were 

genuinely willing to tell the truth.  
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“How willing are managers to describe the world as others see it and accept that honesty might scare 

people? Are they prepared to deal with people who, when told the truth, interpret it as a personal attack—

an invitation to war rather than a genuine conversation? There is a fear of speaking the truth as well as a 

fear of hearing it”.  

By speaking the truth and listening to it, people become more self-aware and understand the need for 

change (Fowler-Watt, 2019). 

Participants reported that a lack of trust within healthcare facilities:  

“Significantly impedes effective knowledge-sharing practices. Managers and supervisors reported 

encountering resistance to knowledge sharing from colleagues who were protective of their expertise”.  

“Operatives sometimes felt undervalued or ignored by their colleagues, which led to a lack of motivation 

to share knowledge”.  

It is not surprising that knowledge operatives are hesitant to share their expertise and underlying 

knowledge, though motivations vary (De Long, 2005). According to Lahti and Beyerlein (2000), 

"knowledge is power, so if you transfer too much knowledge to clients, they may not need you in the 

future." Liebowitz and Liebowitz (2006) also described a Georgetown University administrator who 

wanted to:  

"Reduce the institutional reliance on specialised personnel with secret knowledge,' allowing them to 

complete tasks that no one else can perform."  

De Long and Davenport (2003) discussed Siemens' practice includes the "expert's level of motivation and 

capability for sharing knowledge." 

Lee and Maurer (1997) provided five general characteristics of professionals in high-tech organisations: 

first, they are experts in some abstract knowledge base acquired over time. Second, these professionals 

believe they have a fundamental right to work independently. Third, these knowledge operatives identify 

with their chosen profession and its members. Fourth, they have an ethnically based obligation to assist 

their clients (or employers). Fifth, knowledge operatives place a premium on a shared standard (i.e., a 

code of professional conduct) and feel committed to enforcing that standard). 

Because knowledge is intangible, it is more challenging to manage. While a KM "lessons learned" system 

can store expert interviews and cases, the issue is motivating the remaining staff to spend time learning 

from case databases and videotaped interviews (De Long, 2005). According to Hesketh (1997), 

"maximising the chance of developing transferable expertise requires combining elements of rule-based 

and exemplar-based learning, as well as extending the time during skill acquisition when analytical 

processing is involved." Several authors argue that the more tacit the knowledge, the more appropriate 

mentoring techniques are for knowledge transfer. Hesketh describes using "situated learning techniques" 
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and "extended practice" to progress from novice to "routine expert" and then to "adaptive expert." The 

problem with expertise is that the more one is an expert, the more difficult it is to codify the tacit 

knowledge and transfer the expertise to another, especially when deadlines are short. 

Most participants acknowledged the importance of trust and positive relationships among co-workers or 

colleagues in sharing knowledge and performing well. Notably, senior management believed there was 

trust among employees within their teams, which was not always assumed among operational-level 

workers. One FM consultant had this to say: 

“In any relationship, trust is a given. It is the foundation of any marital, organisational or academic 

relationship. You, as the manager, must earn trust, which is not always easy in the NHS. It is a challenging 

environment, and I thought I had worked in the best environment for the past 25 years. There is bad 

behaviour. It is not always about it; there is only one level, and once you earn trust, people listen to you. 

But you have to achieve it, you have to lay the groundwork for it, and I said it was more about not being a 

listening environment. People had preconceived notions and only wanted to do what they wanted. And, 

you know, I was accused of it and was just as guilty as anyone else. People are looking at me just as much 

as I am looking outwards. As a result, the comment about trust is straightforward. Yes, trust is required to 

build their confidence and, thus, relationships and learning. As a result, it is much work. Yes, you have to 

build that; it takes years to build and minutes to lose”. 

It was observed that there were some discrepancies between what employees were doing at the time 

and what they had been trained for, resulting in a knowledge gap and dissatisfaction with their roles.  

The study results indicate that organisational culture and structure significantly impact job satisfaction 

among healthcare facilities managers, supervisors, and operatives. The data revealed the following 

themes: 

“Effective communication proved elusive within healthcare facilities, according to reports from 

participants who identified this as a crucial impediment towards achieving job satisfaction. Upper 

management offered little feedback reflecting managerial support resulting in managers' feelings of being 

underrated, an appreciation gap that deepened over time without any remedy forthcoming. It proved hard 

for managers' efforts to share knowledge with colleagues when there was uncertainty around practicable 

measures leading to severe confusion and misunderstandings among staff members undermining team 

spirit significantly”.  

“Operatives were left feeling disjointed from institutional objectives with no clear understanding of how 

their work aligned with organisational goals, consequently failing in knowledge-sharing opportunities with 

other large institutions”.  

Bureaucracy emerged as another significant impediment towards actualising job satisfaction levels within 

healthcare institutions, going to participant accounts provided during interviews.  
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“Managers had their hands tied continuously completing paperwork besides administrative tasks leaving 

hardly any room for staff engagement or career growth and development”.  

“Healthcare FM practitioners felt limited by strict policies and regulations that stifled their creativity and 

innovation”.  

According to the participants,  

“Inflexibility within healthcare institutions was an additional barrier to job satisfaction. Rigidity in such 

organisations made it hard for workers to adapt to any change leading to frustration while on duty”. 

Feedback collected from healthcare FM managers, supervisors and operatives revealed crucial insights 

into various factors that affect job satisfaction levels in such environments”.  

Managers and supervisors shared their frustration over little decision-making autonomy leading- 

“To feelings of powerlessness and dissatisfaction. Similarly, operatives felt unfulfilled due to limited control 

over work schedules or assigned tasks”.  

“Poor leadership practices emerged as one significant barrier identified by participants affecting job 

satisfaction levels among healthcare FM employees”.  

“Managers highlighted feeling unsupported by higher-ups and lacking access to sufficient training and 

development opportunities essential for personal growth”.  

“Operatives echoed this while noting disconnection from workplace duties due to micromanagement or 

inadequate recognition strategies”.  

In line with the participant feedback, siloed departments posed challenges regarding efficient knowledge-

sharing practices across healthcare teams.  

“Managers noted how differing priorities and communication barriers sometimes hindered exchanging 

information across departments effectively”.  

“Operatives also mentioned experiencing detachment from other departments limiting opportunities for 

learning from colleagues in different areas. Another noticeable obstacle mentioned by participants was 

the lack of incentives for sharing knowledge in their workplaces”.  

“Managers also noted difficulty motivating colleagues towards sharing vital information due to absent 

conveniences such as rewards or good recognition programmes”.  

“Some operatives report experiencing undervaluation or neglect in recognition of their contribution 

towards promoting the efficient practice of sharing ideas from various sources within an organisation”.  
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Such an attitude could be attributed to fear brought about by competition among colleagues with more 

experience or expertise than others which significantly impedes effective or productive information 

exchange.  

Managers said they encounter resistance when trying to- 

“Promote willingness among colleagues who feel protective of their skills towards participating in 

enlightening sessions or conferences meant for sharpening one's area of specialisation”.  

This approach can create a culture where collaboration is discouraged, leading to difficulty when 

attempting team-building initiatives within such organisations.  

A significant obstacle previously identified by most participants includes:  

“A hierarchical structure typical within healthcare facilities, which contributes negatively towards 

promoting efficient information exchange channels at workstations”.  

“The direct effect manifests through compartmentalisations at workplace levels, creating difficulty when 

communicating advancements made towards efficient information exchange platforms, positively 

impacting such organisations' growth potential”. 

Despite having structured policies within organisational structures to promote value-added employee 

participation, such efforts often fail due to limited resources available.  

“Managers and supervisors have reported numerous budgetary constraints limiting progress towards 

implementing policies promoting knowledge sharing within the organisation”.  

In contrast, operatives report: 

“A lack of adequate tools and equipment, negatively impacting their contribution towards efficient 

information exchange practices”.  

Communication is paramount across all facets of life, from personal relationships to professional 

endeavours. Accurate expression of ideas is vital for successful interaction between individuals or groups 

seeking mutual understanding–the cornerstone for collaboration.  

It follows that ineffective communication means may result in negative impacts such as conflicts or low 

morale within work settings. In order to avoid these perils while fostering healthy relations throughout 

every area of life, continued development towards refined communication skills remains pivotal. 

American writer Maxwell (2010) encapsulated effective communication aptly when he stated; 

"Effective communication is the bridge between confusion and clarity." We would do well then – invested 

intellectually and practically - toward enhancing our communicative prowess''. 
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6.9 Use of digital technologies 

A fourth objective of this research was to investigate the role of DT to KM in the practice and delivery of 

healthcare FM. Technological advancements have revolutionised healthcare FM, with digital technology 

becoming an integral component. Its use offers managers, supervisors and operatives’ new tools to 

enhance their work processes significantly. However, concerns have arisen about the negative 

environmental implications of the increased use of digital tech in healthcare FM. The evolution of an 

individual's competence while on the job raises pertinent questions relating to understanding knowledge 

processes with theoretical implications such as: How can transformations and transitions concerning 

expertise be supported through technological design? (Savickas, 2005). Such questions highlight the 

relationship between social interaction, knowledge sharing and technological advancement, which are 

vital for success within healthcare FM settings. Rather than just being viewed as informational products 

acquired via information-seeking behaviours, knowledge should be seen as a process embedded within 

people's meaning engagement practices (Mokros and Aakhus, 2002). One implication from such 

explorations is that transitions towards developing expertise may be best defined by the development of 

judgment rather than a sole focus on acquiring information. This interview report explores how this 

technology impacts its users.  

Interaction and discussion techniques form an integral part of acquiring knowledge. Eminent scholars, 

including Goldman (1999) and Toulmin (1972), have emphasised this fact extensively. Such practices allow 

individuals to explore various aspects of their work, such as veracity, duties, perspectives, and critical 

identities. Furthermore, it is worth mentioning that DT operates more like a syntactic web that integrates 

different data sources rather than a semantic web that relies on a shared understanding of several 

ontologies and rules for aligned data. 

Regarding information, several managers and supervisors,  

“Believed KM was concerned with reducing information overload by "filtering the gems from the rocks". 

There was obvious concern about the enormous amount of information that can now be easily gathered 

and disseminated through DT”.  

The managers stated that they wanted to gain a competitive advantage from the information itself (as 

opposed to associating competitive advantage with any particular information technology). Similarly, 

some managers envisioned KM as a  

"Corporate yellow page" or a "people-to-people information archive".  

In other words, they saw KM as a way to keep track of who held the knowledge and how to find them 

rather than the knowledge itself. There was no distinction between knowledge and information or data 

(Alavi and Leidner, 1999). Instead, the words were interchangeable. However, the managers were making 

implicit distinctions between the terms.  
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One manager, for example, stated that "one person's knowledge" is "another's data" . 

This viewpoint is consistent with the belief that knowledge resides in the individual and that no inherent 

"objective" characteristics distinguish the two constructs (Phann et al., 2022). 

From the technology perspective, managers and supervisors associated KM with various other systems 

(including data warehousing, enterprise-wide systems, executive information systems, expert systems, 

and the intranet) and tools (e.g., search engines, multi-media, and decision-making tools). Participants 

generally associated KM with information technology infrastructure and, more specifically, with the global 

integration of cross-functional systems. There was no clear vision of a new type of technology dedicated 

explicitly to KM. Indeed, this is consistent with the fact that KM systems can be implemented using various 

technologies, the most effective of which would likely depend on the size of an organisation and its 

existing technical infrastructure. 

Moreover, some managers and supervisors believed KM was concerned with reducing information 

overload by "separating the gems from the rocks". There was some concern about the massive amount 

of information that can now be easily gathered and disseminated thanks to advances in information 

technology.  

There was no distinction between knowledge and data or information (Alavi and Leidner, 1999). The terms 

were instead used interchangeably. The managers, on the other hand, were making implicit distinctions 

between the terms. According to one manager, "one person's knowledge" is "another's data." This 

viewpoint is consistent with the belief that knowledge is personal and that the two constructs have no 

inherent "objective" differences (Phann et al., 2022). 

Managers and supervisors associated KM with various other systems (data warehouses, intranets, the 

internet, and social media tools) and tools (e.g., search engines, SharePoint, Teams, and Zoom meetings). 

Participants generally associated KM with information technology infrastructure, particularly the global 

integration of cross-functional systems. There was no clear vision of a new type of technology dedicated 

solely to KM. This is consistent with the fact that KM systems can be implemented using various 

technologies, the most effective of which would likely depend on an organisation's size and existing 

technical infrastructure. 

Some managers stated that digital technology has enabled them to reduce the overall cost of healthcare 

delivery in their organisation. By using CAFM: 

“We can schedule preventive maintenance and reduce the need for costly repairs. The Internet of Things 

has enabled us to monitor our equipment and facilities in real-time, allowing us to detect and address 

issues before they become significant problems”.  
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“This has resulted in fewer breakdowns and reduced repair costs. BIM and CAFM have enabled us to 

optimise our facilities' layout and design, improving efficiency and reducing energy consumption. Overall, 

digital technology has enabled us to deliver healthcare services more efficiently and at a lower cost”. 

However, there are concerns about the potential negative impact of excessive reliance on digital 

technology on human interactions in healthcare FM. They noted that increased use of technology,  

“Such as self-service kiosks and automated systems, can reduce personal interaction between staff and 

patients”.  

The managers emphasised the importance of balancing technology-enabled efficiency and compassionate 

and patient-centred care. 

Most managers and supervisors associated KM with learning, communication, and intellectual property 

cultivation in the culture and structural approach to KM. Some argue that the technology component of 

KM is a minor component, with the cultural, structural, and managerial aspects accounting for most of 

the problem. However, responses to specific cultural or structural implications were hazy, indicating an 

underlying concern in the absence of concrete solutions. The responses were scored based on whether 

the participants worked in a department or organisation with a KM system. However, there did not appear 

to be any significant differences in the participants' perceptions of KM systems, except for participants 

from departments without KM systems offering technology-based responses slightly more frequently 

than participants from organisations with KM systems. 

Instead, the question suggests viewing information technology as a pragmatic web that supplements the 

human meaning of negotiation (de Moor, 2005; Schoop de Moor and Dietz, 2006). Indeed, information 

technologies may be best understood as procedures for shaping and disciplining the interaction and 

debate required for individuals and communities to develop expertise and competence. What information 

technology assumes about interaction in its design is critical for meaning engagement practice (Aakhus 

and Jackson, 2005). 

This study's participants expressed concern about the rising energy consumption and e-waste associated 

with using digital technology in healthcare facility management.  

“Digital device installation and maintenance consume significant energy, resulting in increased carbon 

emissions. Disposing of old or damaged devices is also hazardous to the environment, as they frequently 

end up in landfills”. 

According to one manager:  

"Every few years, we must upgrade our digital devices, increasing our energy consumption and generating 

e-waste. It is an endless cycle." 
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The implementation and maintenance costs involved in adopting digital technology within healthcare 

facilities is an issue that has been raised by directors and managers alike. Many view these expenses as 

significant–especially when considering the limited budgets that some organisations operate under. 

Moreover, those interviewed shared concerns regarding cybersecurity risks associated with such 

technology usage within healthcare FM. Digital devices present vulnerabilities which leave facilities open 

to cyberattacks; this puts confidential patient information at risk. Given that these devices are frequently 

connected to the internet, hacking incidents are far from uncommon. In cases where cybersecurity has 

been compromised, there may be far-reaching consequences for patients and the facilities; legal and 

reputational damages could follow suit if confidentiality is breached. What is more worrying still is that 

numerous healthcare institutions currently do not have adequate systems in place for data protection - 

increasing their susceptibility towards cyber-attacks even further (Kshetri, 2017). One informant 

cautioned:  

"We have to exercise caution when utilising digital tools as they are easily hackable." 

Although digital technologies undoubtedly offer numerous benefits in healthcare FM–such as improved 

communication or streamlined workflows - it is important to acknowledge potential downsides too. 

Several interviews revealed issues like increased workload for some staff members who find digital 

systems complex or burdensome to troubleshoot when things go wrong (Foong et al., 2020). 

Additionally, one manager claimed that there is evidence of a reduction in direct patient services since 

digital channels have become more ubiquitous:  

“Something that several interviewees noted could make communication less effective between these 

parties”.  

“Most worryingly, some expressed concern about becoming over-reliant on technology; this poses 

problems should a system fail or suffer from cyber vulnerabilities—the latter of which is always a risk when 

sensitive patient data is concerned”.  

To many within the healthcare industry, there lies a worry that if digital systems were to falter or fail, both 

providing care and completing necessary administrative tasks would prove significantly challenging. Some 

providers have also grown increasingly reliant on digital technology - a development not without 

drawbacks. One such consequence could be declining critical thinking and decision-making skills among 

practitioners (Yergin, 2006). 

Furthermore, participants have vocalised the growing dependence on digital devices for healthcare FM 

processes–while technology's contribution has enhanced efficiency levels tremendously, this same 

reliance undoubtedly leaves workers vulnerable if said machinery malfunctions or fails. A manager even 

admits that their team's dependence is so extreme: 
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“It causes intense workflow disruptions upon device failure finally occurring. Also, comes increasing 

concerns surrounding prolonged usage of these technologies posing physical or mental health risks such 

as eye strain or stress”.  

One of the managers emphasised the importance of ensuring proper breaks and avoiding overwork 

among workers utilising digital devices in healthcare FM. Prolonged device usage can lead to physical and 

mental health problems that negatively impact productivity (Al-Salman et al., 2022).  

Several participants raised concerns about the costly worker training required for practical digital device 

usage in healthcare FM. One operative remarked that:  

"We must attend regular training sessions to use digital devices effectively".  

Such training places a significant time demand on workers and organisational expenses during 

implementation.  

One participant shared his experience with an IT-based KM system implemented within their healthcare 

organisation; however, employees failed to utilise it effectively.  

The participants wondered: 

If there was any possible strategy or method forcing others into using it more effectively given that 

previous command-and-control models used by managers are no longer applicable, today's approach 

emphasises visible manual or clerical work activities allowing more excellent employee monitoring on a 

large scale, compared with earlier models dictated from above.  

Regarding knowledge work which heavily relies on cognitive abilities - matters become exceedingly 

complex. No one can compel those who possess such expertise to adopt novel systems or change their 

habits when using a KM solution that solely assists them in their work, albeit one they can opt not to use 

and still achieve success. Many steps can be taken towards encouraging employees' embracement of 

technology-based KM solutions; however, engaging them from project initiation appears as the most 

direct option. According to a participant's statement:  

"We could not allocate sufficient time; management required immediate action; management was 

provided with an on-schedule delivery of an unused product”.  

The responsibility should fall on employees' shoulders when designing and implementing tech-driven 

systems to deliver services, thus necessitating understanding their needs thoroughly beforehand. These 

deliberations paved the way for outlining how KM should be implemented within healthcare FM. 

6.10 Benchmarking 

The fifth objective of this study was to analyse the beneficial application of benchmarking and service 

quality in the practice and delivery of healthcare FM. When applied to KM in healthcare facility 
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management, benchmarking presents significant opportunities for organisations looking to improve 

collaboration, innovation and knowledge sharing. It allows healthcare organisations to identify areas that 

need improvements while implementing effective strategies towards enhancing their knowledge 

acquisition processes guided by industry best practices. Nonetheless, issues such as limited access to data 

and cultural barriers must be resolved for these benefits to materialise. 

Healthcare facilities can make strategic decisions using empirical data instead of assumptions. 

Benchmarking is a process that promotes improvement allowing healthcare facilities to stay competitive 

and adaptable in the ever-changing healthcare landscape. It also helps identify practices and successful 

strategies used by performing facilities leading to significant improvements in various aspects of FM. 

When employees have performance expectations and goals through benchmarking, they become more 

engaged—motivated to achieve measurable targets. This boosts their morale and allows them to see how 

their efforts compare with industry benchmarks. Engaging in benchmarking demonstrates a commitment 

to improvement and evidence-based decision-making, which can build trust and confidence among 

patients, staff and stakeholders. Additionally, benchmarking against industry leaders can give healthcare 

facilities an advantage by enhancing efficiency and overall performance, ultimately attracting patients and 

clients. 

Understanding how benchmarking can enhance service quality is integral in healthcare FM today. When 

implemented correctly, organisations can measure their performances against industry standards using 

KM concepts while implementing targeted improvements with successful best practices from other 

sectors. While data availability and stakeholder resistance may exist, adopting best practices in 

benchmarking methods could help overcome these hurdles and continuously improve service quality 

(Loosemore and Hsin, 2001).  

The total quality management movement birthed benchmarking, providing managers with a framework 

contextualising their performance measurements (Camp, 1989). It involves identifying a standard point 

or reference (a benchmark) to evaluate relative performance internally or concerning competitors or best 

practices. Discrepancies uncovered guide actions emphasising the need to learn about operational 

procedures and target scarce resources towards specific performance improvements.  

This study highlighted several crucial aspects concerning benchmarking in healthcare FM were identified. 

As a result, key performance indicators (KPIs) employed as benchmarks for measuring effectiveness have 

become increasingly popular among facilities managers (Varcoe, 1996). The appropriate application of KPI 

can drive essential outcomes in outsourcing arrangements; however, unintended consequences could 

hinder overall performance without proper oversight and alignment to client goals rather than solely 

servicing provider priorities. Specifically, KPIs could shift focus to outsourced entity performance and 

away from their impact on core customer satisfaction measures - which can be detrimental despite good 
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intentions. Nevertheless, optimal use of KPIs in outsourcing necessitates accurate alignment with internal 

operational goals and customer objectives (Osland and Willis 2000). 

The Department of Health released a report titled 'Shifting the Balance of Power within the NHS' in 2002 

that declared significant organisational changes within the NHS, such as strategic health authorities' 

creation (Bohloli, 2005). Healthcare modernisation in today's rapidly evolving environment depends 

significantly on performance enhancement. Consequently, there is an urgent need for improved methods 

to collect and present data that will assist in achieving this goal (Department of Health, 2002b).  

The NHS is confronted with endless demands daily; as such, it must provide top-quality services while 

managing customer expectations adequately. However, implementing multidimensional measurement 

systems poses challenges for numerous healthcare trusts who lack sufficient resources or capacity to 

implement recommended metrics-based improvements. Healthcare FM has created different systems 

and guidelines to help NHS trusts tackle their challenges (NHS Estates, 2002b). These guidelines ensure 

that all trusts meet customer needs consistently and use a unified approach to measuring compliance. 

Likewise, there is a belief that facilities directors in NHS trusts should set their priorities. They must decide 

which measures are crucial or not, reducing the measurement burden by focusing on improving the things 

that matter most. It is also vital to track actual progress towards these goals continually. Facilities directors 

could benefit from using FM frameworks to identify organisational priorities and create integrated 

management systems highlighting progress towards these goals. The need for performance management 

systems that help with strategy execution is growing within the NHS estates (Amaratunga et al., 2002). 

The ultimate goal is to create an infrastructure capable of responding adequately to national challenges 

while learning from past experiences. Despite its widespread use, evidence from the research suggests 

that benchmarking concerning healthcare FM is frequently misused. Rather than carefully analysing the 

processes underlying their chosen metrics and comparing them against best practices at other 

organisations, many healthcare providers seem content to compare raw data without considering context 

or methodology. This trial-and-error approach can lead to limited progress and echoes outdated 

benchmarks from earlier eras ((Neely and Hii, 1998; Arnold et al., 2016) 

The study conducted an extensive review of relevant literature and interviews with FM experts to clarify 

misunderstandings. Additionally, the study analysed specific cases where benchmarking was used 

effectively across three critical facets of facilities service provision: process improvement, quality 

assurance, and cost optimisation. Utilising varied approaches, including observational analysis and 

methodical examination of competing methodologies, helped identify fundamental mechanisms for 

effective FM benchmarking. 

This study utilised semi-structured interviews with FM department heads from NHS acute and non-acute 

hospitals in Northwest England to explore the benefits and challenges of benchmarking in healthcare FM. 
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Williams' (1996) categorisation identified three types of facilities procurements available to managers: in-

house, outsourced or part of service provision sectors.  

Overall, the managers were sceptical of benchmarking, with most relying on personal relationships, 

experience and judgement to monitor their outsourced service providers. The quotations below were 

typical responses from the interviewees: 

“…I look at what they do based on years of experience and rely on my knowledge to determine whether 

they are doing the right or wrong. There is no need for figures or graphs. I understand what is happening 

and why we are not benchmarking now. It is all about instincts. We have not established anything”. 

Given the growing trend of outsourcing non-core activities to external contractors and service providers, 

the lack of performance benchmarking or even simple monitoring is surprising. This trend follows 

specialisation and provides higher quality, lower overheads, cost savings and greater flexibility in response 

to fluctuating demand. One frequently identified issue among these organisations was a lack of 

understanding of hospitals and their needs. Nonetheless, no strategic response to this trend appeared to 

exist in the form of new control systems based on defined key performance indicators. 

One particular healthcare estates and facilities director put it in the following way: 

“Despite its flaws, it comes back to what I said earlier about the numbers telling the story. And a colleague 

of mine was term-side with an insurer when we were doing what was imposed on us about networking in 

healthcare trust. … and I am in the red because I am overspending, he explained. However, he had a PFI 

operation. He stated that you are in the red because you are not following the rules. And I just said, well, 

if you want to come to the hospital, I'll look around, show you the safe systems of work I have in place, 

and show you how we manage our environment, but I am comfortable advising the board.  

I assured the board that we had systems in place to understand the issues, that we had a team or were 

able to respond when something failed and that, if it did fail, it was due to the age of the buildings. 

However, I use the same data when I am asked to cut budgets compared to other hospitals. I was about 

this far off the median. I was heavily billed. I was significantly lower than the median. So, I would argue, 

how can I withdraw any more money? So, I used it, and as I previously stated, I believe benchmarking can 

be used to support your arguments if used correctly. You set up the structures and systems that allow the 

numbers to tell the story I want to tell. So, I believe in benchmarking; it is lovely without all these issues, 

flaws, and discrepancies at the top level”. 

When discussing the relationship between hospital facilities and core business objectives, all the 

participants expressed dissatisfaction with the perception that hospital administrators saw facilities as a 

low-priority liability rather than an asset that should be appropriately managed. As a result, most of the 

limited resources available to hospital administrators are diverted to activities perceived to have a more 
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direct impact on patient care, with facilities' budgets frequently being the first casualty in cost-cutting 

exercises (Loosemore and Hsin, 2001). 

Most participants agreed that less than 5% of the total asset value was an appropriate budget for 

effectively managing hospital infrastructural assets, whereas budgets were typically less than 50% overall. 

 As a result, healthcare facilities managers were frequently forced to make difficult trade-offs between 

expenditure on the building fabric and expenditure on support services.  

The latter was perceived to have a more significant direct impact on the quality of healthcare service 

provision. Although there was sometimes the perception that people evaluated the quality of healthcare 

provision by decorating a room and other comfort-related environmental factors rather than the support 

services provided, this was not the situation in most cases. As a result, ironically, the functioning of the 

facilities was frequently viewed negatively by hospital management (Loosemore and Hsin, 2001). 

When asked about functional spaces within facilities that contribute to core business objectives, some 

participants classified them:  

“As having a direct impact, like emergency service, operating theatres, wards or indirect impacts, like 

kitchens, plant rooms, retail outlets, accommodation, laboratories and education centres”.  

Also, FM managers and supervisors believed the term 'benchmark' was synonymous with 'standard'. 

Standards aid in the measurement of FM processes so that they meet or exceed expectations in terms of 

performance. They can be world-class or local, based on what people have come to expect from their 

competitors (Amaratunga and Baldry, 2002; Cesarotti and Di Silvio, 2006).  

One manager described benchmarking as follows: 

“… as the process of comparing your current performance with specific predefined indicators and top 

performers in your industry, region, or globally”. 

Furthermore, certain managers correlate benchmarking with gauging organisational effectiveness by 

utilising indicators that enable comparative performance analysis internally or externally. Moreover, they 

regard benchmarking as an evaluative tool for determining how services stack up regarding price 

competitiveness, high-quality standards, and industry excellence benchmarks. Owing to economic 

challenges faced by many service providers today, their priority often lies in cutting costs rather than 

enhancing quality service or patient outcomes. Measuring organisational output is instrumental in 

understanding achievable goals when competing regionally or globally; one manager remarked:  

"...Benchmarking requires comparing organisations processes along with key productivity metrics against 

other similar organisations' practice”. "Other managers attributed benchmarking to comparing service 

copies, valuing services fairly, and improving system performance.”.  



263 | P a g e  
 

According to one manager: 

“…The purpose of benchmarking is to establish performance and functionality standards for one's system 

and to collect and use data to improve performance.”. 

Three participants believed that benchmarking:  

“Aids in improving service quality and identifying strengths and weaknesses in service delivery”.  

In addition to allowing them to show which suppliers outperformed in outsourcing, it also served as a 

platform for monetary incentives or penalties for them, for example, in PFI operations where the payment 

mechanism is based on the difference between service outputs and failures.  

A study by Moss et al. (2007) also demonstrated this point. In the study, benchmarking was associated 

with performance because it helped participants identify and learn from best practices anywhere in the 

world, allowing healthcare organisations to know where they stand concerning other similar 

organisations. This could imply that benchmarking has helped healthcare FM organisations improve 

service delivery performance. More generally speaking, benchmarking is a technique for improving 

performance by assisting in establishing successful goals. The responses were also consistent with the 

primary goal of global benchmarking, which is an improvement process aimed at meeting customer 

expectations (Ghobadian and Seng Woo, 1996). 

These perspectives on benchmarking are consistent with those expressed by managers in previous studies 

conducted in other developed countries. For example, Jamali et al. (2008) found that benchmarking was 

directed at performance, while Lau et al. (2006) found it was seen as a process that aids decision-making 

in outsourcing efforts. Furthermore, Ellis (2006) considered benchmarking a continuous improvement 

tool that compares processes, services and patients' experiences. 

The managers cited several benefits when asked about the advantages of benchmarking procedures. The 

first category comprised efficiency gains and improvements in operational performance effectiveness 

across various functions, including finance, leadership direction, goal setting and resource management. 

Additional categories included positive impacts on service delivery metrics and customer satisfaction 

levels, organisational benefits such as knowledge acquisition that could inform future decision-making 

processes, and proactive strategic planning capability typically necessary for achieving a market edge or 

maintaining an existing competitive advantage.  

The managers and supervisors agreed that benchmarking: 

“Could be a valuable tool for identifying both strengths and weaknesses within their organisations' service 

delivery frameworks which can lead to improvements related to process optimisation or enhanced 

outcomes across specific metrics areas like quality or cost reduction targets based on best practices 

learnings from other comparable organisations or industry peers”. 
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According to one facilities manager: 

“...the use of benchmarking assists with contract pricing and procurement” 

Furthermore, some participants believed that benchmarking aided in process improvement, with one 

manager stating: 

“It attempts to define any improvement you want in an organisation. It determines the changes you want 

to see in your organisation”. 

Some of the managers and supervisors saw benchmarking as a benefit that helped with setting and 

meeting standards: 

“... it enables people to determine whether they are meeting any criteria, standards or systems you have 

put in place”. 

A number of participants identified goal setting as a valuable tool. Some reported that it aided them in 

establishing and reaching their targets and objectives.  

One manager, however, believed that: 

“Benchmarking fostered innovation by streamlining the deployment of IT and enabling analysis of output 

ratios”.  

According to this facilities manager: 

“It helps us to not rely on what we are doing and to improve what we are doing, innovate, analyse and use 

digital technology”. 

Other organisational benefits obtained include cost savings and increased effectiveness, among others. A 

commonly favoured set of benchmarking advantages revolves around service delivery, with certain 

managers asserting that it aids in enhancing service quality. Additionally, some argue that benchmarking 

enables the identification of both strong and weak points within this area.  

One manager stated:  

“It enables healthcare FM organisations to produce efficiently and with high-quality service delivery”. 

There is strong agreement between the views of healthcare facilities managers regarding the significance 

of benchmarking practices as part of KM within healthcare FM settings, which were documented in 

Williams (2000), Padavano (2004), Moss et al. (2007), and Magd (2008). During interviews, it became 

evident that beyond leveraging benchmarking techniques for performance improvement purposes; they 

also require knowledge concerning competitor strategies and national best practices for overall 

healthcare relevance consideration. This understanding creates a need to continually benchmark facilities' 

performances on different levels to remain competitive in a challenging environment. Additionally, the 
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interviews showed that healthcare facilities managers use general benchmarking techniques as a starting 

point before proceeding to more formal knowledge or best practice-based procedures.  

However, there are downsides associated with formal procedures, such as employee resistance to change 

and unwillingness among benchmarking partners to understand the benefits of such projects. 

Consequently, some may be reluctant to pay for benchmarking initiatives. Facilities that adopt best 

practices as part of KM benefit from mapping out their processes and formulating plans based on the 

findings. According to one manager, the benchmarking process is almost infallible–thanks to its strategic 

nature and benefits for organisations looking towards future growth. Like a script guides actors towards 

specific outcomes on stage or screen, using benchmarks ensures strategic planning efficiently leads teams 

toward successful execution. Another user conveyed how effective best practice benchmarking was in 

helping organisations identify areas needing attention so they could see real improvement through KM 

processes (Adewunmi et al., 2016). 

Meanwhile, a facilities manager shared his desire for increased utilisation of benchmarking within his 

organisation so they could pinpoint areas requiring focus both in terms of competing against rivals and 

enhancing overall organisational performance using knowledge gathered. The manager explained how 

such efforts would highlight where improvements were necessary while providing opportunities to learn 

how other healthcare organisations thrived in ways they might not have considered before.  

Likewise, another participant emphasised how crucial it is for organisations to meet the exacting 

standards of customers who expect sophistication and industry-leading service by sharing knowledge 

gained. This mindset encourages healthcare FM to always aim for the best while highlighting their 

strengths and weaknesses.  

Also, one FM director shared his perspective on benchmarking, noting how implementing best practices 

helps highlight where improvements can be made across the organisation through sharing best practices 

while also recognising areas where other departments outperform them. Such an approach provides a 

pathway to improvement that can bring significant benefits over time. In dealing with the hurdles that 

hindered the organisations functioning and devising plans for enduring success, benchmarking as part of 

knowledge sharing proved invaluable. Its benefits extend beyond mere organisational expansion and 

customer satisfaction improvement; it enabled the organisation to share best practices to uncover areas 

for betterment that would have otherwise eluded quick discovery (Renesch and Chawla, 2006). 

All of these measures were considered to promote long-term business growth. The manager's statement 

on this matter was as follows: Benchmarking assists organisations in understanding their performance by 

enabling improvement measures. He says:  

"It also aids organisations in closely examining their business scenarios and identifying areas where their 

performance is limited."  
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With benchmarking practices, organisations can address constraints that have a negative impact on their 

operations using KM concepts while ensuring their survival in the future and achieving sustainable 

healthcare delivery by sharing best practices among peers for management and customer service delivery. 

One of the managers indicated thus:  

"Benchmarking is a valuable tool for us as it helps us understand our environment better and provides 

guidance on controllable factors; we should seek improvement while justifying those factors outside of our 

control".  

The majority of participants also expressed that benchmarking was a great help in developing strategic 

plans. On his part, Poister (2010) found that strategic planning helps facilities effectively utilise their 

resources. 

Moreover, Kaplan and Norton (2008) argue that effective strategic planning is critical to the success of 

healthcare FM operations because it drives change and makes the operation more competitive. Research 

indicates that not only does it have a significant impact on productivity but also on asset value as well. 

Operational activities outside of proper consideration without prior planning and proper KM 

implementation could lead to facilities users' dissatisfaction with the services provided. Benchmarking is 

an effective tool for organisational leadership as it encourages learning from best practices within the 

field. Aids addressing issues impacting the organisations' strategic objectives while explaining why specific 

improvements were made and others could not be achieved at specific times. Service managers within 

healthcare FM face several challenges, including rising cost implications resulting from inflation and 

customer demand (Padavano, 2004).  

The research findings demonstrate that despite the challenges, healthcare FM teams need to use KM data 

to support their budget submissions and demonstrate how their proposed budgets align with the strategic 

direction of the core business and industry standards while providing a clear budget case backed by 

research findings when seeking approvals from senior management. 

The findings of the interviews indicate a lack of support from critical stakeholders, such as senior 

managers or department heads, who act as catalysts for negative feedback, further complicating a 

successful implementation process. Healthcare FM organisations frequently face resource and budgetary 

constraints, making it challenging to collect accurate data for thorough analysis and conduct site visits 

that necessitate critical monetary resources. According to the participants, adequate financial resources 

are required to recruit competent personnel whose primary responsibility is obtaining precise data, 

conducting mandatory site visits, and participating in benchmarking programmes without overburdening 

already stretched-thin resources. 

The researcher received valuable feedback from a FM director who implemented successful measures 

towards meeting benchmarks despite daunting challenges that arose along the way. One key takeaway 
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was emphasising a solid business case highlighting potential benefits such as improved service quality, 

reduced costs, and operational inefficiencies. This prompt engagement with organisational leaders 

demonstrates how benchmarking aligns with strategic objectives and the need to secure their support. 

Facilities managers should collaborate with other departments and external benchmarking experts to 

identify relevant metrics, share best practices, and promote open communication channels for staff 

involvement.  

Managers should concentrate on developing robust data collection processes while establishing data 

quality controls and investing in training programs to enhance staff competencies in data analysis and 

benchmarking techniques. University-educated individuals can understand that identifying possible 

obstacles and adopting suitable measures can empower FM managers and supervisors to amass reliable 

benchmarking information, surmount hindering factors, and seamlessly integrate benchmarking practices 

into their routine activities, resulting in better service quality and overall performance. 

Managers emphasise that the success of benchmarking initiatives in healthcare FM hinges on the impact 

of organisational culture. Specifically, an open-minded culture prioritising transparency and adopting a 

willingness to learn from others is crucial for success. Nevertheless, existing cultures tend to prioritise 

individual department goals over collective improvement, hindering the sharing of best practices or 

benchmarking data needed to establish an industry's best practices.  

Effective communication and collaboration remain critical to successfully implementing benchmarking 

initiatives across any healthcare organisation. Despite this, healthcare workers face significant barriers to 

clear communication channels or collaborative relationships across departments, which may impede the 

sharing of critical performance metrics obtained through benchmark data analysis (Jones, 2001; Gombera 

et al., 2002; Chanter and Swallow, 2008). 

Issues such as siloed organisational structures or poor information flow between teams were discussed 

as barriers to large-scale sharing of best practices or lessons learned data. This issue must be addressed 

to create an environment conducive to collaboration. Investment challenges also confront FM directors 

seeking to implement new benchmarks internally, with top-level management frequently lacking 

adequate appreciation for their potential benefits amid competing organisational priorities (Zhang et al., 

2008). 

According to Newhouse (2007), without leadership support systems to guide these programmes' 

implementation and growth, allocating essential resources can become increasingly complex, leaving 

healthcare organisations unable to gain broad buy-in or drive the necessary changes based on 

benchmarking insights. An integrated approach to fostering stakeholder engagement and aligning 

organisational culture must address these issues while considering resource availability. Facilities 
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directors have emphasised balancing strategic goals with operational realities within healthcare 

institutions. 

Although benchmarks can offer valuable insights into best practice methodologies, participants said it was 

always essential to: 

“Consider individual necessities or limitations in each department so that FM directors can correctly apply 

benchmarks. One challenge, according to one facilities manager, was that:  

“It was essential to find ways to adopt benchmarks without altering an organisation too much, meaning 

performance comparisons or improvement efforts are still feasible, yet custom-tailored metrics could 

prove elusive options for many FM directors trying their best amidst all these complexities associated with 

healthcare maintenance tasks like assessing safety or patient experience or operational efficiency or 

supporting financial performance (especially because financial reports are now necessary).  

Managers highlighted that barriers would undoubtedly arise during implementation periods since most 

staff members might be resistant primarily due to due lack of understanding or trust issues regarding what 

benefit(s) this change could bring them. Therefore, implementing benchmarking initiatives requires high 

skill and expertise in dealing with staff members' concerns and misconceptions about benchmarking to 

overcome those barriers. Collecting valid data for benchmarking operations is among the significant 

challenges FM managers and supervisors face, given departmental variations due to demands in ensuring 

consistency while guaranteeing accuracy (Hameed et al., 2011). 

Participants stated that offering ongoing support through measures such as mentoring or coaching 

ensures staff members apply these principles effectively while confidently addressing any challenges they 

may face. With these strategies, healthcare facilities managers can promote a knowledge-sharing culture 

aligned with their unique organisational goals. Ultimately, these endeavours enhance the implementation 

of benchmarking initiatives and persistently upgrade healthcare FM practices.  

Another hurdle presented during the interview was relying on unreliable external sources that necessitate 

additional exertions linked to gathering related internal information for reliable results' validation despite 

being time-consuming.  

“Managers said they are tasked with executing these procedures and might encounter staffing problems 

causing operational blockages suppressing reports' comprehensive analyses, a common occurrence when 

expertise in required methodology is lacking, leading to hindrance interpretation resulting in less-than-

optimal utilisation expected from such efforts”.  

Just like any other field of practice, healthcare FM also faces procedural bottlenecks hampering 

benchmarks' implementation involving resistance from adaptability concerns while working within 

bureaucratic protocols imposed by limited resource allocation, adding more strain felt by FM managers 
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aiming at prioritising effective stakeholder engagement and collaboration to align with operational 

priorities effectively. Integrating benchmarking practices into daily operations can present significant 

challenges for FM managers and supervisors.  

These challenges managers’ report range from careful planning to ensure seamless incorporation into 

routine workflows without disrupting service delivery to allocating Time and resources for benchmarking 

activities. Furthermore, engaging FM operatives responsible for collecting and reporting data might elicit 

resistance from concerns about workload increase or insufficient understanding of the advantages of 

integrating benchmarks. Overcoming such resistance demands clear communication on the importance 

of data collection and providing adequate training support while emphasising how positive impacts on 

service quality improvement through benchmarks could enhance work processes. Successfully 

implementing benchmark procedures requires specific skills like efficient data collection, analysis and 

reporting, which some FM operatives might lack.  

However, developing comprehensive training programs alongside opportunities for professional 

development could address those challenges. The success of benchmarking initiatives relies heavily on 

providing proper training on data collection methods, analysis techniques, and interpretation of results–

skills which need continuous development for effective contribution from operatives. In many cases, 

though, engaging FM workers proved challenging due to low employee engagement levels resulting from 

minimal buy-in towards these initiatives, compromising overall output and reducing effectiveness during 

data collection processes.  

Ensuring optimal results despite these obstacles requires involving FM employees by encouraging 

participation and soliciting ideas while actively recognising contributions made during service quality 

improvement exercises aligned with organisational goals. This allows them to offer valuable frontline 

insights into improving standards while maintaining an effective communication channel between 

management teams. However, accessing these valuable opinions might sometimes prove difficult if 

employees do not feel empowered to share their ideas or face obstacles communicating them. Solving 

this challenge calls for creating a supportive and inclusive culture that encourages open communication 

alongside idea-sharing between workers.  

Mechanisms like suggestion boxes or team meetings are ideal forums that provide a platform for 

operatives to share insights and offer their ideas for improvement. To successfully tackle benchmarking 

challenges, FM managers must prioritise providing operatives with adequate training and support. This 

entails ensuring effective communication about benchmarking purpose and benefits while actively 

involving operatives.  

Promoting employee engagement through workshops, training programs, and regular communication 

channels can create a culture of sharing frontline insights with recognition given to outstanding 
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contributions. Such practices lead to continuous improvement to enhance healthcare FM service quality. 

They ensure their organisation's benchmarking efforts are purposeful and contribute positively to 

performance improvement goals. Facilities management leaders should prioritise alignment between 

benchmarks set forehand and the organisation's objectives. Strategic objectives like enhancing service 

quality, cost reduction, and operational efficiency should be highlighted during stakeholder 

communication.FM Leaders should establish clear connections between organisational goals and their 

intended benchmarks so stakeholders can appreciate a better picture while supporting these activities.  

Allocating sufficient resources, such as budget, is essential in successful benchmark programs. Making a 

case highlighting the potential returns of improved cost savings, patient satisfaction, and service quality 

after investment is crucial. Facilities management leaders should advocate for adequate staffing and 

technological infrastructure for practical data collection analysis. Adequate resources enable participation 

in external benchmark programs and collaborations with industry partners.  

Similarly, enhancing communication channels to address benchmark challenges effectively is vital. 

Creating transparent communication platforms facilitates the easy sharing of information, best practices, 

and lessons learned. Regarding improving service quality in healthcare FM, regular meetings, workshops 

or training sessions are essential in promoting collaboration among departments and teams. The effective 

dissemination of benchmarking findings throughout an organisation relies heavily on clear 

communication strategies that address everyone's understanding of the process. Challenges relating to 

benchmark skill knowledge can be resolved through comprehensive training programs tailored specifically 

for various roles within the organisation–from FM managers to supervisors or operatives–covering 

everything from methodology to data analysis and interpretation techniques. 

6.11 Chapter summary 

The findings and discussions highlighted opportunities and challenges associated with implementing 

these principles within hospital facilities committed to ensuring sustainable healthcare delivery systems 

that promote quality patient outcomes. The insights provided by various professionals in healthcare FM, 

including directors, academics, consultants, managers, supervisors and operatives, offer an understanding 

of the subject. The research findings reaffirm the importance of KM in healthcare FM. It highlights the 

significance of this field for development, especially considering how healthcare systems and information 

management processes are constantly evolving. The insights shared by the interviewees provide a 

perspective on the benefits, challenges and crucial aspects to consider when implementing KM principles 

in hospital facilities to enhance organisational effectiveness. The conclusions drawn from this study are 

highly valuable for establishing KM strategies in a setting. Doing so can potentially improve overall health 

outcomes, ensuring patients receive optimal care. 
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CHAPTER SEVEN 

 

Recap of research aim and objectives of the research study 

7.0 Chapter overview 

The research aim was to investigate the application of knowledge management principles to support 

maintenance strategies in healthcare organisations. The following objectives were set to accomplish the 

research's overall purpose. 

OB1: To critically appraise the concept of KM and how knowledge is created, stored, transferred and 

utilised in the context of healthcare FM. 

OB2: To examine influence of culture on knowledge sharing and performance in healthcare FM.  

OB3: To evaluate the impact of organisational culture and structure on job satisfaction in the 

performance of healthcare FM. 

OB4: To investigate the role of digital technology in KM in the practice and delivery of healthcare 

facilities management.  

OB5: To examine the beneficial application of benchmarking and KM in the practice and delivery of 

healthcare facilities management. 

7.1 Realisations of research objectives 

The research was guided by a set of clear and comprehensive objectives to improve maintenance 

strategies within healthcare organisations. The research objectives presented an approach to 

implementing KM principles in healthcare maintenance strategies. This study provides insights into how 

KM principles can strengthen maintenance strategies in healthcare organisations. By addressing these 

objectives, the research aims to enhance patient care, reduce costs and improve overall performance in 

healthcare facilities. The findings will empower healthcare organisations to navigate the complexities of 

maintenance with efficiency and effectiveness.  

7.1.1 Objective one: The study achieved the goal of understanding the concept of KM and how 

knowledge is created, stored, transferred, and used in healthcare FM. The analysis and findings shed light 

on various aspects of KM in healthcare FM, providing valuable insights into its application and impact. The 

study investigated how knowledge is created in healthcare FM through research, experience, and 

professional collaboration. It has emphasised the significance of cultivating a continuous learning and 

innovation culture to facilitate effective knowledge creation. The study emphasised the importance of 

proper knowledge storage in healthcare FM. Digital platforms, knowledge repositories, and information 

management systems have been identified as critical tools for organising and storing explicit knowledge. 
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The study also emphasised capturing and documenting tacit knowledge to preserve valuable expertise. 

The study acknowledged the significance of knowledge transfer in healthcare FM. Mentoring, training 

programmes, communities of practice, and cross-functional collaboration have been identified as 

effective methods for transferring knowledge among professionals. Staff turnover and resistance to 

change have also been identified as challenges associated with knowledge transfer. The research has 

focused on the practical application of knowledge in healthcare FM. It has demonstrated how knowledge 

assets can improve operational efficiency, resource allocation, and patient care. The challenges of 

knowledge utilisation have been addressed, including resistance to adopting new practices and cultural 

change. 

7.1.2 Objective two: Through this study, the goal of understanding the influence of culture on 

knowledge sharing and performance in healthcare FM was achieved. The analysis and findings provided 

essential insights into the role of culture in shaping knowledge-sharing practices and their impact on 

healthcare FM performance. The research examined how organisational culture affects knowledge-

sharing behaviours among healthcare FM practitioners ranging from directors to operatives. It has 

emphasised the importance of fostering knowledge sharing in a culture that values collaboration, open 

communication, and trust. The influence of cultural factors like leadership support, organisational norms, 

and incentives on knowledge-sharing practices has been investigated. The study looked at how culture 

affects performance outcomes in healthcare FM. It discovered a link between a culture that encourages 

knowledge sharing and improved performance in terms of operational efficiency, service quality, and 

patient outcomes. The study also acknowledged the importance of culture in fostering an environment 

conducive to innovation and continuous improvement. In addition, the study acknowledged the 

difficulties associated with cultural change in healthcare organisations. It has recognised that changing 

cultural norms and encouraging knowledge-sharing behaviours may necessitate overcoming resistance, 

addressing power dynamics, and aligning cultural values with organisational goals. Healthcare 

organisations can improve their FM performance by addressing these challenges and cultivating a culture 

encouraging knowledge sharing.  

7.1.3 Objective three: This study achieved the goal of understanding the impact of organisational 

culture and structure on job satisfaction in the performance of healthcare FM. The analysis and findings 

have provided important insights into how organisational culture and structure influence job satisfaction 

and, as a result, performance in healthcare FM. Cultural factors such as leadership style, communication 

practices, teamwork, and recognition and rewards systems have been identified as significant drivers of 

job satisfaction. The study emphasised the importance of fostering a positive and supportive culture to 

promote job satisfaction among healthcare FM practitioners. The study discovered a strong link between 

high job satisfaction and better productivity, work quality, and employee engagement. The study 

emphasised the importance of job satisfaction in improving overall performance in healthcare FM. 
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The study also examined how organisational structure affects job satisfaction in healthcare FM. It 

examined the hierarchy, decision-making processes, communication channels, and role clarity. According 

to the findings, a well-designed and supportive organisational structure can positively influence job 

satisfaction and, as a result, performance in healthcare FM. The study has provided valuable insights into 

the impact of organisational culture and structure on job satisfaction and performance in healthcare FM 

by achieving these objectives. It emphasises the importance of creating a positive and supportive work 

environment for healthcare FM practitioners to foster job satisfaction. 

Furthermore, the study acknowledged the difficulties in shaping organisational culture and structure. It 

has emphasised the importance of leadership commitment, effective communication, and a proactive 

approach to addressing cultural or structural barriers to job satisfaction and performance in healthcare 

FM. Healthcare organisations can improve FM performance by addressing these challenges and 

promoting a culture and structure prioritising employee well-being and job satisfaction. The study's 

findings and insights can help healthcare professionals, leaders, and decision-makers develop strategies 

to foster a positive work environment that promotes job satisfaction and, as a result, leads to improved 

performance and sustainable healthcare delivery in FM. Overall, achieving the goal of understanding the 

impact of organisational culture and structure on job satisfaction in healthcare FM performance 

contributes to a better understanding of the factors that influence employee satisfaction and 

performance. 

7.1.4 Objective four: This study achieved its goal of understanding the role of digital technology in KM 

in the practice and delivery of healthcare FM. The analysis and findings have provided valuable insights 

into how digital technology influences KM practices in healthcare FM. The study looked at how digital 

technology can help with KM in healthcare. It has emphasised the significance of digital platforms, 

information systems, and collaborative tools in capturing, storing, and sharing knowledge. The study 

highlighted the potential of digital technology to improve accessibility, efficiency, and effectiveness in KM 

processes. The investigation examined how digital technology promotes knowledge sharing and 

collaboration in healthcare FM. It has identified features such as online forums, social networks, and 

virtual communities of practice that allow practitioners to connect, share insights, and collaborate across 

borders. The study emphasised the significance of digital platforms in promoting continuous learning and 

group problem-solving. 

The study acknowledged the impact of digital technology on data analytics and decision-making in 

healthcare FM. It investigated how artificial intelligence, machine learning, and data visualisation tools 

can analyse large amounts of data, extract meaningful insights, and support evidence-based decision-

making in FM operations. The study emphasised digital technology's potential for improving operational 

efficiency, resource allocation, and performance monitoring in healthcare FM. 
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The study also looked at the challenges and considerations surrounding the role of digital technology in 

KM in healthcare FM. It has recognised the importance of adequate infrastructure, data security, training, 

and change management to implement and leverage digital technologies effectively. The study 

emphasised the importance of addressing these challenges to maximise the benefits of digital technology 

in KM practices. The study has provided valuable insights into the role of digital technology in KM in 

healthcare FM by achieving these objectives. It focuses on the transformative power of digital tools and 

platforms in improving knowledge sharing, collaboration, seamless service delivery and decision-making 

in FM operations. 

Furthermore, the study emphasised the importance of considering ethical and privacy concerns when 

using digital technology in KM. It has emphasised the importance of healthcare organisations developing 

clear policies and guidelines to ensure the responsible and secure use of digital tools and data. By 

addressing these concerns and effectively leveraging digital technology, healthcare organisations can 

improve KM practices in FM, resulting in improved performance, innovation, and long-term healthcare 

delivery. Overall, achieving the goal of understanding the role of digital technology in KM in the practice 

and delivery of healthcare FM adds to the understanding of how technology can support and enhance KM 

processes. It lays the groundwork for healthcare professionals, leaders, and decision-makers to 

strategically adopt and leverage digital tools for effective KM in FM operations. 

7.1.5 Objective five: This study successfully achieved the goal of understanding the beneficial 

application of benchmarking and KM in the practice and delivery of healthcare FM. The analysis and 

findings have provided valuable insights into how benchmarking and KM can improve healthcare FM 

performance. The research looked at how benchmarking can be used to identify best practices, compare 

performance to industry standards, and drive continuous improvement in healthcare FM. It has 

emphasised the significance of benchmarking in establishing performance objectives, identifying areas for 

improvement, and improving operational efficiency in FM processes. 

The investigation examined how KM practices can help with learning and innovation in healthcare FM. 

The study emphasised the significance of cultivating a culture that values knowledge sharing, 

collaboration, and applying lessons learned. The study recognised the synergistic relationship between 

benchmarking and KM in healthcare FM. It has shown how benchmarking can be used to identify best 

practices, which can then be captured and shared using KM processes. The study emphasised the 

importance of integrating benchmarking and KM efforts to maximise their impact on performance 

improvement. 

The analysis also addressed the challenges and considerations associated with benchmarking and KM 

implementation in healthcare FM. Benchmarking practices it has recognised the importance of data 

quality, standardisation, and confidentiality. The study also highlighted the importance of effective 
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change management, leadership support, and organisational alignment to implement KM initiatives 

successfully. The study has provided valuable insights into the beneficial application of benchmarking and 

KM in healthcare FM by achieving these objectives. It emphasises the potential for these practices to drive 

performance improvement, foster learning and innovation, and improve healthcare service delivery. 

Furthermore, the study emphasised the significance of continuous evaluation, monitoring, and 

refinement of benchmarking and KM practices. It emphasises the importance of feedback loops, 

reviewing performance metrics, and adapting practices to changing industry standards and emerging 

trends in healthcare. Healthcare organisations can improve their FM practices, improve service quality, 

and achieve long-term healthcare delivery by addressing these concerns and effectively leveraging 

benchmarking and KM. Overall, the achievement of the goal of the beneficial application of benchmarking 

and KM in the practice and delivery of healthcare FM adds to the understanding of how these practices 

can be strategically used to drive performance improvement and support continuous learning and 

innovation. It lays the groundwork for healthcare practitioners, leaders, and decision-makers to 

implement effective FM operations benchmarking and KM strategies. 

7.2 Chapter summary 

The application of KM principles in healthcare FM is critical for improving performance, improving patient 

care outcomes, and ensuring sustainable healthcare delivery. Healthcare FM can optimise their 

operations, deliver high-quality care, and adapt to the evolving healthcare landscape by cultivating a 

collaborative culture, optimising organisational structure, leveraging digital technology, and prioritising 

benchmarking and service quality. The findings and insights presented in this analysis are helpful for 

healthcare FM practitioners and decision-makers looking to harness the power of KM for long-term 

healthcare delivery. However, implementing KM principles in healthcare FM, on the other hand, is not 

without difficulties. Change resistance, insufficient resources, organisational silos, and the need for 

cultural transformation are all common roadblocks that must be overcome. Addressing these challenges 

and successfully implementing KM principles in healthcare FM requires effective leadership, change 

management strategies, resource allocation, and investment in training and development. 
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CHAPTER EIGHT 

 

Conclusion, recommendation, limitations of study and future research 

8.0 Chapter overview 

Ensuring superior healthcare outcomes while driving sustainable healthcare delivery requires effective 

KM in FM. Knowledge creation, transfer storage, and utilisation are critical aspects of KM that promote 

exceptional service delivery in healthcare. Nonetheless, challenges such as insufficient awareness among 

stakeholders or employees can obstruct successful KM implementation. Resistance to change alongside 

inadequate technological infrastructure represents potential stumbling blocks alongside organisational 

barriers. Organisations can overcome these barriers by adopting appropriate solutions that enable them 

to maximise opportunities available by managing their expertise effectively. 

8.1 Introduction 

The aim of this study was to investigate the application of KM principles in healthcare FM for sustainable 

healthcare delivery. This study has examined the role of KM in healthcare FM and highlighted the 

importance of using qualitative research methods, including interviews, observations and document 

analysis to study KM. The research findings have identified several factors that promote knowledge 

sharing and collaboration, including trust, open communication, collaborative learning, technology, 

effective leadership, and KM processes. The findings also highlight the importance of addressing 

implementation challenges, including resistance to change, lack of resources, and lack of a clear strategy. 

The benefits of KM in healthcare FM are numerous and significant, including improved patient outcomes, 

increased efficiency, better decision-making, and enhanced organisational effectiveness. Incorporating 

KM principles into healthcare FM significantly impacts performance, service quality, and sustainability. 

The impact of culture on knowledge sharing, the role of organisational culture and structure in job 

satisfaction, the integration of digital technology, and the use of benchmarking and service quality all 

contribute to improved healthcare FM performance. By embracing these principles, healthcare FM can 

foster a collaborative culture, use digital tools to run more efficiently, and continuously improve service 

delivery to meet the changing needs of patients and stakeholders. The findings highlight the importance 

of KM in healthcare FM and provide valuable insights and recommendations for the effective application 

of these principles in the pursuit of excellence in healthcare FM. 

The importance of management of knowledge in healthcare FM organisations has been discussed. 

Effective KM has been described as a critical ingredient for organisations seeking to ensure sustainable 

strategic competitive advantage. It has been highlighted that processes and technology alone are 

insufficient to drive an organisation. However, its people (employees) and the knowledge of the people 
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are very integral pivots in an organisation's success. Therefore, for healthcare FM to succeed, attention 

must be paid not only to the processes and technology but also to knowledge and its workforce, which 

are the sources of knowledge. Knowledge management has also been demonstrated to be tightly related 

to the objectives and core business of the organisation and, thus, a handy tool in management. It is only 

cost-intensive, useless, or counterproductive if KM does not add value to the organisation. 

This study has discussed that knowledge is one resource that provides organisations with sustainable 

competitive advantages. Nonetheless, knowledge will not be valuable for the organisation to build 

competitive advantages, but having the relevant knowledge and the ability to leverage and manage 

knowledge is a strategic management tool. It is, therefore, essential for healthcare FM organisations to 

look for means to gain, maintain, and leverage knowledge to achieve a lead to higher levels of success for 

organisations.  

The qualitative research was conducted in Northwest England's NHS acute and non-acute hospitals. The 

target population was fifty (five FM directors, five academics, five industry experts, ten managers, ten 

supervisors, five team leaders and ten operatives). These seven groups were purposively selected as the 

target population because they play a crucial role in KM enhancement in healthcare FM. Face-to-face 

interviews were conducted with all participants based on their pre-determined availability. Out of the 50-

target population, only 25 were successfully interviewed to the point of saturation. Data collected from 

the interview were coded and analysed using NVivo to identify themes and patterns related to KM in 

healthcare FM. Many participants were unaware of KM processes in their departments or organisations, 

even though some had received formal training. 

Furthermore, a sizable proportion of participants reported that senior management was, at best, 

indifferent about the service they provided. Knowledge management is a people-centred process that 

requires culture change and an investment in resources before payback can be realised, making the 

support of senior management critical to its success—and, as one participant put it, "does" anything work 

if the healthcare Trust does not own it? The challenge for healthcare FM is to participate in creating such 

an environment. That challenge has taken the form of KM, necessitating a significant shift in organisational 

thinking and FM acceptance that their service must also be subject to continuous improvement. 

The need for KM and its integration becomes evident if one considers the nature of knowledge in 

healthcare FM service delivery. While KM is becoming an established discipline with many applications 

and techniques, its adoption in healthcare FM has been challenging. Despite the challenges associated 

with implementing KM in healthcare FM, the benefits are numerous and significant, such as improved 

patient outcomes, enhanced efficiency, and better decision-making. A culture of continuous improvement 

can be created by investing in KM and developing effective KM strategies in which knowledge is shared 
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and used to drive innovation and improve patient outcomes and organisational effectiveness. It is evident 

from the study that healthcare FM can benefit from the many advantages KM provides.  

Similarly, senior management support is essential in putting this policy into action. The KM policy should 

include a formal mechanism for identifying, organising, storing, creating, sharing, utilising knowledge, and 

engaging and retaining expert employees. Some techniques that can help with KM processes in healthcare 

FM include knowledge mapping, mentoring, storytelling forums, research work and output of focus 

groups, acquisitions, seminars, toolbox talks, CoP, social networking, and benchmarking. 

Additionally, employees should be rewarded for adhering to KM policies. Some participants suggested 

that the documentation process, recognition and implementation of a reward structure, interviewing 

retirees, manuals, and job rotation be considered procedures to improve knowledge retention. Experts 

have a wealth of knowledge in their heads that could go untapped if not utilised, and one method of 

acquiring knowledge is using the knowledge experts. The KM policy should also emphasise the importance 

of an institutional repository and how and when to use one. Equally, the policy should encourage adopting 

and using various KM technologies. Facilities management operatives should be provided with DT training 

as part of the KM policy to enhance their digital skills. Training programmes need to be comprehensive to 

be effective. In addition to DT training, the KM policy should establish training programmes for staff to 

improve their understanding of the various KM processes.  

Management staff and other knowledge stakeholders should be subjected to rigorous KM training 

programmes and workshops. Training programmes should be designed specifically for knowledge workers 

unfamiliar with KM processes. Knowledge management training will lead to knowledge acquisition and, 

thus, an increase in staff expertise. Aside from the suggested training programmes, management should 

plan for feedback mechanisms and reward systems based on effective and efficient technology use.  

Knowledge management in healthcare FM is critical for improving and enhancing patient outcomes. 

Healthcare organisations face numerous challenges in managing knowledge, including the complexity of 

the healthcare environment, the need for interdisciplinary collaboration, and the dynamic nature of 

knowledge creation and sharing. However, by implementing effective KM strategies, healthcare 

organisations can overcome these challenges and create a culture that supports knowledge sharing, 

collaboration, and innovation.  

Notwithstanding these limitations, it is in the logic of conceptual arguments that modest contribution lies; 

that is, in accentuating the–so far ignored–principal influence of practices on knowledge utilisation in 

healthcare KM. Furthermore, as different groups of practitioners need to work together to deliver 

healthcare services, observations of the significance of collaboration and coordination practices across 

such groups may be relevant in other contexts. Overall, the study hopes to have shown that gaps between 
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knowledge and practice and understanding variation across organisational practices requires delving into 

the actual mode of practising KM in healthcare FM. 

Providing first-class healthcare FM services requires a knowledge capture and sharing environment to 

avoid constantly reinventing the wheels and information overload. While there are implementation 

challenges, overcoming these obstacles through effective leadership, resource allocation, and cultural 

transformation can pave the way for the successful adoption of KM principles, ultimately leading to 

improved performance, improved patient outcomes, and increased stakeholder satisfaction in healthcare 

FM. 

Finally, the research described here offered only a snapshot of KM-related activities within healthcare FM; 

however, if participants' responses were characteristic of the rest of the workforce, KM recognition within 

healthcare FM is still a new concept. It was found that while many organisations have managed knowledge 

for decades, few use it regularly. A knowledge capture and sharing environment is essential if information 

overload can be avoided and competencies are translated into the core strategies of providing first-class 

healthcare FM services.  

8.2 Recommendations 

The study recommends that KM processes be formally incorporated into the practices and delivery of 

healthcare FM, as this will increase the healthcare organisations' effectiveness and efficiency. A formal 

KM process may be realised through an organisational, written KM policy that should seek to facilitate 

the acquisition, sharing, transfer, capture, storage, utilisation, implementation and retention of 

knowledge of the internal staff.  

Also, top management support is crucial in implementing this policy. The KM policy should establish a 

formal mechanism for the identifying, organising, storing, creating, sharing, utilising and retention of 

knowledge of expert employees. Knowledge mapping, mentoring, use of storytelling forums, focus 

groups’ research work and output, acquisitions, seminars and networking, and benchmarking are some 

of the techniques that will facilitate the KM processes in healthcare FM.  

Participants suggested the documentation process, recognition and implementing of reward structure, 

interviewing retirees, manuals, and job rotation as some procedures to consider in enhancing knowledge 

retention. The KM policy should recommend the adoption and use of technologies for different KM 

processes. A vast amount of knowledge resides in the heads of experts, which could remain unused if not 

tapped. The use of knowledge ‘expert systems’ is one of the ways in which knowledge may be acquired 

(Davenport and Prusak, 1998; Koenig and Srikantaiah, 2000). The KM policy should also highlight the need 

for an institutional repository and the importance on how and when to utilise a repository. The KM policy 

should make provision for digital technology training for FM operatives to enhance their digital skills. 
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Training programmes should be comprehensive. Besides DT training, the KM policy should establish 

training programmes for staff to enhance their understanding of the different KM processes.  

Rigorous training programmes and workshops should be developed management staff and other 

knowledge stakeholders on the discipline of KM. Training programmes should specifically target 

knowledge workers who are clueless regarding the KM processes. Knowledge management training will 

in turn result in knowledge acquisition and thus increase the level of staff expertise. Besides the suggested 

training programmes, management should make provision for feedback mechanisms and rewards 

systems based on the effective and efficient use of technology. 

In addition to improving healthcare operations and organisational effectiveness, this study will help the 

academic community better understand sustainable healthcare maintenance strategies. The study 

provides insights into how KM principles can be used to support maintenance strategies in healthcare 

organisations, such as through technology, data sharing and collaboration. This knowledge can be used 

to develop best practices and strategies for sustainable healthcare maintenance. Researchers and 

scholars can use this information to build theories and frameworks for sustainable healthcare 

maintenance practices. 

Similarly, the academic research community will benefit from this work because it focuses on an 

understudied subject, specifically the use of KM in healthcare facilities management (FM). This strategy is 

hoped to bridge the gap between FM research and industrial uses of emerging KM techniques. To this 

extent, it is considered that this study identified the sorts of knowledge and associated KM strategies 

appropriate for healthcare FM contexts. Furthermore, constructs discovered through this research will be 

published in scholarly journals and at internationally recognised conferences. This research serves as a 

testament to the potential for synergy between practical, real-world benefits and academic advancement 

in the pursuit of sustainable healthcare maintenance strategies. Further research and collaboration in this 

area promise even more significant innovations and improvements in the future of healthcare facilities 

maintenance. 

Clearly, further research needs to be conducted and validate such results. Notwithstanding these 

limitations, it is in the logic of conceptual arguments that modest contribution lies; that is, in accentuating 

the–so far ignored–principal influence of practices on knowledge utilisation in healthcare KM. 

Furthermore, insofar as, generally, different groups of experts need to work together for delivering 

healthcare services (Walshe and Rundall, 2001), observations of the significance of collaboration and 

coordination practices across such groups may well be relevant in other contexts. Overall, the study hope 

to have shown that ‘minding the gap’ between knowledge and practice and understanding variation 

across organisational practices requires delving into the actual mode of practicing management in 

healthcare organisations. 
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8.3 Limitations of study and future research 

Despite the limitations of current research, there is growing evidence that KM can improve decision-

making, reduce errors, increase efficiency, and enhance patient care in healthcare FM. To address the 

limitations of current research, future studies should focus on standardising KM practices, evaluating the 

impact of KM on patient outcomes, exploring the role of patients in KM, examining the cultural and 

organisational factors that influence KM, and assessing the sustainability of KM practices over time. By 

addressing these limitations, practitioners can enhance understanding of KM in healthcare FM and 

improve patient care. 

While the research on applying KM principles in healthcare FM provides valuable information, it is vital to 

recognise its limitations. The study's sample size may be small, limiting the generalizability of the findings. 

Furthermore, the study's specific participant selection criteria, such as FM consultants, academia, 

directors, managers, supervisors, and operatives, may introduce bias and limit the perspectives 

represented. Similarly, face-to-face interviews were used as the primary data collection method in the 

study. While interviews can provide rich qualitative data, they are subjective and rely on participants' 

responses, which may be influenced by personal biases or social desirability. This limitation may have an 

impact on the findings' reliability and validity. 

Furthermore, the study's findings may be contextually specific to the research's context. Cultural 

differences, organisational structures, or variations in healthcare systems across different regions or 

countries may limit the findings' generalizability to other healthcare FM settings. The study's timeframe 

may have limited the depth of analysis and understanding of the long-term impact of KM principles in 

healthcare FM. Longitudinal studies or extended observation periods would provide more detailed 

insights into the long-term effects of KM implementation in healthcare FM. 

The study focused on qualitative data analysis from interviews, which provides detailed insights into the 

experiences and perceptions of the participants. However, the lack of quantitative data makes it difficult 

to assess the extent to which KM principles influence key performance indicators or to establish statistical 

relationships between variables. 

Furthermore, the study findings may not be directly transferable to other healthcare FM contexts or 

settings. For example, organisational culture, resources, and regulatory frameworks may differ, 

influencing the implementation and effectiveness of KM principles in different contexts. It is critical to 

acknowledge these limitations in order to contextualise the study's findings and implications. Future 

research should address these limitations to improve our understanding of KM in healthcare FM and 

provide more robust evidence for its implementation and impact. 
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APPENDIX A 

Research schedule for this study 

 

Tasks Year 1 
Sept. 2019 – Sept. 2020 

Year 2 
Sept. 2020-Sept 2021 

Year 3 
Sept 2021-Sept 2022 

1 Literature review. 
 

            

2 Understanding healthcare FM 
practices in NHS. 
 

            

3 General study of KM in 
healthcare FM. 
 

            

4 Submission of R1. 
 

            

5 Attending related conferences 
and seminars. 
 

            

6 Observational studies in 
healthcare organisations in 
Northwest England. 

            

7 Analysis of observational 
findings 
 

            

8 R2 Submission. 
 

            

9 Experts Interviews  
 

            

10 Analysis of collected data. 
 

            

11 Writing up the thesis. 
 

            

12 Write papers for publications. 
 

            

Figure 1.1 proposed research schedule  

  



376 | P a g e  
 

APPENDIX B 

Invitation to participate in a face-to-face interview 

Research title: Effective knowledge management in hospital infrastructural assets for sustainable 

healthcare delivery.  

Dear Sir/Madam  

INVITATION TO PARTICIPATE IN A DOCTORAL (PhD) RESEARCH INTERVIEW 

My name is Ben Iyere, and I am a PhD candidate at the School of Engineering, University of Bolton. I am 

currently researching on the application of knowledge management principles to the management of 

hospital infrastructural assets. In this context and that of hospitals' infrastructural assets, the following 

objectives have been formulated to achieve the research aim:   

 To critically appraise the concept of KM and how knowledge is created, stored, transferred and 

utilised in the context of healthcare FM. 

 To examine the influence of culture on knowledge sharing and performance in healthcare FM.  

 To evaluate the impact of organisational culture and structure on job satisfaction in the 

performance of healthcare FM. 

 To investigate the role of digital technology (DT) in the practice and delivery of healthcare 

facilities management.  

 To analyse the application and benefits of benchmarking and service quality in healthcare FM. 

Scope of Research: The research will be conducted within NHS acute and non-acute hospitals in 

Northwest England. The entire interview is expected to last between 30-45 minutes. The interviewee shall 

be allowed to withdraw their participation from this research whenever they wish. Any information 

provided before withdrawing from the interview process shall be destroyed immediately.  

Confidentiality: All information provided will be treated with complete confidentiality, and findings from 

this research will be used for the sole purpose of this research and academic publications. The findings 

will not be attributed to any specific person, hospital or institution.  

If there are any problems or if you wish to contact my supervisor, his details are: Professor Peter Farrell, 

School of Engineering, University of Bolton (Tel 01204903426; email: Farrell@bolton.ac.uk).  

I hereby agree to participate in the research:  

Name of participant………………………………………………………. Date……………...……………………. 

Signature……….……….  

Yours Sincerely, 

mailto:Farrell@bolton.ac.uk
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Name of Researcher       Research Supervisor 

Ben Iyere (Email: bi1res@bolton.ac.uk)   Prof. Peter Farrell (Email: Farrell@bolton.ac.uk) 

RESEARCH QUESTIONS 

The following research questions are tailored to the study's objectives. 

1. What is the general understanding of KM awareness in practice and delivery of healthcare FM 

from the employee's perspective? 

• How is healthcare FM knowledge acquired and created?  

• How is healthcare FM knowledge stored and utilised? 

• How is healthcare FM knowledge shared and transferred? 

2. What is the reality of organisational culture on knowledge-sharing practices in healthcare FM? 

3. What is the impact of organisational culture and structure on job satisfaction in healthcare FM? 

4. What is the impact of digital technology (DT) in the sustainable delivery of healthcare FM? 

5. What is the impact of FM benchmarking on healthcare organisational sustainability? 

  

mailto:bi1res@bolton.ac.uk
mailto:Farrell@bolton.ac.uk
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APPENDIX C 

University of Bolton RE1 Research Ethics Checklist 

Form RE1 
 
RESEARCH ETHICS CHECKLIST         
May 2018 
 
This checklist should be completed for every research project which involves human participants.  
It is used to identify whether a full application for ethics approval needs to be submitted. 
 
Before completing this form, please refer to the University Code of Practice on Ethical 
Standards for Research Involving Human Participants.  The principal investigator and, where 
the principal investigator is a student, the supervisor, is responsible for exercising appropriate 
professional judgment in this review. 
 
This checklist must be completed before potential participants are approached to take part 
in any research. 
 
Section I:  Applicant Details 
 

1. Name of Researcher (applicant):      Ben Iyere 

2. Status (please click to select): Research Student 

3. Email Address:      bi1res@bolton.ac.uk 

4a. Contact Address:      bi1res@bolton.ac.uk 

4b. Telephone Number:      07572606599 

 
Section II:  Project Details 
 

5. Project Title:      Effective knowledge management in 
hospital infrastructural assets for 
sustainable healthcare delivery 
 

 
Section III:  For Students Only: 
 

6. Course title and module name and 
number where appropriate 

 
 School/Centre: 

      
 
 
     Engineering 

7. Supervisor’s or module leader’s 
name: 

     Dr Peter Farrell 

8. Email address:      P.Farrell@bolton.ac.uk 

9. Telephone extension:       

 
Declaration by Researcher (Please tick the appropriate boxes) 
 

 I have read the University’s Code of Practice 

 The topic merits further research 

 I have the skills to carry out the research 

 The participant information sheet, if needed, is appropriate 

 The procedures for recruitment and obtaining informed consent, if needed, are 
appropriate 
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APPENDIX D 

NHS research ethics committee (REC) approval form 
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APPENDIX E 

 

Email interview request 

Dear Sir/Madam, 

My name is Ben Iyere, and I am a PhD candidate in the School of Engineering, University of Bolton. My 

research is on the application of knowledge management principles to the management of hospital 

infrastructural assets.  

I am pleased to inform you that you have been selected as a respondent in this study because you manage 

the operational activities of a hospital's infrastructure assets, which is relevant to the context of this study. 

For this reason, I would appreciate the opportunity to interview you whenever it is convenient for you, 

please.  

The interview will be open-ended so that you can respond to the questions based on your knowledge and 

experience; hence, there are no right and wrong answers to any question. The anonymity and 

confidentiality of your response will be strictly maintained. You can also withdraw from this project at any 

time without explaining your reasons for doing so. 

I sincerely believe your knowledge and practical experience with managing the operational activities of a 

healthcare trust can substantially contribute to achieving the aim of this study. 

Please find attached Appendix B-invitation to participate in a face-to-face interview with the research 

objectives and questions.  

Please feel free to contact me if you require further clarification on this matter. 

 

 

Kind regards, 
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APPENDIX F 

Interview raw data from one sample participant named ‘A’ 

SUMMARY KEYWORDS 

NHS, People, Knowledge, Deliver, Service, Created, Manager, Staff, Manage, Question, Facility, Culture, 

Trolls, Document, Train, England, Patient, Walk, National, Healthcare Facilities 

Welcome and thank you very much for your time, I'm most grateful. I would like to briefly explain the 

theme of the research, which is healthcare facilities management. The whole idea is learning the 

processes and procedures from other services and translating it to healthcare facilities management. In 

healthcare facilities management we are very guilty of knowledge sharing – people don’t share their 

knowledge and what they know, so there's no way you can refer to what has been done in the last two or 

three years to learn from it. We’re constantly fire driving new procedures every day and evaluating what 

would work best today or tomorrow. This is ineffective. So, the whole idea is to learn both from the clinical 

services business sector, and the construction industry, etc. to see how we can relate them to the delivery 

of healthcare facilities management. So, my interview with you today is between 45 minutes to an hour, 

and there's no right or wrong answer. Simply extract from the weight of your experience and see how you 

can relate it to the services. If at any point in time during the interview, you don't feel comfortable, we 

can stop and resume at your will. So, having said that, I'm a PhD research student finishing my PhD, and 

these are just research findings and population data. Due to your experiences, I selected you as part of 

the population sampling.  

QUESTION 

What is the general understanding of knowledge management awareness practices in the delivery and 

practice of healthcare facilities management? In other words, what are the experiences of the operative, 

in terms of knowledge management, in the delivery of the services? 

ANSWER 

I've worked in a few NHS trusts, both within the mental health institutions and on the acute facilities. 

Relating this experience to your question, knowledge sharing within the operative is non-existent within 

operational management, and with further broadening, and this is core justification as to why the NHS is 

failing. This can be seen not only within the facility management sector, or support services of the NHS – 

but is the same principle that the clinicians always allude to when they have issues surrounding the care 

plan for patients. It may be surprising to learn that when a doctor or clinician resume your shift, the 

information about your patient is readily available to them – information that is hypothesized to be 

personal to the patient. Moreover, we in facilities work with processes, and we discovered that when you 

take over a post once an individual has retired or resigned, you will find out that when you handover, 
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everything is vague and empty, with no way to find out where or how a process has come about. You are 

ultimately left to discuss the issue with the frontline staff, however, more times than not, the staff will 

say that they were told to do it in this particular way, or refer you to any manager available, and for you, 

as a beginner, you have no references or comprehension of the system in place, the same system that 

could be failing to adhere to regulation or compliance set by the trust. So, you are left to try and adapt to 

or alter the circumstances, or alternatively, to try and understand the reasoning behind why and how you 

are in your current situation – just to be met with hurdles every time. So, it's a massive issue. Every time 

you move trusts, as I have done, you find that (or feel as though) you are reinventing the notions the trust 

is based upon. This is why when managers leave, they make copies of what they have implemented into 

one trust, and this way they are able to refer to these knowledgeable implementations on their own 

personal accord. Also, if you've worked in a mental health or an acute institution, you find that the process 

does not normally harmonise, so you must adapt by using your own experience or your knowledge - or 

you might have to start all over again. Ultimately, this time consuming and wasteful – regarding resources. 

Time is money – and this time is used up by constantly having to reinvent the notional foundations of the 

trust. To add to this, it doesn't provide assurance to your frontline staff when you come in and tell them 

that what they've been doing for an excessive period of time is mostly incorrect, and when you do come 

in and tell them, they are bound by confusion, as these incorrect actions are what they have grown 

accustomed to whilst working in that area. As a result of this, the staff will adopt a “If it's not broken, why 

fix it” attitude regarding your concerns, which makes it even more difficult to set the workplace back on 

the right path. Thus, when dealing with a team that does not like change, the mindset of the staff is very 

important, and you have to take this into consideration and alter your changes according to their mindset. 

Overall, this is a massive problem within the NHS. 

QUESTION  

So, is it right to say from your experiences that knowledge management in terms of the operatives is not 

in existence, or partly naïve? Or that the managers most likely have the awareness, but it does not 

transcend down to the floor? I think we should be able to relate and discuss our individual understandings 

of knowledge management, so that we can all develop a “holistic” or advanced knowledge from learning 

from each other, that can be applied to service. Is it right to say that this doesn’t exist, and if it does then 

only minimally? 

ANSWER 

I think it’s a mixture of what you have said. It does exist, although not in document. I've worked with few 

managers in my little experience, and what I have concluded is that some of the staff we work with see 

knowledge as power, and if they hold onto it, they have authority over you, and use it to almost hold the 

trust almost hold the trust ransom. For example, we have a particular manager, who because of his 
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knowledge, and because of the way he has previously worked, the trust had to extend his retirement 

because they have nowhere to go. Essentially, if he leaves, the system will collapse. The trust went as far 

as bringing in a consultant to attempt creating a Knowledge Library. The manager was supposed to work 

with this consultant, but he frustrated the consultant and could not really provide anything of value – so 

they had to extend his contract. This is what you get, everywhere. The NHS normally finds solutions by 

bringing in agency staff, and again, it doesn’t work. I have been an agency staff member, and the way I 

work is not the way most agency staff choose to work. They go in there and move. You or I may have the 

passion to go in there and deliver, but that is not the aim of most. So instead, the NHS needs to move 

inwards – look at their substantive staff and invest in them. Invest in the technology required to capture 

this knowledge and have a process in place whereby staff must document what they are doing. Checks 

and balances, audit processes where a line manager will actually line manage and ask for your processes 

and to see your documentation. But if this is not in play, due to micromanaging being a forced regard, we 

need to do this to capture the information. This will lead to a translation between senior managers and 

frontline staff and may get them to adopt more knowledge and work together. But like I said earlier, 

knowledge is power for some people, and they may not want to let it go, as they believe that if they share 

what they know, they will no longer be relevant.  

QUESTION 

I know you've touched on it. So, in essence, how is knowledge created 

in healthcare facilities management? I know some people have toolbox talks, and some people have 

monthly briefings, where note taking isn't necessarily required, they can just listen and learn. So, in 

healthcare facilities management, how do you create the knowledge for day-to-day service? 

ANSWER  

As much as the service that we deliver is one of the most important in any clinical setting, we are the least 

recognised. The reason for this is that the service we deliver is delivered by a group of staff, whom 80% 

of said staff, for example the average porter, domestic staff or security, are not required to occupy any 

form of certification to deliver it. Due to the fact that they do not need any form of certification, the trust 

has created a standard whereby they want this staff to achieve. However, the trust has not recognised 

that in order for this staff to achieve the standards, they must be trained. So, as you rightly said, they left 

the training aspect to the required managers – so that they can train the uncertified staff. But again, even 

these managers may not know if this group of workers is acute enough to be trained by themselves. This 

s why the likes of toolbox talks become an efficient exercise. Right now, the way knowledge is created in 

the NHS is for a line manager to either look in-house to see if there are any resources within the training 

and development department (which is never for the facilities team), or the line manager uses their own 

knowledge to develop their own toolbox talk and deliver the knowledge by these means. Whether 
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correctly or incorrectly, nobody’s checking. Thus, I believe the way forwards is that wherever there is a 

chance to spend money to either arrange with local colleges or training facilities to come in, perhaps on 

an SLA (Service Level Agreement) - spend it. These colleges and facilities can train our staff, maybe twice 

a year. This could be a way forwards as these staff will be left feeling valued and will be able to appreciate 

their training and utilise it, rather than somebody standing in front of them reading out a list of books 

they should read.  

QUESTION 

So, the yearly appraiser, does it form part of knowledge creation, or is that just another toolbox exercise? 

ANSWER 

I would say it's completely wasting the manager's time. This is because, for example, you have not 

developed the abilities of a cleaner to have any directive - in terms of where they want to go with their 

career, and then you sit in front of them, do an appraiser, and ask them about their future endeavours. 

They have no future endeavours that they are aware of at present, so all they will disclose with you is 

their desire for an increased Christmas salary or general wage. Furthermore, if we create an avenue or 

opportunity for them to be able to nurse an ambition, perhaps they feel as though they can achieve any 

career within the department, and maybe they will reveal to you how they now  believe that the training 

that they received equipped them with the skills needed to work towards that role of supervisor, team 

leader or assistant manager. However, this is not the case as we have not invested in them, and all they 

have done is toolbox talks. This is not enough; so, the appraiser for me, although a go to, is ineffective if 

we have not carried out the basic things required to get the benefits of the appraiser.  

QUESTION 

From what you've said, the service lives in a silo - we know that. There's no opportunity to create 

knowledge and there's no opportunity to store it. There's nobody to even share it. So, if this whole 

sequence is absent, what knowledge do you have in place that you use to deliver the service? 

ANSWER 

Well, that is why when you go to different trusts, you find out that things are done differently. Meanwhile 

we are all trying to work towards a national standard. For example, in cleaning.  

QUESTION 

Does this work in reality? 

ANSWER 

We are all trying to work towards a national standard but there is no national training standard. So, if we 

created a national standard, processes may be more recognised and as a result, more efficient. For 
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example, in nursing in the Muslim world, they have a standard, and they must all be trained with this 

level. But that's not the same in facilities. Recently we had the National Food and Drink review. Its 

objective has just come out, but the company believes that the trust should train their staff in 

sophisticated catering. However, they have not identified what sophisticated means to them. You need 

to identify it. You cannot just leave this loose end for the trust to design and select what they need to 

train their staff on. So that's the problem. You're leaving an exit for people not to follow the correct way. 

If there was a National Standard created, there would be a compliance that would need to be attained in 

order to achieve that standard. It’s the same for most compartments. I understand that the government 

has not really been able to challenge the trust to deliver in the way it is supposed to.  

QUESTION 

Like you rightly said, knowledge is power. And if you have it, you can move the world - especially in 

facilities management. That's why people are selfish with knowledge because they believe that when they 

train you to know what they do, they don't have that. So, it's still in operation today? 

ANSWER 

Yes, it is, and I don't think that it will disappear. But it can be reduced, and it can be mostly eradicated. 

QUESTION 

There’s a saying that if you want people to actually share knowledge, you've got to be able to encourage 

them, i.e., by incentives, by promotions, and by reward systems Is this something that you think we work 

with in NHS facilities management? If you make an agreement with somebody that consists of them 

training the staff, there’s opportunity to uplift and reward and provide incentive. Will it work? 

ANSWER 

It's really difficult to answer that question because if people are employed - for example, I've been 

employed in the past and I've given a certain objective to deliver. We all work differently, and because of 

this, passion matters. If you give somebody 3 objectives to work on, they will most likely deliver these 

objectives mediocrely, because they only feel like providing you with the bare minimum at that time, so 

you have to call them back to fully complete the objective at a later date. So, if there is no human 

interference in these situations, it’s difficult to see because you may still pay somebody to train people, 

and this person may not train them to the standard or level that is desired or required. In some cases, 

trainers may even tick the box to say that the staff member has actually been trained, when they haven't. 

Also, no checks take place to determine whether the member of staff understood the training. So, I think 

what we should be talking about is selling passion to people. If people are passionate in what they are 

doing, and they actually have passion in doing their job, I think this will resolve the majority of the issue.  
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QUESTION 

My next question relates to culture. Culture is a bane. You have organizational culture, then you have 

individual culture. Culture in the NHS usually consists of the fact that if you're not within that set culture, 

you most likely have to operate in silo, because you don’t belong. Then you have the organizational 

culture, where certain people have favourites within the organization. Is this something you’ve come 

across? Is this something that you can explain – organizational culture and this within individual culture? 

Organisational culture and hire face knowledge sharing, knowledge creation, knowledge utilization and 

knowledge storage. 

ANSWER 

Organisational culture bears individual culture, and I will extend that.  Everybody knows that with the 

NHS, when it comes to decision making and process creation – they're very slow. This gives individuals 

ammunition. The NHS as a whole uses a policy - or procedure or governance that to them, is staff friendly, 

or that they think cares for their staff. But what it actually does is create a figurative monster, due to the 

fact that when they are creating these policies, they are assuming that the staff will embrace the policy, 

and have ethe passion to deliver it correctly, but they disregard the fact that people are people. So, most 

staff that you see - especially on a certain banding, come into the NHS with amazement and excitement, 

around the fact that they can work and get paid whilst doing so. This is why I initially said that 

organizational culture causes, creates and develops people's culture. And again, organisational culture 

will align and link with knowledge sharing in the same way. For example, I've worked in a private firm 

before, and in this private firm, if you have been employed to deliver some objectives, after a few months 

you get asked what your progress is, and if this is not delivered, they will just show you the door. They 

don’t mess around because they are profit driven. 

But in the NHS, we claim that we associate employer, but it's causing. It's causing arms and leg. So that's 

what can come as consultant or as substantive stuff. All done to what their primary assignment is, and 

not sharing the knowledge or training staff to successfully take over from them. So, I've never gone into 

an ACH cross, and I see a succession plan. A somebody that when you talk about secession plan, they look 

at you and thinking you for real that's my that's my dinner you want me to just release to you that if I plan 

for somebody to take over from me, I cannot guarantee the NBA till about Samsung device, or comeback 

as a consultant and again, that's why you see in me says today, people retire and come back the next day, 

the next day, because they know what they plant. They know that without them. Nothing can move. So, 

it's all caused by educational structure or culture. 

So that leads me to the next question. So, what is the impact of that culture on job satisfaction? Or 

24:11 
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I've just been to workshop today and job satisfaction is part of the scope of this course. And throw some 

work in presently did the survey staff so they and almost all the staff came back to say they're not happy 

in what they're doing. And you would think that you should be happy with the fact that they can be cannot 

out six months of secure paid and they can do they can do Gadlin not in on a day to day pay of six. Yeah. 

So even being if you give a human a goal posts, they will take the off field. So, there is no job satisfaction. 

Stop at a particular level. People that are in the NHS with career-oriented reason. Most of them claim that 

they're actually doing what they're doing for the frontline staff. I will say the band force the ban. It's not 

so much about five and the ban to 380 5% of them always come out to say they're not happy with what 

they're doing. Because they got into the job because of the wrong reasons. They're in the job because of 

the pay. They're not there because they love what they're doing. So, an NHS is encouraging that to 

25:46 

say friendly employer. Yes. I call them social player. Yep. Because I work in an organisation where a 

security guard had their sleeping problems sleeping sickness, and so he was constantly sleeping. Yeah. 

And he told me, that was sickness, and we have to abide by it. Then there was another one that was called. 

And they said it was the disability they have to manage it. So, it comes to work every day it goes stayed in 

the pop. Yeah, we couldn't suck in because you have a disability. We have to manage it. So, all these and 

that's part of the organisational culture because you're not attempt to say this is no right. You are setting 

the precedent you cannot manage and there's Oh, don't go there. It's always been like that. Yeah. So, 

what do you tell somebody and say, oh, this is your job. It is that and it's telling you but I'm the only one 

working here some people is the Pope. Somebody has been off sick for two years with no more maternity 

every year and not that they have been paid. So, it seemed to leave that vacuum, because we work in a 

silo. And like you said at the beginning, a firm we don't even recognise what we do. That's what people 

don't recognise. They said it because they just feel you know; you are only the awareness of FM is when 

things are not happening. 

27:13 

So, it's a very, it's a very catch 22 grounds now. We in FM created the most that we can control anymore. 

And then the policy and procedure again, supported it. We have staff that they know they can't do 

anything to them. All they will just allude to is 

27:43 

I'm sick of come up with one allegation. 

27:46 

I just I just I like that. You bully me and the policy or the HR department tends every time at any time to 

support the frontline staff against the manager that you put in charge to manage the service. So again, 
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that's another big issue. The NHS when it comes to staffing issue, they always think that managers are like 

Goliath. Yeah, and the phone I start by like giving somebody every day. So, they don't even recognise Oh, 

everything you've done, even document all the support they've given you the staff, they will still find 

something to frustrate you. And they still expect you to do your daily job and still balancing the stuff. 

28:41 

That's really interesting. Thank you so much like the guy interviewed yesterday. It said that we are well 

MMA rallies that weekend created a monster he asked me Ben was actually a facilities manager. What 

are you are you cleaning manage? Are you a security? You said you've created titles that does not have 

definition or meaning it no senior sister could resign to resign tomorrow or become a facilities manager. 

Because anybody can manage a cleaner and nobody can manage the caterers, or you can manage the 

port. So, I think exactly what you said we created the most doesn't have a means all unnamed is just 

they're operating in silos where we're all learning. And we tend to constantly manage by saying watch 

your back. I hate that so much. Yeah, in NHS if you're doing the right thing, trying to deliver a service that 

you're passionate about, what should you be looking forward or somebody's going to stop you? Because 

people operate in segregation in silos, and that's why they're not sure what they're doing 

29:55 

in the culture and NHS whereby everything we do we have to be forced to us think about yourself, yes, if 

you send an email to somebody, you've no send that email to that person because you're informing, 

you're trying to share information. You only send that email because you're covering your back that's 

what is happening in the private, private sector. That's why the fourth thing you get when you get a job 

in the private sector, it's your mobile phone because they expect to speak more with people rather than 

always in email. So, the NHS is always key. And I know people that have folders for each and every boy 

that they come across with if your name crossed their email, they form a data folder for you. And I came 

back why is that? I say all because they need to refer to it. Wow. 

30:49 

That's really dangerous. 

30:51 

Thank you very much. I my next question. I know you touched on it briefly. When we just started the 

interview is in part of the technology on sustainable delivery. Because I know some trans surprise the 

other day I went to not Manchester they're still using the radio even cab drivers don't use radio anymore 

to say pick up Angelina from Danny apart from the fact that it doesn't have privacy and dignity and all that 

is just regimented in the sense that people cannot even monitor the service. There's no digital application, 
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you know, whereas if you go to some PFI, everything is digitalized. You can see where everybody is. So, 

what's the impact of digital technology in the delivery of healthcare facilities? 

31:34 

Well, I'm glad that you mentioned not much history because I've worked there, and digital development 

is not from the NHS Africa is nice. Because if we have the required innovate innovation, we will see that 

the efficiency will improve greatly. For example, when I was working in not our ERP system where our 

portrait staff will pick a job only by the client or the PDA boards when we change that to even more 

efficient way of walking. They said that PDA style of walking is a free chamber when we analyse it for 

them. That is known because for example, if I'm a reporter, and I pick a job that is going to the extreme 

end of your spittle, and I've done the job and under Joe came on the same location, the same location I 

just bought for that job. I need to go and get a wheelchair at the end extreme so I have to say I'm sorry I 

can't do this job, or I will do it while I was there before starting to return this bed to that. So, I don't I could 

have done in 20 minutes. It's not going to be one hour, one hour. And then we translate that to the 

manpower or the output per person. They are you find out that a typical portrait stuff is Yeah, about two 

or three jobs in a day. The other time is just wasted on running around looking for stuff to use to the day 

job. So, all we did was now we use technology to now do a kind of a mapping system tracking, tracking 

them run just to whereby if you are doing a big job right down for you to come back empty. You will pick 

the next day that job so they can just go there and pick and then the job you pick will be close to your 

location or those it marries so many indices together. You have a baby with you. You need to move a 

patient that he does for you or if we have a wheelchair with you, but you need to pay to do that job. Don't 

pretend you're somebody close there that can pick a bed can do the job right and you travelled to pick 

the bed and combat and train just pick the bed and go there and they save that Johnny walking back. So, 

when we did that, we did a try we find out that we are actually saving, or we improve our efficiency by 

more than 50% and that was the trial period. So, by time we will be around I'm sure the efficiency will be 

great. So, I'd again like you said about the security using radios and things like that. The technology is still 

not very is not out there for them to improve on that Service Board. They're very suffocated reduce that 

can be consumed. They don't even need to the public. Did not Manchester you. You mentioned they used 

to have a radio without the earpiece and things like that everybody would listen to what they're talking 

about. So yeah, Declutter. improvement will really increase efficiency. It might be initially very expensive. 

Boy in the long run, it will pay for itself, and they'll see dividends of the improvement. 

35:07 

Thank you so much. This probably a maximum discretion because you're aware of it because you 

construction show background, a lot of organisations that they've been encouraged to see how they can 

migrate their system to be that one system does it all in your own knowledge. You know, rather than the 
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estate guys doing their own thing and facilities doing their own thing if they asked you to go to three B or 

searching or as we beam application integrated into delivery of FM services working hand in hand, we 

tested is going to streamline the whole operation. From your experience. Is this something we are looking 

at the next in future? 

35:53 

Yeah, I think most drawers are going away now. They are adopting software. I know some trolls like MFT 

they still very guilty of that the facility I assume, are sitting in isolation to the STL guys. But before I left, 

we're doing a project whereby we're going to migrate all the floorplan Autodesk that we can work in 

collaboration and share whatever platform they're using. For us to be able to use that to our advantage 

bought this particular TROs I'm working in now they've gone way ahead on their own they use a software 

called my card on the My card system. They manage everything and then when they are doing it there, 

they talked about the facility team that they will be able to benefit from this. I'm not saying it's perfect it 

can't be better because like we bought, we all know somebody have to be there fitting the systems and 

which meant that rolls rooms do change almost every day. Yeah. Usage of the room changes every day. 

So, the problem they we are facing it. We've not to talk about that new administration for that software. 

We'll be doing managing, managing it. So, we've recognised that we prove that, but we've seen dividends 

of that that if estate and facility work together to share the same platform. There will be lots and lots and 

lots of improvement. In for example how we do our thinking or detail how we can locate our own style. 

And when we will report then we can embrace the guys to when we report the facts. We're not calling 

them by what we call it they are calling within team names so that it will save them time in recognising 

where you are if we call it for example, we call it we call the clinic cupboard. cupboard and then they call 

it junk cupboard or they call it far FY level. So, and then we are reporting on that system. Whoa, there is 

a leakage in clinical board, one on the way so it's a waste their time working around us with all coming 

back to wait for the pain down the potatoes are ringing up. But if we share the same platform, then they 

just go straight there is a very pointed a lot of headaches. 

38:27 

I'm happy you mentioned Africa one of the problems with beam is the protectiveness. That is that's the 

problem they had in North Manchester and forget when the hospital was paid because they may contract 

us and the people that same be PFI was a marriage or covenant. So when they left the pipe loose of 

documents that were not digital, they just give you the Bible PFI Bible as it is okay we try Rica there was 

no way you could marry so that's what was working in silos and each time you have to refer to document 

and that's why they still like that because there was no system put in place or whoever designed the 

system. did not consult FM and that's why you go to MFT today, they're hospitalised letter 20 The flow 

you know that flow is great if they knew what they were doing the work in collaboration with FM nobody 
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would have put a floor on the call record is very bad. Yeah, that is going to cost them a lot of money to 

replace the floor. So that is not sharing knowledge and that's a problem. And you go to some hospital new 

bits have been managed by clinical lead staff to manage construction of a water hospital without the 

impact of effort only to get SAP this is not going to work. The costs of cleaning the facility are met in a 

facility over a period of time is more than the cost of the facility. So that's, 

39:52 

of course, I'm even lucky now that they've been thinking about maintenance when they are doing 

construction. The major issue we used to have in construction is your design this big edifice and they don't 

even think about maintaining it 

40:06 

at I'm not clinical but so 

40:09 

they might have a big building and they have a very tiny clinical board and it's even more even 

proportionate to the building. You have second floor you have Wirthlin cupboard downstairs, have you? 

I do. I do think about all the above. I think the people are recognised and now done. We are setting up 

the project team. You need to start to get my dear friend to be part of that projects in just for us to 

recognise how I put onto that team and then put the right person to be able to fight for our own. Yeah, 

40:52 

so sorry. Thank you so much. Okay. My last question is in part of benchmarking, you know, you have CQC, 

and you've been involved in place. What is the impact of this benchmarking on this sustainable delivery? 

Of is the added value? Is it just a ratio? It ticked both sides like this? Is it a compliance, no commitment, 

what is the impact? Is it adding value? Are you learning from it? Is that meeting like best practices? 

41:19 

And really depends on who you ask really if you're actually me, my own personal opinion. I think he's 

good. At least it will deny you as a service lead to create that time to go and deep into your service and 

settings. Rather than listen to your phone lifestyle. And again, there's been no commitment. I know people 

can decide to just do it, while sad in their own in that debt on their desk, or you can decide to actually do 

it correctly. And if we're talking about doing correctly, then it will add value I just completed place now 

and it gave me an opportunity to actually go and see the service force and speak to the frontline staff and 

look at the service from me from their point of view. And it really opened and because again is place a 

gave the other part the orders the other side I call them now open up to you by them before we ask the 

question to an email to tell you what they wanted to know. Yeah. But what do you do now? See you day. 

I didn't know that. If I say, Can I sit down room and they say oh, we can show you into give me a reason 
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why you can show me. So that's opened up a lot of things for me. So, I think if it's done correctly, is a good 

exercise. Benchmarking is good. If it's incorrect, but if not, if it's not well managed it could just become a 

tech Wester site and they will not value. 

42:56 

So please come to you. They do your assessment; they go to the mess hospital. Do you have opportunity 

to actually go to the recess better to learn best practices and if you do, whatever you learn from that, do 

you can you replicate it in your trust? Or is it just you call it a weekday one of those away days? 

43:18 

And I think I think is all depend on your local trolls and what agreement you have with local pros around 

you there is no there is no way in the NHS Manoir that say that. You can go on to do that was to live their 

best patterns. It depends on how you do your networking. And some trust. If you asked to come to the 

club to see how they do things. They'll be very cagey because they don't want you to see the other side 

the other side of the trolls. Again, I'll go back to when I was with not Manchester, I tried to even within 

the MFT troughs I try to go to that level to see how they're doing. They were very cagey because on paper, 

they are creating our they're creating these brilliant Ospital quitters Yeah. Do you know that if you come 

in then you will be able to see that it is not brilliant. So, they are very gentle. Oh, sorry. We can 

accommodate that they can you come on under they can see clearly that they want to give it to you. So 

yeah, so I don't think that it depends solely on your own networking your relationship with or that flows 

around you. But as per the place process. You trust you can open up your place. Yes, you can open up 

your place for that was to participate is all it's all down to you. It's not mandatory as bad place. They just 

say yeah, give recommendation or requirement. WHO. A patient assessor could be late. But they're not 

insist that all that falls should be the calm is mandatory. 

45:22 

So having said that, this data they are published. And I know your CQC recommendation your trust, I think 

is requiring improvement. Yeah. So, in most organisations, some organisations so to say if it's a private 

sector and not the MFT solo is good. One would imagine that okay, this area's we are failing. And in the 

last 10 years, MFT has always been good. Do we have opportunity to actually move from here to one lane 

What are you saying that is not the party because we see the statistics, we say it is they are trying to 

benchmark so they what is the impact of CQC people are not learning from the statistics. 

46:07 

I think government might be doing their own bit more again, the affiliate, the affiliate will recognise that 

there are politics or politics going on a various trust interest draws when you are not my sister was 

becoming a problem to government because you are really feeling they try to amalgamate or merge it 
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with other hospitals, that they feel they're brilliant. Now, they also knew that they might need to wait. 

They give them loose of money to develop it. But other than for them to now. Share what the claim they're 

doing for them to be excellent. Without just build it as a blueprint that right that's appropriate to follow. 

Yeah, carry on doing whatever you're doing. No, they didn't do that. And we quickly went quickly to we 

quickly find out that they don't actually have a blueprint that's why they couldn't come on the show has 

out there been passing that. So, government needs to do secrecy for example need to do lot of FDI if 

you're if they truly have the intention of creating a good hospital, they don't need to go in there and fill 

and hospital and walk away. They should walk with them to develop their show, to actually be part of the 

steering group. Again, I'll go back to not my sister. When it's about time to roll out the national attorney 

standard. NHS England came to North Manchester to work with us to that we can be a flagship a pilot 

scheme for them that they can use us to not show the truck the truck this award will be done at you 

interested to know that the leadership team in the group in MFT group really frown against that that we 

luckily I did not my sister Medina was happy to work with NHS England or they refuse blindly say No, I 

don't want NHS England on the site. So again, that became mind boggling for me. Why are we not working 

to the national standard? Are we not trying to critique an enabling environment for our patients or is it 

okay that we are delivering a why you why you hide? Do they hide in audio we'll find that is that's not 

working, that's not working? And then we correct it, and it shows how to do it. But they don't they don't 

want them on site. So that is the answer your question. So, if particularly self say you Trezon is failing, and 

they did not say what the throw down the road is passing, can you go there and learn from them? 

49:02 

I will bring somebody dead to come and help you in that area you are failing. 

49:07 

So, does that answer your question when they're not allowing NHS England who are supposed to be like 

the consultants to come in? How will they allow it to cost me to do it for them? 

49:20 

So benchmarking is just a checkbox? Well 

49:27 

thank you so much, 

49:28 

Sade. Honestly, I say I don't know what to say you've done so well for me to have travelled or this way or 

your time and your family and we literally really appreciate please feel free at any time to get in touch if I 

need further information is your kit to combat Yes. Like I said confidentiality is of most value control this 

system before a no name and no location will be mentioned. This will be edited and taken up. And after 
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completion. If you didn't need a copy of the project, or the thesis I'm more than happy to may want to 

thank you very much. I really appreciate your words of knowledge and experience you've shared I'm sure 

would go a long way to happy the service going forward. My aim is not just to do a thesis and walk away. 

I want to be able to see how we can translate it to the service per se and that's one of the reasons that 

I'm doing it and I'm starting from the academic level like you are very important. They started the facilities 

management. And we are looking at it is employer sponsored. It's not people come in so for the employer 

to lease them to come on that because it means they know they have a stake in it on like people just come 

and do it. I have a degree unless it is I don't even know what I've come to study. So, the more we have 

school slide is unlike you know FM apart from so forth. That started now Sheffield is doing it and then us 

doing it both in has just started so is becoming ungodly in the next 10 years probably going to be 

professional. If you don't belong to a body that regulates every regulator, then you cannot be managed. 

You can't be for instance, certainly never my son Bo is not a graduate is about 80 

51:17 

Yeah, I know some trolls tried that in the past to start saying you have to be a grad seven it's not it's not 

some macros board. It's not. 

51:29 

If you're a nurse, you're not a grad you can't get to six No, just be about five. And that's why I actually 

attended a meeting in Makati where we're mobilising Nate, and they asked me questions. I wanted to 

answer it and the note said that the matron said don't dump or that you wouldn't know that so excuse 

me, or the mayor didn't know that I think probably more educated I guess I say What do you mean? I said 

to get it done yourself. You have the first degree of check your profile in those actually you have a diploma 

because in your time there was no degree an order and I have a master's or tight so I'm really sorry I said 

next time you have to assess people before so do you play Pat because people in the past that have come 

to the meeting probably just GCSE that have risen from cleaner to supervisor supervisors to manager and 

when it comes to strategy is a massive problem. Antonio because we have learned a lot, I mean this this 

was I'm working with now. Most of the senior managers actually groove from being frontline staff. Up to 

that and that's why you can clearly see their documentation. Their governance is just have you tried to 

read their email battiness If they are speaking no full stop. You just redirected like our girlfriend All right. 

The hope is no comma no full stop. 

52:52 

I was given access to a shared drive off. A direct to that was leaving. And that was also started doing what 

she was doing. And you would think that way you see an ad in lab a lot of substance in there. You'll be 

surprised that his fortune has gone to get on the internet. Just copy and paste what has it was done among 

see what is out there for anybody to go and research. What else? For example, I'll give an example the 



395 | P a g e  
 

national tennis standard when it came out. We I strongly advise that we need to now create a 

responsibility matrix of the 50 elements who is going to be doing it and I agree locally. And then we need 

to now categorise all our areas against this effort one to six. Again, locally This is you must if you don't 

want to. If you don't want to categorise your own office as FRC, you might say I want to make for one 

Yeah, that's very good. But in this role, because you don't even know what they're doing. Nobody did that. 

They just sat down as a Yeah, give that try to revive that tree. What is the science behind this? How do 

you come about it? Nobody knows anything. So, you now have to now trace back and start all over again. 

When I'm talking to my own director. She's like because she's new to she's like, we were talking about 

this once you have done these documents that were signed off, either by yourself or by myself, the chief, 

the IPC team, and each old director of nursing. I say really? I say Yes, really. But if he's not being signed by 

those people, if I see Danny I say, right, I'm asking the nursing team to be clean the commode based on 

the National Clandestine senator who signed it on the nose and say, we're not going to be doing that. It's 

not a standard operating document. And then they won't do it then but if it's all been signed, them by the 

end developers operational document to them. So, it's and that's where you have it there is no standard 

way of working the NHS, you'll find that when you go to one Trostle fund or a mattress we'll do it this way. 

Or you are doing but we are all delivering care. service to people. And then we are working and be 

surprised. They give nice up it is in the clinical world. 

55:18 

Yeah, some element of it. I'll give you a typical example. I went to St not Manchester. My record was that 

I went to MRI, and they couldn't find anything about me. And I said excuse me say yeah, we don't have 

your record on the system. I said, I say not my JSA Yeah, because we think your cash material and what 

we think because you're a super-duper record of everybody. So, in other words, I was calling for papers 

from doctors are no doubt and then when I was going to give me paper those countered my doctor. So 

55:52 

he's in massive, maybe the NHS is too big, maybe needs to be broken down into regional. I don't know 

maybe it needs to be. Maybe they should look at it as TROs as autonomy if they do now, 

56:05 

you have autonomy to do that. So 

56:09 

maybe you should just break down this national standard. Make us break it down region by region, by 

clause depending on who you serve, because again, and he says itself as they are shooting themselves in 

the foot when they make all these national standards is always acute hospital bypass. Yeah. It didn't think 

about the mental throws. 
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56:31 

Make the truss they believe that if it's possible 

56:35 

that's why not. It feels to the Nazi, and they have they can say inaccurate truss you can fit in. But if you 

study mental health, you cannot walk enough to Christ if you're going to measure water, no doubt because 

mental health Yes, is a specialist hospital. But when you are talking of clinic, clinical depression they are 

the same thing. It says that mental health staff have been trained to you know, inject and write report 

and look after a patient that does a different may feed in in acute trusts or feeding in a new mental health. 

Yes, they are the same. But in Alcatraz a patient cannot ask for more than two slices of bread to clean out 

the caterer. I will say when I finished there is more of bringing that demand to head. Do you tell them how 

many slices of bread to eat? 

57:27 

No, not at all. And like you said again, they are this national food and drink review that just came out. 

Again, it's asking for lots of things. But we can look at it and say well we can't fit into you don't have to do 

everything. Yeah, well we when you see it, I think is always going to be best to create a document and say 

Oh, this for the acute hospital is the mental hospital 

58:01 

that they expect the mental health to adapt that document to their own services, but who's going to do 

that 

58:08 

is autonomy so even operational again let me use plays for example, if you go to the place assessment is 

asking for so many things that is not applicable to the mentor and when you when you pick the not 

available or not applicable if you fail on that. Event child they okay they act on there is their wheelchair 

you know, not all Muay Thai, but if not pick non applicable. You fill on that. I'll keep saying to them, then 

devise an assessment for the mentality of it. If it's a dementia unit if it's a physical disability, you design 

that Yeah. But if we if I don't employ you, if I don't admit people with physical disability, or are people 

that that stability require that they need to be transferred through, then why frankly, the wheelchair for 

they I'm a I'm a low secure unit. There are people there Yeah, departmental but they are physically here 

they are mobile and so on. On day two, they are our people. Our services are being supported up in their 

bed to eat into it. Don't do the mental health gets down to the bullet hits you. So, are you saying not 

applicable you feel that? So? Yeah, I mean, it lots of things need to be done from top to bottom, from 

bottom to top. Thank you so much. That's the end of the interview. I truly appreciate the opportunity. 
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APPENDIX G 

Early interview findings from the pilot study 

As part of the pilot study, seven semi-structured interviews were conducted. Four healthcare FM 

employees were interviewed in four different hospitals to represent the staff hierarchy (i.e., the top, 

middle, and operational levels). Two academics and one professional healthcare FM consultant were also 

interviewed to determine the industry's current position regarding the identified knowledge variables.  

The healthcare produced in these hospitals consists of acute and non-acute healthcare services, divided 

into either four or five different medical areas, each further subdivided into smaller units. The processes 

of creating service delivery plans differ to some extent between different levels in the organisations. The 

data collection focused on acquiring a deep insight into the planning and control of services and the 

capacity of the FM services provided in the hospitals (Barrett and Baldry, 2007). A semi-structured 

interview guide was based on the literature review of KM and the knowledge and experience that the 

researcher has gained from his practice as a senior facilities manager in acute and non-acute hospitals.  

The interviews ranged in length from 45 minutes to over one hour and lasted an average of 1 hour and 15 

minutes. Before each interview, the interviewees received emails outlining the research aims, objectives 

and questions. The participants were asked to describe their role in healthcare or their organisations, 

followed by a discussion of the knowledge creation, storage, transfer, organisational structure and culture 

within the service team and then between other teams and organisations, if applicable. The role of 

technology, organisational structure and benchmarking as tools for knowledge transfer was also 

thoroughly discussed. During each interview, numerous open-ended questions were asked to encourage 

the participants to share experiences of how knowledge is created, stored and transferred within and 

across their organisations. The issue of organisational structure and culture and how they affect job 

satisfaction, which leads to trust, were discussed.  

Participants were assured of absolute discretion and anonymity by means of an informed consent form 

(Appendix B) prior to interviews being conducted, and confidentiality was assured and upheld without 

exception. A verbalised confirmation was communicated to all participants prior to the start of each 

interview that all information proffered by participants would be treated confidentially and not used for 

any purpose outside the scope of this study. The informed consent form underpins the ethical approach 

to the process. As with all research projects, the university of Bolton's ethical procedures were followed, 

including the use of participation information sheets (to explain the objectives of the study to participants) 

and participant consent forms (to ensure that participants are happy to be a part of the study and are 

aware that they can opt-out at any time). Also, the NHS research ethics committee reviews research 

applications and gives an opinion on whether the research is ethical. In this way, their review is centred 

around participants. It is not necessary for all research conducted in the UK to be reviewed by an NHS 
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research ethics Committee (REC). Therefore, since this research did not involve the confidential 

processing of patients or service user information, it did not require approval from the NHS REC (see 

Appendix D). 

The verbatim transcripts attest to the authenticity of the interviews; confidentiality was maintained by 

submitting these transcripts to the research supervisor only without names of participants, descriptions 

of buildings and password protected, and transcripts were not published. Seemingly, the methodology, 

procedures, and ethics were adapted from the study of Farrell et al. (2016) and the completed University 

of Bolton RE1 research ethics checklist (Appendix C). 

Early findings 

One common complaint among the line managers interviewed is that they had to establish how to be a 

manager for themselves. Sometimes training was available, but the managers did not have the resources 

to take time away from their day jobs to take advantage of it. There were also times when nothing suitable 

was available. However, all the managers discovered that, unless they had a supportive supervisor, the 

onus was on them to find relevant training and justify why it was necessary. Few, it appears, had access 

to a structured development programme in which they were required to participate. Over the last decade, 

there has been some progress in increasing the availability of training programmes. As a result, healthcare 

facilities managers have a wide range of training and skills. According to two participants, training in 

specific management skills, such as managing a budget, team, sickness or absence, is now more accessible 

than it used to be. 

At the same time, an increasing number of NHS trusts recognise the importance of creating a standardised 

development programme for their managers and leaders. There are also numerous national schemes 

available to managers. The NHS people plan recently acknowledged the importance of making line 

management training more widely available. Nonetheless, evidence that structured management training 

is essential remains elusive. Certain stereotypes about what it takes to be a manager may be partially to 

blame. Two interviewees, in the case of the facilities managers, drew attention to what they saw as an 

unhelpful assumption that vocational apprenticeship training and service decision-making expertise 

provide them with the necessary skills to take on leadership and management responsibilities. As a result, 

they argued, many FM managers find themselves in management roles with no management theory or 

practice background, forcing them to play catch-up for the rest of their careers. Two participants informed 

that senior NHS managers in management training modules intended for far fewer junior colleagues are 

far more common than they should be, owing to a lack of a structured development pathway earlier in 

their careers. Prospective managers benefit significantly from an educational or vocational background, 

and more needs to be done to encourage employees interested in leadership and management to take 

on responsibilities in this area. 
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Employees' awareness of KM  

Following the preliminary analysis and interviews, this study discovered that the majority of participants 

at the management level were aware of and had heard of KM initiatives or concepts. They also understood 

the fundamental concepts of KM, and the majority agreed that their organisation had implemented KM 

initiatives formally or informally. Furthermore, they believed it was critical to implement a KM initiative 

in the healthcare sector as one of the strategic components of their business to benefit the organisation. 

They viewed this as essential and believed management would fully support KM initiatives in the hospital 

setting.  

The managers were aware and believed that knowledge creation was everyone's responsibility and that 

everyone could contribute to it. However, some interviewees also believed that the creation of new 

knowledge was limited to the training and development department. According to the research, KM 

initiatives in the healthcare sector have yet to be officially launched, and it is a concept still in the early 

stages of consideration. Although top management has discussed it, no follow-up actions have been taken 

thus far. This demonstrates a critical need for KM initiatives in the FM department to promote the concept 

of KM among employees and provide guidance and motivation to staff on knowledge creation, capture, 

organisation, access and sharing. Meanwhile, top management must encourage employees to understand 

and value KM through KM programmes such as seminars and dialogues. 

Knowledge creation 

There was agreement among the three participants that internal publications and training were the most 

useful KM tools in their organisation. Most interviewees believed that the healthcare sector had provided 

KM knowledge through staff training and education from internal or external parties like health and 

safety, food hygiene training, working safely, safeguarding and conflict resolution. The participants also 

agreed that all employees must share their knowledge with colleagues through presentations or report 

documentation after attending seminars, training or specialised courses. Furthermore, most participants 

believed they could benefit from knowledge from other departments or industries, such as business, 

finance, construction, partners, competitors, clients, and suppliers, for business intelligence.  

The research findings show that most participants agreed that employees are rewarded for developing 

innovative ideas. For example, managers might be required to join an R&D group led by the senior 

manager to generate ideas or suggestions to support the business process in their current working 

environment. It is common for operatives to exchange knowledge or experience informally with their 

mates during their break times in restaurants or cafes, sharing decent work practices, experiences, and 

successful tasks. Most participants believed that employees should share their knowledge extensively to 

contribute to their organisation significantly. In general, the business process should assist in creating, 

capturing, organising, accessing, and sharing knowledge. 
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This study believes that more work needs to be done in managing knowledge within the context of health 

FM, particularly concerning a process-based view of KM, and that the focus should be on the knowledge 

worker as the primary knowledge asset. As a result, the expert interviews were designed to achieve two 

specific goals: First, they intended to gather empirical evidence on the current status of KM within FM 

contexts and to investigate the importance of knowledge workers to the industry as advocates in the 

literature. Second, they aimed to identify any critical issues to be addressed within the KM process when 

evaluating the intellectual capital framework for healthcare FM. 

Research suggests that KM has not received much attention in FM; therefore, the management of 

healthcare FM is still nascent. According to one of the interviewees: 

... the value of systematically capturing knowledge, particularly learning about what works and what does 

not, is significantly undervalued in healthcare FM and by those who outsource to their suppliers. 

Understanding the types of knowledge facilities managers may require, use and create in the future is a 

critical area of research for FM organisations seeking to remain competitive.  

Several significant issues are associated with KM adoption in healthcare organisations, particularly in 

implementing initiatives. According to the literature, the problem for many organisations stems not only 

from the concept of KM or the complexity of operationalising it but also from the fact that KM initiatives 

are often implemented ad hoc, with a high degree of fragmentation and lack of coordination. In their 

discussion, some participants agreed that healthcare FM organisations practice KM in some form, 

whether explicitly or implicitly. The main problem, according to them, is that many organisations lack 

formal and structured methods for managing their knowledge assets. In the opinion of one participant: 

…knowledge management is not the issue; rather, what matters is whether organisations are clearly 

aware that they are managing knowledge effectively and have a formal and structured approach. 

Consequently, participants felt that while many hospitals have KM techniques, management intervention 

is lacking to implement them in a structured and purposeful way. Further, Nutt and McLennan (2000) 

argue that 'individual FM knowledge systems are challenging to innovate. In one participant's opinion, 

proper implementation requires: 

... you need to think about it, you need to have objectives, you need to have a business case, and then you 

implement it.  

Both the literature and the interviewees recognise the importance and necessity of managing facilities' 

knowledge for organisational effectiveness and bemoan the fact that it is underutilised in the FM context. 

Furthermore, both the literature and interviewees emphasise the growing importance and significance of 

capitalising on the tacit knowledge of knowledge workers. 

  



401 | P a g e  
 

Knowledge sharing 

Three participants informed the researcher that their organisations' colleagues and peer groups were the 

primary knowledge-sharing and acquisition sources. Some employees stated that their co-workers were 

extremely helpful when encountering a problem and shared their knowledge whenever possible. On the 

other hand, some believed that colleagues were withholding rather than sharing their knowledge. Several 

participants lamented the loss of experienced colleagues' knowledge when they left the organisation, 

claiming that management made no effort to share that knowledge with their co-workers. Some claimed 

that knowledge sharing depended on the nature of their work, mainly when sharing knowledge with 

someone in a different department. Nonetheless, all the interviewees were willing to share knowledge 

with colleagues if such an experience would add value to the organisation.  

Culture and structure 

If one believes the headlines, there are epidemics of cultural deficiencies in healthcare services. Over the 

last several decades, extensive investigations into hospital failures and scandals have pointed to certain 

aspects of the hospital culture that contribute to those failures. Organisational culture represents the 

shared ways of thinking, feeling and behaving within an organisation. Healthcare organisations are best 

viewed as having multiple subcultures that can drive change or undermine quality improvement 

initiatives. Although a growing body of evidence links to culture and quality, more nuanced and 

sophisticated understandings of cultural dynamics are required. While culture is frequently identified as 

the root cause of healthcare scandals, cultural reform is required to correct flaws, such as simplistic 

diagnoses and prescriptions that lack depth and specificity.  

Within institutional economics, there has been increasing focus on the role of organisational cultural 

factors in framing economic decisions, shaping preferences and regulating behaviours. North (2005) and 

Hodgson (2006) argue that an organisation's culture is formed by its 'habits of use' and 'institutions'. 

According to the authors, institutions comprise the 'rules of the game' in social collectives or the 'humanly 

devised constraints that shape human interaction and structure incentives in human exchange'.  

The government's current quality strategy includes a bold new vision for the NHS, embodying the belief 

that managing organisational culture and improving learning (albeit under the supervision of close 

external monitoring) will result in significant performance gains. The goal is to 'create a culture in the NHS 

that celebrates and encourages success and innovation... a culture that recognises... potential for 

acknowledging and learning from past mistakes (Department of Health, 1998). Although learning is 

something that individuals do and develop, organisational structures can help or hinder the process. 

Individuals' engagement with the learning process is shaped by the organisational culture in which they 

work.  
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One manager thought the current organisational culture was highly positive in one healthcare 

department. They perceived it to be a pleasant, happy and relaxed environment that supported and 

encouraged knowledge-sharing within the organisation.  

Interaction and communication, like trust and positive relationships, were viewed by all participants as 

essential for performing work. Despite their significance, many participants emphasised the lack of 

interaction and communication within their group, between groups and within their organisation. One 

participant believed that 'lack of communication' had been highlighted in previous surveys, but that top 

management had made no effort to remedy the situation. This point was emphasised further in the 

following interviewee statements: 

Our department has some recently hired employees, and we have no idea who they were for the first three 

or four weeks of their employment. In the same department, there are people working in the same 

department; we have no idea what they're doing, and they have no idea what we are doing. 

Three participants also believed that the organisation's current structure hampered interaction and 

communication among the various groups, resulting in silos. Within the organisation, several formal 

techniques of knowledge sharing were identified. Frequent (monthly or fortnightly) meetings were used 

to discuss matters or issues, particularly at the organisation's highest level, which cascaded down the 

hierarchy. Occasional (for the most part, annual) team-building exercises were planned, but some were 

only for senior management. The organisation holds weekly toolbox talks, which were regarded as a good 

and simple system of sharing knowledge (mostly explicit) and information among employees, primarily 

information about the organisation as a whole. 

Furthermore, the participants felt that the toolbox talks helped locate colleagues knowledgeable in 

specific areas when dealing with complex problems. Nonetheless, some thought the toolbox talks could 

be improved by including more job-related information and knowledge. Within the organisation, specific 

tacit knowledge-related techniques, such as communities of practices, brainstorming, and action learning 

sessions, were uncommon. Employees were regarded as valuable assets to the organisation, so internal 

employees were given preference over external candidates in job selection due mainly to their experience 

and knowledge of the organisation. Furthermore, the leadership was highly adaptable as long as 

employees fulfilled their responsibilities. However, the lack of published standards, norms and procedures 

was not given any thought. 

One of the NHS directors had this to say:  

…the issue in this box is that you must create the culture to recreate an environment where people feel 

safe sharing knowledge and information. Culture is a vastly complicated subject, and as you allude to it, it 

is evident, I believe, that it is not always readily shared. I was always at odds with the finance director 

because he was only concerned with money and budgets. I, on the other hand, was more concerned with 



403 | P a g e  
 

service and patient outcomes. I did not say anything about buildings. I talk patients, you know, which is 

the culture I tried to instil in the world while leading my team. It was not about buildings; I did not tell my 

colleagues. We are only here because of the patients' experiences, without whom we would not require 

the buildings.  

My cleaners recognised me. My cleaners can stop me in the corridor. I made a point of going out to lunch 

with them on occasion. I wish I was in a union because I could not get permission to go and do this. Hold 

on; you're in command. And I just said that if I walked into the canteen and sat down with my cleaners, I 

would not be there without permission. I told them that we needed to announce that we had lunch after 

their lunch. So, I did not sit with them during their time. In my spare time, I sat with them. In other words, 

they are going to have 10 or 15 minutes longer. So, they did it on purpose because their lunches were their 

time, but also because they felt pressed. I was playing the game a little bit and certainly understood that 

there could be pinching a little bit at a time and getting something for free. Of course, they were not getting 

it. Because I was giving it to them, they were not pinching anything. But, of course, they did not always 

recognise it. So, you know, as I always say, it is about relationships, about working hard to build 

relationships. I used to joke about being in my ivory tower. As a director, I had no idea what was going on. 

Because they were on the front lines, they knew everything. So, why wouldn't I go to the front lines and 

ask what is going on? And then someone told me what we were doing, and I could see what the managers 

were telling me, and it was just a way of ensuring that the managers were not trying to mislead me. They 

were aware that their employees were conversing with me to avoid pulling the wool over my eyes. I was 

not as harsh as that, but it was all about making sure they did not tell me what they thought I wanted to 

know. I would like to know what I was clear on. They were required to tell me what I needed to know rather 

than what they wanted to tell me. 

Furthermore, there are serious concerns about whether and how the organisation can capitalise on the 

learning achieved by its members. As a result, while continuing professional development has long been 

a part of the NHS, evidence from other sectors suggests that learning should play a more leading role. 

Learning organisations (Dodgson, 1993; Senge, 1994; Argyris and Schön, 1978) value learning as a core 

characteristic, and this concept is vital in the context of organisational development (Garside, 1998). 

Trust 

Most participants acknowledged the importance of trust and positive relationships among co-

workers/colleagues in sharing knowledge and performing well. Notably, senior management believed 

there was trust among employees within their teams, which was not always assumed among operational-

level workers. One of the directors had this to say: 

In any relationship, trust is a given. It is the foundation of any marital, organisational or academic 

relationship. You, as the manager, must earn trust, which is not always easy in the NHS. It is challenging 
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to work in, and I thought I had worked in the best environment for the past 25 years. There is bad 

behaviour. It is not always about it; there is only one level, and once you earn trust, people listen to you. 

But you have to achieve it, and lay the groundwork for it, and I said it was more about not being a listening 

environment. People had preconceived notions and only wanted to do what they wanted. And, you know, 

I was accused of it and was just as guilty as anyone else. People are looking at me just as much as I am 

looking outwards. As a result, the comment about trust is straightforward. Yes, trust is required to build 

their confidence and, thus, relationships and learning. As a result, it is much work. Yes, you have to build 

that; it takes years and minutes to lose. 

A manager reported that there was a knowledge gap and dissatisfaction with the role of the employees 

due to discrepancies between what they were doing and what they had been trained for. 

Job satisfaction 

Most participants stated they believed there was a mismatch between what they knew and what they did 

and a scarcity of progression opportunities. Additionally, they felt abandoned or uncared for by the 

organisation (creating a culture of 'us and them) and viewed a lack of recognition and education pathways 

as causes of job dissatisfaction in the healthcare organisation. 

The review of the organisation's documents revealed evidence of a lack of provision of formal training for 

acquiring new knowledge. Most participants expressed dissatisfaction with the training provision because 

they had not received formal training during their employment. They lamented that new employees were 

pleased with the organisation's training facilities and recognised the opportunity to participate in internal 

training modules. Some employees also believed they were not given the same level of attention the 

organisation gave to new employees. 

Two participants told the researcher that their contract employees had not received a formal induction 

when they joined the organisation. They believed, however, that this area had recently improved 

significantly after the importance of having a proper and formal induction session for new employees was 

recognised. All interviewees emphasised the importance of having a proper induction, which would 

determine their first impression of the organisation, even though senior management felt they should be 

able to pick things up about the organisation quickly. While everyone agreed on the importance of 

induction to the organisation in general, most participants also emphasised the importance of a specific 

induction to job-related activities, as exemplified in their responses. 

The employees believed that the organisation had ignored this area (specific job inductions). Furthermore, 

several employees expressed concern about the lack of published standards and norms, which made their 

job difficult. Some chose job swaps (at the operational level), believing that the new jobs would be more 

challenging and provide an opportunity to gain experience from a different discipline. 
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Employees were subjected to annual performance evaluations and personal development programmes. 

Except for key performance indicators used by one of the departments, no other performance 

measurement framework for employees was discovered within the organisation (not specifically for 

employees). Personal and flexible deadlines for employees to complete work were noted, but no evidence 

of monitoring/tracking deadline achievement was found across many disciplines. Furthermore, severe 

inconsistencies in the application of annual performance evaluations for employees were observed, 

resulting in a lack of confidence among participants in the evaluation system. 

Use of digital technologies 

Understanding how to deploy innovative technologies is becoming an increasingly important skill for 

healthcare facilities managers, whether to improve service quality or deliver service changes (for example, 

those seen in response to COVID-19). On the other hand, managers have very little training or support in 

critically appraising and effectively implementing technological and digital solutions. In the coming 

decades, strengthening these skills as part of an integrated and aligned training and development offer 

for managers will significantly benefit healthcare providers. The use of digital technologies for the 

sustainable delivery of healthcare FM demonstrates that innovation is a mindset rather than a one-time 

event. Innovation management principles should be incorporated into the daily schedule of each 

employee at all levels, and supplier organisations must prepare themselves for a future of extreme 

competition and increasing customer demands. 

This study determined several factors that will guide future innovation in multiple service provisions and 

help it maintain its role among the ever-changing business patterns and customer demands. It also 

suggests future innovative strategies in healthcare FM solutions and multiple contract management, 

allowing for more effective FM.  

Technology is another vital enabler of knowledge, connecting people with information and with each 

other. Furthermore, it is critical to a successful knowledge management initiative programme. Explicit 

knowledge can be captured and disseminated using ICT. Most interviewees clarified that internet and 

intranet technologies had been widely used and implemented in the healthcare sector to support KM in 

the organisation. More than 70% of employees agreed that the healthcare sector had provided many 

facilities with IT infrastructure, such as PCs/laptops, servers, databases, and document processing 

machines, that can assist employees in creating, capturing, organising, accessing and sharing knowledge. 

However, most of the staff were ICT or computer illiterate and did not know how or where to store their 

knowledge to share it with others.  

This study also discovered that the knowledge repository must be considered when using ICT to support 

KM in an organisation. The information provided may be critical to the organisation. It is critical to have a 

repository for all critical knowledge to maintain explicit knowledge and facilitate further sharing. The 
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organisation must address significant issues, such as what knowledge should be stored and how it should 

be stored. According to data analysis, staff awareness of KM initiatives in organisations relates only to 

current activities and business processes in the working environment. In particular, it involves KM 

processes and the establishment of ICT in the healthcare sector. The latter is vital as it will influence the 

implementation of the KM framework for KM initiatives. Appropriate processes aid people in improving 

knowledge sharing enabled by technology. 

Benchmarking 

The Department of Health's (2002a) report titled 'shifting the balance of power within the NHS' 

announced the formation of strategic health authorities and other significant organisational changes 

within the NHS. The performance improvement agenda is an essential component of healthcare 

modernisation in this rapidly changing environment. To support this agenda, the health department is 

looking for a better system for collecting and presenting performance data (Department of Health, 

2002b). Accordingly, there are two key reasons to measure and publish data on performance: (1) to enable 

continuous service improvement through the provision of the best possible management information and 

(2) to demonstrate accountability regarding the expenditure of public resources to the public and 

parliament. 

The NHS faces potentially limitless demands. To meet this challenge, providing high-quality service while 

managing customer expectations is critical. However, many healthcare trusts find it challenging to 

respond to multidimensional measurement systems. In other words, excessive measurement has become 

an expense because they lack the capacity and resources to implement improvement programmes based 

on the suggested metrics. Healthcare FM has developed various measurement systems and guidelines for 

trusts to meet some of these challenges (NHS Estates, 2002a, b). These guidelines aim to communicate 

customer requirements to all trusts consistently and provide a suitable means of measuring compliance. 

Within the healthcare sector, there is a growing belief that facilities directors within NHS trusts should set 

their agendas and priorities. It is then the responsibility of the healthcare facilities to decide what to 

measure and what not to measure. It is critical to continuously differentiate between critical and non-

critical measures and continuously reduce measurement overheads by launching initiatives for 

improvement based on what is measured.  

Additionally, it is essential to keep track of the actual improvements that are occurring. In this context, 

facilities directors within NHS trusts could use the specified FM framework to identify their organisational 

priorities. Based on the findings, they must develop integrated management systems demonstrating 

progress toward their priorities. There is also a growing desire in the NHS estates to investigate the use of 

new performance management systems that aid in strategy execution. The ultimate aim is to build an 
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organisational infrastructure capable of responding to national challenges and strategies and learning 

from best practices and past experiences. 

However, cursory evidence suggests that benchmarking concerning healthcare FM is often incorrectly 

applied. Although benchmark metrics are typically identified and compared against those of other 

healthcare organisations, indications suggest that many such organisations do not honestly attempt to 

analyse the practices that underpin these metrics. When performance gaps are identified, attempts to 

match the best‐in‐class tend to be limited to trial‐and‐error methods reminiscent of the pre‐modern 

benchmarking era. As part of the initial research, the premise was formulated that benchmarking in 

healthcare FM was currently misunderstood and misused. Using practical examples, literature review and 

interviews, the benchmarking methodologies for assessing the three main aspects of facilities service 

provision – process, quality and costs – were identified and discussed. Several benchmarking approaches 

and mechanics are examined before identifying the fundamental mechanisms. 

Overall, the managers were sceptical of benchmarking, with most relying on personal relationships, 

experience and judgement to monitor their outsourced service providers. The quotations below were 

typical responses from the interviewees: 

I look at what they do based on years of experience and rely on my knowledge to determine whether they 

are doing the right or wrong. There is no need for figures or graphs. I understand what is going on and 

why. 

One particular healthcare estates and facilities director put it in the following way: 

Despite its flaws, it comes back to what I said earlier about the numbers telling the story. And a colleague 

of mine was term-side with an insurer when we were doing what was imposed on us about networking in 

healthcare trust. … and I am in the red because I am overspending, he explained. However, he had a PFI 

operation. He stated that you are in the red because you are not following the rules. And I just said, well, 

if you want to come to the hospital, I'll look around, I'll show you the safe systems of work that I have in 

place, and I'll show you how we manage our environment, but I am comfortable advising the board. I 

assured the board that we had systems in place to understand the issues, that we had a team or were able 

to respond when something failed and that, if it did fail, it was due to the age of the buildings.  

However, I use the same data when I am asked to cut budgets compared to other hospitals. I was about 

this far off the median. I was heavily billed. I was significantly lower than the median. So, I would argue, 

how can I withdraw any more money? So, I used it, and as I previously stated, I believe benchmarking can 

be used to support your arguments if used correctly. You set up the structures and systems that allow the 

numbers to tell the story I want to tell. So, I believe in benchmarking; it is lovely without all these issues, 

flaws and discrepancies at the top level. 
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When discussing the relationship between hospital facilities and core business objectives, managers 

expressed dissatisfaction with the perception that hospital administrators saw facilities as a low-priority 

liability rather than an asset that should be appropriately managed. As a result, most of the limited 

resources available to hospital administrators are diverted to activities perceived to have a more direct 

impact on patient care, with facilities' budgets frequently being the first casualty in cost-cutting exercises. 

Most participants believed that benchmarking aids in improving service quality and identifying strengths 

and weaknesses in service delivery. In addition to allowing them to show which suppliers outperformed 

in outsourcing, it also served as a platform for monetary incentives or penalties for them, for example, in 

PFI operations where the payment mechanism is based on the difference between service outputs and 

failures. A study by Moss et al. (2007) also demonstrated this point. In the study, benchmarking was 

associated with performance because it helped participants identify and learn from best practices 

anywhere in the world, allowing healthcare organisations to know where they stand concerning other 

similar organisations. This could imply that benchmarking has helped healthcare FM organisations 

improve service delivery performance. As a general principle, benchmarking is a technique used to 

improve performance by assisting in the formulation of successful goals. Additionally, the responses were 

consistent with the primary purpose of global benchmarking, which is to meet customer expectations 

through continuous improvement (Elmuti and Kathawala, 1997). 
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APPENDICES (H–M) 

 

Introduction 

Incorporating Appendices H–M to the thesis, which covers various aspects of healthcare maintenance and 

knowledge management (KM), enriches the research by adding transparency, depth, and context to the 

study. These appendices contribute to the overall value of the thesis in the following ways: 

Appendix H1 Evolution and concepts of healthcare facilities maintenance (FM) 

▪ Transparency: This section provides background information on FM in healthcare. Understanding 

how FM has evolved, readers can appreciate its challenges. This information also highlights the 

importance of understanding the current landscape of FM in healthcare and how it can be 

improved. Equally, it outlines the potential for FM to become an integral part of the healthcare 

system. 

▪ Context: It establishes the context for the thesis by explaining the foundations of FM in healthcare, 

allowing readers to grasp the significance of applying KM principles in this field. FM in healthcare 

and its challenges, benefits, and potential applications are discussed. In addition to improving 

decision-making, reducing errors and avoiding reinventing the wheel, this approach can help 

manage patient data more effectively and improve team communication and collaboration. 

Appendix H2 Appraising the concept of knowledge management (KM) 

▪ Depth: Provides readers with a comprehensive understanding of KM principles and concepts 

underlying the thesis. It defines KM and explains why it is crucial in healthcare organisations. It 

discusses how KM can increase organisational efficiency and improve patient outcomes. It also 

outlines the strategies and techniques for implementing a successful KM program in healthcare 

organisations. 

Appendix I: To critically appraise the concept of KM and how knowledge is created, stored, transferred 

and utilised in the context of healthcare FM. 

▪ Transparency: This section outlines the research strategies and tools to explore how knowledge 

is created, stored, transferred, and used in healthcare FM. This transparency ensures that readers 

can assess the validity of the study's findings. 

▪ Depth: It offers valuable knowledge transfer strategies and examples, as well as detailed insights 

into the practical aspects of KM within healthcare FM. 

Appendix J: To examine the influence of culture on knowledge sharing and performance in healthcare 

FM.  
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▪ Depth and context: This chapter provides a nuanced perspective by examining the role of culture 

in knowledge sharing and performance. It assists readers in understanding the challenges and 

opportunities associated with culture in healthcare FM. 

Appendix K: To evaluate the impact of organisational culture and structure on job satisfaction in the 

performance of healthcare FM. 

▪ Depth and context: This chapter delves deeper into the relationship between organisational 

culture, structure, and job satisfaction, expanding on the study's discussion of the impact of KM 

on performance. 

Appendix L: To investigate the role of digital technology in the practice and delivery of healthcare FM 

▪ Depth and context: Understanding how digital technologies affect KM is critical in today's digital 

age. This chapter discusses how technology can help or hinder KM in healthcare FM. Digital 

technologies can potentially improve collaboration and communication in healthcare 

organisations while lowering the costs associated with manual processes. However, they must be 

appropriately implemented and managed for their benefits to be realised. However, DT may not 

adequately integrate existing systems and processes without proper implementation and 

management, resulting in inefficiencies and potential data breaches. Furthermore, DT can result 

in cost overruns and delays if not properly managed. 

Appendix M: Beneficial application of benchmarking and KM in healthcare FM 

▪ Depth and context: Benchmarking is a valuable tool in improving healthcare FM. This chapter 

demonstrates how KM principles can be applied effectively in conjunction with benchmarking to 

drive improvements in healthcare FM. 

Including these Appendices (H-M) improves the transparency, depth, and context of the thesis and 

emphasises its multidisciplinary nature. It demonstrates the thesis' dedication to providing a 

comprehensive and holistic view of the complex relationship between KM principles and healthcare 

maintenance. Furthermore, these Appendices are a valuable resource for future researchers, 

practitioners, academics, and policymakers interested in advancing knowledge in healthcare 

organisations. 
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APPENDIX H 

 

Appendix H.1 Healthcare FM (overview)  

Healthcare is a vital service that touches people's lives on a daily basis by providing treatment and 

resolving patients' health problems through the staff. Human lives are ultimately dependent on the skilled 

hands of the staff and those who manage the infrastructure that supports the service's daily operations, 

making it a compelling case for a dedicated research study (Ventovuori, 2006; Gelnay, 2002). Shohet and 

Lavy (2004) conducted research highlighting the critical role healthcare FM plays in delivering successful 

healthcare services. Their findings showed inadequate FM service provision in a hospital could have more 

severe adverse consequences than in other facilities. This impacts the overall quality and effectiveness of 

the medical care provided. Additionally, Gelnay (2002) emphasised that robust FM service delivery is 

necessary for ensuring successful healthcare service provision. 

The healthcare industry is undergoing rapid changes, driven by rising costs, technological advancements, 

changing patient expectations, and increasing pressure to deliver sustainable healthcare. The growing 

demand for healthcare services, linked to an ageing population and increasing numbers of people with 

long-term conditions, places significant pressure on the NHS and social care systems. According to NHS 

England (2019), continuing with existing healthcare models is unlikely to address these challenges; 

instead, healthcare services must work differently, breaking down barriers between organisations to join 

up services and improve population health outcomes.  

Healthcare systems include acute and non-acute hospitals, clinics, surgeries, and medical centres. The 

category includes all medical and non-medical personnel, including physicians, pharmacists, nurses, 

facilities management and other technical specialists. There is a great deal of popular affection for 

hospitals, which often serve as landmarks in many people’s lives. They are a key part of universal health 

coverage and help to coordinate and integrate care. A vital element of the NHS is its capital funding to 

construct buildings such as hospitals, which include the relevant equipment, ambulances, and new 

technologies in areas such as artificial intelligence (AI) and genomics. Infrastructure investment is critical 

to the NHS's long-term sustainability, the unlocking of efficiencies and the management of demand. In 

addition to providing high-quality patient care, it is fundamental to the success of well-designed facilities 

which promote faster recovery and to equipping staff with the right skills and technologies to provide 

high-quality care (Department of health and social care, 2019). 

Hospitals are the most complex human organisations ever derived and the fastest growing in all developed 

countries, according to Drucker (2007). Even medium-sized hospitals employ hundreds of people from a 

variety of scientific fields, educational backgrounds, socioeconomic backgrounds, and cultures. Different 

employee groups frequently have their own sets of rules, perspectives, requirements and accreditations. 
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To provide high-quality services to patients and caregivers, they must interact, collaborate, share 

information and transform it into knowledge and perform efficiently. As a result, sharing experiences and 

comparing healthcare settings and other types of organisations is complex, and they should be studied 

independently and according to their social contexts and norms (Babiker et al., 2014). 

The primary goal of the NHS is to provide high-quality care to everyone at no cost. High-quality care 

includes safe, clinically effective care that provides patients with the best possible experience. However, 

providing healthcare can put individuals, teams and organisations under strain. Staff must make complex 

decisions under dynamic, often unpredictable conditions. Decision-making can be compromised in such 

stressful situations, affecting the quality of care and clinical outcomes and potentially causing harm to the 

patient; poor facilities performance also raises costs (NHS England, 2013).  

Healthcare FM recognises the need for process improvement to improve service delivery, but it lacks a 

clear set of guidelines to direct its improvement efforts and to compare to other organisations. Although 

the concept of KM has grown significantly in recent years (Alavi and Leidner, 2001), the management of 

facilities knowledge has received little attention. Facilities knowledge is critical for organisational 

effectiveness and actively contributes to businesses gaining competitive advantage (Pathirage et al., 

2006). Despite significant investments and achievements, FM remains an under-researched field with an 

inadequate knowledge base and few secure methods and techniques of its own to underpin best practices 

(Sarshar et al., 2002).  

One critical area that requires attention is the management of hospital facilities. The field of healthcare 

FM has evolved over the years, with the adoption of new technologies and the introduction of new 

management practices. One such practice is KM, which involves the creation, storage, sharing, and 

utilisation of knowledge, which has been shown to positively impact organisational effectiveness in 

several sectors (Williams et al., 2015; Wiggins, 2020).  

An essential element in healthcare FM is linked to the relationship between action and knowledge. With 

a full sense of understanding of infrastructural assets, it is possible to improve, manage and make 

buildings suitable to the needs of users and to ensure the functionality of the structure and processes. 

The premise of FM is that an organisation's effectiveness and efficiency are linked to the physical 

environment in which it operates and that improving the environment can result in direct benefits in 

operational performance (Amos et al., 2022). The goal of healthcare FM is to support the achievement of 

organisational mission and goals by designing and managing space and infrastructural assets in the best 

combination of suitability, efficiency, and cost. In operational terms, performance refers to how well a 

building contributes to fulfilling its intended functions (Amaratunga et al., 2000; Kurdia et al., 2011). 

The goal of KM is to facilitate action by providing "a knowledge pull" rather than the information overload 

that most people in healthcare experience. There are several motivations for seeking better KM in 



413 | P a g e  
 

healthcare; the most important is patient safety, evidence-based care, and, as a result, cost efficiency. 

The majority of evidence for the success of such approaches exists at knowledge bottlenecks, such as 

infection prevention and control, working safely, compliances, and automated reminders and recall based 

on best practices (Bird et al., 2003).  

The World Health Organisation (2005) reports that many of the solutions to healthcare problems exist, 

but are not applied, leading to what the organisation regards as the "know-do" gap: the gap between 

what is known and what is done in practice. The mission of KM is to help bridge the "know-do gap" by 

fostering an environment that encourages the creation, sharing, and effective application of knowledge 

to improve organisational effectiveness (Davenport and Prusak, 1998; Alavi and Leidner, 2001). 

The NHS defines FM as ‘a dynamic business operation that encompasses non-clinical services and is 

dynamic in nature for both the enhancement and success of best-value healthcare operations and 

partnerships. As a strategy for managing healthcare services within an ever-changing and chaotic 

environment, FM integrates strategic knowledge and operational management of sustainable business 

practices (Okoroh et al., 2001).  

Figure H1 illustrates an integrated approach that can be incorporated into a hospital’s Trust's primary 

operational strategy to reap the most benefits from FM. Integrating clinical and non-clinical services under 

one umbrella enables senior Trust managers, including the chief executives and management boards, to 

manage and control non-core and clinical service functions directly linked to patient care. Previously, 

these support services were managed separately as estate, hotel and site services (Okoroh et al., 2001). 

Although FM plays a supporting role in NHS hospitals, it is imperative for facilities managers to have a say 

in strategic decisions and demonstrate how the facilities contribute to achieving the organisational 

objectives and business targets (Baldry, 2003; McLennan, 2004). There is a need to integrate various 

aspects of FM in its activities since they are interconnected, and information is often shared between 

them.  

Indeed, healthcare FM has continued to live by its definition of creating the right enabling environment 

that supports the core mandate of providing clinical and medical diagnostic services within the context of 

hospital management, which is why Shohet and Lavy (2004) identified healthcare FM as one of the key 

elements for the successful delivery of healthcare services. Essentially, FM adds value to hospitals by 

achieving zero defects in the hospital's physical operations, especially in delicate areas where minor 

problems can have massive and devastating consequences, potentially resulting in matters of life and 

death (Gelnay, 2002; Ventovuori, 2006). Similarly, Barrett and Baldry (2009) asserted that FM could 

positively contribute to organisational fulfilment and users' satisfaction by promoting an environment 

that stimulates creativity, innovation, and sustainability in managing hospitals’ infrastructural assets.  
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Today, healthcare delivery has emerged as the most pressing public concern worldwide. With rising costs, 

inefficiencies, and social pressure to provide better quality healthcare, healthcare providers are looking 

for new interventions to improve healthcare delivery. While health science and related fields work to 

develop solutions, information professionals significantly impact healthcare performance. Information 

science influences the healthcare sector through its subspecialty, KM, by providing specific strategies, 

tools and practices for better health service delivery (Alajmi et al., 2016). Schuster et al. (1988) argues 

that good healthcare quality means ‘providing patients with appropriate services in a technically 

competent manner, with good communication, shared decision making and cultural sensitivity’. For Lohr 

(1991), quality is ‘the degree to which healthcare services for individuals and population increases the 

likelihood of desired healthcare outcomes and is consistent with the current professional knowledge’. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure H1 Typical facilities management service functions in the NHS. Adapted from NHS Estate (2010). 

In hospitals, which are the focus of this study, healthcare FM managers and operatives strive to provide 

high-quality healthcare services while working with limited resources. As a component of a nation's 

healthcare infrastructure, a hospital is a "network of service units with finite capacity through which 

patients are flowing" (Gemmel and Dierdock, 1999). Resources in the hospital must be managed to 

transform inputs into outputs. Clearly, it is challenging to manage the healthcare processes to ensure 

adequate healthcare using the available lean resources efficiently (Hulshof et al., 2012).   
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Moreover, balancing resources with fluctuating and uncertain demand is challenging, as in healthcare 

(Alvekrans et al., 2016). Also, there appears to be agreement on bottlenecks in healthcare delivery 

systems and that knowledge is required to improve insights into operational decisions (Alvekrans et al., 

2016).  

Marcinko and Hetico (2012) argue that there has been increasing pressure on hospitals to improve quality 

and reduce costs during this period. In addition, healthcare FM is increasingly viewed as a business service 

rather than a social service, particularly as new trends open up different approaches to the healthcare 

management of facilities. Healthcare facilities managers have adopted management techniques from 

other sectors to improve quality and reduce costs in response to this dynamic environment. This transfer 

of ideas can be seen most clearly in the functional area of operations management, which traditionally 

relates to facilities relocations, capacity, supply chain management, inventory systems, scheduling, layout, 

and quality management.  

Facilities management in healthcare is similar to that in other industries; hence, Regterschot (1990) 

described it as “the integral planning, realisation and management of buildings and accommodation, 

services and resources which contribute towards the effective, efficient and flexible attainment of 

organisational goals in a changing environment”. Other areas in which FM adds value to healthcare 

delivery in healthcare include management of infrastructures, such as heating, ventilation, mechanical 

and electrical; fire protection systems, indoor air, structure and fabric, water supply and 

telecommunication management, referred to as hard FM; and catering, cleaning, waste management, 

security, helpdesk and laundry services described as soft FM (Liyanage and Egbu, 2008). Depending on 

the hospital procurement strategy, the provision of these services is either provided in-house or 

outsourced to private service providers (Barrett and Baldry, 2003; Codinhoto et al., 2009). 

While it is believed that there are other obstacles hindering the improvement of effective delivery of 

service in the healthcare sector, one essential element necessary to sustain progress in the field of FM is 

the ability to monitor progress consistently and reliably against the standard of delivery in all aspects, 

including maintenance. According to Transparency Market Research (2018), healthcare FM, such as 

hospitals, care homes, nursing homes and surgeries, are increasing expenditure on FM to create better 

conditions for patients, staff, visitors and stakeholders. 

The rise in the construction of hospitals and nursing homes is increasing the demand for healthcare FM. 

The potential FM market in the UK is valued at £120bn (CIBSE, 2017), and globally, the healthcare FM 

provision is growing, as the market is estimated to be worth US$577.92 billion by the end of 2025 (O'Brien, 

2017).  
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Figure H2 Hard and soft FM services. Source: the researcher. 

Healthcare business integration and congruency are continually changing under the auspices of FM 

management of non-core services in healthcare trusts. The trends have resulted from the chaos in the 

business environment, which constantly changes to meet the needs of consumers of care services. The 

management functions of the NHS trust organisations have been seen to revolve around various senior 

care executives due to their lack of understanding of FM. Research by Rees (1998) suggests that FM and 

its management structures in the NHS trusts are primarily influenced by the concept of coordinating a 

single services directorate borrowed from commercial organisations. As a result of this approach, Rees 

notes that senior managers have been appointed responsible for a range of non-core clinical services. 

Facilities management is an ever-evolving industry, heavily influenced by consumer trends and driven by 

patients’ clients’ expectations regarding performance, cost-effectiveness, and increased efficiencies. As 

workplaces develop and become more sophisticated, the role of FM will change beyond recognition, 

becoming more robust, more responsive, demand and technologic-driven. New trends are emerging all 

the time, perhaps more than ever. As stated earlier, the outbreak of COVID-19 has left no country or 

sector untouched; it is principally hospitals that need to lead in the quest for solutions. The full extent of 

COVID 19 impact has yet to be realised; however, there are strong indications that the sectors’ approach 

to working environments will be fundamentally changed forever (IWFM, 2020; Cliff and Court, 2020). 

There is a need for workers in all sectors to learn how to adapt to rapidly changing conditions, and 

employers must learn how to match workers with relevant roles and activities.  

Facilities managers frequently view process and organisational improvement activities as low priority. As 

Nutt (1999a) highlighted, there are three primary sources of FM knowledge are knowledge of property 

and construction, FM knowledge, and knowledge of facilities design and use. The fact that tangible and 

visible results are usually backwards looking is a significant issue here.   

Hard Services 

Healthcare hard services provide reactive and preventive maintenance 

services that offer cost-effective solutions to healthcare organisations. 

Hard FM services include heating, ventilation, and systems; maintenance; 

and others such as escalator and lighting services. Mechanical and 

electrical maintenance; and others such as escalator and lighting services.  

Hard services help increase productivity and reduce costs related to 

processes such as maintenance and repair costs.  

 

Soft Services 

Healthcare soft facility management services provide a safe and clean 

working environment. Such as cleaning, catering, waste management, 

mailroom, security, pest control, and others including handyman services 

and ground maintenance. Soft services help organisations focus on their 

core services activities and enhance them.  

Soft services are also employed to support operations of hard services. 
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These results show how the organisation has performed in the past rather than how it is likely to perform 

in the future. Because FM is a composite function, improving process capability through process 

evaluation techniques impacts it. Due to a lack of specific theories and models on FM process 

improvement, many methods and tools have been borrowed from manufacturing, construction and other 

business processes. 

To replace the departmental isolated view of FM processes, there is a need for frameworks that project a 

customer-oriented view of the organisation. According to the definitions of knowledge, FM knowledge is 

in its preliminary stages of development, and its terrain is mainly unexplored (Nutt, 1999b). It will be an 

orienteering route that begins in a situation that can be described as information-saturated and data-rich 

but knowledge poor. Knowledge management is critical for healthcare FM because it creates an 

environment where employees can collaborate to create, learn, share and leverage intelligence for the 

organisation's benefit. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure H3 Modern healthcare services and their inter-dependencies. Adapted from Howell et al. (1999). 

To succeed in today's complex organisational environment, organisations must learn from past mistakes 

rather than repeat them. This is accomplished through KM (Drucker, 1994; Cepeda et al., 2007).  
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Several factors increase the attractiveness and importance of KM: because of the accelerating rates of 

technological and market change, learning is becoming increasingly important for sustainable business 

success; organisations are becoming larger and more complex, which means that there are more 

opportunities for learning from the experiences of businesses, divisions, groups and people from different 

parts of the same organisation; and information technology allows for the gathering, transferring, 

organising and sharing of data, facts and information with others (Dias et al., 2017). Most healthcare FM 

organisations have a culture that prioritises measurable short-term business results. Managers are 

naturally inclined in such a culture to emphasise tangible, visible or measurable issues and resist activities 

that do not contribute to short-term tangible results.  

Barret and Baldry (2003) describe FM as an integrated approach aimed at maintaining, enhancing, and 

adapting the buildings within an organisation to create a work environment that strongly supports the 

organisation's primary objectives.  

The purpose of investigating a diverse set of hospital activities was to clarify these interactions at a general 

level. An illustration of the range of ongoing interactions involved in  

FM can be seen in Figure 1.5. The model is derived from systems theory and information processing 

perspectives (Galbraith, 1973; Kast and Rosenzweig, 1985; Beer, 1985). It shows how the facilities 

department should interact with the core business and the external environment. 

In the model, strategic and operational healthcare FM is differentiated, underscoring the importance of 

considering future and current conditions. Although the following examples refer to facilities managers, 

studies have shown that one person is unlikely to be responsible for all these facets; instead, a facilities 

team is more likely to involve different individuals in strategic and operational aspects. Interacting with 

the core enables the facilities manager to identify potential changes to the business because of external 

influences, such as competitors' plans. Additionally, the facilities manager monitors developments within 

the FM domain. Strategic planning provides a framework for decision-making within the facilities 

department. The objective is to achieve a synergistic balance between current operations and future 

needs through strategic and operational FM interaction. The way these issues are handled, and the 

importance of certain activities differ from organisation to organisation. The key is how the FM 

organisation handles the six interactions according to their circumstances. In this instance, the dormant 

interactions may not contribute and act as a drag on the active interactions. The facilities function must 

deal with all six interactions appropriately to achieve its full potential (Barrett and Baldry, 2009).  

Facilities management is a continually evolving industry, heavily influenced by consumer trends and 

driven by clients’ expectations regarding performance, cost-effectiveness and increased efficiencies. As 

workplaces develop and become more sophisticated, the role of FM needs to change beyond recognition, 

becoming more robust, more responsive, demand and technologic driven as new trends are constantly 
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emerging. Despite a theoretical proposition that KM could be the future (Nutt, 2000) or perhaps even the 

future (Price, 2000), KM has received little attention in the context of healthcare FM. This is primarily due 

to a lack of recognition and difficulty justifying the benefits of any KM initiatives within the FM context. 

As a result, there is a growing need for a clear business case for healthcare FM organisations to manage 

their knowledge in today's business environment. 

Many FM-related organisations have limited understanding and experience in identifying necessary 

knowledge, capturing it and promoting its use within their organisations and project teams. According to 

Nutt and McLennan (2000), the FM knowledge trail begins with borrowed management concepts on one 

hand and imported technical expertise from other professional fields of activity, such as the business 

sector, construction and other related fields. In Nutt’s (1999a) view, there are three primary sources of 

FM knowledge: Property and construction knowledge; FM knowledge; Knowledge of facilities, design and 

use. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure H4 Generic model for facilities management systems. Adapted from Barrett and Baldry (2003). 

Regarding the above general definitions of knowledge, FM knowledge is in its early stages of development, 

and its terrain remains unexplored mainly (Nutt, 1999b).  
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However, while FM is currently one of the fastest-growing professional and operational disciplines, it lacks 

general knowledge and awareness (Tranchard, 2016). Thus, a framework articulating “what it is” would 

be highly beneficial to emerging markets (HEFMA, 2016; ISO, 2016). As such, there is a need for FM 

practice to continuously improve to demonstrate added value to organisational objectives (Kaya et al., 

2005; Kok et al., 2011). 

Therefore, there is a need for FM, especially in healthcare settings, to move quickly to adapt services to 

meet changing demands with informed knowledge. Also, healthcare organisations' diverse and often 

evolving demands require workers to adapt and apply their knowledge to solve new and challenging 

problems. The capacity of organisations to accomplish their strategic goals will depend on the capabilities 

and abilities of their employees. Therefore, all healthcare FM must adapt, apply their experience in 

different areas, and learn new skills (Gray, 2001). 

An essential element in healthcare FM is the relationship between action and knowledge. With a complete 

understanding of infrastructural assets, it is possible to improve, manage and make buildings suitable to 

the needs of users and ensure the functionality of the structure and processes. Nonaka and Takeuchi 

(1995) defined knowledge as encompassing both tacit and explicit parts, while others defined it through 

dimensions such as accessibility, symbolic representation, embodiment, and culture (Collins, 1996; Quinn 

and Finklestein, 1996). Nutt and McLennan (2000) inform that FM knowledge path is mainly based on 

borrowed management concepts on the one hand and imported technical expertise from other 

professional fields of activity on the other. Facilities management knowledge has three primary sources, 

according to Nutt (1999a): Property and construction, FM, and the design and use of facilities.  

Nevertheless, there is a growing recognition of the need for KM in FM, both in practice and research; for 

example, Pathirage et al. (2012) studied KM practices using an intellectual capital framework. A similar 

study was conducted by Jensen (2009), who claimed that one of the construction industry's problems is 

the lack of learning from the use and operation of existing buildings. Thus, the development of FM is the 

missing link to bridge the gap between building operation and building design. According to Jensen, 

knowledge transfer mechanisms from building operation to building design consist of a combination of 

knowledge push from the building process and knowledge pull from the building design. Further typology 

development can be found in Jensen (2012a), which pulls knowledge from FM performance validation 

and pushes knowledge from architecture.  

Nevertheless, these studies of KM practices and knowledge transfer mechanisms focus on how knowledge 

is managed. In contrast, knowledge mapping focuses on the knowledge that is used and its 

characteristics. There is a global interest in KM and knowledge mapping. Moreover, a study by Yasin and 

Egbu (2011) involving facilities managers in Malaysia revealed that identifying knowledge assets in an 

organisation early on is crucial. Knowledge mapping can maximise benefits by identifying knowledge 
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assets in advance. Facilities managers in Malaysia understand the importance of mapping their 

knowledge-rich organisations. In this way, they can compete well in a competitive business environment 

and get recognition for their essential role in supporting the primary activities of clients' organisations 

(Yasin and Egbu). 

Reflecting such results from a European context requires the consideration of cultural differences and 

market maturity. In addition, Pullen et al. (2009) believe that anthropologists can learn much by 

describing their perspectives. Therefore, FM researchers must be able to extrapolate strengths and 

weaknesses. In his study, Alexander (2008) noted that "FM research should respond to the need for real-

world, people-centred and action-oriented concepts and tools so that facilities managers can act as 

"reflective practitioners". Furthermore, Jensen (2012a) found that local factors have influenced FM 

research in Nordic countries, while Pullen et al. (2009) claimed that facilities could be considered business 

resources that serve organisational goals. Studies on FM and specific usability may fill this gap since they 

examine the built environment from a building perspective and include its effects.  

Likewise, Porter and Rafols (2009) report that interdisciplinary research is emerging in small steps and 

mainly cited neighbouring fields that modestly connect with other fields of study. The ability to manage 

collaboration between researchers, businesses and other third parties to bring FM research results to 

practice is one identified challenge, whether from a multi-, inter- or trans-disciplinary approach. It is also 

essential to understand how research results are interpreted, as problems can be complex, and industry 

and practitioners may articulate and interpret results from a mono-disciplinarity angle. Furthermore, the 

research process varies depending on the approach. Collaborating with representatives from different 

fields is always challenging as there is a risk of being perceived as weak and fragmented due to a lack of 

rigidity in the research process. Therefore, one major challenge is to design research in such a way that a 

common language can be found. A common goal must be shared by all representatives, but the means 

for achieving it can be different, depending on whether a multi-inter-or trans-disciplinary approach is 

appropriate. 

The research community needs to engage in a dialogue about developing a possible FM methodology to 

develop FM research and manage the integration of methods. Since no method or approach is complete, 

the FM field will have to develop its own research approaches consciously. However, since it is unlikely 

that specific FM research methods will emerge, the ability to manage multi- and transdisciplinary 

approaches will be a crucial determinant of quality, which focuses on people and spaces and how these 

relate socially, economically and technically (Lindkvist et al., 2020). Thus, FM enters the realm of mixed 

methods. Identifying patterns is essential to emphasise the interdisciplinary nature and the collaborative 

construction of knowledge (Nenonen and Lindahl, 2012). Doleman and Brooks (2011) used grounded 

theory analysis to test the assumptions of an FM knowledge construct. Their three-phase study examined 

the content of international tertiary FM courses to extract knowledge categories using linguistic analysis. 
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They identified the 24 most common FM knowledge categories: management, business, environment, 

communication, facilities, product, systems, organisation, organisational, change, analysis, financial, 

customer, planning, quality, interior, marketing, development, process, materials, service, skills, research 

and design.  

Undoubtedly, the quality of care is among the most frequently quoted policy principles and is currently at 

the top of policymakers' agendas at national, European, and international levels (OECD, 2017; WHO, 2018; 

WHO/OECD/World Bank, 2018). Addressing the issue of healthcare quality at the national level may be 

motivated by various factors - ranging from a general commitment to high-quality healthcare as a public 

good to a renewed focus on patient outcomes in the context of popular value-based healthcare ideas to 

identifying specific healthcare quality delivery difficulties.  

Comparatively, healthcare agencies have been slow to adopt KM to the business sector. The result is that 

healthcare professionals are now interested in evaluating the existence and quality of knowledge 

environments in hospitals. A lack of research about KM in a healthcare setting is evident, and there is no 

integrated self-administered questionnaire for healthcare professionals (Karamitri et al., 2017). Scholars 

and practitioners from other related fields have developed appropriate questionnaires for KM (Aharony, 

2011). There has yet to be a reliable quantitative tool that examines facilities knowledge management in 

healthcare organisations.  

Healthcare is a complex, adaptive system where the interactions and relationships between different 

components simultaneously affect and are shaped by the system. Various conceptual frameworks seek to 

understand quality and pathways for change in healthcare. Existing frameworks, however, traditionally 

focus on specific aspects of healthcare quality or specific quality improvement strategies. For this reason, 

some frameworks have sought to classify different indicators to evaluate the quality (for instance, 

Donabedian, 1966). In contrast, other frameworks have attempted to understand the steps required to 

improve quality (e.g., Juran and Godfrey, 1999). Despite this, no single framework exists to systematically 

compare the qualities of various quality strategies. Healthcare KM aims to establish avenues for 

collaboration to explore tacit KM competencies and strategies that resonate with healthcare 

environments to provide evidence and guidance. Few studies document the value of tacit knowledge in 

healthcare FM. Thus, there is a need for tangible strategies that illustrate how healthcare FM can enhance 

the sharing of tacit knowledge. 

Healthcare FM is inextricably linked to creating conditions conducive to business effectiveness. As a result, 

FM is a critical managerial discipline, and organisations increasingly recognise its significance in achieving 

organisational goals and objectives (Nutt and McLennan, 2000). Similarly, in industries such as 

construction, the 'people factor' can be regarded as one of the most valuable assets of FM organisations, 

as improvements and challenges in healthcare FM organisations can be met through the workforce. 
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Furthermore, the emerging concept of the ‘knowledge worker’ emphasises the significance of managing 

intellectual capital in the context of healthcare FM for organisational effectiveness. The findings of Jeong 

et al. (2004) and Pollini et al. (2022) suggest that there is a clear need to integrate business and facilities 

knowledge to manage healthcare FM. 

H.1.2 Facilities management– evolution and concepts 

Facilities management developed around 1980 and started in large corporations in the USA; it is now a 

global profession, particularly in more developed countries (Barrett and Baldry, 2007). Indeed, FM has 

evolved over the last decade from a narrow technical focus towards a broader management focus 

(Andersen et al., 2012), and the frontiers of FM science are forming simultaneously as traditional 

disciplines expand. A cross-disciplinary approach is required to study complex systems, including the 

integration of several disciplines such as management, technology and facilities. The field of FM now 

encompasses knowledge of civil engineering, architectural planning and business management, whilst the 

goal of FKM is to create an inventory of knowledge (i.e., a knowledge base), identify knowledge needs and 

gaps, and develop and improve processes to share knowledge in research, education and practice 

(Tandukar, 2005). 

Alexander (2003) asserts that FM emerged around the 1980s and early 1990s in response to the business 

environment and recession. FM entered the UK in 1983 and Japan in 1985, and since then has gone global, 

becoming more diverse (Price, 2002). The field of FM is growing fastest in the UK (Mohd-Noor and Pitt, 

2009a). Best et al. (2003) argue that FM is fast becoming its discipline. The concept goes beyond 

operational concerns such as plumbing and lighting and even extends to providing a productive and 

comfortable working environment. With a broader range of FM responsibilities and scope of work, the 

focus is increasingly on the strategic management of facilities. 

Facilities management is a broad term that refers to various activities effectively managing infrastructural 

assets. It entails the total management of all services that support organisations' core businesses. 

According to Alexander (1996), FM is the process by which an organisation ensures that its buildings, 

systems and services support core operations and processes while also contributing to achieving its 

strategic objectives in changing conditions. Understanding process initiative aspects of FM behaviour is 

still preliminary (Pathirage et al., 2006). There is currently little data available to assess how widely process 

thinking has spread in FM organisations, what factors have influenced this diffusion and how it affects 

overall organisational performance (Sarshar et al., 2002). 

Meanwhile, the roots of FM research can be traced back to the beginning of the 21st Century, and it is 

now discussed from the perspectives of different disciplines that have developed in parallel with other 

socio-technical fields, such as work organisation, sociology of work, and evidence-based healthcare 

research (Nenonen and Lindahl, 2012). However, as Ventovuori et al. (2007) reported, although FM 
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gradually acquired the status of a service professional within the property and construction industries 

during the early 1980s, academic research, publications, and the theoretical study of FM did not begin 

until the 1990s (Price and Akhalghi, 1999). In 2007, Ventovuori et al. published the first comprehensive 

review, evaluation and classification of academic research published in the field of FM within Europe. As 

the FM discipline progresses, it must increasingly employ hypothesis testing and robust data analysis 

techniques. Many papers could have been developed into pure research papers by referring to existing 

knowledge. However, they point out that "this is characteristic of a completely new or emerging area of 

research" (Ventovuori et al., 2007 

Pathirage et al. (2008) studied the practices of KM in FM organisations by using an intellectual capital 

framework and identified the need for KM in FM practice and research. Similarly, Jensen (2010) believed 

that one of the problems in the building industry is the limited ability to learn from the use and operation 

of existing buildings. The development of professional FM represents a key to bridging the gap between 

building operations and building design. Indeed, Jensen stated that knowledge transfer mechanisms - 

from building operation to building design - represent a combination of knowledge push from building 

operations and knowledge pull from building design. 

CEN (2006) defined FM as "integration of processes within an organisation to maintain and develop the 

agreed services which support and improve the effectiveness of its primary activities". From the 

perspective of the organisation, there are three key stakeholders: clients, customers and end users (CEN, 

2006), and their relationship with FM suppliers. CEN defined a client as an "organisation that specifies 

needs and procures facilities services through an FM agreement" and described a customer as an 

"organisational unit that specifies and orders the delivery of facilities services within the conditions of an 

FM agreement". However, since the roles of client and customer overlap when businesses work with 

external FM suppliers, both are involved in the buyer-seller relationship through the specification of needs 

and supplier contact. As a result, facilities can impact organisational performance. Jensen et al. (2012) 

argue that FM involves the management of internal and external customer-supplier relationships, which 

significantly depend on customer perception. FM also includes spatial aspects that affect the well-being 

of people in and around organisations (Mobach, 2013). Similarly, Bitner (1992) argues that the ability of 

the physical environment to influence customer and employee behaviours is most evident in services 

industries, such as healthcare organisations, hotels, and schools. 

Facilities management is a distinct discipline concerned with the intersection of ‘people, process, and 

place’ within an organisation (Teicholz, 2001). Facilities management is described by Barrett (1995) as ‘an 

integrated approach to operating, maintaining, improving and adapting the buildings and infrastructure 

of an organisation to create an environment that strongly supports the primary objectives of that 

organisation’. The management of people, premises, services and the working environment are some of 

the core competencies of FM; thus, FM is recognised as a business process (Amaratunga et al., 
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2005). According to Hinks (1998), because FM is a coordinating process-based function, a high level of 

management process capability is critical to improving FM capability. Facilities management’s practical 

and strategic importance to organisations in all sectors of the economy is becoming more widely 

recognised. Accordingly, organisations strive to improve their competitiveness by implementing a core 

business philosophy and restructuring to free up senior management’s time and increase effectiveness. 

Management has begun to recognise that for organisations to reap the benefits of their massive 

investment in facilities, they must begin managing them actively and creatively, with commitment and a 

broader vision. Developing techniques to evaluate facilities’ performance in terms of quality, cost, and 

effectiveness is therefore critical for organisational and FM advancements. 

Facilities management is increasingly thought of as the management of assets and non-core activities to 

ensure the efficient operation of the organisation's core business activities. Therefore, its goal is to help 

organisations allocate their resources most efficiently to flourish in a competitive environment. The 

implication is that organisations like healthcare must manage enormous investments actively and 

creatively in facilities while maintaining a broader perspective to benefit from the service sector 

(Amaratunga, 2001). Accordingly, facilities planning, and management must be linked to the social and 

organisational trends identified by various authors (Barrett, 1995; Then, 1999).  

Traditionally, FM was only thought of as an overhead for the organisation (Becker, 1990) and, therefore, 

something to be managed for minimal cost rather than centred around optimum value (Price and 

Akhlaghi, 1999; Price, 2000). As a result, FM was described as working in isolation from the rest of the 

organisation, as if its outputs could not be applied to achieve organisation-wide effectiveness. Thus, it is 

not uncommon for FM responsibilities to fall under the director of finance in most hospitals. As 

highlighted by (Pathirage et al. (2006), these trends and changes in FM have occurred over the last few 

decades. The second generation of FM was characterised by process integration, promoting the 

importance of process between individuals and businesses within organisations and FM organisations. 

This was accomplished by making FM activities within the organisation a continuous process 

(Amaratunga, 2001). In the third generation, FM was more concerned with resource management, 

concentrating on managing supply chain issues associated with the FM functions. With the changing focus 

of FM as integrated resource management, it became increasingly critical to understand FM as a business 

practice (Then, 1999). 

To achieve the required alignment between organisational structure, work processes and the physical 

environment, Then (1999) argued that strategic business plans must reflect the facilities dimension. This 

demonstrates the recent focus on FM definitions, as previously discussed. A key challenge of the fourth 

generation of FM is a match between organisational and business strategies and delivery processes, as 

outlined by Tuveson (1998) and Barrett (2000). Then (1999) identified three emerging themes in strategic 

FM: Linking facilities’ decisions to corporate strategy, managing facilities as a business resource, and 
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evaluating facilities’ performances to gauge the effectiveness of the above relationships. However, Nutt 

(2000) adopted a different view by identifying four primary paths to the future and analysing the risks and 

opportunities within the strategic directions of FM: business - financial resource trail; people - human 

resource trail; property - physical resource trail - knowledge - information resource trail. In addition to 

identifying four basic paths for the future, it is essential to establish management structures that integrate 

knowledge and experience from these financial, human, and physical areas. Thus, managing facilities' 

knowledge (knowledge trail) as a strategic resource will become increasingly relevant (Pathirage et al., 

2008). 

The premise of FM appears to be that the physical environment in which an organisation operates is linked 

to its effectiveness and efficiency. Improving the environment can directly benefit operational 

performance (Kurdia et al., 2011). Facilities management aims to help organisations achieve their 

missions and goals by designing and managing space and infrastructure assets in the best possible 

combination of suitability, efficiency and cost. In terms of operations, performance refers to how well a 

building contributes to fulfilling its intended functions. Because facilities account for a significant portion 

of most organisations' assets and operational costs, it is not surprising that a structured appraisal 

mechanism for these assets is receiving much attention (IFMA, 2018; RICS, 2020; Wiggins, 2020). 

Improving quality by improving structures and processes results in less waste, less rework and delays, 

lower costs, a larger market share and a better image for the organisation (Rahman, 2001; Lagrosen and 

Lagrosen, 2005). 

Most FM organisations have a culture that prioritises measurable short-term business results. Managers 

are naturally inclined in such a culture to emphasise tangible, visible or measurable issues and resist 

activities that do not contribute to short-term tangible results. FM managers frequently view process and 

organisational improvement activities as low priority. The fact that tangible and visible results are usually 

backwards looking is a significant issue. These results show how the organisation has performed in the 

past rather than how it will likely perform in the future (Sarshar et al., 2002; Amaratunga et al., 2004). 

Because FM is a composite function, improving process capability through process evaluation techniques 

impacts it. Due to a lack of specific theories and models on FM process improvement, many methods and 

tools have been borrowed from manufacturing and other business processes. To replace the 

departmental isolated view of FM processes, there is clearly a need in FM for frameworks that project a 

customer-oriented view of the organisation. The understanding of process initiative aspects of FM 

behaviour is still in its early stages. There is currently little data available to assess how widely process 

thinking has spread in FM organisations, what factors have influenced this diffusion and how it affects 

overall organisational performance (Haigh et al., 2001; Sarshar et al., 2002). 

The growing body of academic literature and publications on the nature of FM practice (e.g., McGregor 

and Then, 1999; Nutt, Atkin and Brookes, 2000; Grimshaw, 2002; Best et al., 2003) has done little to dispel 
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the impression that FM, in whatever form it takes, will continue to grow. The term ‘FM’, on the other 

hand, is now recognised in most parts of the world. The FM profession is evolving at a rapid rate of change 

in all aspects of its practice. Given trends in 'total outsourcing' of physical portfolios and service delivery 

by sizeable healthcare sector authorities and major international corporations, the FM landscape is 

becoming more global than national. In short, FM must embrace change and allow for diversity in how it 

defines and manages practice as it continues to evolve. The debate over whether FM has earned the title 

of true profession or discipline due to its distinct core knowledge base will continue. Then (2004) 

summarised FM as "understanding the business, planning and providing for the business, managing the 

facilities as an asset resource over its functional life cycle, managing the facilities as functional enablers 

to support human resource and production processes within affordable occlusions". 

If the above propositions are accepted as good outcomes for the continued development of FM, it will be 

the case that a conceptual model which encapsulates the “professional core competency” advocated by 

the aforementioned national FM professional bodies will be appropriate. Then (2003) proposed a model 

in which FM is involved in everything from facilities provision (strategic components) to facilities service 

management (operational components). The four components of strategic facilities planning, space 

planning and workplace strategies, facilities support services management, and asset management and 

maintenance reflect the diverse but interconnected resource base (investments, space, assets, and 

people) that FM must effectively manage in order to provide an optimal solution to business demands. 

H.2 Chapter summary 

The outsourcing of non-core clinical activities in hospitals and privatisation are increasing the demand for 

FM services and driving revenue globally. As the commercial and educational sectors heavily promote 

third-party FM, outsourcing to third-party players remains strong compared to traditional in-house 

management. Intentions to improve the healthcare FM delivery system to achieve a well-functioning 

healthcare asset and facilities will contribute to more efficient and effective delivery of healthcare FM. 

The traditional method of correcting building issues was reactive, corrective, or run-to-failure 

maintenance. Items were only repaired when broken and left alone when not broken. 

The increasing complexity of smart buildings and the rise of internet of things (IoT), automated services 

call for a more professional approach to maintaining and managing hospitals infrastructural assets. The 

implementation of a KM programme to improve FM in healthcare FM can thus improve the industry as a 

whole. The FM profession has an excellent opportunity to improve quality standards by implementing 

strategic techniques and practices. This will lead to a greater understanding of social perceptions of 

buyers' and users' needs for well-maintained buildings and healthcare environments. Similarly, due to the 

rapid changes in information technology, clients now prefer to upgrade from a traditional FM practice to 

an advanced computerised system for managing healthcare facilities.  
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APPENDIX I 

 

▪ OB1: To critically appraise the concept of knowledge management and how knowledge is created, 

stored, transferred and utilised in the context of healthcare FM. 

The preceding chapter provided an overview of the research background, methodology, and techniques 

employed in conducting the qualitative research. The chapter laid the foundation for the subsequent 

study by establishing the context and explaining the approach to gathering and analysing data 

qualitatively. Additionally, the chapter addressed ethical considerations, ensuring that the research 

adhered to ethical guidelines and protected the rights and confidentiality of participants. It outlined the 

steps to obtain informed consent and maintain privacy throughout the research process. This chapter 

aims to provide a thorough understanding of knowledge management in the context of healthcare FM, 

emphasising its potential to improve decision-making processes, operational efficiency, and overall 

service quality. By examining knowledge management, we can gain valuable insights into how healthcare 

organisations can effectively harness and leverage knowledge to achieve their objectives. The next 

chapter will delve into the influence of culture on knowledge sharing and performance in healthcare FM, 

further enriching our understanding of this field. 

Methods: The study is based on a literature review, observational studies in healthcare organisations, and 

interviews with other subject experts. As a result, updated literature on KM research was reviewed, 

particularly in the healthcare, construction, business, and cross-disciplinary fields. The qualitative 

research methodology described by Yin (2003) was used to investigate issues concerning KM within 

healthcare FM. This enabled the researcher to recognise various FM knowledge clusters. Interviews were 

conducted to ascertain FM professionals' perspectives on the subject. This study provided an overview of 

FM, and KM trends in healthcare FM, established what constitutes the FM body of knowledge, identified 

appropriate sources of FM knowledge, and served as a context for the research.  

Hypothesis:  

▪ H1: That effective knowledge and capability management of hospitals infrastructural assets - 

creating a learning culture within organisations - will lead to improved FM performance with a 

considerable contribution to sustainable healthcare delivery. 

▪ H2: That there is an insignificant relationship between knowledge management and 

organisational effectiveness in the successful delivery of hospital infrastructural assets. 

Research Questions 

Q1: What is the reality of knowledge creation, transfer and utilisation in the practices and delivery of 

healthcare FM. 
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 Concept of knowledge management 

I.0  Introduction to chapter 

Healthcare systems only function well if hospital processes run smoothly. Recent experience in the 

management of non-core business processes shows a strong demand for a more proactive approach to 

facilities strategy. Providing efficient services in line with customer needs is no longer enough. In most 

organisations, facilities managers serve as advisors to the core management on the type and level of 

services most appropriate for their organisation's needs. Moreover, they must continuously evaluate 

services as the organisation's core changes. These functions of analyst, adviser, and constant educator to 

the customer, are tasks for which most facilities managers are not adequately supported.  

Knowledge is a social construct, developed, transmitted, and maintained within social contexts. In other 

words, information becomes knowledge when it enters the system and when it is validated (individually 

or collectively) as valid, relevant, and valuable to implement in the system (Blumentritt and Johnston, 

1999). Empson (2001) identified two perspectives on knowledge: 'knowledge as an asset' and 'knowing 

as a process.' On the 'knowledge as an asset' perspective, knowledge is often viewed as an objectively 

definable commodity that can be controlled and managed. Viewers of 'knowing as a process' think of 

knowledge as a construct, transmitted and maintained within social contexts. When knowledge is viewed 

as an 'asset', codification strategies, particularly those that disseminate explicit knowledge through 

person-to-document relationships, are considered. When knowledge is viewed as a 'flow', personalised 

strategies are considered, particularly those that distribute tacit knowledge through person-to-person 

approaches. Considering this, a review of current literature on KM definitions and tools provides further 

evidence of these dominant perspectives Empson summated. 

Consequently, KM discussions have been divided into two main camps. These typically fall into two 

categories: information technology perspectives (Explicit knowledge) that employ IT tools to provide KM 

solutions, such as codification strategies, or Human Resource perspectives (Tacit knowledge) that employ 

people to deliver KM solutions, such as personalised strategies. Even so, any KM approach solely based 

on IT will likely lack the effectiveness it needs. People issues, which cannot be easily solved by IT, would 

need to be addressed. By adding people's experiences to the knowledge equation, the process view 

critically examines the human element of knowledge sharing (Kogut and Zander, 1992). 

As a result of its inherent nature, the process perspective of knowledge emerges as a more relevant 

perspective for managing knowledge within the built environment and the FM context. Due to realising 

the strategic importance of the people factor within the last decade, there has been a growing interest in 

tacit knowledge, which is more challenging to manage as it cannot be formally communicated and is often 

embedded in human beings. According to Herrgard (2000), tacit knowledge is acquired by internal 

processes within an individual, like experience, reflection, internalisation, or innate talents. The primary 
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repository of tacit knowledge lies within individuals since tacit knowledge is transparent and cannot be 

conveyed in the same way as explicit knowledge.  

Tiwana (2001) highlights the importance of tacit knowledge as personal knowledge that is accumulated 

only through education, training, and experience. On a similar note, Saint-Onge (1996) describes tacit 

knowledge as an individual's subconscious intuition, beliefs, assumptions, and values formed as a result 

of their personal experiences. The beliefs and assumptions embodied in an individual's mindset led to 

decisions and patterns of behaviour formed from those beliefs and assumptions. Thus, within the FM 

context, one can easily find many examples of tacit knowledge such as intuition, rule of thumb, and 

personal skills, all based on the individual experiences of facilities managers and staff within facilities 

organisations. Therefore, the strategic importance of human knowledge might be too significant to be 

overlooked in healthcare facilities organisations. 

I.1  Status of knowledge management in healthcare FM  

Knowledge management has become a strategic concern for many organisations in today's business 

environment, and this has led to a growing interest in healthcare FM in recent years. As The London Times 

(cited in Hoare, 1999) points out, KM is the "fifth discipline" after business strategy, accounting, 

marketing, and human resources, and British companies should harness that discipline to increase their 

performance and profitability. Despite this, KM has been little studied in FM, despite Nutt's (2000) 

assumption that it is one future for the field. Nutt and McLennan (2000) suggest that management of 

facilities knowledge may be the most underutilised KM tool and that such a knowledge perspective may 

provide the conceptual framework that facilities users need to analyse and measure the business benefits 

they derive from these services. For Nutt (1999a), FM knowledge plays a crucial role in contributing to 

business where FM still tends to be technically oriented and reactive. 

According to previous studies, an organisation might need to consider KM initiatives to prevent 

knowledge loss (e.g., someone leaving the organisation, turnover, retirement) (Bartczak and England, 

2005; Chan and Chau, 2005; Lowe and McIntosh, 2007); to gain a more significant competitive advantage 

(Hahn et al., 2005; Malhotra, 2005); the reorganisation of the organisation (Hahn et al., 2005; Kwan and 

Balasubramanian, 2005; Malhotra, 2005); as a traditional remedy of negative findings discovered during 

an audit (Jones, 2003); continuous learning (Keane et al., 2007); to prevent low knowledge diffusion and 

the isolation of organisational departments, individuals, (Chan and Chau, 2005); to coordinate with other 

organisations/suppliers/customers (Steiner and Hartmann, 2006); to increase the quality of professional 

services, (Yeh et al., 2006), and to help meet users' needs (Lai, 2009). Although specific reasons may vary 

from one organisation to another, a general consensus is that KM contributes to these types of 

organisational improvement and addresses an array of intra-organisational problems (Kothari et al., 

2011).  
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Hence, FM knowledge continues to be borrowed from other fields, and knowledge derived from FM tends 

to be holistic and yet address the "real" issues of design for the future management of the facilities in use 

(Nutt, 1999a). Although the relevancy and potential value of the existing technical and management 

expertise has been recognised, its application to the specifics of facilities operation and management is 

relatively poorly developed. Based on the insights presented by Nutt and McLennan (2000), the FM 

knowledge trail is at an early stage of development in which:  

➢ It sets out from an ever widening and ill-defined sphere of activity;  

➢ Many working in the field still lacks internal cohesion;  

➢ It lacks external coherence to a large number of corporate and business organisations, as well as 

the educated public at large;  

➢ There are too few secure methods of their own to support good practices;  

➢ In the field of management, it has already begun to make a distinctive contribution;  

➢ An adequate knowledge base to support it is insufficiently.  

Further emphasising two facets of KM, i.e., information technology perspective and human resource 

perspective, Nutt and McLennan (2000) stress the need to consider two KM knowledge perspectives in 

the context of FM: that of the corporate organisation and that of the individual employee. In the future, 

FM Strategic Knowledge could be a key component of the value of corporate knowledge, as information 

determines market share for products and services around the world, with technology providing the 

means for global management in real-time. To obtain further insight into the current status of facilities 

management knowledge within organisations, expert interviews were conducted with individuals who 

knew much about the sector.  

There are suggestions that KM, which bridges the gap between the core organisation and the workplace 

infrastructure to support emerging FM roles, may help remedy the disparity. This type of management 

support probably extends beyond anything currently available. It can only be compiled and monitored 

over time by those exposed to both business and facilities processes. However, a combination of sources 

consisting of business information and facilities information is essential to creating knowledge-based 

services. To be successful, the task of collecting and using this information to create workplace knowledge 

must be championed by senior managers with a broad understanding of their organisation.  

In an economy where the only certainty is uncertainty, knowledge is one source of lasting competitive 

advantage. When markets shift, technologies proliferate, competitors multiply and products become 

obsolete almost overnight, successful organisations consistently create new knowledge, disseminate it 

throughout the organisation and quickly embody it in new technologies and products. These activities 
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define “knowledge-creating" organisations whose sole business is continuous innovation (Nonaka et al., 

2007). 

Knowledge is a critical source of competitive advantage for businesses. It adds value by assisting the 

organisation’s ability to innovate (Darroch, 2005; Zhou and Li, 2012), learn and unlearn (King, 2009; 

Gherardi, 2000) and transfer best practices across organisational boundaries (Hansen, 1999; Carlile, 2004; 

Patriotta et al., 2013). Following the broader debate about the emergence of the information age and 

knowledge society, writing about organisational knowledge from various disciplinary and theoretical 

perspectives has proliferated (Patriotta, 2003). The extensive knowledge management literature has 

documented how organisations capture, integrate, share, use and maintain knowledge to improve 

performance. The literature also suggested developing management practices which make knowledge 

available throughout the organisation (O'Dell and Greyson, 1998; Pfeffer and Sutton, 1999; Brown and 

Duguid, 2000; Davenport and Prusak, 2000). 

I.2  Knowledge creation and knowledge mapping  

The question of how and where to begin and what is required to initiate a knowledge creation and 

mapping initiative for healthcare FM organisations can leave facilities managers in limbo. According to a 

literature review and survey of facilities managers in Malaysia, it is essential to identify knowledge assets 

early in the development process. The process of knowledge mapping can help to realise the benefits 

fully. As Egbu (2006) reported, facilities managers recognise the importance of mapping their knowledge-

rich organisations in Malaysia. Their goal is to ensure they succeed in the competitive business 

environment and gain recognition for their significant role in supporting the prime activities of the clients' 

organisations.  

In a highly competitive and dynamic environment, top management (organisational leadership) may be 

forced to satisfy multiple stakeholders' needs, which include customers, employees, and the organisation 

itself. This study examined three categories of knowledge: research, policy practice and theoretical 

knowledge. The implications of the current study are derived from the sudden and potentially fatal nature 

of the problem, which directly impacts some hospitals, the entire health sector, and the nation. The study 

focuses on the significance of the relationship between knowledge management and organisational 

performance in healthcare, which the literature identifies as a critical gap in understanding KM principles. 

In addition to providing practical guidelines for the healthcare sector, the framework can be generalised 

to improve hospital performance. This study helps hospitals enhance efficiency and patient care and 

organise a critical component of quality enhancement programs. The current research examines NHS 

hospitals in Northwest England as a phenomenon of growing prominence, zero-tolerance for mistakes, or 

a philosophy of getting it right the first time. One of the most significant problems hospitals face is a 

deficiency of transformational leaders who create a trust-based organisational culture in which 
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knowledge workers can share valuable knowledge with peers. By sharing knowledge, organisational 

operations and functions can be improved. 

A literature review found that performance in service-oriented organisations is critical for sustainable 

competitive advantage. As Kenagy et al. (1999) demonstrated, most dynamic organisations in the service 

sector cannot function at all three levels of the organisation, namely, individuals, processes, and 

organisational success. Furthermore, they pointed out that organisations cannot sustain their 

performance for many reasons. One of the critical factors they identified is the lack of knowledge 

management, the sharing of knowledge (tacit and implicit) and how that may affect the functioning and 

operations of the organisation. 

Recently, service-oriented organisations–especially those in the healthcare sector–have been under 

constant pressure to improve organisational functions and operations. Thus, there is a need to 

continuously improve the quality of services provided to the public and an increased focus among 

healthcare providers to achieve better performance and patient satisfaction (Andaleeb, 2000; Cronin and 

Taylor, 1992; Davies, Nutley, and Mannion, 2000; Ferlie and Shortell, 2001; Kenagy et al., 1999; Rosenthal 

and Frank, 2006; Scotti, Harmon, and Behson, 2006). However, services have neglected organisational 

functioning and operations in healthcare (Rosenthal and Frank, 2006; Scotti et al., 2007). 

According to proponents, poor performance and operations in NHS hospitals will lead to the greater use 

of private hospitals. As a result, one of the key challenges facing healthcare providers is improving 

organisational functions and operations since health-related concerns are among the top fears of 

humanity (Andaleeb, 2001). Organisational performance can also be improved by creating a culture that 

encourages knowledge workers to share their knowledge. Indeed, as organisational culture is perceived 

as the set of norms, beliefs and values that individuals share within the organisation (Denison, 1990, 1996; 

Middleton, 2002), through the sharing and transmission of knowledge in numerous social networks, value 

is created for organisations (Argote, Ingram, Levine, and Moreland, 2000; Haas, and Hansen, 2007).  

Studies by Chen and Huang (2007) and Scott (2005) demonstrated that social networks and relations 

enhance collaboration and communication among knowledge workers. Developing networks and 

increased socialisation requires much trust between knowledge workers; however, building trust in an 

organisation enables knowledge sharing. In addition, there is a need for collaboration, harmonisation and 

interaction between knowledge workers, and to foster knowledge-sharing culture inside an organisation, 

social networks and communication are required (Hendriks, 1999; Orr, 1990; Dixon, 2000; Dhanaraj et al. 

2004). Leadership can establish trust that supports the organisation's goals and stores its valuable implicit 

and explicit knowledge (Ardichvili et al., 2003; Chen, 2004; Lee et al., 2010). Several studies have found 

that trust facilitates knowledge sharing (Malhotra, 2002; Renzl, 2008; Gressgård, 2011). There is an 

ambiguous notion of trustworthiness among colleagues, and environmental changes frequently influence 
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this; nevertheless, trust in leaders is significant because this similarly facilitates knowledge sharing 

(Malhotra, 2002). 

The field of knowledge creation can be considered part of KM literature. Studies of knowledge creation, 

however, are very different from studies of KM since knowledge management is more concerned with 

the storage and distribution of knowledge that has already been created –often employing databases and 

other information and communication technologies (Easterby-Smith and Lyles, 2014). Nonetheless, there 

are no uniform definitions or units of analysis among organisational learning and knowledge creation 

theories (Von Krogh et al., 2000; Crossan et al., 2011; Easterby-Smith and Lyles, 2014). Accordingly, 

knowledge management research is characterised as a constricted line of research that does not provide 

novel insights but aims to disseminate old knowledge (Easterby-Smith and Lyles, 2014; Nonaka et al., 

2006). Hence, as part of the knowledge management research paradigm, knowledge creation literature 

focuses on generating a distinct form of knowledge (or recreating an existing form) rather than recreating 

a previously created one (Argote, 2011). The literature in this area suggests that knowledge is a 

transformative and dynamic process, changing as people gain more information (Brix, 2014). As a result, 

this study is based on knowledge creation literature that focuses on understanding organisational 

knowledge (Nonaka et al., 2006; Easterby-Smith and Lyles, 2014).  

Over the last four decades, many theoretical advances have been made in the organisational learning 

research paradigm. Researchers in psychology have focused on the individual as an agent of change within 

an organisation attempting to detect or correct errors (e.g., Argyris and Schön, 1978). Another stream 

examines social factors such as organisational routines and their impact on organisational learning (Cyert 

and March, 1963). The definition of knowledge as a construct is crucial to understanding knowledge 

creation. According to Nonaka and Takeuchi (1995), knowledge is the "justified true belief" that enables 

the organisation's capacity for effective action. The authors highlight a tacit and explicit component of 

knowledge. Explicit knowledge refers to knowledge that can be communicated orally, documented, and 

stored in databases. The individual's experience, thinking, and feelings are reflected in the tacit 

dimension. These can, for example, be context-specific technical skills.  

In addition to tacit and explicit knowledge, Choo (1998) also examined cultural knowledge. It consists of 

"the assumptions and beliefs used to describe, and explain, reality, as well as the conventions and 

expectations used to assign value and significance to new information". Choo contended that cultural 

knowledge diffuses and develops over time based on the ties and relationships among individuals, groups, 

and organisations. However, when considering the cultural dimension of knowledge, Nonaka and 

Takeuchi (1995) stated that knowledge can exist on an individual and a social level (collective 

knowledge). As individuals communicate and negotiate meaning daily in the organisation, cultural 

knowledge may assist in establishing the link between individual and social knowledge.  
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Additionally, Brix (2014) offered a dynamic perspective on knowledge in innovation and development 

projects, and by using the solo taxonomy (Biggs and Tang, 2009), Brix illustrated that knowledge exists on 

many levels.  Moreover, according to Lyles (2014), "organisations can create it (knowledge) internally 

through their R&D or through generating new ways of handing situations. Also, organisations can acquire 

knowledge from external sources, such as hiring new employees who have worked for competitors or 

from industrial networks, which allow the organisation to be in direct contact with advanced knowledge 

of other organisations. 

Therefore, knowledge creation enables people to develop new insights, such as eureka moments or 

additional or alternative views of existing knowledge (Brix, 2014). This process can be done intentionally 

and mindfully by following concrete methodologies or creative processes, and it can be goal-free or goal-

driven (Kao and Su, 2011). Furthermore, the process can also occur by waiting for new opportunities to 

arise or relying on serendipity (Weick and Sutcliffe, 2006). Once people become aware of new or altered 

knowledge, they can codify and develop it so that the "justified true belief" becomes less uncertain or 

more structured (O'Connor and Rice, 2013; Von Krogh et al., 2012). As a result, knowledge is transferred 

into organisational repositories and facilitates retention, new alterations, and transfer, often referred to 

as organisational learning (Argote, 2012). Therefore, knowledge creation is creating knowledge based on 

the content already created. It examines different types of knowledge that can be created individually 

and collectively through different social and cognitive processes of action and interaction (Brix, 2014; 

Lyles, 2014; Nonaka et al., 2014).  

The knowledge creation process begins at an individual level, with personal knowledge created via a 

sensemaking process (e.g., Cohen and Levinthal, 1990; Nonaka, 1994; Weick, 1995a). It takes a particular 

time to use their knowledge to relate to another individual and absorb and make sense of that knowledge 

(Cohen and Levinthal, 1990; Nonaka and von Krogh, 2009). Nonetheless, in this interaction, there is 

sensemaking and sense-giving (Gioia and Chittipeddi, 1991). 

In interpersonal interaction, collective knowledge is created via a collective sensemaking process, in which 

the personal knowledge of interacting individuals is utilised as a means of negotiating to mean (Nonaka 

and von Krogh, 2009). Organisational learning has not occurred at this level because the new individual 

and collective knowledge has not been documented or integrated into organisational repositories to 

create renewal (Jensen, Johnson et al., 2007; Argote, 2012). According to the authors, the two 

phenomena–organisational learning and knowledge creation - can be studied both separately and 

together. Table 1 illustrates how the four micro-processes from Crossan et al. (1999) organisational 

learning framework support the creation of different types of knowledge. By intuiting and interpreting 

processes, individuals develop personal knowledge; by interpreting and integrating new knowledge, 

groups and teams develop group knowledge; and by integrating and institutionalising new knowledge, 
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organisations develop organisational knowledge and, subsequently establish the foundation for 

organisational learning (Crossan et al., 1999; Crossan et al., 2011).  

Aside from establishing that organisational learning does not merely result from an organisation's 

members getting more knowledgeable through the creation of new knowledge (Brusoni and Rosenkranz, 

2014; Jensen et al., 2007), the division between learning and knowledge creation illuminates the difficulty 

in predicting organisational learning. As a result, studies such as Crossan et al. (2011) and Brix (2014) claim 

that knowledge is created by learning and the same knowledge influences both levels of aggregation.  This 

demands an integrative framework for organisational learning and knowledge creation. Figure 4.1 

describes how organisational learning can occur in an environment where strategic renewal is on the 

agenda. 

It is important to understand how the organisation as a context enables (or disables) the process for 

(strategic) renewal, (Crossan et al., 1999; Crossan and Berdrow, 2003; and Burton et al., 2015). Knowledge 

creation scholars also stress the significance of the context (the ba) as a highly influential aspect of 

innovation or development (Von Krogh et al., 2000; Nonaka et al., 2014). According to both streams of 

literature, top management must create an enabling context that allows employees to initiate the 

organisational learning/knowledge creation process by sharing knowledge so that it can become part of 

the cultural and collective knowledge of the organisation (Curado, 2006; Burton et al., 2015).  

 

Figure I.1: Integrative framework for Organisational Learning and Knowledge Creation. Source: Brix, 

(2017, p116). 
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Among other things, the leadership style and incentive structure influence knowledge creation and 

"exchange behaviour" within groups/teams and between team members and decision-makers (Nonaka 

et al., 2006).  

To support this proposal, Jakobsen (2015) argued that a clear strategic focus is important for individual 

and/or group/team performance at both the macro and micro levels (the base). According to Jakobsen, a 

clear focus affects the actions and behaviours of employees and managers, so they are in tune with the 

level of ambition and change expected from new projects. 

Strategic renewal in this context relies on the knowledge already present within the organisation. In the 

process of knowledge creation and conversion, organisational knowledge influences both the individual 

person as a creator of knowledge and the group or team of individuals. Therefore, it is vital to examine 

not only the process of knowledge creation but also underlying organisational knowledge, such as work 

tasks, rules, and heuristics, that influence knowledge creation behaviour (Crossan and Berdrow, 2003; 

Nonaka et al., 2006; Argote, 2012). 

In addition, Figure 2.1 establishes how individual knowledge creation stimulates group or team knowledge 

creation and vice versa. In the context of group or team knowledge creation, it is important to grasp how 

knowledge is created and converted into knowledge for (strategic) renewal that can be communicated to 

the relevant decision-makers (Nonaka, 1994). According to Figure 2.1, the process of organisational 

learning begins with a decision on the knowledge required for strategic renewal. One can classify this 

decision into three categories: 1) a decision not to use new knowledge, 2) a decision to ask the group/team 

to revisit and improve new knowledge, or 3) a decision to implement new knowledge as a new or changed 

part of organisational knowledge. The decision whether to use, rework or not use new knowledge in an 

organisation depends on its readiness to proactively absorb the new knowledge for strategic renewal 

(Crossan and Berdrow, 2003). The ability of decision-makers to evaluate whether the use of new 

knowledge will result in inferior products or services compared to existing activities is also important 

(Hernes and Irgens, 2012). 

Moreover, the overlooked link (Lyles, 2014) between knowledge creation and organisational learning 

theories may be the improvement of new knowledge to fit the organisation's exploration and exploitation 

strategy (Kao et al., 2011; Curado, 2006; Burton et al., 2015). This refinement process is referred to as 

organisational knowledge creation by Nonaka and von Krogh (2009), in which newly created knowledge 

is shared among members of an organisation and in which the new knowledge is selectively connected to 

existing knowledge. According to Nonaka et al., (2006), organisational knowledge creation consists of "the 

process of sharing and amplifying knowledge created by individuals as well as crystallizing and connecting 

it to an organisation's knowledge system".  
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There is a similar process of institutionalising in organisational learning literature (Crossan et al., 1999; 

Crossan and Berdrow, 2003). Lane and White summated that institutionalizing is the process of 

embedding learning that has occurred by individuals and groups into the organisation, and it includes 

systems, structures, procedures, and strategy".  Accordingly, by comparing the two definitions from each 

stream of literature, it can be argued that knowledge creation and organisational learning share common 

ground since both streams agree on the importance of making individual and group/team knowledge 

organisational. Furthermore, studying the process of organisational learning from a fragmented 

perspective does not represent a study of organisational learning; it represents a study of knowledge 

creation. Accordingly, unless a formal organisational decision is made regarding newly created knowledge 

in such empirical processes - to use, to rework or not to use the knowledge – it is stated that these studies 

should not be labelled using the term "organisational learning.".  

This aligns with the arguments of Crossan and Berdrow (2003), Felin and Hesterly (2007) and Lyles (2014), 

who reported full stories of innovation and organisational learning when creating and developing robust 

theories. Therefore, the integration of organisational learning and knowledge creation theories in Figure 

I.1 can be seen as a theoretical contribution since it can be used to analyse and structure empirical data 

from full-scale innovation and learning projects. Within the framework, knowledge creation and 

organisational learning are clearly distinguished and integrated as two different processes that occur 

within an organisation. As a result, knowledge creation is an iterative process involving an individual, 

group or team and focuses on developing content. The process of organisational learning enables the 

dissemination and re-creation of knowledge in the same environment. Established organisations can 

remain relevant by combining context, content and process since these perspectives can explain what, 

where, how, and why strategic renewal takes place (Huber, 2011).  

I.3  Knowledge creation process in healthcare FM 

Knowledge creation in healthcare FM is a collaborative effort involving the organisation, managers, 

supervisors, and operatives. Their distinct roles, perspectives, and experiences contribute to developing 

strategic insights, practical expertise, and innovative solutions. These individuals' various roles and 

perspectives contribute to a holistic approach to knowledge creation within the organisation. Healthcare 

FM organisations can harness the collective knowledge of their workforce and drive continuous 

improvement in their operations by fostering a culture of collaboration and communication (VanVactor, 

2012; Mustapa, 2013). 

As per Maponya's research (2004), knowledge creation in healthcare FM occurs when individuals 

communicate or work together, in this case, between the managers, supervisors and operatives. 

Healthcare FM managers and supervisors can participate in the knowledge-creation process by studying 

and identifying the information needs of FM operatives. Learning and research activities in healthcare 
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organisations allow FM staff to participate in this process. Tang's (1998) findings indicate that knowledge 

creation should involve all management efforts to acquire competencies that an organisation lacks 

internally and externally. After obtaining the required knowledge, it should be stored for easy access 

through organisational repositories with retrieval tools and techniques, as Kiessling et al. (2009) 

discovered. Knowledge sharing involves exchanging information from one source to another through a 

person, group, or organisation, as presented by studies including Lee et al.'s (2005) research and 

supported by Liao and Wu (2009) and Fugate et al.'s (2009) studies.  

Daud et al.'s (2000) findings highlight how crucial knowledge sharing is for organisational effectiveness in 

healthcare FM. According to their study, retaining critical expertise reduces risks when staff leave an 

organisation; hence, Gupta and Govindarajan's goal of retaining the organisation's base. Existential 

threats arise when individuals or groups holding vital expertise leave an organisation, says Conrad and 

Newman (2000). Wamundila et al. (2011) propose documentation as a critical foundational step while 

integrating back into the system best practices to enable knowledge retention.  

Abidi et al.'s (2007) KM strategy proposes educating stakeholders about how applying operation-specific 

applications benefits service delivery by mapping existing flows within organisations to decide what 

behaviour constitutes deployment opportunities vis-à-vis barriers while contextualising local know-do-

gaps through design-oriented applications. Some experts suggest that KM goes beyond just a collection 

of technological aids. It is viewed as a plan for converting knowledge into policies and behaviours. In 

healthcare FM, the measure of success for KM hinges on closing the gap between knowing and doing on 

both technical and strategic levels (Wenger, 2004). 

Creating or developing knowledge refers to processes that enable healthcare FM members to generate 

new insights, innovations, and a synthesis of what is already known. Innovative organisations do not 

simply process information from the outside to solve existing problems and adapt to a changing 

environment. They generate new knowledge and information from within, redefining problems and 

solutions (Davenport and Prusak, 1998; Nonaka and Takeuchi, 1995). The distinction between tacit and 

explicit knowledge informs the development of new knowledge, which entails mobilising and converting 

tacit knowledge (Broadbent, 1998; Nonaka and Takeuchi, 1995). Figurative language and symbolism are 

heavily used to express intuitions and insights. Facilitating sharing one's knowledge with others, accepting 

ambiguity as a source of alternate meanings, remaining open to new ways of thinking about things, 

encouraging redundancy, and encouraging frequent dialogue and communication are all ways to establish 

a "common cognitive ground." (Orzano et al., 2008) 

Another distinction is involved in the creation of new knowledge. Although the term "organisational 

knowledge creation" is used, the organisation cannot create knowledge without the individual's initiative 

and interaction within the group (Tsoukas and Mylonopoulos, 2004). This reliance on socialisation 
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distinguishes KM from traditional organisational and knowledge views in the context of information 

management history. Knowledge management is an active process that includes knowledge creation, 

intentional knowledge elicitation, and the ability to share knowledge across the organisation (Davenport 

and Cronin, 2000; von Krogh, 1998). 

Knowledge creation is vital in healthcare FM because it enables organisations to make informed decisions 

and provide high-quality healthcare to patients. In healthcare FM, knowledge creation entails data 

collection, analysis, synthesis, knowledge sharing, and utilisation. Organisational culture, leadership 

support, resources, collaboration, and the regulatory environment are all factors that can influence 

knowledge creation in healthcare FM. Understanding these factors allows healthcare FM organisations to 

foster a culture of learning and innovation that encourages the creation of new knowledge and the 

continuous improvement of healthcare services. Davenport and Prusak (1998) propose five types of 

knowledge, each with its source: 

➢ Acquired knowledge comes from sources other than the organisation. 

➢ Dedicated resources are those that an organisation dedicates some staff members or an entire 

department (usually research and development) to develop within the institution for a specific 

purpose. 

➢ Fusion creates knowledge by bringing together people with diverse perspectives to work on the 

same project. 

➢ Adaptation is the knowledge gained from reacting to new processes or technologies in the 

marketplace. 

➢ Knowledge networking is when people share information, either formally or informally. 

Healthcare FM is a complex and dynamic field that necessitates continuous knowledge creation and 

learning to ensure healthcare facilities' safety, efficiency, and effectiveness. 

Managers have a broad perspective on healthcare FM and a strategic understanding of it. They create 

knowledge by researching industry trends, emerging technologies, and regulatory changes. Their 

knowledge assists in identifying areas for improvement and innovation. They make sound decisions based 

on their experience, knowledge of best practices, and comprehension of organisational objectives. 

According to Mustapa (2013), decision-making contributes to knowledge creation by evaluating different 

options and considering the potential impact on service delivery and operational efficiency. They also aid 

in developing collaboration among supervisors, operatives, and other stakeholders. Managers foster an 

environment conducive to knowledge creation by encouraging cross-functional teams and facilitating 

knowledge sharing. They bring diverse perspectives and expertise together, allowing for the synthesis of 

new ideas and approaches. 
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On the other hand, supervisors considered the operational staff to have extensive knowledge of day-to-

day operations within healthcare FM. According to Meng (2013), supervisors contribute to knowledge 

creation by solving operational challenges, optimising processes, and identifying areas for improvement. 

Their hands-on experience and understanding of operational nuances inform their practical knowledge. 

They contribute significantly to knowledge creation by training and mentoring operatives. They share their 

knowledge and skills to ensure that employees are competent and well-equipped. Supervisors foster a 

learning culture by facilitating operatives' acquisition of knowledge and expertise through on-the-job 

training and coaching. 

Frontline personnel are directly involved in the execution of various tasks and responsibilities within 

healthcare FM. Their first-hand observations, interactions with patients, and interactions with facilities 

provide valuable insights and opportunities for knowledge creation. They face practical challenges and 

frequently devise innovative solutions to improve processes and service delivery (Klungseth and Blakstad) 

(2016). They have specialised knowledge in maintenance, housekeeping, and equipment operation. Their 

knowledge creation is aided by their detailed understanding and insights into their respective domains. 

When shared and combined with insights from managers and supervisors, this context-specific knowledge 

leads to a comprehensive understanding of healthcare FM. 

The implementation of computerised cleaning audit software, which allows FM operatives to document, 

report on, and measure cleanliness from a single user-friendly web-based dashboard, is one case study 

that demonstrates the importance of knowledge creation in healthcare FM. The system allows users to 

assign responsibilities to specific teams and staff members while scheduling tasks to be completed or 

reviewed immediately. The software was designed to meet NHS national cleanliness specifications, 

allowing staff to ensure that the healthcare environment is safe, clean and sanitary for patients, visitors, 

and staff. The hospitals in question had a significant backlog of maintenance requests and cleaning audit 

failures, frequently resulting in equipment breakdowns and patient care disruptions. The hospitals 

implemented electronic auditing and monitoring to track and manage cleaning standards and 

maintenance requests more efficiently to address this issue. 

The implementation of the electronic cleaning audit necessitated significant knowledge creation and 

learning. The hospital FM staff had to learn how to use and integrate the new system into their existing 

workflows. They needed to create new procedures for submitting and tracking cleaning audits and 

maintenance requests and learn how to use the system's data to make informed decisions about cleaning 

standards, maintenance, and infection control. The hospitals formed a cross-functional team of 

representatives from FM, IT, and clinical and non-clinical staff to facilitate knowledge creation and 

learning. This group collaborated to create training materials, standard operating procedures, and other 

resources to support the implementation of the electronic cleaning audit and management system. 
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The hospital successfully implemented the system and significantly improved its maintenance and 

cleaning standards thanks to this knowledge creation and learning process. Maintenance requests were 

handled more quickly, downtime on equipment was reduced, and patient care was less disrupted. In 

addition, the hospital staff gained valuable knowledge and expertise in the use of the system, which they 

can apply to future projects and initiatives. Dehghanian and Dehghanian (2018) investigate the various 

approaches to knowledge creation and sharing in healthcare FM, such as information technology and 

collaboration among various stakeholders. Similarly, Al-Aomar and Al-Hammad (2017) investigated the 

enablers of knowledge management in Jordanian healthcare facility management, such as information 

technology, leadership support, and employee involvement. 

For their part, Khatib and Jaber (2018) investigate the impact of KM on the management of healthcare 

facilities in Lebanon, including the use of knowledge-sharing platforms and the development of KM 

strategies. Alhawari and Al-Khouri (2016) investigated the impact of knowledge management on the 

management of healthcare facilities in Jordan, including the use of information technology, organisational 

culture, and employee participation. These studies mostly emphasise the importance of knowledge 

creation and sharing in healthcare FM and the need for effective knowledge management strategies to 

improve operations and patient care. This case study highlights the significance of knowledge creation 

and learning in healthcare FM. Healthcare organisations can improve their operations, improve patient 

care, and develop the expertise needed to face future challenges by investing in knowledge creation and 

learning. 

Knowledge is created from interactions between tacit and explicit knowledge rather than from tacit or 

explicit knowledge alone (Nonaka and Takeuchi 1995). This type of interaction is known as knowledge 

conversion. Knowledge conversion can occur in four ways (Nonaka and Takeuchi, 1995; Nonaka et al., 

2001). The socialisation-externalisation combination-internalisation (SECI) model of Nonaka is one 

theoretical model that displays how tacit and explicit knowledge is processed within organisations. 

Studies of knowledge creation in construction management have, for example, used the SECI model 

(Dodgson, 1993; Spender and Grant, 1996; Egbu and Botterill, 2001), yet its applicability is not without 

criticism. This review examines the relevance and merits of the SECI model in KM research with more 

specific reference to knowledge concerning CM-related issues and how the model can be effectively 

applied. 

Based on the SECI model, knowledge is converted through the process of socialisation, externalisation, 

combination, and internalisation (Nonaka, 1994). Nonaka and Konno (1998) further developed this work 

by examining where these conversions occur, the a's and the ba’s. There have been some disagreements 

concerning various aspects of Nonaka's theory, even though academics have generally agreed on its 

principles. Several arguments are used to question Nonaka's theory, such as the development process 

(Gourlay, 2006), underpinning theory (Griffin et al., 1999) and final result (McAdam and McCreedy, 1999).  
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Nonaka's concept of knowledge creation companies and the SECI model (Kikawada and Holtshouse, 2001; 

Nonaka and Takeuchi, 2002) cannot explain the complexity of modern-day KM in healthcare. Based on 

the current challenges in healthcare, a radical rethink based on maximum knowledge sharing between 

tacit and tacit levels (Baskaran et al. 2004) would be appropriate. A KM initiative should underpin all 

healthcare projects, and all challenges should be approached using a know-how-based solution. This 

approach would enable innovation and success at all levels (Baskaran et al., 2004). The SECI processes 

remain a vital component, but "ba", or the shared context of knowledge creation, and "knowledge assets" 

have taken the place of the "ontological" dimension (Nonaka et al., 2001). The concept of knowledge 

creation as a "self-transcending process" (Nonaka et al., 2001b: 16) indicates a strong individual and 

subjective focus, even though it is somewhat mystical (Nonaka and Toyama, 2003). 

According to Nonaka and Takeuchi's accounts, the problem appears to have been taken for granted, 

although Engeström's (1999) research concluded that formulating, analysing, and systematically locating 

the situation are key innovation processes. Becerra-Fernandez and Sabherwal (2001) report that the tasks' 

characteristics determine each SECI mode, while Poell and van der Krogt (2003) treat SECI as a report that 

influences learning. However, Adler (1995) argued that the model suffered from too static a contrast 

between tacit and explicit knowledge, which the author felt was inadequate for a dynamic model of 

knowledge inter-relatedness. In addition, the author pointed out that other disciplines had studied several 

SECI modes, which Nonaka did not seem to have considered (Adler 1995). In their review of The 

Knowledge-Creating Company (Nonaka and Takeuchi 1995), Jorgena (1998) argues that since the four 

phases of knowledge conversion concern changes of form, a semiotic framework to deal with the 

symptoms is needed but currently unavailable. Furthermore, he noted the omissions of many influential 

philosophers, learning theories, earlier discussions of tacit and declarative knowledge, and misreading 

influential organisational writers. Figure 4.4 shows an analysis of the knowledge creation engine. 

I.3.1  Socialisation (Tacit to Tacit). Apprentices learn by imitation, observation, and practice from their 

teachers or mentors. In essence, socialisation is the process of capturing knowledge through physical 

proximity, where direct interaction is used to learn (Nonaka and Takeuchi, 1995). Learning occurs when 

people share their experiences with one another. This can also originate from direct interactions with 

clients or from within companies, such as brainstorming sessions with co-workers. Everyday workplace 

activities, like working together and living in the same surroundings, impart tactic knowledge. 

I.3.2  Externalisation (Tacit to Explicit) is the process of converting tacit knowledge into explicit 

knowledge, which may then be shared and used to create new knowledge. Publishing or expressing 

knowledge can help with this process. For example, concepts, images, and textual texts can facilitate this 

form of interaction. 
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Figure I.2: The ‘engine’ of knowledge creation. Adapted from Nonaka and Takeuchi (1995). 

I.3.3  Combination (Explicit to Explicit) is the process of organising and integrating explicit knowledge, 

such as merging multiple types of explicit knowledge in the context of developing prototype chevaliers. 

This technique of knowledge conversion can be supported by computerised communication networks and 

large-scale databases, in which explicit knowledge is obtained both inside and outside an organisation and 

then integrated, modified, or processed to create new knowledge. As a result, fresh, explicit knowledge 

is transmitted among organisation members. 

I.4  Internalisation (Explicit to Tacit) is the process of an individual obtaining and implementing 

knowledge by doing. Explicit knowledge, on the other hand, becomes a part of an individual's knowledge 

and an asset to the organisation. Internalisation is also a constant process of individual and societal 

thought and the ability to understand the connections and patterns among distinct fields, ideas, and 

concepts. Socialisation, externalisation, combining, and internalisation make up SECI. They represent 

parts of knowledge creation theory, which states that an organisation develops knowledge by interacting 

with explicit and tacit information (Nonaka et al.,1994) and that knowledge grows qualitatively and 

quantitatively during conversion (Esterhuizen et al., 2012).  

Since tacit knowledge is time and space-specific and difficult to formalise, it can be converted and 

exchanged through shared experience. Similarly, transferring explicit knowledge to tacit knowledge is 

known as externalisation. When tacit knowledge is articulated into explicit knowledge, it becomes part of 

a shared knowledge base, which can be shared with others. The combination is transferring explicit 

knowledge into more complex and systematic sets of explicit knowledge.  
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Explicit knowledge is gathered internally or externally and then combined, edited, or processed to 

generate new knowledge, which is then shared with the members of the organisation. Likewise, the 

explicit to tacit knowledge transfer process is sometimes referred to as internalisation since it is closely 

related to 'learning by doing.' Created explicit knowledge is shared throughout an enterprise, and 

individuals embody it when it becomes tacit knowledge (Davis, 2001). 

I.5  Factors influencing healthcare FM knowledge creation  

According to Barrett and Baldry, several factors can influence knowledge creation in healthcare (2009). 

These elements are as follows: 

Culture in the workplace: Knowledge creation in healthcare FM can be significantly influenced by 

organisational culture. By encouraging employees to share their insights and ideas, a culture that values 

learning, innovation, and continuous improvement can promote knowledge creation (Von Krogh, 1998). 

Leadership support is essential for knowledge creation in healthcare facility management. Leaders who 

prioritise knowledge creation and encourage the development of new knowledge can foster a learning 

and innovation culture. 

Resources: Funding, technology, and personnel are critical for knowledge creation in healthcare FM. 

Adequate resources can help with data collection, analysis, and knowledge sharing, whereas insufficient 

resources can stymie knowledge creation. 

Collaboration: Collaboration among various stakeholders in healthcare facility management, such as 

healthcare professionals, facility managers, and administrators, can promote knowledge creation. 

Collaboration can promote the development of new knowledge by facilitating the sharing of data, 

analysis, and insights. The regulatory environment can also impact knowledge creation in healthcare FM. 

Regulations requiring data collection and reporting can encourage knowledge creation by establishing a 

standardised data collection and analysis framework.  

Primarily, knowledge creation in healthcare FM is a team effort involving managers, supervisors, and 

operatives. Managers provide strategic insight and decision-making, supervisors provide operational 

expertise and training, and operatives provide frontline experiences and contextual knowledge. 

Healthcare FM organisations can effectively harness collective expertise to drive innovation, improve 

practices, and improve service quality by recognising the unique contributions of each group and fostering 

a culture of collaboration and knowledge sharing (Cain et al., 2005). 

I.6  Knowledge storage, sharing and utilisation 

Facilities managers are responsible for ensuring the efficient operation of systems critical to clinical 

operations and patient safety in healthcare settings. The physical environment's function is critical to 

providing quality care and ensuring patient safety in healthcare (Lucas et al., 2013). Physical environment 
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design, maintenance, and care have been linked to reduced patient and personnel stress, improved 

recovery outcomes, and overall health quality (Ulrich et al., 2001). Similarly, dust or particulate generation 

from hospital construction and renovation activities has been identified as a source of airborne infection 

outbreaks (Oren et al., 2001). Therefore, facilities managers must follow standards and guidelines from 

various jurisdictional organisations to keep the environment clean, safe and welcoming for patients, staff 

and visitors (Sehulster and Chinn, 2003). 

Although proper facilities information management is critical for the efficient and safe operation of 

hospitals, many facilities managers waste money and time due to poor information transfer and 

management. Information from earlier lifecycle phases is frequently incomplete, housed in multiple 

systems, or lacks coherence, making it difficult to use for completing facilities maintenance processes 

(Goeder and Meadati, 2008). Poor information management can be traced back to insufficient 

coordination caused by insufficient, inappropriate, inaccurate, inconsistent, late information, or a 

combination of these (Gallaher et al., 2004). Despite advancements in information management, 

handling, storage, and exchange techniques, problems with information coordination persist. Improving 

communication is critical to the success or failure of a facilities' ability to operate, manage, and maintain 

itself effectively and efficiently (Goedert and Meadati, 2008). 

Effective knowledge storage is critical in the rapidly evolving field of healthcare FM to ensure smooth 

operations, regulatory compliance, standard operating procedure, health and safety documents, fire 

safety, KPIs, contract agreements, service requests and quality service delivery. The systematic capture, 

organisation, and preservation of information, insights, and best practices within an organisation is called 

knowledge storage. This knowledge is a valuable resource that FM managers, supervisors, and operators 

can use to make informed decisions, improve processes, and drive continuous improvement. Healthcare 

FM entities can effectively store and access knowledge by leveraging technology and collaborative efforts, 

resulting in increased efficiency, cost savings, and improved patient care (Doarn et al., 2014). 

Maintenance and energy consumption are critical aspects of daily property management (Lewis et al., 

2011). Building maintenance decisions necessitate analysing and integrating various types of information 

and knowledge, such as maintenance records, work orders, and failure causes and consequences, 

generated by various stakeholders on project teams (Motawa and Almarshad, 2012). If project team 

members' information or knowledge is not captured, ineffective decisions may be made, and significant 

costs incurred. A well-integrated data system is becoming increasingly important for healthcare FM 

organisations to manage the massive number of staff and facilities data and to accommodate the constant 

changes occurring in facilities (Sabol, 2008). Many FM systems are separate from and independent of one 

another, meaning FM relies heavily on various incompatible systems to manage building maintenance, 

asset value management, etc. 
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Communication, information capture, and tracking are frequently fragmented and challenging to manage. 

Lucas et al. (2011) proposed a lifecycle information framework to support hospital facilities' management 

activities to store facilities information for easy recall during operation and maintenance. Managers, 

supervisors, and operators help to store knowledge by documenting processes, procedures, best 

practices, and lessons learned. This includes gathering data on equipment maintenance, safety protocols, 

regulatory compliance, and emergency preparedness. Mustapa (2013) advised that to store and organise 

knowledge, healthcare FM organisations use a variety of technology solutions such as document 

management systems, databases, intranets, and collaboration tools. These systems facilitate information 

access, searchability, and sharing among relevant stakeholders. Proper categorisation and organisation of 

stored knowledge are required for effective retrieval and utilisation. Managers and supervisors are critical 

in developing taxonomies, tagging systems, and metadata structures to ensure that knowledge is 

appropriately classified and accessible (Cheng, 2018). 

However, current FM systems fail to capture and retrieve the detailed information and knowledge 

generated by building O&M, such as causes of failure, reasons for selecting specific maintenance methods, 

specialist contractor selection and the ripple effects on other building elements (Motawa and Almarshad, 

2013). A building maintenance data management system that can integrate and support data and 

information generated by project team members can make a significant difference in the performance of 

a building. The potential for extending the application of significant DTs, such as BIM, reality capture 

technology (including 3D laser scanning, point cloud and photogrammetry), RFID and GISs, to capture, 

transfer and store big data or information from the design and construction stages to building O&M stages 

has piqued the interest of many researchers and professionals. As a result, many innovations have been 

developed in recent years (Chen et al., 2015).  

Managers, supervisors, and operatives make informed decisions by leveraging stored knowledge. They 

draw on documented best practices, past experiences, and lessons learned to address challenges, 

optimise processes, and improve patient care outcomes. Knowledge storage is vital for training and 

development efforts. Supervisors and managers use stored knowledge to create training programmes, 

onboard new employees, and improve operative skills and competencies. As Ross (2017) explains, the 

knowledge that has been stored enables a culture of continuous improvement. To drive efficiency and 

growth within an organisation, managers, supervisors, and operators can identify opportunities for 

improvement, implement innovative solutions, and share success stories. 

The research discovered that electronic food ordering systems among healthcare FM practitioners in one 

of the NHS hospitals thus became a popular solution yielding positive results with real-time performance 

reports available. As per recent recommendations, every NHS hospital should implement an electronic 

digital meal ordering system to boost efficiency and streamline patient servicing (NHS England, 2022). 

Staff can leverage electronic devices or apps on the wards to significantly reduce wait times between meal 
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orders and delivery while mapping patient choices with their care plans or dietary needs aligned with the 

patient-led assessment of the care environment (PLACE) guidance. Through interviews with participants, 

one healthcare FM catering manager shared her insight about a project to improve hospital meal ordering. 

One participant stated:  

"Switching to a patients' electronic meal ordering system has enabled us to drive efficiencies, cut 

costs and improve the quality of catering provision across our hospital." He remarked that these 

benefits are still being achieved today in line with raising standards and recommendations set by 

PLACE and the hospital food review". 

During an interview about knowledge creation, storage, sharing, and utilisation, some FM managers made 

the following statement. 

"We have upgraded how we handle work orders at NHS by improving our ability to complete tasks 

efficiently while scheduling follow-ups quickly when needed- resulting in consistently high 

maintenance standards across all facilities under our management. Maintaining detailed records 

of completed work is now more straightforward than ever, allowing us to identify any additional 

follow-up tasks required quickly".  

Another manager cited example:  

"If our engineers install smaller heaters than the previous ones, they can take photos of exposed 

wall areas as evidence before requesting painting work. We understand the importance of 

maintaining clean and accurate assets for stakeholders within the healthcare sector, one of the 

operational managers maintained. 

Technology plays three critical roles in KM: it facilitates communication, provides the infrastructure for 

storing codified and explicated knowledge, and provides the infrastructure for storing codified and 

explicated knowledge. It also aids in mapping dispersed bits and pieces of tacit and explicit knowledge to 

establish and maintain complex interdependencies between them (Tiwana, 2002). One of the critical 

enablers for implementing knowledge management is information technology. Its capability has 

progressed from merely a static archive of information to connecting a human to information and one 

human to another. It can facilitate rapid information search, access, retrieval, collaboration, and 

communication among organisational members. It can undoubtedly assist an organisation's KM process 

(Alavia, 2001; Lee: 2002). Digital technology supports and coordinates KM, including a database, 

knowledge platform, performance evaluation management system, and integrated performance support 

system (Yeh et al., 2006). 

Similarly, Carvalho (2001) summarised that the primary role of information technology is to speed up the 

transfer and creation of knowledge. Carvalho and Ferreira (2001) assert that it is impossible to do the 

same with a KM system in which member commitment and motivation are far more critical than better 
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KM tools. Knowledge management necessitates a long-term strategy for involving people and breaking 

down people's paradigms.  

Dalcher and Shine (2003) assert that the quality of information technology tools, measured by the 

response time, dependability, and ease of use, is critical to implementing a KM system. They explain that 

if the quality does not meet the users' expectations, the system will not only be abandoned by the users 

but will also fail to improve organisational performance. A system that is simple to use, easy to access, 

responsive, and dependable will improve the process and outcomes of end users' knowledge creation, 

sharing, and utilisation (Yu et al., 2007). 

According to Desouza (2003), a KM system should encourage individual dialogue rather than simply 

pointing to repositories. He claims that capturing all expertise in databases is impossible. Technology 

should shift away from this goal and instead promote communication. Organisations should recognise 

that information technology is only one means of fostering knowledge, and metrics such as access to the 

knowledge base or the number of postings may not accurately indicate employees' knowledge-scaring 

behaviour (Desouza:2003). According to Yu et al. (2007), strategies and people are the main enablers for 

executing knowledge management. They can then argue that DT is the fundamental tool for KM because 

it transfers experiences within the organisation. Another critical area that requires attention is corporate 

culture, which is the culture of open-mindedness and mutual understanding. It is the foundation for the 

organisation's culture of mutual trust, collaboration, and motivation for knowledge sharing. 

Yeh et al. (2006) state that effective KM necessitates employees sharing their knowledge via DT facilities 

because DT can provide communication channels for obtaining knowledge, correcting flow processes, and 

locating knowledge carriers and requesters. Thus, by utilising information technology applications such as 

intranets, Teams and Zoom meetings, WhatsApp, Youtube, Snapchat, the internet, groupware, databases, 

and virtual communities for communication and knowledge sharing, organisations can further expand 

available social networks by overcoming geographical boundaries and achieving more effective 

collaborative technologies (Koh and Kim, 2004, Pan and Leidner, 2003). As a result, information systems 

(IS) can be used effectively to facilitate the codification, integration, and dissemination of organisational 

knowledge (Song, 2002). 

According to Anantatmula and Kanungo (2007), organisations with adequate DT infrastructure performed 

well in their KM efforts, but there is room for improvement in developing, storing, and transferring 

knowledge. A well-designed, standardised, and fully implemented IS infrastructure for knowledge 

management can improve project collaboration, information processing capabilities, knowledge 

discovery, and decision-making speed within organisations (Moffett and McAdam, 2003). In today's 

knowledge-based economy, organisations' widespread use of information systems (IS) enables employees 

to obtain and apply necessary information for specific business objectives, making IS a critical medium for 
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information flow (Moffett and McAdam, 2003). Choi et al. (2008) argued that sharing and communicating 

knowledge with other members across time and location will be difficult without IS. Porter and Miller 

(1998) cautioned against underestimating the importance of information systems, particularly in assisting 

organisations in creating competitive advantages across their entire value chain. 

Knowledge storage and utilisation in healthcare FM require a team effort from managers, supervisors, 

and operatives. Each group plays a distinct role in the process, and their combined efforts contribute to 

effective knowledge management. However, some issues must be addressed to maximise knowledge 

storage's benefits. Facilities management is required in healthcare to ensure that complex systems are 

maintained and operational with minimal disruption to clinical activities and patient safety. Their jobs are 

made more difficult by fragmented and sometimes incomplete information. To assist facilities managers 

in better managing lifecycle information relevant to facilities management and responding to facilities-

related patient safety events, 

For effective and efficient FM, information must be readily available and capable of supporting the 

activities that are taking place. Ideally, information should be gathered from horizontal and vertical 

sources: from phases of the lifecycle, such as design, construction, operation, and maintenance, as well 

as from concurrent activities like clinical operations and facilities maintenance (Atkin and Brooks, 2021). 

I.7  Knowledge sharing 

Organisational learning is the process of creating and disseminating new knowledge for the purpose of 

strategic renewal so that it may be used, revised or rejected. A critical component of this working 

definition is the deliberate focus on denying new knowledge, since it also embodies an essential aspect of 

organisational learning (Hernes and Irgens, 2012; Weick, 1996). Fong (2003) argues that individuals and 

teams must share information, experience, and insight to manage knowledge creation. This process is 

made more accessible by new technologies. Organisations must address two critical activities in the 

knowledge-creation process: collection and connection.  

The connecting dimension entails connecting those who need to know with those who already know, 

thereby developing new skills for nurturing knowledge and acting knowledgeably. Connecting is required 

because knowledge is embodied in people and in the relationships within and between organisations. In 

order to carry out collection and connection, the organisation must strike a balance between the two. 

Unfortunately, most IT conceptions do not adequately address the human aspects of knowledge, 

particularly the tacit dimension (Nonaka and Takeuchi, 1995). Knowledge management interpretations 

are based primarily on rules and procedures embedded in technology that appear to be out of sync with 

a dynamically changing business environment. In this sense, IT systems have hampered KM because IT 

management has resulted in an inward focus to the exclusion of changes in organisations' external reality 

(Drucker, 1993). 
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Furthermore, the culture of learning and knowledge creation is seen as a set of values among a group of 

professionals which underpins their behaviour in creating knowledge. Organising structures provide the 

basis for these values. In addition, this mechanism influences the priority given to formal and informal 

learning in the organisation. It includes rewards, coaching programs, roles and other formalised KM-

specific operations that enhance the culture of organisational learning and knowledge creation. 

Organisational knowledge architecture addresses adaptive and exemption capacity through the design of 

systems, technologies, practices, skills, and behaviours, for example, by facilitating knowledge sharing. In 

this way, technology can better codify knowledge or connect people to exchange tacit knowledge. 

Organisational culture is perhaps the most significant impediment to effective KM. The ability of an 

organisation to manage its knowledge more effectively depends on its culture (Leonard, 1995; DeLong, 

1997; Davenport and Klahr, 1998; Davenport et al., 1998). Individual interaction is critical to innovation 

(Badaracco, 1991; Leonard, 1998). Individual or group dialogue is frequently the source of new ideas and 

thus has the potential to generate knowledge. Employee interaction should be formally and informally 

encouraged so those who do not work side-by-side can share relationships, contacts and perspectives 

(Pedhazur, 1991). When attempting to transmit tacit knowledge between individuals or convert tacit 

knowledge into explicit knowledge, transforming it from individual to organisational level, interaction and 

collaboration are critical (Nonaka, 1990; 1994; Nonaka and Konno, 1998; Nonaka and Takeuchi, 1995). 

Employees should also be able to self-organise their knowledge and practice networks to facilitate the 

solutions to new or existing problems and the generation and sharing of knowledge (O' Dell and Grayson, 

1998). According to many scholars and practitioners (e.g., D' Aveni, 1995; Leonard, 1995), corporate vision 

is an essential component of culture. People need a sense of purpose that extends beyond their daily 

activities, and a vision that pervades the organisation can provide that (D' Aveni, 1995). The overall vision 

is intended to generate a clear organisational purpose and prompt necessary organisational changes for 

the organisation to achieve its desired future goals (Kanter et al. 1992; Nonaka and Takeuchi, 1995). 

Besides a vision statement conveying an unambiguous assertion of the future and desired direction of the 

organisation, a vision can also include a set of values. To instil a sense of involvement and contribution 

amongst the workforce, an articulated and communicated vision is essential (Davenport et al., 1996; O' 

Dell and Grayson, 1998). As well as vision, corporate values determine the types of desirable knowledge 

and the types of knowledge-related activities that are tolerated or rewarded (Levinthal and March 1993; 

Leonard, 1995; Miles et al., 1997). The development of knowledge within the organisation can be 

encouraged by explicitly stating visions, including value statements. Von Krogh (1998) cites trust and 

openness as explicitly stated values that promote KM behaviour. In general, vision and value statements 

should draw attention to the features that facilitate effective KM. Nevertheless, simply creating a vision 

and set of values is not sufficient: they must be effectively communicated throughout an organisation 

(Nonaka et al., 1995; O' Dell et al., 1998). 
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An organisation's performance can be enhanced by developing appropriate, relevant and effective 

structures, technologies and processes for storing, transforming and transferring knowledge. An 

organisation's knowledge management practice system benefits from a business model for knowledge 

capitalisation and value capture. A mechanism like this directs how new knowledge is integrated within 

the organisation's value proposition. The organisation must be aware of how newly created knowledge is 

characterised as appropriate and valuable for achieving outcomes and goals. The field of FM is taking 

steps to become an academic discipline focused on developing new knowledge and enhancing the 

competencies of FM professionals. To achieve this, FM must be a multidisciplinary and applied research 

field.  

These views suggest that knowledge sharing may be encouraged within an organisation when there is 

equal emphasis on trust; if knowledge workers lack trust, they may be reluctant to share valuable 

knowledge with their colleagues. Trust is one of the biggest hindrances to knowledge sharing and impacts 

an individual's intellectual capability within an organisation. Among team members, trust is a crucial 

element for enhancing knowledge sharing as it facilitates the enhancement of intellectual capital 

(Gressgård, 2011). Knowledge sharing is a significant factor (Choy et al., 2005) because the ability to share 

quickly means that overall organisational performance and operations can be improved, which is often 

the goal of every organisation, especially in the healthcare sector (Ferlie and Shortell, 2001). 

Thus, a hospital’s performance is determined by whether patients feel their needs are met and 

deliberately select that organisation when in further need in the future. However, this issue is neglected 

in the NHS more than in Germany and Sweden, where health is the most critical priority. The quality of 

the service is always closely tied to patient satisfaction, and it is impossible to enhance and maintain 

performance without increasing the satisfaction of patients (Kenagy et al., 1999; Shaikh and Hatcher, 

2005; Duygulu and Kublay, 2011). Healthcare providers must focus on factors that enhance hospital 

performance to enable the confidence of their patients (Lam, 1997; Munir et al., 2012). Through such 

measures, they can better meet patients' needs and earn their confidence. 

Knowledge sharing needs to be built and managed to achieve extraordinary performance within an 

organisation. One of the biggest hurdles in diminishing practical knowledge is leaders' strategies and 

decisions (Bounfour and Edvinsson, 2005; Jabnoun and Rasasi, 2005). Transformational leaders play vital 

roles in establishing an organisational culture of trust where employees feel comfortable sharing their 

knowledge (Jabnoun and Rasasi, 2005), and the organisation's knowledge is increased alongside the 

quality of the service. 

I.8  Knowledge transfer 

In knowledge transfer, synthesis is the step in which processes, people and knowledge mapping tools are 

linked to one another and their relationships clarified. In contrast, the absence of knowledge management 
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approaches in the organisation results in deficiencies in structure and purposeful knowledge mapping 

(Yasin and Egbu, 2011). Tandukar (2005) described how knowledge flows around a process by describing 

the knowledge used in the process. It serves as the basis for determining common knowledge or areas 

where the same knowledge is used in different processes. These components describe who has what 

knowledge (tacit), where that knowledge resides (infrastructure), and how that knowledge is transferred 

and disseminated (social). Since no single knowledge map could meet the needs of every situation, the 

process of making it is as important as the final product. The knowledge map can be used to navigate 

explicit (codified) information and tacit knowledge, pointing out the relationship between knowledge 

stores and the dynamics of knowledge utilisation. 

As a service industry, FM is still a relatively new business sector. Image and identity are critical to the 

success of this new sector. Thus, FM employees identify closely with their products and services and the 

FM sector in general to enable high productivity. An understanding of the image and identity of the FM 

sector is essential in this respect. So far, no research has been performed on FM identity at the sector 

level; however, Coenen and von Felten (2009) and Coenen (2010) undertook pilot studies on the image 

of the FM sector. People are the focus of FM, so it is ultimately a service industry; furthermore, a "service" 

is a way of providing a unique experience to the user.  

Often services comprise multiple interlinked activities that are combined within one standard experiential 

output. From a customer (demand-side) perspective, services are an experience. The critical function of 

an FM provider (supply-side) is to understand what these experiences should look like and how they 

should be perceived, to support and align the correct operational inputs and therefore enable such 

experiences. This demonstrates the complexity of FM and the key consideration of effective people and 

organisational management. Equipping facilities managers with management and interpersonal skills, as 

well as technical abilities and awareness, is crucial.  

Moreover, FM must align itself with an organisation's goals and pursue innovations, such as knowledge 

sharing, to stimulate organisational learning and innovation and reduce costs to improve efficiency; 

therefore, FM must encourage employee innovation and focus more on the effectiveness of the 

organisation to achieve its objectives. Nevertheless, it is currently unclear whether the added value of a 

workplace for innovation can be proven empirically. To demonstrate added value, it is necessary to 

develop appropriate quantitative metrics and establish the mechanisms to evaluate service delivery. 

Literature on KM has traditionally focused on either the conceptualisation of knowledge (Choo, 1998; 

Diakoulakis et al., 2004; Abou-Zeid, 2007) or the organisational context (Kodama, 2005; Greiner et al., 

2007; Schenkel and Teigland, 2008), while the individual's perspective on knowledge creation and sharing 

have received less attention. There could be several reasons, including the difficulty in operationalising 

and studying tacit knowledge, which scholars have construed in various ways (Gourlay, 2006). In addition, 
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since individuals possess their own meaning systems (Peirce, 1931-1958), personal tacit knowledge is not 

necessarily tacit - and therefore comprehensible – to others. However, although Mäkelä et al. (2007) 

found that the more people are similar, the more they tend to share knowledge, the phenomenon of 

homophily has received little attention in knowledge management (Mäkelä et al., 2007).  

FM decisions were previously made without any consideration of an overall strategy or coordination with 

other units (Gibler et al., 2002). The trend is changing as general management increasingly pays more 

attention to real estate. Since corporate real estate (CRE) is a costly resource, it is often benchmarked 

only by its financial metrics.  However, FM can contribute to the organisation through CRE in more ways 

(Lindholm and Leväinen, 2006), which can be grouped into the following: added exchange value ('reducing 

costs', 'increasing the value of assets', 'increasing flexibility'); added use value ('promoting marketing and 

sales', 'increasing innovation', 'increasing employee satisfaction', 'increasing productivity'). Although 

exchange value lies entirely within the purview of FM, it is necessary to align with other business functions 

to deliver use value to customers. 

However, as Mäkelä et al. (2007) found in their multiple case study, homophily does, in fact, offer an 

explanation why knowledge flows within organisation become uneven. Trust as a component of care helps 

to achieve common ground between individuals (von Krogh, 1998). According to von Krogh (1998), care 

in KM is understood as empathy and as a constructive act to enhance personal relationships. To further 

integrate care with knowledge creation, von Krogh (1998) identified four processes, or strategies, through 

which knowledge is created. Firstly, knowledge capture occurs when individuals are left to themselves to 

gather required knowledge.  Secondly, knowledge is transacted in environments where trust is low but 

social interaction is rather high. Thirdly, when knowledge is bestowed upon individuals it is seen as an act 

of teaching others. Von Krogh (1998) argued that bestowing promotes a supportive environment. Finally, 

indwelling comes from mutual bestowing (von Krogh 1998); through indwelling, individuals learn to value 

personal knowledge as a true competitive advantage. Indwelling also makes it possible to defend one’s 

arguments with emotions (von Krogh, 1998), which would not be possible in the other processes of 

knowledge creation.  

I.9  Healthcare FM knowledge continuity 

The concept of knowledge continuity management includes a combination of strategies and methods that 

can be used to support the creation and effective use of knowledge assets. The goal is to ensure that the 

knowledge required is available or that it is placed where it is needed. When successfully implemented, 

people can acquire and use knowledge to gain a competitive advantage through the achievement of 

knowledge. To ensure knowledge continuity management, it is imperative to maintain competitiveness 

when a knowledge incumbent leaves the organisation.   
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In addition to ensuring continuous knowledge, the continuity of an organisation's development, the 

quality of management positions, and the continuity of decision-making inform the purpose of systematic 

knowledge continuity. By ensuring knowledge continuity in organisations, the proposed systematic 

process not only prevents the negative consequences of knowledge loss, but also makes it easier to 

improve processes, (particularly knowledge-based processes) and enhance performance in the overall 

organisation.  

Furthermore, continuity ensures that knowledge can be preserved within the organisation even if a key 

employee leaves. In the current market economy, the competitiveness of individual organisations is 

determined not only by the level of technology, organisational culture and organisational climate, but also 

(and potentially decisively) by the level of individual employee knowledge within the organisation and its 

efficient utilisation. Therefore, it is necessary to continuously activate, cultivate (enhance), share and 

record the knowledge of employees, which can be achieved by adopting the proposed systematic 

approach to ensuring knowledge continuity.   

When employees leave healthcare organisations, they take with them vital information. That knowledge 

is lost forever if there is no system in place to capture and transfer it to successors. In the process, 

successors take longer to catch up, significant discoveries and insights are lost, and the organisation's 

ability to act quickly and intelligently is impaired. Therefore, organisations should establish effective 

methods to transfer knowledge, which concerns knowledge continuity management.  

The concept of knowledge continuity represents a dramatic shift from the old approach to knowledge as 

a by-product of the recent discovery that knowledge is the driving force and, therefore, necessary to 

achieve organisational excellence. For a paradigm shift to occur, there may need to be a change in the 

organisational culture. Consequently, an organisation's rewards system may have to be adapted to reflect 

these changes. According to research, management evaluates, measures and rewards the desired 

outcomes. It is likely that incorporating knowledge continuity into all aspects of employee remuneration 

(bonuses, incentives, rewards, promotion) contributes to the positive perception of knowledge 

continuity.  

As opposed to explicit knowledge transfer, tacit knowledge transfer does not utilise technology to its full 

potential. As a result, knowledge transfer is influenced by people and therefore faces many barriers. 

Knowledge continuity systems and KM systems are interconnected to ensure the horizontal transfer of 

knowledge (between groups of predecessors and successors or between groups of seniors and juniors) 

and the vertical transfer of knowledge (Cumberland and Githens, 2012). Although knowledge continuity 

is an old concept, it is also novel when viewed in its fullest sense as a management function.  

Over the years, there has been a confluence of forces that have altered the healthcare management 

environment. These forces require organisations to seek creative business models and discard outdated 
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ideas about knowledge and value. Several factors that converged at the end of the twentieth century 

created the "perfect storm" that rendered the concept of Industrial Age management incomplete and 

ineffective and forced a re-examination and addition of knowledge continuity (Urbancova, 

2012). Employers generally and human resources more specifically, are essential elements of an 

organisation. An organisation’s competitive advantage mainly derives from how employees use their 

knowledge, skills and experiences (Argote and Ingram, 2002; Chai, et al., 2012). Every employee possesses 

knowledge regardless of their role (Boenisch et al., 2002; Wang and Wang, 2012).  

Today, intangible assets comprise the capital of knowledge and represent the most valuable assets of 

organisations (Drucker, 1985; Beazley et al., 2002; Cabrera et al., 2006; Levy, 2011). Knowledge capital 

can only be effectively used if there is constant (continual) knowledge transfer, especially within an 

organisation. It is necessary for every employee to possess the necessary knowledge, experience and skills 

to work in the organisation following the departure of the previous incumbent (Leonard, 2005; Eucker, 

2007). Levy (2011) argued that minimal change can be achieved by retaining as much knowledge 

continuity as possible, and it can be used to address human resources problems (for example, a 

resignation letter, death in the family or employee).  However, in order to effectively manage knowledge 

assets in organisations, two processes must be integrated: first, the transfer of knowledge between 

employees in the organisation (Ipe, 2003; Shih and Chiang, 2005; Harsh, 2009; Hong et al., 2011; Amin et 

al., 2012), and second, the transfer of knowledge between the departing employee and the successor 

(Beazley et al., 2002; Levy, 2011). While knowledge management focuses on the former, knowledge 

continuity management focuses on the latter.  

In the absence of adequate knowledge continuity between former and new employees, there is a loss of 

intellectual capital and a loss of the knowledge asset (Beazley et al., 2002; Eucker, 2007). This is an 

offshoot of knowledge management called knowledge continuity management. Whereas KM is concerned 

with capturing, preserving, and sharing valuable know-how to colleagues performing similar jobs within 

an organisation (Kim and Lee, 2006; Jeon et al., 2011; Lindner and Wald, 2011), knowledge continuity 

management focuses on passing on critical knowledge (the knowledge that is necessary to perform the 

duties of a position) from existing employees to successors (Beazley et al., 2002; Field, 2003).  

According to Levy (2011), Field (2003) and Beazley et al. (2002), knowledge continuity is the ability to 

foster a continuous flow of information among people in an organisation. For employees to be productive, 

they need to be aware of what they know, what others need to know, and what information needs to be 

shared within the organisation (Haldin-Herrgard, 2000; Smith and Mckeen, 2003; Jeon et al., 2011; Amin 

et al., 2012; Li et al., 2012). Implementing an effective knowledge continuity management program 

requires several technical, organisational and managerial steps and a sustained commitment from senior 

management. Managing knowledge assets in any organisation requires two related but distinct processes, 

which are integrated and add synergy to create a mega process. Beazley et al. (2002) stated that the 
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dissemination of knowledge within the same generation of employees (i.e., current employees) and their 

utilisation of knowledge management are also considered. The process by which knowledge is transferred 

or shared between generations of employees (i.e., from current to future employees) is achieved by using 

knowledge continuity management and knowledge management.  

Additionally, the research investigated knowledge transfer between generations of employees to 

determine whether knowledge continuity represents a significant advantage for organisations 

(Johannessen and Olsen, 2003; Somaya and Williamson, 2008; Levy, 2011; Wang and Wang, 2012) and 

their management and staff.  This was proven by Beazley et al. (2002) in these essential characteristics: 

By guiding new employees quickly to learning paths, accelerating the process of initial training of 

employees, and increasing their productivity in a short time.  

Knowledge is combined with effective productivity driving forces allowing new employees to focus on 

acquiring valuable knowledge and increasing high-benefit opportunities and maximum turnover. This 

ensures that new employees have a better understanding of work goals, functions and requirements 

derived from official organisational documents and the experience of their predecessors and colleagues 

(assuming that they will be better prepared and not repeat the mistakes of predecessors).  

Using historical knowledge enhances creativity, innovation, continuous progress and organisational 

learning. As a result, newcomers can make informed decisions and avoid costly mistakes since they have 

access to critical information from their first day. It is not necessary to replace former with current 

employees as newcomers can directly benefit from the knowledge profiles of former employees. This 

allows them to learn more quickly, with less difficulty and stress. In addition, knowledge networks are 

preserved when employees leave. A high level of performance can only be achieved via these networks, 

so it is challenging and time-consuming for newcomers to re-establish them, meaning that it helps 

employees focus on knowledge critical to their position and productivity (Pareto's principle (20:80) 

applies, i.e., 20% of the work done leads to 80% of the results).  

It is imperative that critical knowledge is defined as increasing productivity. It preserves the memory of 

an organisation, retains knowledge within the organisation, and thus becomes an asset. It reduces 

turnover rates and minimises the financial impact of such change. It is clear from Levy (2011), Wong (2009) 

and Beazley et al. (2002) that the loss of knowledge represents a severe threat to organisations. The 

introduction of a structured program to transfer critical knowledge can provide a means to counteract 

this threat (Maruta, 2011). To achieve this, it is only necessary to transfer the operational knowledge 

components vital to the organisation's success.  

The SECI model is widely recognised as a theoretical landmark and adopted as a framework for most 

knowledge management conceptualisation or descriptive purposes in case studies among the plethora of 

knowledge-based theories, concepts, and tools. The model (Nonaka, 1994; Nonaka and Takeuchi, 1995) 
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views knowledge creation as a dynamic process in which a constant dialogue between tacit and explicit 

knowledge generates new knowledge and amplifies it at various ontological levels (individual, 

organisational, and inter-organisational). The model is unique in that it formalises a theory of knowledge 

creation based on the epistemological distinction between tacit and explicit knowledge and provides a 

practical tool to evaluate knowledge creation in organisational settings. 

According to Nonaka (1994), knowledge generation is a systemic, dynamic and ongoing process that 

emerges and recurs over time. Rather than focusing on the role that each knowledge stage plays in 

organisational life, this conceptualisation emphasises the underlying processes that generate knowledge. 

It is based on Polanyi's (1967) classification of two types of knowledge - tacit and explicit –which are 

metaphorically compared to an iceberg. Explicit knowledge represents the portion of the iceberg visible 

above water, i.e., the knowledge that ‘we are aware’ of and capable of codifying and transmitting through 

formal language. Organisational communications (e.g., newsletters), practices based on formal meetings 

(e.g., conferences, training, refresher courses), and knowledge products are all examples of explicit 

knowledge in organisations (e.g., websites, databases, manuals, patents).  

Implicit knowledge, on the other hand, is built on a comprehensive system of tacit knowledge derived 

from professional practice experience and embedded in the specific work context. This knowledge is 

contextualised, analogic, and based on habits and routines. Driving a car or typing on a computer keyboard 

are two examples of actions that rely on knowledge most people are unaware of (Warnier, 1999). 

Knowledge is created, according to Nonaka and Takeuchi (1995), through an epistemological process of 

knowledge conversion from one type to another (tacit and explicit) and amplified through different 

ontological levels (from the interaction between individuals and groups to the organisation as a whole). 

Spiral conversion processes arise from the dynamic and continuous interaction between epistemological 

and ontological dimensions of knowledge, which quantitatively and qualitatively expand knowledge. This 

implies that an organisation wishing to expand and transform its knowledge should simultaneously 

promote a wide range of policies and practices, thereby supporting all conversion modes and ensuring 

the cycle does not collapse or stop. 

Healthcare FM employees gain their skills over time through on-the-job experience, formal training, 

coaching, and mentoring—inputs over which employers have a great deal of control. On the other hand, 

most organisations struggle to provide their employees with the breadth and depth of support they 

require. Coaching and training interventions are typically rare, limited in scope, and delivered in a one-

size-fits-all manner. The flaws in this way of working have been exacerbated by the COVID-19 pandemic 

and highlighted by the high attrition rate that many organisations face. The crisis has accelerated the 

transition to remote work, reducing opportunities for informal, face-to-face interactions between 

employees and team leaders or managers. Intricate performance management systems with numerous 

metrics make it difficult for employees and managers to identify and prioritise the most critical issues. 
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There has been difficulty overcoming ingrained habits and cultures in some organisations, especially the 

healthcare industry. In others, staff have become disillusioned with learning and development due to the 

use of generic and repetitive feedback. In the worst-case scenario, ill-considered coaching and feedback 

can actually degrade employee experience, morale and engagement, leading to increased attrition. 

Organisations with a high proportion of transient or distributed employees are particularly vulnerable, as 

they have little time to develop and instil high-performance behaviours. Organisations with a strong 

performance management culture understand a significant gap between their best and worst performers. 

According to Goffee and Jones (2013), other businesses suspect the same thing, even if they lack the data 

to back it up.  

Leading organisations also understand that on-the-job training, coaching and support must be tailored to 

the individual's strengths and aptitudes. Both Bradley (1991) and McMurray (2002) define knowledge as 

a combination of experience, values, expertise, and contextual information which helps people or 

organisations to evolve and absorb new experiences. Knowledge can also be defined as an organisation's 

ability to increase productivity, develop new products, and market them efficiently to compete with other 

organisations, also known as intellectual capital (McMurray, 2002). Bradley (1991) contends that good 

knowledge transfer and a culture that encourages knowledge sharing among employees and co-workers 

are critical to an enterprise achieving competitive advantage. People must be assured that their position 

in an organisation will not be compromised if they share specific or tacit knowledge with others (Hauke, 

2006). 

Hill (2007) distinguishes two types of organisational learning: learning from one's own experience and 

learning from the experiences of others. This means that an organisation's learning depends on optimal 

relationships between employees and good communication with partners within and outside the 

organisation. According to McElroy (2003), organisational knowledge is created by individuals working in 

groups to develop and validate new ideas and spread their knowledge throughout the organisation. The 

aggregate volume of know-how and information transmitted by time and absorption units are critical 

elements for efficient knowledge transfer. These two factors are essential for knowledge transfer among 

business employees (Bradley, 1991). 

The creation and management of knowledge have been the subject of various theories. Argyris (1977), 

for example, used process improvement as part of (internal) quality management systems and Szulanski 

et al. (1996) developed theories of competitiveness and the expansion of knowledge bases (Szulanski, 

1996). In addition, Nonaka et al. developed a theory on knowledge within organisations. Nonaka is 

credited with introducing a distinction between tacit and explicit knowledge in organisational learning 

theories (Gourlay, 2006; Hari et al., 2005). Understanding knowledge for knowledge creation lays the 

groundwork for long-term competitiveness through innovation. Being innovative means that ideas are 

generated to create value for the organisation and, ultimately, its suppliers and customers. According to 
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Popaduik and Choo, innovation is a long and cumulative process of many organisational decision-making 

processes, ranging from generating a new idea to its implementation phase (2001). Popaduik and Choo 

(2006) argued that innovation is the creation of a new idea and its implementation into a new product, 

process, or service, resulting in the dynamic growth of the national economy, increased employment, and 

the creation of pure profit for the innovative business enterprise. Similarly, Garcia et al. opined that the 

organisation's competitive advantage stems from its ability to successfully create and apply new 

knowledge (2003). 

Knowledge creation enabling factors and internal processes enable knowledge creation, which leads to 

innovation (Fig.4.3). In this model, an organisation's innovation process can be either centralised or 

decentralised. Enkel et al. (2002) summated several levels of social interaction at which an individual's 

knowledge is transformed and legitimised. In the first instance, an informal social interaction community 

provides an immediate forum for nurturing emergent knowledge properties at each level and developing 

new ideas. Because this informal community may cross organisational boundaries, such as suppliers or 

customers, the organisation must be able to incorporate relevant aspects of emerging knowledge into its 

strategic development. As a result, the potential contribution of informal groups to organisational 

knowledge creation should be integrated into more formal concepts of hierarchical structure. If done 

correctly, new knowledge associated with more advantageous organisational processes or technologies 

will gain broader currency within the organisation.  

 

 

 

 

 

 

 

 

 

 

 

Figure.I.3. Enabling factors of knowledge creation. Adapted from Enkel et al. (2002).  
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In addition to creating knowledge within an organisation, formal provisions for building knowledge at an 

inter-organisational level may exist. This could happen if informal communities of interaction between 

customers, suppliers, distributors, and even competitors are formalised, for example, through the 

formation of alliances or outsourcing (Enkel et al., 2002). The knowledge creation processes supporting 

innovation cross enterprise boundaries to connect with suppliers and customers, with consequences felt 

across the national economy. According to Gassmann and Zetwitz (1998), organisation structures are 

frequently inflexible enough to incorporate various outside resources and a decentralised innovation 

process (Gassmann and Zetwitz). This leads to the conclusion that traditional organisation organisation is 

insufficient to meet the requirements of fostering innovation because hierarchical and regional barriers 

hamper it. It appears to be a common assumption that designing an organisation in a hierarchical and 

compartmentalised manner hinders knowledge creation. 

Popaduik and Choo (2006) define knowledge creation as sharing mental, emotional, and active knowledge 

that results in aggregated value. This type of sharing involves mental, emotional, and active knowledge, 

requiring people to trust each other and work as a team. This results in autonomy as a knowledge creation 

enabler and commitment to the organisation's intention. It adheres to the ba principle of sharing 

experience and continuous learning. Nonaka and Toyama define this as a continuous interaction of 

dialogue and practice. The interdependence of specialised knowledge, according to Drucker, makes it 

impossible for a knowledgeable professional to be productive in isolation (1993). Isolative barriers are 

broken down during the diffusion process. This diffusion process can be osmotic if it occurs in only one 

direction. 

Similarly, Maasdorp (2001) stated that an organisation's phenomenon transforms the entrepreneur or 

inventor into a businessperson. The knowledge "in-the-heads" of knowledge workers are coordinated and 

focused on producing value in the organisational context. This necessitates an understanding of 

organisational intention as an enabler. This organisational context is supported by the organisation's 

dominant culture. The culture ensures the long-term viability of value-creation processes. 

It has been revealed that the process of managing and generating new knowledge can be broken down 

into six stages (Nissen and Espino, 2000): capture information, organise it, formalise it, distribute it, apply 

it and evolve. The KM process was simplified by Jennex (2009) into four sequential stages, which assume 

some overlap. As a result, the organisation and formalisation processes were combined into one stage 

called knowledge acquisition, while distribution and application were combined into a stage called 

knowledge expansion. In addition to this concept, the evolution of new knowledge has also been 

described as "knowledge innovation." At the same time, Alavi and Leidner (1999) defined knowledge 

management system as an information system designed to effectively manage the knowledge 

management life cycle.  
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Training and competence are critical components of employees' regulatory regimes and systems. Having 

competent people providing healthcare FM services to customers is integral to fostering trust in the 

healthcare sector and, ultimately, protecting customers from inappropriate behaviour. However, the 

healthcare industry is transitioning from a rules-based regulatory framework to principles-based 

guidelines. To compete in an increasingly competitive global marketplace, one must become more 

innovative, creative, and entrepreneurial (Todd and Javalgi, 2007). Knowledge management initiatives are 

a prime example of this thinking: the IT industry, for instance, jumped on the KM bandwagon, making 

much of its relevant software the "latest thing" for managing knowledge. The term was misappropriated, 

and organisations were duped. There was no fundamental understanding that people, not systems, hold 

knowledge. Knowledge cannot be managed; only its environment can be managed. First, managers must 

recognise that knowledge is a people issue and create an environment conducive to knowledge sharing. 

Moreover, it will only happen if there is a trusting culture and an environment where people want to 

belong (Garfield, 2018). 

Most planned organisational change initiatives fail spectacularly. For example, it is well known that up to 

three-quarters of re-engineering, total quality management, strategic planning, and downsizing efforts 

failed wholly or created problems severe enough to threaten organisations' survival (Grey and Mitev, 

1995). What is most intriguing about the study are the reported reasons for failure. According to several 

studies, the most frequently cited reason for shortcomings was a failure to consider the organisation's 

culture. Most flaws occurred because the organisations' culture remained unchanged. There was a similar 

culture in the organisation that contributed to the failings. The procedure was treated as an add-on, a 

technique or program of change, rather than a fundamental shift in the organisation's values, cultures, 

and directions. Failure to alter the organisation's culture doomed the other kinds of changes initiated 

(Twati, 2006; Ngai et al., 2008).  

In addition, it is extremely important to assess the organisational culture and users when implementing a 

knowledge management system. The idea of organisational culture can be characterised as the "glue that 

holds the organisation together" and "is not just one aspect of the game, but it is the game itself" (Kleijnen 

et al., 2013). There is no doubt that culture can support the linkages between technology adoption and 

organisational growth (Balthazard and Cooke, 2004). Accordingly, organisational culture significantly 

impacts an employee's perception of the importance of and need for an effective knowledge management 

system.  

I.10  Knowledge engagement and retention 

To gain a competitive advantage, healthcare organisations must prioritise sharing and retaining 

knowledge among their staff members by embracing corresponding cultural shifts (Olomolaiye et al., 

2004). Knowledge retention within the healthcare FM context, specifically targeting managers, 
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supervisors, and operatives. It highlights the importance of preserving institutional knowledge and 

proposes strategies to retain and transfer knowledge within organisations effectively. By implementing 

these strategies, healthcare FM entities can mitigate the risks associated with knowledge loss, enhance 

organisational performance, and ensure seamless operations (Roome et al., 2014). 

Effective FM is essential to ensure efficient resource, facilities, and equipment management to provide 

quality care for patients. Knowledge retention is necessary because essential data stays intact when 

personnel leave or retire from an organisation. This study's objective was to closely explore knowledge 

retention's impact on healthcare FM. To benefit optimally from available information sources, 

encouraging an environment where teams can derive collective wisdom related to critical areas 

consistently is a desirable practice (McLaughlin et al., 2005). The relevance of any learning experience 

depends significantly on how learners engage with subject matter information.  

Communication is crucial in providing quality patient care; Coiera et al.'s (2002) research indicates a link 

between inadequate communication and 17% of system problems resulting from potentially preventable 

adverse events. Healthcare FM practitioners have acquired expertise over time, and their roles have 

evolved significantly to ensure the delivery of high-quality healthcare services using advanced technology-

supported facilities. There is a growing focus on engaging knowledge within healthcare FM teams to 

optimise outcomes continuously.  

Knowledge engagement promotes sharing expertise across different stakeholders as part of internal 

cooperation processes seeking optimised ways for serving patients' needs better (Baracho et al., 2017; 

Pellizzone et al., 2017). Building an organisational culture embracing knowledge engagement empowers 

employees at all levels, thus improving access to and leveraging existing knowledge while welcoming fresh 

insights and innovative ideas over time to inform decision-making processes. However, Rashman et al.'s 

(2009) literature review indicate that knowledge retention being central to public service process 

improvement, receives limited attention despite being vital. 

I.10.1 Mentoring and apprenticeship programs – Experienced employees hold a wealth of knowledge 

that can be transferred to newer colleagues through various programs. With greater access to subject 

matter experts, employees can leverage tools like online directories, expertise locators and other 

resources to find the expertise they need quickly. Expert guidance is critical in fostering innovative 

solutions and supporting diverse business areas.  

Another effective way of disseminating information is through storytelling. By sharing stories illustrating 

how abstract concepts can be applied in practice, colleagues can bridge generational differences and 

develop a deeper understanding of an organisation's culture and identity. Mentorship is also highly 

effective for transferring knowledge between two people. There are various forms of mentorship, from 

guided experiences to simulation exercises, work shadowing, paired work, the community of practice, 
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eLearning, and instructor-led training. Without knowledge management processes, organisations will not 

operate at their full potential, as every employee requires access to information and knowledge to 

perform their duties. Retirees are another valuable resource who can contribute their skills and 

experience on specific projects while mentoring newer employees or participating in training activities. 

Institutional knowledge and individual intellect are crucial for daily operations and innovation initiatives 

across any organisation.  

Adopting appropriate strategies and technologies that facilitate easy sharing, collaboration across 

departments and access to collective sources of intellect ultimately enable employees to realise their full 

potential while contributing ideas that benefit the organisation. Accordingly, "employees must be able to 

contribute to and act on their organisations' collective intelligence at any time from anywhere. And that 

is where knowledge engagement comes in" (Bloomfire, 2023). Knowledge engagement refers to 

proactively harnessing a core set of knowledge while empowering teams with a shared source so that 

utility grows over time.  

Organisations with cultures of knowledge engagement encourage information sharing by creating 

psychologically safe spaces where everyone has access to non-sensitive information in one searchable 

location alongside questions and answers (Qs and A's) and collaborative opportunities regardless of 

departmental structure. Documents can be formatted in the most sensible way to the publisher. A thriving 

business depends on active involvement from its workforce in expanding its expertise and sharing insights 

with others. Without this level of engagement, the limited amount of available organisational knowledge 

will eventually become exhausted over time. Intellectual capital lies with individual employees who 

contribute their unique skills and experience toward common goals within the company. Institutional 

knowledge – although well documented – may not always be accessible by all members across various 

departments without proper dissemination strategies in place. New growth opportunities may arise as 

time passes and old information fades into irrelevance or workers depart from their organisational roles. 

However, they will go unfulfilled when institutional memory has gaps. 

I.11  Reasons for knowledge engagement in healthcare FM 

Knowledge engagement and retention are critical in healthcare FM for improved patient care, operational 

efficiency, service continuity, organisational learning, regulatory compliance, cost savings, and resource 

optimization. It is crucial to acknowledge the value of knowledge and take proactive measures to involve 

and maintain it in healthcare FM. This approach can significantly impact the achievement and longevity 

of the sector. Adopting a knowledge-centric culture enables organisations to provide high-quality care 

while optimising resource utilisation and adapting to an ever-changing healthcare FM landscape (Nasir et 

al., 2019). 
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I.11.1  Improved patient outcomes: Healthcare facilities managers experience many more benefits 

when they learn about pertinent issues affecting their institutions, including improved patient outcomes. 

In collaboration with core services, healthcare FM can grasp their patients' needs and take care of 

challenges experienced in providing high-quality patient-focused care perfectly. A survey conducted by 

the national centre for Biotechnology information (NCBI) investigations has pointed out that knowledge 

engagement between healthcare facilities managers and staff providers is essential for enhanced patient 

outcomes which matters most in care delivery (Dahlgren et al., 2017; Taymour et al., 2018). Healthcare 

facilities managersd can collaborate with providers to ensure modern facilities are designed using up-to-

date machinery needed to deliver outstanding experiences while handling patients. Improved treatment 

outcomes are achieved through more accurate diagnoses resulting from better-equipped healthcare 

centres, further fostering patients' speedy recovery. 

I.11.2 Increased efficiency: Heightened Productivity: Another benefit associated with knowledge 

engagement in healthcare FM is an increase in productivity levels. Healthcare facilities managers may 

work jointly with medical professionals to single out areas where inefficiencies occur during service 

delivery processes so that solutions are found right away. A good instance would be when such facilities 

managers help streamline how patients move through different sections within the medical facilities thus 

bringing down wait times and elevating the patient's experience during treatment. In turn, this could lead 

to a greater level of productivity where patients attain better health outcomes since they receive timely 

care, thereby enhancing high-quality service delivery by clinicians. ASHE conducted research that showed 

that if there is improved knowledge engagement, it is possible to raise effectiveness within FM operations 

via better communication protocols and collaboration among various stakeholders (ASHE, 2016). 

I.11.3  Improved safety: Managing staff retention is a crucial responsibility of healthcare facilities 

managers as it ensures the availability and consistency of resources required for high-quality patient care 

delivery. A positive work environment is crucial for reducing burnout among staff members while 

enhancing job satisfaction levels resulting in better retention rates. Thus, Knowledge engagement plays a 

vital role by providing essential insights for creating work environments where practitioners can access 

their requirements, contributing significantly towards achieving this objective seamlessly integrated with 

broader service delivery programs within health institutions. To improve patient satisfaction experience 

in healthcare FM, healthcare facilities managers must embrace effective knowledge engagement 

practices. By involving all stakeholders–patients included–in all knowledge creation, sharing, and 

application systems, informed decisions can be made, optimising resources and improving service 

delivery. Such a practice proactively helps address common service delivery issues like patient safety 

measures and infection control, among other challenges (Abidi, 2001).  

I.11.4 Enhanced collaboration: All employees should be actively involved in knowledge sharing to 

achieve higher levels of success for organisations, especially if their insights are incorporated without 
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hindrance. By establishing a culture of collaboration that promotes free-flowing communication amongst 

peers, organisations reduce friction points, enhancing search platforms over time (McDermott, 1999). 

Furthermore, innovation is promoted through effective knowledge engagement methods with the sharing 

of best practices and innovative ideas by staff members in promoting facilities' performance leading to 

improved healthcare outcomes. 

I.12  Knowledge retention in healthcare FM 

Effective healthcare requires reliable facilities management. By ensuring safety measures are in place 

while keeping facilities clean and efficient while maintaining patient satisfaction, healthcare Facilities 

Managers play a critical role in smoothly running healthcare institutions. Effective healthcare 

management should involve engaging relevant industry guidance hence prioritising Knowledge 

Engagement.  

Healthcare Facilities Managers must embrace technology infrastructural advancements brought about 

through regular engagements, enabling them always be alert to any industry trends while providing real-

time competition benchmarking.  

Epstein (2014) argues that with insightful Knowledge Engagement policies incorporated into healthcare 

FM practices- effectiveness- in the delivery of healthcare services is significantly enhanced; patients 

experience better outcome scenarios are not only witnessed but fostering collaboration between 

departments becomes natural, leading to more profound institutional team spirit growth after knowledge 

engagement activities.  

Organisations' success in healthcare necessitates retaining institutional memory. Knowledge retention 

enables the preservation, sortation and categorisation of organisational acquired knowledge. 

Organisational knowledge management systems ensure that these vast amounts of collected data remain 

relevant, accessible and available to team members. Such resources accumulate over time, enabling 

organisations to handle future challenges aptly (Malekano et al., 2015).  

As per Kim (2005), knowledge retention refers to protecting organisational know-how before an employee 

departs from their role within the company. An example includes chefs and cooks working on a hospital 

catering team who may have intricate skills and training essential for providing patients with dietary-

specific meal requirements like gluten-free, low-fat diets, puree meals, halal, and vegetarian meals. 

Should one such skilled chef with extensive understanding of specific patient needs to decide to retire 

from their position within the said team, knowledge retention methods would come into play via 

capturing these individual's valuable expertise for further usage by the organisation as institutionalised 

intelligence towards replacing said skills more effortlessly than otherwise possible. 

"Knowledge retention" is used when individuals retain information over some time. In evaluating this 

phenomenon, we rely on the "retention interval", the time between authentic learning and retention 
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tests (Semb and Ellis, 1994). Capturing, sharing, applying and leveraging knowledge before employees 

leave an organisation are guiding principles for achieving successful knowledge retention by utilising 

techniques related to knowledge retainment and transfer. With these techniques readily available, 

organisations can efficiently onboard new personnel while continually improving their organisational 

memory, thereby staying competitive in rapidly changing markets. Optimising human capital effectively 

enables organisations' continuous learning adaptiveness and agility, thereby remaining relevant.  

Knowledge Management seeks to formalise acquiring and distributing truthfully sharing organisational 

know-how with objectives aligned towards core organisational outcomes. Organisational memory 

organisation remains essential, particularly when faced with unforeseeable disruptions such as employee 

departures or outsourcing (Joe et al.,2013; Daghfous et al., 2013; Massingham, 2018).  

Levy (2011) proposed that continuous-knowledge-transfer-plans have the solution to minimising negative 

consequences stemming from loss of institutional memory due to employee departures or unforeseen 

disruptions. These transfer plans entail establishing proper risk assessment measures, prioritisation, and 

planning implementation while monitoring to plug any performance gaps.  

Expert mobility may significantly impact an organisation (increased training costs, reduced productivity or 

loss in capabilities), especially when there are no like-for-like replacements for experts (Joe et al., 2013; 

Daghfous et al., 2013; Massingham, 2018). Experts are personnel with immeasurable talent and expertise 

who can provide practical solutions to different organisational problems. Directly managing these experts 

is essential for robust knowledge management processes (Ackerman et al., 2003). According to Tsai 

(2001), knowledge sharing within organisations is moving and applying retained knowledge developed by 

different units.  

As Huber (1991) also asserts, collective knowledge retention has more value than individual knowledge 

retention. However, antecedents and moderators of knowledge retention are not well-defined in 

organisations, according to Huber (1991). Structural, organisational factors such as standardisation and 

organisational processes can strongly influence retaining knowledge within the organisation, as Fiedler 

and Welpe (2010) highlight. Sometimes, organisations use knowledge retention to capture expert 

employees' extensive expertise before retirement and preserve it as organisational knowledge, a process 

that Kim (2000) alleges. 

Additionally, retaining knowledgeable employees' expertise is a crucial economic resource for achieving 

significant competitive advantages in an organisation, Shaw and Williams (2009) argue. Knowledge 

retention's context in an organisation includes individuals, structures, organisational culture, and the 

physical infrastructure of the workplace, according to Walsh and Ungson (1991). Knowledge is now 

strategically recognised as essential for organisations; losing it can negatively affect organisational 

effectiveness (Grant 1996). Organisations that fail to manage their knowledge risk losing tacit knowledge 



468 | P a g e  
 

when employees leave due to incentives, retire, or pass away (DeLong, 2004). Retaining critical 

information within an organisation can reduce transaction costs by limiting search times needed for 

repeated decisions Walsh and Ungson (1991).  

Retained explicit understanding has the potential benefit of coordinating integral activities among 

personnel while legitimising company actions (Duncan Weiss 1979); Foley provides complementary 

argument notes: this essential explicit understanding provides additional grounds for shared 

comprehension needed in problem-solving adaptation learning (Moorman and Miner 1998). It should be 

taken into consideration that effective retention does not involve remembering but forgetting too; critical 

expertise loss due to downsizing can adversely impact an organisation, as noted by Cameron (1994), who 

supports the position that organisations must ensure the identification of critical competencies before 

downsizing employees.  

Maintaining competitiveness is essential for any organisation's long-term stability; hence downsizing 

employees should always be done effectively without losing critical company intelligence. In healthcare 

settings, the importance of KM is immense since executives understand how economies have shifted 

towards intellectual resources at the expense of natural ones. Digital technology's rise has made it easier, 

faster and more cost-effective to store, codify and share various knowledge more efficiently (Hansen et 

al., 1999). While public healthcare agencies are under relentless pressure to pursue transparency, 

accountability and cost minimisation (IRMT, 2004), a company can only maximise its staff potential by 

making the best use of its employees (Price, 2000). Cowling and Mailer (1998) further note that human 

resources are vital in optimising all other available resources, including financial, technological, and 

physical capacity.  

Tsai (2001) summated that organisations enjoy more significant knowledge retention when divisions 

share retained information developed by other units. However, the need remains for delineating 

antecedents and moderators influencing knowledge retention at an organisational level (Huber, 1991). 

Fiedler and Welpe (2010) suggest various structural processes like standardisation that affect 

organisational knowledge retention. Many methods have been proposed for effective knowledge 

retention in healthcare organisations (Hussain et al., 2004; Omotayo (2015). However, a successful 

organisational study's complete components involve integrating essential elements critical for sustaining 

hospital FM knowledge. Such includes merging assessment approaches with acquisition strategies 

alongside transfer techniques while retaining individuals' critical lessons. According to Delong (2005), 

retaining knowledge is a well-known organisational strategy.  

Similarly, Olivera (2000) believes that retained knowledge is an integral part of the learning process for 

organisations. To actively retain knowledge and avoid losing it over time, Girard (2009) and Massingham 

(2008) explored how organisations can do so. Furthermore, Fiedler and Welpe (2010) and Robinson and 
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Ensign (2009) identified specific internal and external capacities crucial for knowledge retention. While 

employee downsizing can improve organisations' operational effectiveness through workforce 

reductions, Chadwick et al. (2004) view it as an overall strategy. As Cascio (1993) pointed out, downsizing 

has not been proven to be a long-term solution since many downsizing programs fail to retain critical 

skills, capabilities, knowledge, and experience. Similarly, Bedeian and Armenakis (1998) claim that lost 

knowledge harms quality, productivity, and effectiveness. Brown and Duguids (1991) emphasise the 

importance of exploring strategies for knowledge retention and employee reduction to maintain 

sustainable success. 

Gerhart and Trevors' study (1996) suggests that strategic managers use employee downsizing to increase 

organisational fit with evolving environmental circumstances. Under certain conditions where industries 

decline, or technological advancements make initial production processes obsolete, as argued by Harrigan 

in 1980; Perry and Shivdasani's research (2005 agrees that relying on employee downsizing may 

sometimes increase efficiency and productivity. 

I.13 Succession planning in healthcare FM 

Succession planning is an essential process that aims to identify and develop talented employees with the 

potential to fill critical roles within an organisation. An organisation can ensure a smooth transition of 

knowledge and skills from experienced staff members to new ones. According to the research of Brown 

et al. (2015), succession planning is especially effective in retaining knowledge in healthcare facilities 

management. Healthcare organisations differ from other businesses in that they are publicly funded and 

are not primarily motivated by profit or competition. Nonetheless, they must address cost, quality, 

efficiency, and effectiveness issues while responding to patient needs, community expectations, 

stakeholder interests, government policies, and changes in medical practices. Knowledge management 

(KM) is vital in assisting organisations in improving their ability to adapt and compete in a changing world. 

Although many KM models and tools are available in healthcare organisations today, few have addressed 

how KM can help healthcare providers improve their services. 

According to some experts, creating a responsive and productive organisation entails leveraging all 

employees' specialised knowledge, skills, and abilities to advance service delivery. This is especially 

important in healthcare organisations where specialists work in separate organisational divisions with 

fragmented care delivery because collaboration among diverse personnel can potentially improve patient 

outcomes. Sharing knowledge throughout the organisation is critical, as care delivery is often 

accomplished through it (Ferlie and Shortell, 2001). For practical knowledge transfer and creation, authors 

in Knowledge Management have proposed flatter networked structures rather than hierarchical 

departmentalised ones. Skyrme (1998) discovered two strategies from a year-long study of international 

best practices: sharing best practices to better utilise the organisation's knowledge and creating new 
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knowledge by promoting innovation for valuable products and services. Core skills aligned with the 

organisational vision and the unique perspectives of all members are required for long-term innovation 

(Katzenbach and Smith, 1993). Future successful organisations will have simple, flexible designs that 

emphasise teams as fundamental performance units rather than organising work around tasks or 

functions. Allee (2000) expressed a similar viewpoint, claiming that a new enterprise model of the value 

network had supplanted the industrial age production line model. Whereas the value chain was 

traditionally used to answer the question of "how is value created," it is now measured by the contribution 

of networks within organisations. 

Similarly, Schneider (1993) used the medical and community models of medical healthcare delivery to 

examine the effects of ideology on organisational structure and motivational outcomes. The healthcare 

model involves centralised decision-making and specialised duties, whereas the community model 

involves decentralised decision-making and generalised functions. According to the author, the healthcare 

model of organisational design can slow decision-making, cause passivity in patients and staff, and result 

in a fragmented treatment approach. The community model promotes collaboration but may also lead to 

misunderstandings about responsibilities, authority, and job requirements. 

As a result, it is unclear which model would be best for healthcare FM organisations, as both are 

problematic. Schneider concluded that confusion caused by either model results in an organisational 

structure dictated by ideology, affecting patients and healthcare staff's personal and professional identity, 

competence, responsibility, accountability, satisfaction, and motivation. This finding has significant 

implications for designing organisational structures that promote knowledge transfer and creation within 

healthcare organisations. The strategy of an organisation to manage knowledge, according to Hansen et 

al. (1999), leads to two approaches: a codification approach–capturing knowledge for many individuals 

for reuse by many others–suitable if service is standardised; and a personalisation approach - relying on 

individuals sharing their intuition and know how to create innovative or customised products and 

solutions. 

Healthcare organisations are typically under-resourced and expected to perform according to national 

healthcare policies, whereas private sector organisations are driven primarily by internal objectives. 

Furthermore, healthcare organisations are more likely to face political interference (or support) from 

elected officials than independent businesses. Healthcare organisations are frequently the linchpins of 

collaborations with other healthcare organisations and civil society organisations; through these inter-

organisational arrangements, information and practices are shared to support a continuum of care in the 

community (Kothari et al., 2011). 

In the business sector, critical information is withheld to provide a competitive advantage in the 

marketplace. Profit is the primary goal of business, whereas healthcare aims to produce an intangible 
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public good. In a healthcare organisation, one is likely to find different professional groups that belong to 

different unions, are paid through different funding envelopes (e.g., hospital budget or state 

reimbursement), and have strong alliances with their professional community across organisations. 

Within an organisation, these various groups exhibit a distinct professional culture. Despite these 

differences, both sectors are affected by new technology, globalisation, operational optimisation, and the 

need to evolve through reforms and transformation (Rashman et al., 2009). 

Thus, when discussing how healthcare organisations can move forward with a KM agenda, it is recognised 

that there are differences between organisations and that sensitivity to contextual conditions is critical. 

These distinctions are critical in comprehending "how context and purpose may shape learning strategies, 

processes, and outcomes" (Rashman et al., 2009). Nonetheless, knowledge management (KM) 

experiences from the business sector can help to advance the current KM status quo in healthcare FM. 

This study's healthcare environment can be summarised as follows: 1) ICTs, which are currently popular 

KM strategies in the healthcare arena, are static and do not support knowledge sharing; 2) communities 

of practice and networks, which are another popular KM strategy in the healthcare arena, require 

attention in terms of long-term sustainability. 3) Because the dominant evidence-based culture 

emphasises research information, less attention is paid to tacit knowledge; and 4) KM strategies in 

healthcare tend to be single initiatives, which may limit effectiveness and sustainability. In the following 

sections, we will go over how to proceed in these four areas. 

When looking to improve knowledge-sharing capabilities, businesses frequently use ICT tools such as wikis 

or blogs. These tools can aid in effective knowledge management strategies while also facilitating 

opportunities for e-learning approaches through quick access to relevant content. When individuals 

interact across these platforms, there is the potential for new thinking and collaboration within shared 

occupational networks, potentially leading to more efficient working models when applied effectively 

across different domains, such as healthcare research (Goddard et al., 2004). 

However, the successful application of technological advancements in healthcare requires an enabling 

environment of non-hierarchical shared best practices to emerge beyond professional groupings at all 

levels. The central role of technology in this context is to foster virtual communities that cross 

organisational boundaries among professionals from various disciplines, thereby keeping knowledge 

flowing (Russell et al., 2004). Nonetheless, it is essential to remember that patients are always active 

participants in this environment. Pressed plays a vital role in facilitating patient access to complex care 

information and encouraging better-informed decision-making conversations supporting optimal health 

outcomes. 

There has been documented interest in healthcare communities of practice and networks; these 

structures are perceived as a new way to organise healthcare services (Roussos and Fawcett, 2000; Provan 
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and Milward, 2001; Romanow, 2002), but their long-term viability is a concern (Bate and Robert, 2002). 

Experience in the business sector suggests that "one-size-fits-all" or externally imposed programmes may 

result in knowledge underdevelopment or limited sustainability. According to one study, communities of 

practice are the key to a successful KM initiative (Raub and Von Wittich, 2004). According to the authors, 

communities of practice strengthen topic-specific social networks by facilitating knowledge retention and 

disseminating best practices and lessons learned (Cervigon and Romero, 2008). In addition to a common 

focus topic, sustainability may be achieved by ensuring that online networks include a face-to-face 

component for community-building purposes. By devoting resources to capturing tacit knowledge, 

business leaders demonstrate that they value their employees' tacit knowledge—their experiences and 

interpretations derived from interacting with the organisation and those associated with it. 

The business sector has moved away from simple repositories of such information and toward more active 

approaches, realising that sustainability necessitates an interactive approach to knowledge management. 

Participating in CoPs or networks helps to build the collective knowledge base (or "knowledge capital") 

and expand knowledge assets, thereby fostering a sustainable organisational context (Malik and Malik, 

2008). Evidence-based practice, a healthcare teaching and practice paradigm, may discourage KM 

practices in healthcare. Dedicated journals, practice guidelines, research use frameworks, and supporting 

organisations promote research literature, leaving little room for sharing tacit knowledge, which is at the 

heart of KM strategies (Walshe and Rundall, 2001). 

The broader field, now known as knowledge translation, arose from efforts to explain and promote the 

use of research evidence in clinical and non-clinical decision-making and managerial and policy decision-

making in healthcare (Lomas, 1997; Thompson et al., 2006). The evidence-based care and knowledge 

translation movements have prompted healthcare professionals and organisations to seek relevant 

research evidence and adapt it for internal decision-making to improve healthcare outcomes. Rather than 

being a deterrent, this paradigm could be viewed as an opportunity to introduce KM practices. Healthcare 

professionals are already familiar with the concept (and related techniques) of systematically using 

externally derived information. 

Using KM strategies to promote internally derived, organizationally based information should be viewed 

as a natural extension of knowledge translation. This study believes that KM and the knowledge 

translation process can merge when local knowledge (e.g., tacit knowledge (Kreiner, 2002; Bennet and 

Bennet, 2008) or data such as a local need assessment) is used with research evidence. 

Most KM initiatives have been designed as one-dimensional interventions because this is a relatively new 

area for healthcare facilities managers and directors. This study defines KM as both an interpersonal and 

an organisational process, and as such, both may influence the success of a KM initiative's 

implementation. Multi-faceted interventions can help with implementation by addressing the 
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organisational and individual limitations described in this study, demonstrating upper management 

support for KM, and providing a well-planned but flexible approach for the organisation. According to the 

reviewed literature on KM in the business sector, a holistic or multilevel KM strategy may be beneficial 

for healthcare FM organisations to improve organisational effectiveness. 

Multiple coordinated initiatives are required to achieve a synergistic use of digital technology with new 

approaches to connecting people with information, research with data, and supporting the conversion of 

information and data into usable knowledge. Much research is still needed in this area, particularly in the 

healthcare FM sector. Moving forward, a standardised set of definitions and dimensions will allow 

healthcare FM practitioners to share information better while also accelerating promising KM strategies 

in this rapidly expanding field. 

Healthcare researchers should, at the very least, include a comparison group in their KM studies. 

Longitudinal research on KM and culture change would also be appreciated. Knowledge management 

practices (e.g., identifying what is currently being done across healthcare organisations in terms of 

knowledge capture and sharing), testing potentially effective KM strategies for the healthcare FM context, 

and implementing such strategies at an appropriate level of analysis (e.g., across a department or the 

entire hospital) must all be addressed. 

I.14 The conceptual framework  

Knowledge management provides a structured approach for capturing theoretical "what have we done" 

and experiential "what are we doing" factors relevant to healthcare FM delivery and practice 

management through proactive measures and innovative technologies (Sheikh, 2013). This allows 

healthcare FM managers and supervisors to tap into diverse organisational resources–including analytical 

outcomes and workflow analyses–all framed within strategic decision-making contexts with tangible 

operational results (Abidi and Cheah, 2000).  

Effective delivery of FM services relies upon proactive value addition across different user segments based 

on their unique requirements, characterised by usage patterns, demographics, and behavioural 

psychometrics (Schoenwald et al., 2013). These determinants have strict interdependencies that often 

require innovative problem-solving techniques beyond the scope of conventional strategic planning 

methods, as noted by (Abidi and Yu-N, 2000). To elevate healthcare services efficiency and informed 

strategic planning, modelling and measuring healthcare processes is essential for formulating tailor-made 

solutions grounded in data-driven definitive healthcare process models (Abidi and Yusoff, 1998; Abidi, 

2001). Nevertheless, while modern healthcare systems generate substantial volumes of "knowledge-rich" 

data, organisations are yet to attain total capacity after using this intellectual asset as required for superior 

performance.  
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The integrated KM framework structure establishes adequate knowledge and process management 

mechanisms for improving work relationships within the organisation's learning and decision-making 

spheres, resulting in enhanced performance. Figure H.4 illustrates these elements that manage codified 

knowledge through sophisticated multi-channel coordination approaches in explicit and tacit information 

outlets addressing different operational challenges (Orzano, 2007).  

 

 

 

 

 

 

 

 

 

 

Figure I.4. Knowledge management model. Adapted from: Orzano (2007). 

The model involves KM enablers, critical processes, and the outcomes of effective KM programs. 

Accordingly, accessing a practical definition for KM further elaborates that it is a multi-dimensional 

concept involving social and technical elements around managing explicit or implicit knowledge gained 

through traditional education channels against those acquired via on-the-job learning (Orzano (2007). 

Knowledge management is geared towards generating insight-based actions performative towards 

achieving organisational objectives.  

The NHS constitution pledge has a core objective of providing services in a clean and safe environment 

that meets national best practice standards, as per NHS England (2013) and the Department of Health 

(2014). The key elements relevant to healthcare FM service delivery practice in NHS hospitals are 

explained by the conceptual framework for KM. Gold et al. (2001) suggest that knowledge creation 

happens through a generic process of combination and exchange facilitated by social capital–the total of 

actual and potential resources inherent within, available through and derived from the network of 

relationships in a social unit. In order to leverage KM processes effectively and maximise social capital, 

prevailing cultural, structural, and technological capabilities work together as infrastructure, according to 

Gold et al. (2001).   
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A conceptual framework is defined as interlinked concepts providing a comprehensive understanding of 

phenomena (George et al., 2011), explaining either graphically or in narrative form things, constructs or 

variables studied with their presumed relationships among them Miles and Huberman (1994). Ontological 

assumptions pertain to "the way things are," "real action," and "real existence," while epistemological 

assumptions relate to how things work or are believed to work.  

Methodological assumptions refer to building the conceptual framework initially(s) and assessing what 

they tell us about reality (Guba and Lincoln, 1994). Jabareen (2009) notes that a conceptual framework 

determines who or what will be studied, providing an interpretive approach towards understanding social 

existence. The study aims to establish a comprehensive KM framework for applying knowledge 

management principles to hospitals facilities for sustainable healthcare delivery. By enhancing the process 

of environmental cleanliness, our framework strives to reduce the prevalence and transmission of these 

infections significantly. 

In broad terms, within hospital settings, "information and communication capabilities" refers to 

leveraging technology to facilitate sharing good practices between clinicians and non-clinicians delivering 

healthcare concerning creating, storing, sharing and using knowledge among employees. Several authors, 

including Dalkir (2017), have noted that technology plays a crucial role in modern knowledge management 

since it captures and retains information so employees can access solutions quickly; this component also 

explains how information can travel throughout an organisation (including departments within hospitals). 

Technology is undoubtedly vital when discussing essential infrastructure capability since it anchors 

cultural or structural capability alongside tools or processes within a computing or web environment, 

leading organisations towards developing effective KM process capabilities (Kleine, 2013). The study 

synthesised a literature review-based conceptual framework that introduces significant gaps identified 

uniformly among experts regarding knowledge infrastructure capabilities to be systematically organised 

across healthcare FM. Knowledge management's acceptable practices lead to sustainable healthcare 

systems, enabling healthcare FM managers to accomplish organisational objectives. Sindakis et al. (2015) 

argue that effective KM processes can positively impact socio-economic outcomes for improved 

healthcare quality. Similarly, El Morr and Subercaze (2010) opined that healthcare professionals process 

information in the sector using their expertise; thus, the successful adoption of KM practices requires an 

appropriate framework guiding the adoption process.  

Effective healthcare FM relies on well–executed KJM strategies that support optimal service delivery. To 

achieve this end goal, healthcare practitioners use the KM framework to diagnose gaps within their 

knowledge systems and accurately define precise objectives for improvement. Having established the 

objectives and scope of improvement initiatives, develop a robust KM strategy by leveraging evidence-
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based best practices through infrastructure updates that support robust knowledge capture systems 

while continuously monitoring feedback mechanisms to optimise desired advancements (Riege, 2007). 

The NHS quality improvement outcomes framework (2019) emphasises essential skills needed by 

healthcare staff to offer high-quality services while achieving definable outcomes from their work efforts 

in supporting qualified evaluation methods aligned with health education England's quality framework 

instance requirement, explicitly focusing on outcome achievement instead of the operational processes 

involved. By incorporating such an outlook within its services enhancement strategy across all provider 

organisations implementing health education, NHS England's mandate focus put structures capable of 

engendering continuous improvements focused on delivering only top-quality offerings that meet desired 

client expectations (Schmidt and Robbins, 2011). 

Wasteful spending in healthcare facilities management persists due to the global knowledge-practice gap 

(et al., 2014). Multiple models and frameworks strive to address this predicament by prioritising an 

organisation's efficient and robust knowledge management skills for long-term sustainability. From a 

strategic standpoint, healthcare FM needs to capitalise on its knowledge resources effectively. Despite 

the importance of KM, implementing it remains in its infancy stages within the sector. Determining an all-

inclusive yet practical KM framework for healthcare FM has proven challenging. Thus, this study evaluates 

basic KM processes while comparing their effects on performance from various perspectives (Leonard, 

1995; Kak and Sushil, 2002; Edirisinghe et al., 2017). 

I.15 Proposed KM framework for healthcare FM  

To achieve better results within hospital settings, FM proposes a KM framework with four crucial steps: 

Knowledge identification purposes, Knowledge acquisition methods, Knowledge distribution channels, 

and Knowledge application spheres. Sustainable Healthcare principles garner international support from 

policymakers (Walker and Brammer, 2009; Richardson et al., 2014; Jamieson et al.,2015). Within the UK, 

economic pressures and mounting healthcare costs necessitate finding ways to maintain universal 

coverage, equitable access and financing without compromising quality (Thomsen et al.,2009). 

Sustainable Healthcare initiatives are adopting the 'Health System Resilience' model focused on 

implementing an economic paradigm (European Steering Group on Sustainable Healthcare, 2015). 

I.15.1 Elements of the conceptual framework  

Researchers and practitioners have proposed efforts to support knowledge creation, storage, and 

propagation in organisations. Some suggest a singular framework to categorise and integrate these 

practices, assuming problem-solving connects knowledge and performance (Gray, 2001). Gray (2001) and 

Gold et al. (2001) recognise that effective KM (KM) generates economic value through problem-solving, 

opportunity exploration, and decision-making. This research assumes that incorporating various good 

practice KM elements in healthcare facilities management through collaboration can establish a 
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sustainable KM framework. Bergeron (2011) and Judy and Ghosh (2007) propose interrelated processes 

to enhance effective KM in organisations, such as creation, modification, use, storing, sharing, access, and 

disposal. KM is an approach that optimises an organisation's knowledge economy with elements like 

human resources practices, technology, culture, and structures (Du Plessis 2007). Lee and Choi's (2003) 

opinion states that KM enablers are mechanisms employed by organisations to foster consistent 

knowledge usage. Studies show the importance of KM on outcomes like learning, innovation ability 

service quality besides creative financial or economic effectiveness for organisational operations such as 

(Amaratunga et al., 2017; Brix, 2017; Esterhuizen et al., 2012; Adams and Graham, 2017; Amaratunga and 

Baldry 2000). It is necessary to identify knowledge acquisition, conversion, and application protection 

components to implement KM effectively in healthcare FM, as authors such as Alavi and Leidner (2001) 

propose. 

Effective management is crucially vital for healthcare facilities' growth. Organising institutional activities 

to achieve health improvement requires adequate information resources management underpinning a 

leadership culture that encourages innovative solutions towards new challenges. To establish this process 

efficiently within such organisations, several authors have cited best practices regarding effective KM 

techniques where they focused on the processes of creating, identifying and helpful information 

concerning varied data sources through proper analysis while later disseminating or sharing this acquired 

information across departments within the organisation for better utilisation purposes; as well as 

incorporating efficient evaluation methods for identified best practices. 

Although KM cannot replace lost healthcare FM workers, it can help an organisation retain critical 

knowledge and informal knowledge networks. Healthcare solutions, like any other, rely on information, 

both explicit (written, spoken, known, or a combination of these) and tacit (undocumented but available 

by asking). One function of KM is to capture and use implicit and explicit information to improve 

information flow and develop new information that will directly benefit healthcare (Perrott, 2007). One 

of the functions of KM, for example, is to improve organisational effectiveness by creating a system that 

documents how and why things are done (Leonard-Barton et al., 2015). Capturing organisational memory 

is especially important in healthcare FM, dealing with a greying workforce or high attrition. Furthermore, 

in the context of fluctuating staffing, knowledge institutionalisation is critical. Given the current economic 

crisis, with sudden and unexpected reductions in the healthcare workforce already occurring, KM 

becomes a critical mechanism to ensure quality performance and the continuity of healthcare FM's ability 

to protect patients' care and promote organisational effectiveness (Faculo, 2022). 

I.15.2 Knowledge identification–The first step in implementing KM principles in hospitals FM is to identify 

the sources of knowledge. Personnel are the primary source of information in hospitals. They have a 

wealth of tacit knowledge that can be captured and shared through interviews, job shadowing, and 

mentoring. Another source of knowledge is processes and systems. Hospital FM entails several processes, 
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including equipment maintenance, repair, and procurement. These processes produce knowledge that 

can be captured and used to support long-term healthcare delivery. Building information modelling, for 

example, can generate significant knowledge that can be used to drive sustainable FM (Pärn et al., 2017). 

I.15.3 Knowledge acquisition–The next step in implementing KM principles in hospitals is knowledge 

acquisition. Healthcare FM learns from various sources, including surveys, interviews, or data collection 

via sensors and other automated, real-time systems. Knowledge should be structured and organised to 

make it easier to share and apply. RFID and other technologies can be used to collect real-time data on 

equipment and resources, which can be used to improve FM decisions and reduce waste (Hajian and 

Becerik-Gerber, 2009; Wang et al., 2013). 

I.15.4 Knowledge sharing—The third step in implementing KM principles in hospitals FM is to foster a 

culture of knowledge sharing and exchange. This can include developing knowledge-sharing platforms, 

mentoring programmes, job shadowing opportunities, and providing KM training to all employees. The 

knowledge-sharing platforms should be simple to use and accessible to all personnel. They should also be 

designed to facilitate knowledge sharing across departments and locations (Almeida and Soares, 2014). 

The process of distributing and exchanging information, expertise, and best practices among stakeholders 

involved in healthcare facility management is called knowledge sharing in healthcare FM. Effective 

knowledge sharing can improve healthcare service quality and organisational performance and support 

innovation in healthcare FM. Al-Hawari and Alkhouri (2019) investigated the factors influencing 

knowledge sharing in Jordanian healthcare FM, such as organisational culture, leadership support, and 

information technology use. 

Similarly, Kim and Lee (2019) examined knowledge sharing among healthcare facility managers in South 

Korea using a social network perspective. The study emphasises the significance of social ties, trust, and 

a shared vision in promoting knowledge sharing. Dehghanian and Dehghanian (2018) also systematically 

reviewed knowledge creation and sharing approaches in healthcare FM, including information 

technology, stakeholder collaboration, and KM strategies. Javed and Qiu (2018) conducted an exploratory 

study investigating the factors influencing knowledge sharing in Pakistan's healthcare facility 

management. The study emphasises the significance of organisational culture, leadership support, and 

information technology in promoting knowledge sharing. These studies emphasise the importance of 

knowledge sharing in healthcare FM and the need for effective strategies to encourage knowledge sharing 

among stakeholders.  

I.15.5 Knowledge utilisation—The fourth step in applying KM principles in hospital FM is to use the 

knowledge to improve FM and support sustainable healthcare delivery. This entails making informed 

decisions, developing new strategies and policies, and implementing continuous improvement initiatives. 

Hospitals can use data analytics and other advanced technologies to identify trends and patterns and 
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make evidence-based decisions about energy consumption, water usage, and waste management (Xu et 

al., 2021). 

I.15.6 Culture–Culture is the most important and widely recognised driver of successful KM. Despite this, 

it remains the most underutilised influencing driver. An organisation's culture is the set of commonly held 

beliefs and assumptions (DeTienne et al., 2004). In general, an organisation must establish an appropriate 

culture in the context of KM to encourage its employees to value and learn knowledge and create and 

share it within the organisation (Bose, 2004). Similarly, Hall and Goody (2007) discovered that culture 

significantly impacts organisational success. Organisations can use knowledge to create a compelling and 

strategic KM approach by understanding culture's impact on organisational KM in establishing and 

maintaining competitive advantage (Ang and Massingham, 2007). Employees must be willing to share, 

create, and use the expertise and knowledge available within an organisation for effective KM. Lee and 

Choi (2003), which is difficult to achieve in practice. 

According to Cong and Pandya (2003), willingness to share is not natural in organisations; therefore, a 

culture that encourages knowledge sharing must be formed to change employee behaviour and attitude. 

Because knowledge transfer resistance is difficult to overcome, employees view knowledge as a source of 

power, particularly for gaining recognition, prestige, or reciprocity in an organisation (Cong and Pandya, 

2003). Employees must be instilled with a positive attitude toward knowledge sharing as a result of this. 

In order to ensure successful knowledge sharing, organisations must encourage employees to share not 

only their explicit knowledge but also their tacit knowledge. Smith (2001) noted that employees are more 

likely to share or transfer explicit knowledge than implicit knowledge if an organisation does not explicitly 

state this subject. 

I.15.7 Trust: Trust is defined as employees' positive expectations about their coworkers' and the 

organisation's competence and reliability, such as integrity, capability, truthfulness, goodwill, and ability 

(Ellonen et al., 2008). According to Lee and Choi (2003), trust is an essential aspect of culture that must 

be considered in today's knowledge environment. Trust is an essential factor in determining whether or 

not an individual will share his or her knowledge with others (Choi et al., 2008). Trust may facilitate open 

and substantive knowledge sharing and creation, as lack of trust is a critical issue that must be addressed, 

particularly in cross-functional or inter-organisational teams (Jarvenpaa and Staples, 2000). It has been 

demonstrated that a lack of trust can be detrimental to knowledge creation (Lee and Choi, 2000). Effective 

KM will not occur unless an organisation trusts its employees and the employees believe it is safe to share 

knowledge. As a result, trust should increase the likelihood of knowledge sharing and transfer (Lucas, 

2005), and knowledge can only be effectively used or managed in a culture that fosters trust. Lucas 

submitted that trust creates "conditions for increased knowledge transfer and ensures its transferral in a 

useful form..." As trust grows, it helps to alleviate and overcome the fear of risk in knowledge creation 

(Roberts, 2000). Employees will be sceptical of others' intentions and behaviours if they lack trust (Lucas, 
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2005). Consequently, trust between employees who provide and acquire knowledge significantly impacts 

knowledge transfers. As a result, a KM culture should consist of norms and practices that encourage the 

free flow of knowledge through trustworthiness among employees, resulting in an increased competitive 

advantage for organisations (Ling et al., 2008). 

I.15.8 Organisational structure: Structure is important because it is regarded as one of the key drivers in 

encouraging or inhibiting KM (Nonaka and Takeuchi, 1995). For managers to effectively organise decision-

making power in an organisational workplace, it is also known as a sole source to gain a sustainable 

competitive advantage' (Jian'an and Bei, 2007). Gold et al. (2001) argued that structure is essential in 

leveraging technology; thus, organisational structures must be flexible in encouraging knowledge sharing 

and collaboration across traditional organisational boundaries. It is, therefore, critical to acknowledge 

that structure impacts KM by influencing knowledge sharing and transfer within organisations (Ismail Al‐

Alawi et al., 2007). Likewise, Mintzberg (1979) provided that structure is the result of combining the 

various ways work can be divided into tasks, the coordination of which must then be ensured. It explains 

how work tasks are divided, grouped and coordinated (Robbins et al., 2001). Given the importance of 

knowledge to all organisations and how knowledge is organised determines how much it circulates within 

and between organisations, healthcare FM must adopt structures that allow them to create and transfer 

as much knowledge as possible (Hislop et al., 2018). 

I.15.9 Centralisation: The degree to which a small group of people holds formal decision-making in an 

organisation, typically concentrated at the top of the organisational hierarchy, is referred to as a 

centralised structure (Brooks, 2003; McShane and Travaglione, 2005). Centralisation refers to the location 

of decision authority and control within an organisation (Lee and Choi, 2000). As a result of time-

consuming communication channels that cause distortion and discontinuity of ideas, centralisation can 

potentially reduce communication, commitment, and idea-sharing among employees within an 

organisation (Pemberton and Stonehouse, 1999). 

To simulate interactions among workers, Chen and Huang (2007) stated that "...workers with the skills, 

expertise, and work responsibilities would require greater autonomy and self-regulation." This allows 

them to choose what decisions and actions to take because they can provide the necessary ideas and 

knowledge by sharing and disseminating what they know. As a result, less centralised structures would 

be more advantageous, increasing knowledge sharing (Chen and Huang, 2007). Furthermore, 

organisations must design their structures to be less centralised so that employees have more autonomy 

and are ecstatic to participate in organisational decision-making, which leads to better knowledge sharing 

(Chen and Huang, 2007). Therefore, organisations should adopt structures that do not stifle knowledge 

but allow it to flow and materialise in actions that ensure success. Indeed, (Lubit, 2001) acknowledge that 

the potential impact of centralisation on KM within organisations is undeniable and should be widely 

acknowledged. 
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I.15.10 People– are at the heart of creating and disseminating organisational knowledge (Lee and Choi, 

2003). As a result, it is critical that an organisation effectively manages its employees who are eager to 

create and share knowledge (Lee and Choi, 2003). People, their willingness and ability to share and use 

knowledge are critical to the success of KM (Cong and Pandya, 2003). Furthermore, it has been discovered 

that an organisation that hires employees with desirable skills, particularly T-shaped skills, can acquire 

knowledge, competence, and skills (Leonard-Barton, 1995). People with T-shaped skills are precious for 

knowledge creation because they can integrate many knowledge assets (Leonard-Barton, 1995). 

Furthermore, they can combine theoretical and practical knowledge and see how their field of knowledge 

interacts with others (Lee and Choi, 2003). Furthermore, having T-shaped skills allows employees to 

engage in synergistic conversations with one another (Madhavan and Grover, 1998). Consequently, it 

allows them to broaden their expertise across multiple disciplines and thus generate new knowledge for 

the organisation (Madhavan and Grover, 1998; Lee and Choi, 2003). T-shaped skills are both excellent (the 

stem or vertical part of the "T") and broad (the cross or horizontal part of the "T"), allowing their 

processors to investigate the interfaces between their specific knowledge domain and various 

applications of that knowledge in a specific product (Leonard-Barton, 1995). The vertical part of the "T" 

shape (|) represents the employee's knowledge of his/ her primary area. 

In contrast, the horizontal part (—) represents the employee's knowledge of the significant areas of other 

employees (Yang et al., 2008). As a result, it is also known that it can combine or integrate skills or 

knowledge shared by many employees (Yang et al., 2008), which will promote active communication 

among employees (Leonard-Barton, 1995). It is also proposed that employees with T-shaped skills are 

critical in knowledge-creation activities (Madhavan and Grover, 1998) because they acquire and integrate 

diverse knowledge assets to improve their organisation's competitiveness (Leonard-Barton, 1995). 

I.15.11 Digital technology: Information system is critical to initiating and contributing to systematic KM. 

It is widely used to connect people and share information. Undoubtedly, the rapid evolution of DT has 

occurred over the years. Because information technology is widely used in organisations, it is a conduit 

for exchanging knowledge (Lee and Choi, 2000). In today's knowledge-based economy, DT enables the 

rapid creation, gathering, storing, retrieving, and availability of relevant information, thereby supporting 

and facilitating collaboration and communication among employees of organisations (Huysman and Wuft, 

2006). However, it is worth noting that technology is only one factor, and even the most expensive and 

sophisticated DT infrastructure or solutions may not result in effective KM if the system is not managed 

correctly. Information technology and KM are inextricably linked because both '...help the propagation of 

structured knowledge vertically as well as horizontally within the organisation' (Yeh et al., 2006). Zack 

(1999) summated that DT plays three crucial roles in KM activities: (a) acquiring knowledge, (b) defining, 

storing, categorising, indexing, and linking knowledge-related digital items, and (C) seeking and identifying 

related content.  
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Building maintenance and day-to-day operations require information to be efficient and effective (Atkin 

and Brooks, 2009; Teicholz, 2013). However, the FM sector continues to struggle with information 

management, owing to the uniqueness of information and its fragmentation of the sector (Eastman et al., 

2011; Codinhoto et al., 2013). These two causal factors are regarded as the primary causes of knowledge 

loss in the architecture, engineering, construction, and owner-operated sectors (Kamara et al., 2002). 

Although computerisation makes asset information capture and retrieval easier, computer-aided FM 

systems' knowledge capture and automated data analysis are limited (Becerik-Gerber et al., 2011). 

Carvalho (2001) claims that implementing a KM tool is a complex process directly related to other KM 

enablers. The author emphasises that the KM tool must be integrated into the DT infrastructure and the 

organisational culture, procedures, and human resources policy. Markus et al. (2000) state that KM tools 

and software, such as enterprise resource planning, are typically implemented top-down. The 

organisation must adapt its processes to the new system quickly. The most crucial role in KM is played by 

information technology. It increases the reach and speed of knowledge transfer (Pärn et al., 2017). 

Desouza (2003) opines that the KM system should encourage individual dialogue rather than simply 

pointing to repositories. He claims that capturing all expertise in databases is impossible. Technology 

should shift away from this goal and instead promote communication. Organisations should recognise 

that information technology is only one means of fostering knowledge, and metrics such as access to the 

knowledge base or the number of postings may not be a valid indicator of employees' knowledge-scaring 

behaviour (Desouza:2003). Strategies and people are the main enablers for executing KM, according to 

Yu et al. (2007). They can then argue that DT is the fundamental tool for KM because it transfers 

experiences within the organisation. Corporate culture is another critical area that needs to be addressed 

because it is a culture of open-mindedness and mutual understanding. It is the foundation for the 

organisation's culture of mutual trust, collaboration, and motivation for knowledge sharing. 

Yeh et al. further provided that effective KM necessitates employees sharing their knowledge via DT 

facilities because DT can provide communication channels for obtaining knowledge, correcting flow 

processes, and locating knowledge carriers and requesters. Thus, by utilising information technology 

applications such as intranets, internet, databases, Teams meetings, zoom meetings, Snapchat, 

Whatsapp, Youtube and other virtual communities for communication and knowledge sharing, 

organisations can further expand available social networks by overcoming geographical boundaries and 

achieving more effective collaborative technologies (Pan and Leidner, 2003; Koh and Kim, 2004). As a 

result, information systems can be used effectively to facilitate the codification, integration, and 

dissemination of organisational knowledge (Song, 2002). 

Similarly, Anantatmula and Kanungo (2007) informed that organisations with adequate DT infrastructure 

performed well in their KM efforts, but there is room for improvement in developing, storing, and 
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transferring knowledge. A well-designed, standardised, and fully implemented IS infrastructure for KM 

can improve project collaboration, information processing capabilities, knowledge discovery, and 

decision-making speed within organisations (Moffett and McAdam, 2003). In today's knowledge-based 

economy, organisations' widespread use of DT enables employees to obtain and apply necessary 

information for specific business objectives, making IS a critical medium for information flow (Moffett and 

McAdam, 2003). Choi et al. (2008) argued that sharing and communicating knowledge with other 

members across time and location will be difficult without the advancement of digital technology. Porter 

and Miller (1998) cautioned against underestimating the importance of information systems, particularly 

in assisting organisations in creating competitive advantages across their entire value chain. 

I.15.12 Technological advancement: Technological progress is a feature of modern life, encompassing 

interactivity, collaboration, and, most importantly, real-time content sharing and live streaming. The 

COVID-19 pandemic changed the dynamics of digitisation and technology use. There has been a rapid and 

profound change within organizations, resulting in online meetings, events, and virtual teams (Moore et 

al., 2022). A flood of literature has accompanied these changes and their human consequences. However, 

generational and intergenerational issues remain unexplored, resulting in a significant gap (Moore et al., 

2002). 

The Internet's widespread adoption, sensor-aware environments, high-capacity computing, and social 

communication platforms have transformed how information is collected, accessed, transmitted, 

disseminated, and networked (Liebowitz et al., 2018). As an enabler, technology does not replace human 

interaction but overcomes time, space, and scale barriers. Although technology is not a silver bullet for 

implementing organisational KM, it is critical for creating, sharing, and storing knowledge. Wikis, e-mail, 

web-based video, Teams meetings, zoom forums, and other web-based social networks, for example, 

greatly facilitate the conversion of tacit to explicit knowledge, which is critical for optimal organisational 

effectiveness and the creation of new knowledge (Schuler, 2011). 

Artificial intelligence advancements will help better "sense" information and connect individuals to the 

most relevant material, people, or places, improving the speed and flow of helpful knowledge. This 

increased speed and flow are critical in preparing people (both inside and outside of healthcare) to use 

the flood of information available at any given time (Munirathinam, S. (2020). Technology is also 

accelerating the development of global health commons, bringing traditional and non-traditional 

healthcare partners together to promote health as a sustainable, collectively managed resource. A 

discussion of the impact of technology on healthcare KM would be incomplete if cell phones and other 

mobile devices were not mentioned (commonly equipped with GPS, video, camera, and text messaging). 

With the availability of wireless networks, healthcare FMs with limited healthcare infrastructure can now 

use cell phones to establish information architectures and monitoring programmes and provide real-time 

solutions (Barakat et al., 2021). 
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I.16 Chapter summary  

For a long time, the primary focus of FM has been cost reduction, but in recent years, there has been a 

shift towards the need for FM to create added value. If FM is to survive as a discipline, it must evolve from 

providing the same services as before at a lower cost to providing qualitatively better services to its clients, 

customers and end users. This shift has far-reaching implications for the need for knowledge in FM. Even 

so, many organisations remain blind or indifferent to FM's strategic potential to drive strategic change or 

competitive advantage. Instead of being viewed as a strategic tool, built assets, human resources and 

systems are still viewed as obligations or liabilities, as unavoidable costs and charges, as cost centres 

rather than profit centres. By requiring FM's input in decision-making, FM and the business sector may 

better understand each other's needs and potential. This would help to bridge the gap between primary 

business and support activities (i.e., core and non-core).  

There is a strong need for a generalised set of principles for FM's contribution to the definition of business 

problems, the analysis of options and the strategic selection of solutions. The discipline must take a more 

strategic stance regarding its future direction by preserving and developing the distinctiveness of its range 

of management activities and mix of managerial and technical skills, thereby systematising its relevance 

to the entire business process (Amaratunga et al., 2005). Cost reductions can be achieved by applying 

general management principles and methods used in other industries but added value can only be 

achieved by applying knowledge and methods specific to this field of practice. Furthermore, such growth 

cannot be based solely on knowledge gained through practical experience. It is necessary to create new, 

research-based knowledge and to develop a body of knowledge specific to the healthcare FM profession. 

It is also critical that FM professionals can explain the benefits of the services they provide to their clients, 

customers and end users (Jensen, 2010).  

Facilities management contributions will be evaluated by organisations' stakeholders based on various 

performance criteria, including hard metrics such as finance and economics and soft metrics such as 

service quality and response times, patients' feedback and assessments from both internal and external 

regulatory bodies (e.g., the Care Quality Commission and Patient–Led Assessment of the Care 

Environment).  

FM is thought to be capable of contributing to organisational performance in various ways, including 

strategy, culture, resource control, service delivery, supply chain management and, perhaps most 

importantly, change management. Quality, value and risk management emerge as important factors. This 

study's healthcare FM intellectual capital framework is an example of a tool that can be used to support 

the dialogue between the supply and demand sides of healthcare FM. The intention is that the healthcare 

FM intellectual capital framework will aid in legitimising the healthcare FM discipline among decision-

makers but only concerning FM (Amaratunga and Baldry, 2003).  
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APPENDIX J 

 

OB2: To examine the influence of culture on knowledge sharing (transfer) and performance in healthcare 

facilities management. 

Q2: What is the reality of organisational culture on knowledge‐sharing practices in delivering healthcare 

FM from practitioners’ point of view? 

H2: That there is stronger relationship between organisation culture, knowledge sharing and productivity. 

The previous chapter appraises the concept of KM and how knowledge is created, stored, transferred, 

shared and utilised in healthcare FM. In this chapter, the study will explore culture's influence on 

knowledge sharing and performance in healthcare FM. It will discuss the significance of culture, examine 

cultural dimensions relevant to healthcare settings, and delve into the impact of culture on knowledge‐

sharing behaviours. Furthermore, it will examine strategies for enhancing knowledge sharing in 

multicultural healthcare environments and discuss the relationship between culture and performance 

outcomes. By understanding and effectively managing cultural dynamics, healthcare FM can foster a 

culture that promotes knowledge sharing and ultimately improves performance in the practice and 

delivery of healthcare FM. 

Culture hides more than it reveals, and strangely enough, what it hides, it hides most effectively 

from its own participants – Hall (1959).  

Methods: All empirical studies exploring the relationship between organisational culture and healthcare 

FM performance (broadly defined) were identified by a comprehensive literature search. Data collection 

included interviews, observations, and document analysis to measure employee satisfaction and 

perceived labour productivity support through the work environment. In addition, the data measured the 

dominant work environment characteristics and critical dimensions of national and organisational culture. 

Study methods and results were analysed qualitatively to provide a narrative review with integrative 

discussions. 

J.0  Chapter overview 

Perhaps the most significant influence on human interaction is the cultural context in which it occurs. 

Culture provides an overall framework within which humans learn to organise their thoughts, emotions, 

and behaviours concerning their surroundings. People are born into a culture, but it is not innate. Culture 

is acquired. Culture teaches people how to think, feel, and act, mainly how to interact with others—in 

other words, how to communicate. In many ways, the terms communication and culture are 

interchangeable. However, the impact of culture on human interaction is paradoxical. Most people are 

unaware of their culture as they go about their daily lives; however, culture influences our every thought, 
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feeling, and action. According to Hall (1959), culture conceals more than it reveals, particularly to its 

members. 

Similarly, Keesing (1974) argued that culture provides people with an implicit theory about how to behave 

and interpret the behaviour of others. People from various cultures learn various implicit theories. 

Socialisation is used to teach these theories. Individuals learn the dominant values of their culture and 

their self‐identities through socialisation. People frequently think of culture in terms of geography, but 

culture is a human phenomenon rather than a geographical one. Furthermore, while geography certainly 

influences how people live within a culture, culture is defined by people rather than geography. When 

considering culture, one should consider the people. That said, it is also critical to recognise that people's 

cultures are dynamic rather than static, which means that cultures evolve; they are fluid and ever‐

changing. 

J.1  Cultural Influences on knowledge sharing in healthcare FM 

It is widely acknowledged that organisational culture is a valuable component of intellectual capital and, 

as a hidden source of competitive advantage, can significantly impact the achievement of strategic 

business objectives. Organisational culture can be defined primarily by its axiological dimension, which is 

based on shared assumptions and values, as opposed to its behavioural dimension, which is based on 

work practices (Kucharska et al., 2018). These dimensions influence, among other things, the individual 

propensity to share knowledge, which is critical to improving organisations' performance. As a dynamic 

social process characterised by profound human interactions, knowledge sharing is determined by 

organisational and individual factors (Kucharska and Bedford, 2019).  An organisational culture shapes KS 

behaviour by creating an organisational context for social interactions.  

The willingness to share knowledge is indeed influenced by subjective well‐being, which influences 

employees' commitment, loyalty and trust, all of which are required to achieve organisational goals. 

Therefore, it is worthwhile to investigate how cultural dimensions influence job satisfaction from the 

perspective of the knowledge worker. Various reasons have been cited, and among them, scholars have 

consistently identified organisational culture (Davenport and Prusak, 1998; AlAlawi et al., 2007; 

McDermott and O'Dell, 2001) as one of the main reasons. Schein (2004) posits that culture is an 

abstraction, but its behavioural and attitudinal consequences are concrete. The usefulness of culture can 

only be realised if it is observable. An organisation's culture can be diagnosed effectively and 

understanding the types of cultures in an organisation would explain the behavioural patterns of its 

members that would otherwise remain unexplained. Thus, this chapter examines the trends, issues, and 

challenges that impede knowledge sharing in healthcare FM.  

Teams are the foundation of healthcare, and every team—from the executive to the front line—comprises 

diverse professionals who, ideally, possess a wide range of skills required to provide safe and effective 
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care. Although the importance of diversity in teams is recognised, the reality is that working together from 

different perspectives can be challenging at times. The difficulties of multidisciplinary teamwork are also 

visible in differing attitudes towards how to achieve a good outcome and even what a good outcome is. 

What distinguishes healthcare teams from other types of organisations is that team members have varying 

allegiances, not only to the team but also to their professional groups. Since one knows that lower stress 

means better patient care, it is also likely (and common sense) that better teams produce better care by 

having more cheerful staff, most likely due to their increased sense of participation and support. So 

multidisciplinary teams are likely to benefit everyone, but maintaining them requires skills and 

recognition, which is a long‐term task requiring constant attention, collaboration and adjustments.  

Knowledge sharing (KS) provides a connection between people and organisation, creation, dissemination, 

collaboration, innovation, and knowledge acquisition (Al‐Kurdi et al., 2020). Thus, KS has an important 

influence on KM implementation because even if state‐of‐the‐art technology is available, it is of no value 

if employees are unwilling to share their knowledge. The underlying reason for knowledge hoarding is a 

lack of awareness and lack of trust due to a fear of losing recognition once the knowledge is captured and 

coded. Knowledge sharing is defined by Berends (2003), as "the application of knowledge for the benefit 

of oneself or another person in interaction". Lin (2007) defined KS as "a social interaction culture involving 

the exchange of employee knowledge, experiences, and skills across a department or organisation." As a 

result, policies should exist to persuade employees that KS is committed to improving the quality of care 

provided to the service users to whom staff is dedicated (Zipperer, 2016). 

Many researchers have claimed that organisational culture influences KS (Hofstede, 2001; Lai and Lee, 

2007; Lin and Dalkir, 2010; Ling‐Hsing Chang and Lin, 2015). A conducive environment for KS can be found, 

particularly in a collaborative culture that encourages patterns of interaction and communication, which 

promote employees' learning and creativity (Pinjani and Palvia, 2013). According to Kathiravelu et al. 

(2014), organisational culture influences the KS process. Mueller (2014, 2018) and Arpaci and Baloglu 

(2016) emphasised the importance of a collaborative culture in KS. Mueller (2014), Al Saifi (2015), and 

Arpaci and Baloglu (2016) noted the impact of collaborative culture on KS. Organisations based on values 

like trust, cooperation, open communication, and diversity, which are characteristics of a collaborative 

culture, gain a competitive advantage and superior performance (Kucharska, 2017). 

Trust is defined as "the confidence that the reciprocal exchange between two parties will be met with 

a positive outcome for both" (Lee et al., 2010). (Lee et al., 2010). A collaborative culture is defined by Perez 

et al. (2004) and Barczak et al. (2010) as a "team's shared values and beliefs about the organisations' 

support for adaptability, open communication, and encouragement of respect, teamwork, risk‐taking and 

diversity". Trust is built on information about others, prior ties of cooperation, standards of behaviour, and 

sanctions for all who break norms of behaviour. Despite this, Harris and Lyon (2013) assert that incentives 

are insufficient to build trust. 
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It has been demonstrated that culture influences the employee's morale and motivation, productivity and 

effectiveness level, work quality, innovation, and creativity, as well as the employee's attitude in the 

workplace (Campbell et al., 1999). The concept of collective and individualism, as a dimension of culture, 

refers to individuals' beliefs and values through their relationships with and dependency on other team 

members (Alavi and McCormick, 2007). In addition, people who are high in collectivism orientation tend 

to put their interests aside for the good of their group. In contrast, people with a high level of individualism 

(i.e., those oriented more towards self‐interest) tend to put their interests before their group's (Hofstede, 

2001). Gray (1989) describes collaboration as the process of constructively exploring differences and 

finding solutions beyond one's limited vision of what is possible between parties who see different aspects 

of a problem. Increasing employees' willingness to share critical information is increased a collaborative 

culture, reducing employee competition (Szulanski, 1996). Wallace and Mello (2015) claim that a culture 

of collaboration and mutual accountability ends the blame‐game cycle. They believe that collaboration 

allows for creating shared goals, the development of mutual tasks, and the identification of problems 

quicker, facilitating an organisational sense of teamwork. Furthermore, they assert that businesses cannot 

survive without collaborative cultures in today's world.  

A society's cultural orientation reflects the complex interaction of its members' values, attitudes, and 

behaviours. They are all part of the cultural learning process and can lead to misunderstandings and 

misinterpretation of intent. The central claim of cross‐cultural studies is that national culture, as expressed 

in values and beliefs, directly influences organisational culture and individual behaviour (Hofstede, 2001; 

Schein,1985). The economic, political, and legal environments imposed by governmental rules and the 

technological environment, such as communication networks and socio‐cultural environment in which the 

organisation exists, directly impact organisational culture and functioning. National culture appears to 

impact organisational culture (Hofstede, 2001). Different national cultures have preferred organisational 

structures, employee motivation patterns and organisational problem solutions. 

Organisations' ability to provide quality care depends on the tools, support, and knowledge they possess. 

Effective KM require structures and needs to be intuitive for the user while also minimising burden for 

asset administrators. Delivering quality care is dependent on the tools, support, and knowledge that 

healthcare organisations have at their disposal. Knowledge sharing provides a connection between people 

and organisation and creation, dissemination, collaboration, innovation, and knowledge acquisition. Thus, 

KS has an important influence on KM implementation. The reason is that even if state‐of‐the‐art 

technology is available, it is of no value if employees are not prepared to share their knowledge.  

The underlying reason for knowledge hoarding in NHS is lack of awareness and lack of trust due to fear of 

losing recognition once the knowledge they possess is captured and coded. Therefore, there should be 

the right policy to guarantee employees and convince them that knowledge sharing is all about the 

patients they are working hard to save by improving the quality of care provided. The role of knowledge 
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management is to identify, capture, structure, share and utilise the knowledge of individuals and 

organisations to create sustainable growth (Nonaka and Takeuchi, 1995; Davenport and Prusak 1998; Alavi 

and Leidner, 2001; Holsapple and Joshi, 2002). Increasingly, the healthcare sector is becoming a 

knowledge‐based community connected to hospitals, clinics, pharmacies, and patients to share 

knowledge, decrease administrative costs, and improve quality. Thus, the success of healthcare depends 

critically on the collection, analysis and seamless exchange of clinical, billing, and utilisation information 

or knowledge within and across the above organisational boundaries (Kohli et al., 1999; Jadad et al., 2000). 

It has been reported that the KM infrastructure and capabilities would facilitate the integration and 

interoperability of previously disparate knowledge repositories belonging to different organisational units 

(Broadbent and Weill, 1997, Liebowitz, 1999, Maurer, 1998). By doing so, the traditional divides between, 

for example, healthcare FM, physician offices, rehabilitation facilities, wards, and chronic care facilities 

would be eliminated. In addition to coordinating services across previously separated environments, the 

integration of financial systems, quality assurance, and utilisation management programs can also support 

a more efficient and coordinated approach to healthcare practice. 

Several studies in the literature describe the strategic view of KM; these models provide a high‐level view 

of the activities that should form part of knowledge management (Quinn et al., 1998; Holsapple and Joshi, 

2002;). These approaches do not incorporate the necessary processes, tools, and techniques. Moreover, 

the knowledge management‐enabled healthcare management system design would help integrate 

administrative and financial processes in healthcare through a typical technical architecture (Rubenstein‐

Montano et al., 2001).  

The concept of KM in the healthcare context can be defined as the combination of formative methods and 

techniques used to facilitate the creation, identification, acquisition, development, preservation, 

dissemination, and finally, utilisation of the enterprise's knowledge assets (Abidi, 2001). Integrating 

systems and knowledge presents a challenge for healthcare organisations. Two types of problems arise 

from it. The first involves the KM. There is a lack of consistency, as the knowledge is fragmented and not 

shared.  

Moreover, the knowledge is not being used to strategic advantage (the quality of decisions by the users 

directly correlates with the availability and quality of knowledge). There is also a technical issue. As 

multiple knowledge bases are used in different environments, sharing knowledge becomes more 

complicated (inflexibility due to format incompatibility) and adds complexity to front‐end development. 

By dedicating resources to capturing tacit knowledge, business leaders demonstrate the value of their 

employees' experiences and interpretations derived from interactions with the company and those 

associated with it. The business sector has moved beyond simple repositories to more active approaches 

to reach sustainability. The participation of workers in networks aids in developing the knowledge base or 
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'knowledge capital' of the organisation, which strengthens the sustainability of the organisation (Kothari 

et al., 2011; Smith, 2001). 

The organisational context of the health sector differs from that of the business sector in ways relevant to 

how the lessons from literature can be applied. While healthcare organisations tend to be under‐

resourced, they are expected to perform in accordance with state or national health policies, while the 

private sector responds primarily to internal objectives. In addition, healthcare organisations are more 

likely to face political interference or support from elected officials than independent businesses (Kothari 

et al., 2011). Also, business is focused on profit, while healthcare aims to produce a somewhat intangible 

public good. Inside healthcare organisations, one is likely to find different professional groups who belong 

to different unions; are paid through different funding envelopes. Within an organisation, these different 

groups exhibit a particular professional culture (Nicolini, 2008; Russell, 2004). In contrast, critical 

information is withheld in the business sector in service of competitive advantage in the marketplace.  

While the two sectors differ in many areas, they are both influenced by changes in technology, 

globalisation, operational optimisation and the need to reform and transform. Hence, it is acknowledged 

in discussing how healthcare organisations might move forward with a knowledge management agenda 

that there are variations across businesses and that sensitivity to contextual factors is crucial. Knowledge 

falls into explicit, implicit, and tacit (Polanyi 1966; Nonaka and Takeuchi 1995). Each type of knowledge 

exists on a continuum that flows back and forth and changes over time (Bohmer 2009). 

Furthermore, management theories and concepts are culturally bound and cannot be easily transferred 

to another culture. Similarly, Zakaria et al. (2004) contend that knowledge is filtered through cultural 

lenses whether or not participants are aware of such “cultural filters”. Furthermore, Usoro and Kuofie 

(2006) advocated that management attention on the ‘cultural lens’ is extended beyond the organisational 

to the national level, particularly for global teams with diverse cultural contexts. On the other hand, 

Magnier‐Watanabe and Senoo (2010) discovered that organisational characteristics are a robust 

prescriptive factor in KM compared to national culture, which was also found to significantly influence KM. 

Their findings are based on a 2005 survey of 1724 people from various countries working in a human 

resources company. The data was based on a single multinational corporation. In general, one can say that 

national cultures are difficult to change due to deeply ingrained values, whereas organisational cultures 

can be managed to some extent. If an organisation's culture is strong, it will strongly influence KM. 

Multinational organisations are held together by common organisational cultures that span borders, and 

they must develop a relatively organisational solid culture to avoid knowledge dilution and achieve 

organisational congruence (Jacob, 2003). 

Only humans are capable of acquiring knowledge; it is generated and stored in people's minds (Pandya, 

2011). An organisation operating in the new economy should prioritise the process of acquiring, organising 



491 | P a g e  
 

and sharing both tacit and explicit knowledge. In general, effective knowledge utilisation is dependent on 

employees' willingness to share it. Individuals' eagerness to do so appears to be critical to organisations 

because knowledge sharing is more than just sharing information; it stimulates the exchange of thoughts, 

experiences, and ideas among organisation employees (Hall, 2001; MacNeil, 2003). This procedure is 

critical for knowledge creation and innovation. Given these considerations, knowledge sharing can 

effectively increase productivity and profitability, thereby improving an organisation's overall 

performance.  

The cultural characteristics of various groups of people play an important role in successful KM (Ciganek 

et al., 2008). The ability to create, share, and absorb knowledge among dispersed organisational members 

from various cultural backgrounds is a necessary requirement for organisational business success (Ajmal 

et al., 2009). Previous research has shown that culture can play an important role in facilitating or impeding 

KS in culturally diverse teams (Usoro and Kuofie, 2006; Siakas and Georgiadou, 2006). Knowledge sharing 

can be people‐oriented, emphasising the importance of tacit knowledge, social infrastructure, and 

business performance, or technology‐oriented, emphasising the importance of technology infrastructure 

and the methods by which explicit knowledge is codified, stored and interrogated. When project members 

are spread across departments, as is the case with facilities, KM and KS become complex undertakings. 

Because of the limited availability of informal communication, synchronous work necessitates various 

technical means for socialisation, communication, and knowledge exchange. Aside from diverse cultural 

work values, there is an urgent need for workplace awareness. Person‐to‐person interaction afforded by 

shared physical workspaces, such as real‐time groupware systems, that allow people to maintain updated 

knowledge about others" interaction with the task environment (Georgiadou et al., 2010). 

Knowledge is increasingly regarded as the most important strategic asset in organisations and a critical 

resource for achieving long‐term competitive advantage. According to Davenport and Prusak (1998), 

knowledge is a combination of experience, values, contextual information, and expert insight that serves 

as a framework for evaluating and incorporating new experiences and information. Knowledge evolves 

continuously as individuals and organisations adapt to external and internal environmental influences 

(Siakas and Georgiadou, 2006). Working knowledge is initially tacit (personal and context‐specific, 

including cognitive elements) and is formed from previous experiences, perceptions, and internalisation. 

Tacit knowledge is made explicit (formal and systematic) and expressed through explicit procedures. 

Knowledge sharing is how individuals exchange tacit and explicit knowledge and collaborate to create new 

knowledge (Georgiadou and Siakas, 2009b). The amount of new knowledge required to complete a project 

is determined by the novelty and uniqueness of the product or service developed. Even if the specifics of 

a given project (team composition, product to be produced, etc.) are unique, the essential processes 

involved are usually similar (Love et al., 2005). Many built environment projects are comprised of consortia 

members who bring with them experiences from their organisations and organisations; however, the 
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desirable re‐use of knowledge can become problematic due to the fact that these types of projects are 

typically a temporary assemblage of experts who differ in terms of geographical dispersal, expertise, or 

working methods (Kasvi et al., 2003). In these cases, knowledge is typically lost once the project is 

completed, mainly if significant dissemination activities are not undertaken, and the experienced 

personnel are then absorbed back into their own institutions or companies and engaged in other projects. 

However, it is vital to note that knowledge sharing is influenced by both organisational and individual 

factors (Husain and Husain, 2013). Willingness to share knowledge is undoubtedly influenced by subjective 

well‐being, which impacts employee commitment, loyalty, and trust, all of which are required to achieve 

organisational goals (Casimir et al., 2012). Knowledge workers are a subset of employees who are 

concerned about this process, and their level of KS is much higher than that of other workers (Hendriks, 

1999; Nezafati et al. 2021). As Mladkova et al. (2015) pointed out, they are independent knowledge 

producers for whom knowledge is the main tool and resource for their work. Modern networked 

organisations that want to be innovative and gain competitive advantage must find a way to harness this 

resource that they do not have. This situation has drastically altered the role of knowledge workers as they 

become valuable to organisations. Independent knowledge producers can distribute the value they create 

in an existing network or create their network. This group is responsible for an organisation's current and 

future performance; therefore, it is worth determining which cultural dimensions significantly impact its 

performance. Liu et al. (2018) discovered that national culture dominates how knowledge is managed in 

China where the influences of national cultures and organisational cultures are evident.  

These dimensions appear to be helpful in terms of knowledge sharing, as many researchers contend that 

organisational culture influences knowledge sharing (Kucharska and Kowalczyk, 2016; Kucharska and 

Wildowicz‐Giegiel, 2017). A conducive environment for knowledge sharing is created by a collaborative 

culture, which encourages patterns of interaction and communication that promote employee learning 

and creativity (Pinjani and Palvia, 2013). Al Saifi (2015), Arpaci and Baloglu (2016) have all mentioned the 

impact of collaborative culture on knowledge sharing. Research shows that organisations with 

collaborative culture values such as trust, cooperation, open communication, and diversity achieve 

superior performance and gain a competitive advantage. 

Intangible resources, particularly knowledge, are the most valuable assets that provide organisations with 

sustainable competitive advantage in a volatile and competitive environment (Nonaka, 2005; Grant, 1991). 

Because knowledge is stored in people's minds, an organisation operating in a new economy should 

prioritise the process of acquiring, organising, and sharing both tacit and explicit knowledge. In general, 

effective knowledge use is dependent on employees' willingness to share it. Individuals' eagerness to do 

so appears to be critical to the organisation, as knowledge sharing is more than just sharing information; 

it stimulates the exchange of thoughts, experiences, and ideas among employees within organisation 

(Kucharska et al., 2018). These are critical components of knowledge creation and innovation. Given these 
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considerations, it appears that knowledge sharing can effectively contribute to increasing productivity and 

profitability, thereby improving an organisation's overall performance. However, it is important to note 

that knowledge sharing is influenced by both organisational and individual factors (Husain and Husain, 

2013). 

Ruggles (1998) discovered that organisational culture is the most important factor, followed by 

organisational structure. However, not all studies found a significant relationship between KS and 

organisational culture, with a few studies finding that organisational culture had no influence on KS (Yang 

and Chen, 2007; Rad et al., 2011). Yang and Chen (2007) proposed three possible explanations for their 

findings. First, because organisational culture is a social construct, it is notoriously difficult to quantify; 

second, social interactions may have muddled the findings, and third, because culture encompasses a wide 

range of concepts, some unmeasured cultural factors, such as national culture, may influence KS. As a 

result, these findings could be interpreted as a false negative or failure to find significant results. Yang and 

Chen (2007) opined that the ambiguous findings point to the need for additional research into the impact 

of different cultures on KS. 

In today's ever‐changing business world, an organisation's focus should be on creating and sourcing 

valuable knowledge – whether from outside or within the organisation – regardless of the ethical 

implications that result from applying that knowledge. Furthermore, for an organisation to develop an 

established knowledge base and a good KS profile, it needs to be more practical with the outside world. 

Essentially, the organisation may spend an inordinate amount of time verifying honesty and ethical 

compliance, which has no direct or indirect impact on KS. Based on honesty and regard for honesty, such 

an organisation may also believe that they should only have as much information as the outside 

environment and what their customers expect and require from them (Hofstede, 2010). Unless and until 

the economic environment changes, such an organisation's worldview would be severely limited. 

Furthermore, strict adherence to ethical standards will require the organisation to deal with its customers 

and communities personally. As a result, an internally driven culture will neither foster nor hinder 

knowledge development or KS, though it may reduce the time available for these benefits (Al‐Mehairi and 

Zakaria 2014).  

An externally driven culture, on the other hand, is concerned with customer satisfaction and requirements. 

They place a premium on outcomes and take a pragmatic rather than an ethical approach (Hofstede et al., 

2010; Hofstede and Waisfisz, 2010). In essence, an organisation that adopts this culture will have enough 

time to invest in knowledge development and KS abilities among its members. For example, one good 

source of new knowledge would be closely monitoring competitors' moves and innovations to learn about 

their underlying strategies (Hofstede et al., 1990). After capturing the underlying concepts, which is 

especially useful, the organisation will be able to develop the information knowledge gathered and apply 

it when staging their market and customer outlook. For example, if an organisation wants to meet the 
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needs of its customers in today's changing business and competitive environment, it must be able to 

employ hybrid strategies to meet these shifting demands. 

Furthermore, organisations must develop strategies for KS among their employees (Tong et al., 2013). 

Hybrid strategies are essential because they improve the organisation's performance and overall 

competitive advantage – for example, an organisation may choose to simultaneously implement cost 

leadership and a differentiation strategy (Baroto et al., 2012). An organisation with an externally driven 

culture will gather information from its competitors and develop a strategy that incorporates this 

information into its diverse knowledge base. As a result, while an externally driven culture does not 

necessarily improve KS, it does improve an organisation's and its employees' flexibility in gathering 

information that helps meet the needs of its customers. 

Such an organisation will also increase the quantity and breadth of its knowledge and its capacity for 

knowledge development and sharing. As a result, this culture believes that results are the most important 

consideration in business; thus, a pragmatic attitude rather than ethics guide the business and its dealings 

(Hofstede et al., 2010). An organisation of this type focuses on developing and disseminating whatever 

information is available that is relevant to meeting the needs of its customers. For example, Al‐Mehairi 

and Zakaria (2014) stated that by lowering the ethical outlook and making it more practical, the 

organisation could devote most of its resources to developing knowledge and gathering information 

relevant to its business areas, such as customer service and market changes. Furthermore, a pragmatic 

perspective will increase the company's emphasis on employee development to meet customer needs. As 

a result, time and resources will be directed toward knowledge development, which will improve the 

organisations knowledge base and be shared among the organisation's members. 

A key driver of KM is organisational culture (Muller, 2012). The conventional wisdom relating to the likely 

success of KM focuses on creating a culture of sharing and creating knowledge. A culture may be 

considered at several levels, including national culture, organisational culture, organisational climate, 

organisational subcultures, and team culture (King, 2008; Ang and Massingham, 2007; Salmaninezhad and 

Daneshwar, 2012; Zhang, 2012). Organisational culture is categorised into four dimensions: participatory 

decision‐making, openness, learner orientation and transformational leadership. The dissemination of 

knowledge occurs through knowledge sharing across the entire organisation rather than being kept within 

the silos of departments. It has been found that employees will freely share their knowledge when they 

are appreciated by their organisation and feel they have opportunity to grow both personally and 

professionally (Cruz et al., 2009). 

Leadership styles that delegate effectively motivate employees to share tacit knowledge (Singh, 2008). A 

sense of employee commitment also influences employee motivation to share their knowledge (Hislop, 

2003). Internal marketing functions to foster enduring relationships between management and employees 
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aim to increase employee satisfaction and increase innovative customer satisfaction (Lee and Chen, 2005). 

KM implementation is aided by an organisational culture that anticipates and accepts change. 

Organisational cultures with a process‐oriented and open communication system significantly influence 

the perceptions of ease of use, perceived usefulness, belief in behavioural control and subjective norms. 

Accordingly, employees who perceive their work environment as process‐driven are more likely to rate it 

as helpful, easy to use, and able to control their behaviour than those who see it as results‐driven. 

Furthermore, employees who perceive their work environment to be more employee‐oriented have 

higher perceptions of levels of behavioural control than employees who believe their work environment 

to be more job‐oriented. The level of subjective norms is higher for employees who perceive their work 

environment to be more open than those who perceive their work environment to be more closed 

(Ciganek et al., 2008). Knowledge‐centred organisational cultures contribute to innovation (Donate and 

Guadamillas, 2010). Biasutti (2012) states that KM practices differ depending on the industry and 

collaborating parties. As a result of networked innovation between multiple actors, two types of networks 

can be distinguished according to their KM needs: networks focused on transferring explicit knowledge, 

and intellectual property and networks focused on creating novel knowledge and business opportunities. 

Strategic knowledge management is a crucial determinant of success in networked innovation. The ability 

to manage knowledge in networked innovation comes from understanding partners' business models and 

goals, for example, their motivation to collaborate. By combining KM, organisation culture and intranets, 

virtual human resources development practices are implemented to improve employee performance 

(Bennett, 2009).  

At the organisational level, organisational culture, which is defined by certain assumptions, values, and 

behavioural norms, can be decisive for knowledge sharing practices (Tong et al., 2014). The axiological and 

behavioural dimensions of organisational culture significantly impact knowledge sharing. Furthermore, 

many researchers believe that organisational culture is a necessary condition for generating innovation, 

which is a social process (Büschgens et al., 2013; McDonough et al., 2013). Considering this, investigating 

the impact of various dimensions of organisational culture on knowledge sharing is an intriguing research 

challenge. 

A willingness to converse and share knowledge is influenced by cultural dynamics from both the external 

(national) culture and internal (personal) culture, namely the organisational and professional cultures. 

National cultures shape the degree of openness, collaboration, and idea exchange (Siakas and Georgiadou, 

2006). Certain organisational cultures encourage and facilitate knowledge creation and transfer, whereas 

others encourage knowledge retention. Knowledge sharing necessitates voluntary actions such as 

openness, scrutiny, trust, and tolerance for differing points of view and interpretations. In particular, trust 

is a topic that has received much attention in terms of collaboration and communication between different 

teams (Holste and Fields, 2010; Siakas and Siakas, 2008). Many national cultures and organisational 
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cultures are involved in dispersed healthcare projects. Moreover, previous research has shown that 

cultural and communication barriers significantly impact KS between dispersed members of a group (Ajmal 

et al., 2010; Chen et al., 2010; Wei, 2010). 

Communication difficulties can be exacerbated by cultural differences, such as language barriers, differing 

logic, and diverse perceptions of the credibility of voluntarily shared knowledge (Wei, 2010). Wei et al. 

(2008) described a conceptual framework for studying the impact of national culture on knowledge‐

sharing motivation in virtual teams in the absence of empirical data. They hypothesise that the cognitive 

processes of knowledge sharing are built by four factors: (i) norm to KS (the way we believe others expect 

us to act), (ii) attitude to KS (disposition to respond favourably or unfavourably to the self, others, and the 

environment), (iii) intention to share knowledge, and (iv) commitment to KS, and their interactions. They 

believe that one's attitude toward KS determines one's willingness to share knowledge. 

However, based on the Social Influence Theory (Kelman, 1958), three commitment processes influence KS 

attitudes: internalisation (users adopt behaviour because of content which they find congruent with their 

own values), identification (users adopt attitudes and behaviours to achieve a satisfying and self‐defining 

relationship with another person or group), and compliance (behaviour is mainly result of incentives, 

rewards, or punishments). Using Hofstede as an example, "They advise that their KS model can deepen 

our understanding of the factors that increase or decrease employees' tendencies to engage in knowledge‐

sharing behaviour, which differ significantly between China and the United States” (Kerstin et al., 2010). 

Many organisations today rely on KM in addition to the successful application of tangible assets to achieve 

competitive advantage (Lee and Sukoco 2007). Many studies have been conducted on the importance of 

knowledge management in the business world (Metaxiotis et al., 2005), and healthcare FM is now 

investing heavily in technological and technological innovation to increase competitiveness and upgrade 

their capabilities. As a result, it is helpful to investigate KM issues within the context of this study. 

Employees knowledge sharing is critical for healthcare facilities management. The free exchange of 

relevant knowledge has the potential to reduce costs and optimise processes. Lack of collaboration can 

harm organisations and render their processes ineffective (Rutten et al., 2016). Polanyi (1966) was among 

the first to distinguish between explicit and tacit knowledge. Others eventually adopted this classification. 

Unlike explicit knowledge, tacit knowledge is entirely novel and, as a result, beneficial to organisations. 

This type of knowledge is unique; it is created and accumulated in the mind of a human, and as an 

intangible asset, it is closely associated with social capital. Intangible assets are increasingly likely to 

determine a company's competitive advantage. They are not easily visible and difficult to quantify; 

however, their indirect influence frequently proves critical in value creation. Many studies have been 

conducted on general concept of explicit knowledge sharing, but only a few have focused on tacit 

knowledge (Kucharska, 2016; Rutten et al., 2016).  
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However, creating an environment in which knowledge can be shared can be almost as complicated as 

acquiring it in the first place. This presents dilemma; as knowledge becomes more valuable, employees 

have less incentive to share it and risk losing the competitive advantage of what they know—or, worse, 

seeing another profit at their expense. This is even more evident at the corporate level. While 

organisations may seek out external partners to expand their knowledge base, sharing will be ineffective 

unless the mutual trust is established (Bollinger and Smith, 2001; The Economist, 2003; Mohammad and 

Al Saiyd, 2012). An element of growth‐oriented systems is sharing failure‐related knowledge. The 

importance of learning from failure has been emphasised by experts as a determinant of safety and quality 

improvement (Leape 1994; Kohn et al. 2000; Donaldson 2000). Creating an environment where people 

can learn from mistakes and share tacit knowledge to advance their careers is a leadership skill (Senge, 

1990). Together, these themes form a foundation for knowledge management and healthcare quality 

improvement. Knowledge management has been noted as one of the fundamental mechanisms for high‐

quality care, contributing to improved care, reducing harm and waste, mitigating inequalities and 

inequities, and improving the healthcare system (Gray, 2011). By using these concepts, healthcare leaders 

and practitioners can improve tacit knowledge use in healthcare; however, professional organisations, 

educational programs, and professional groups have not fully addressed this topic (Cruess, 2006).  

If an organisation aims to promote learning and innovation, FM should align by encouraging innovative 

behaviours such as KS. Apart from a general focus on efficiency through cost reduction, the most crucial 

FM strategy for organisational effectiveness encourages employee innovation. However, the added value 

of the workplace for innovation has yet to be empirically proven. Appel‐Meulenbroek et al. (2014) stated 

that to demonstrate added value, it is necessary to use appropriate quantitative metrics and the 

mechanisms underlying the evaluation of office design, as emphasised by realistic evaluation theory.  

With the intensification of globalisation, acceleration of change, and expansion of information technology 

use, special attention is paid to the opportunities and challenges associated with KS and the transferral of 

'best practice' within and across organisations (Leonard‐Barton, 1995; Brown and Duguid, 1998; 

Davenport and Prusak, 1998). This emphasis on knowledge and knowledge management is especially 

acute in the context of healthcare facilities management, where the development and delivery of timely 

and innovative services across diverse cultures, locales and specialities are critical and ongoing challenges. 

Taking on such challenges requires more than good ideas, strong leadership, and ample resources. It also 

requires a deep understanding of 'distributed organising', or the ability to operate effectively across 

temporal, political, and cultural boundaries. 

Individuals are understood to act knowledgeably as a routine part of their everyday activity in these 

accounts (Lave, 1998; Hutchins, 1991, 1995). They are seen to be purposeful and reflective, constantly and 

routinely monitoring the ongoing flow of action—their own and that of others and the social and physical 

contexts in which their activities are performed. As Giddens points out, such activities imply an "immense 
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knowledgeability involved in the conduct of daily life" (Giddens and Pierson, 1998, p. 90). The goal is to 

understand how members of the organisation generate and sustain knowledgeability in their distributed 

operations through organisational knowledge. While organisational knowledge appears to be especially 

relevant to the distributed organisation's services, this capability may also be necessary for various other 

organisational activities. According to Nonaka and Takeuchi (1995), the potential importance of managing 

knowledge for competitive advantage has been widely discussed, with knowledge sharing and application 

broadly identified as key sources of sustained competitive advantage (Hall and Sapsed, 2005, p.57).  

Knowledge, according to Senge et al. (2014), is "the ability to translate meaning into effective action in 

diverse and uncertain situations". Only humans are capable of acquiring knowledge; it is generated and 

stored in people's minds (Pandya, 2011). The new economy requires an organisation to prioritise the 

acquisition, organisation, and sharing of tacit and explicit knowledge. Effective knowledge utilisation 

generally depends on employees' willingness to share it. Nevertheless, individuals' eagerness to do so 

appears critical to organisations because knowledge sharing is more than just sharing information; it 

stimulates the exchange of thoughts, experiences, and ideas among organisation employees (Diehr and 

Wilhelm, 2017). This procedure is critical for knowledge creation and innovation.  

Given these considerations, knowledge sharing can effectively increase productivity and profitability, 

thereby improving an organisation's overall performance. However, it is important to note that KS is 

influenced by both organisational and individual factors (Husain and Husain, 2013). Simon (1997) argues 

that the fundamental challenge for all organisations is "inducing their employees to work toward 

organisational goals" (p. 276). Similarly, Pfeffer (1998) contended that how organisations manage their 

employees has been and will continue to be the key to long‐term success, because creating meaningful 

work and otherwise keeping employees happy is critical to fostering organisational effectiveness. The 

leadership and culture of an organisation determine how happy, motivated, and committed its employees 

are to the organisation's objectives. It can be measured by how connected, obligated, and rewarded 

employees feel working for the organisation (Allen and Meyer, 1990).   

The broad scope of work motivation is reflected in Locke and Latham's (2004) definition: "the concept of 

motivation refers to internal factors that impel action as well as external factors that can act as 

inducements to action" (p. 388). Three previously established concepts as dependent variables in Locke's 

(1997) review of work motivation theories and empirical workplaces as central and interconnected 

components in explaining or representing the concept of work motivation as job satisfaction, 

organisational commitment, and job involvement. Therefore, willingness to share knowledge is 

undoubtedly influenced by subjective well‐being, which impacts employee commitment, loyalty, and 

trust, all of which are required to achieve organisational goals (Casimir et al., 2012). Knowledge workers 

are the employees who are concerned about this process, and their level of knowledge sharing is much 

higher than that of other workers.  
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Knowledge workers are a subset of employees. As Mladkova et al. (2015) pointed out, they are 

independent knowledge producers for whom knowledge is the primary tool and resource for their work. 

Modern networked organisations that want to be innovative and gain competitive advantage must find a 

way to harness this resource that they do not have. This situation has drastically altered the role of 

knowledge workers as they become valuable to organisations. Independent knowledge producers can 

distribute the value they create in an existing network or create their network. This group is responsible 

for an organisation's current and future performance; therefore, it is worth determining which cultural 

dimensions significantly impact its performance. Liu et al. (2018) discovered that national culture 

dominates how knowledge is managed in China where the influences of national cultures and 

organisational cultures are visible.  

Most KM literature distinguishes between explicit knowledge (information) and tacit knowledge 

(experiences, skills, attitude) (Hislop, 2009). It also emphasises that ICT cannot replace the need for face‐

to‐face communication in the case of tacit knowledge (Nenonen, 2005) but can only be used to share 

explicit knowledge. It is generally recognised that there is a difference between (brief) interactions and 

more time‐consuming and interdependent collaborations (Kahn, 1996) in KS. This first level of behaviour 

is the subject of most (objectivist) research because it is relatively easy for management to quantify, 

measure and change (planned meetings, document exchange). Collaboration exhibits the same interactive 

behaviour as competition but with greater interdependence; moreover, it combines this with attitudinal 

aspects that are more difficult to quantify (inside the human mind). Stimulating collaboration thus 

represents a gap and deserves more attention because it has a more significant positive impact on 

innovation than interaction (Kahn, 1996). 

Sharing knowledge within an organisation makes it more valuable since it becomes cumulative over time. 

As such, it is integrated into the organisation's processes, products and services (Demarest, 1997). As Grant 

(1997) noted, tacit knowledge cannot be demonstrated except through its application. Rather than aiming 

at capturing what everyone knows without combining the different levels of expertise to create novel 

knowledge in an organisation, the goal should be to combine the different levels of current expertise to 

create new organisational knowledge. To achieve this, there needs to be a network of communication and 

networking channels to facilitate the sharing of information and collaborative processes (Demarest, 1997). 

Wiig et al. (1997) pointed out, the term 'management' implies that 'something' must be managed and that 

'something' is an object. An object is typically assumed to be tangible ‐ something physical that can be 

observed with the senses. On the other hand, knowledge is not tangible but measurable, and a person's 

knowledge is an integral part of who a person is. Intangible organisational knowledge also exists; it defines 

the organisation and reflects its culture. Knowledge management is typically concerned with capturing an 

organisation's know‐how and know‐what through the processes of creation, collection, storage, 
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distribution and application (Miller, 1999). It identifies and utilises the organisation's collective knowledge 

gained through experience and competencies.  

Cooperation with other people is required to live, work and play. In groups and organisations, people 

express their collective identity and individuality. Peoples’ shared experiences of living and working 

together bind them to one another and their forefathers. Individuals are also cooperating students; they 

develop their theories and perspectives as they navigate and reflect on their relationships. Also, they have 

values and assumptions about how people should interact and complex strategies to guide one’s 

communication and conflict resolution. However, today people face new challenges that make 

collaborative work more critical and challenging. Organisations are shifting from rigid, hierarchical 

structures toward more organic, flexible forms to meet increasing healthcare demands, which have 

become a prerequisite (Wendt, 1994).  

Groups are responsible for developing and improving hospital services, resolving shortfalls, and 

developing corporate strategies. Managers are experimenting with employee participation, high‐

commitment dedication, self‐managing work teams, labour‐management cooperation, and KS 

programmes (DiRomauldo and Gurbaxani, 1998). Despite their disparate origins, all these innovations 

involve the explicit use of teams to complete critical organisational tasks. Rather than the individual, teams 

are increasingly regarded as the fundamental tenet of organisations, and teamwork is spreading across 

organisational and national lines.  

Many service providers form collaborative teams with their suppliers to improve quality, reduce costs, and 

ensure continuous improvement. International alliances are increasingly becoming the accepted method 

of participating in the global marketplace. Healthcare organisations in the UK, the United States, and other 

traditional competitors have devised a wide range of cooperative strategies. People with different 

organisational and national loyalties, diverse cultural backgrounds, and unequal statuses are increasingly 

being asked to work together (Department of Health and social care, 2021). 

People believe their goals are positively related when they work together. They understand that achieving 

their own goals helps others achieve theirs; as one succeeds, others succeed. They then share information, 

exchange resources, and assist one another in acting effectively. Mutual expectations of trust and gain 

from collaboration encourage ongoing efforts to support and assist one another (Deutsch, 1962). This 

beneficial interaction produces relationships that are marked by positive regard, openness, and 

productivity.  

People may believe that their goals are competitive, that achieving one's goal precludes, or at least makes 

it less likely, that the goals of others are also achieved. When others act ineffectively, people with 

competitive goals conclude that they are better off, and this atmosphere of distrust stifles the exchange 

of knowledge and resources (Locke and Latham, 1985). Employees withhold information and ideas to 
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increase their chances of succeeding, and they may even actively obstruct the other team's practical 

actions. When people believe that their goals are unrelated, they experience mutual hostility, restricted 

communication, and mutual goal independence. The achievement of one goal neither helps nor hinders 

others. Pfeiffer (1998), demonstrates that success for one does not necessarily imply failure or success for 

others.  

A person's interpersonal life is dependent on his or her ability to communicate his or her thoughts, 

feelings, and needs to others and on that person's receptiveness to others' attempts to share similar data 

with a third party. Communication, a multifaceted phenomenon, results from individual efforts; it can be 

described as the sending and receiving messages, as both elements must be present for communication 

to occur. The fundamental operation of the message sent and received, on the other hand, does not imply 

that communication has occurred (Jones, 1973; Bretherton et al., 1986; Sullivan, 1993). It has frequently 

only occurred wholly or partially due to the circumstances surrounding the occasion when the 

communication attempt was made. These circumstances could be environmental, emotional, verbal‐skill 

oriented, phenomenological, or the result of various conditions present within the individuals attempting 

to relate (Pfeiffer, 1998l; Al‐Fedaghi, 2012). 

People tend to conclude that whether others act effectively or ineffectively does not really matter but 

working for oneself breeds boredom and indifference. Three interdependent goals exist in most situations, 

but the one that people focus on can significantly impact their interactions and outcomes. The choice of 

whether to prioritise cooperative, competitive, or independent goals is the responsibility of individuals 

(Evans et al., 2000). It suggests the potential for collaboration and the challenges of developing 

collaborative work due to this theorising.  

Depending on individual team members, the competitive environment and independence can be highly 

appealing. Likewise, team members must interact to promote cooperation to move toward success, which 

reinforces their commitment to work cooperatively. Cooperation between two people, each with their 

agenda and style, can be emotionally and intellectually taxing. They must coordinate so that they both 

choose to cooperate, develop practical and fairways to assist each other and manage the inevitable 

conflicts that will arise. Promoting cooperation among diverse people under pressure to perform is usually 

far more complex. Leading various departments, teams and business units, each with its own identity, can 

be daunting when collaborating as a cooperative organisation team to meet current demands and prepare 

for the future (van Knippenberg, 2001). 

Consequently, KM is just as significant as other assets and resources for the survival and success of an 

organisation. If knowledge is not well managed and shared, it will corrode over time, especially in the 

management and delivery of healthcare infrastructural assets. In particular, the tacit knowledge that has 

been accumulated over time in people's minds needs to be shared. Knowledge sharing is recognised as an 
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essential KM process. Witherspoon et al. (2013) identified that KS is a building block for the organisation's 

success and that it is becoming a survival strategy. For many years, HR professionals have ignored the 

importance of KS. However, they became aware of the importance of knowledge management with time, 

especially around 2000. Since then, KM and its processes have emerged as a significant focus for HR 

(Blankenship and Ruona, 2009; Gourlay, 2001). KS can be defined as the transference of knowledge 

between individuals, groups, teams, departments, and organisations (Crossan et al., 1999; Ipe, 2003). 

Many factors influence KS behaviours, such as the individual characteristics of knowledge bearers and the 

characteristics of groups and organisations. 

Several antecedents to KS behaviour have been identified by various researchers and explained in different 

ways. It is thought that individual characteristics, such as age and gender, can impact the way individuals 

behave in KS (Constant et al., 1994). Moreover, some characteristics of individuals (Cabrera et al., 2006) 

and their attitude towards the concept of KS (Bock and Kim, 2002) are also some critical precursors of KS 

behaviour. In addition, a variety of group and organisational characteristics may be taken into account 

(Connelly and Kelloway, 2003), such as organisational culture, values, and norms (David and Fahey, 2000; 

McKinnon et al., 2003; Bock et al., 2005). As Baker et al. (2006) and Sawng et al. (2006) found out, team 

characteristics and norms affect KS behaviour. A number of factors influence KS and the transfer of 

knowledge and barriers; trust, for example, was found to be the most influential determinant. A study by 

Xue et al. (2011) found that both internal and external trust in team climate can affect KS behaviour.   

The team climate impacts individuals' subjective attitudes, affecting their KS behaviours and external 

behaviour, which are based on the team leader's social pressure and facilitation. There is an increasing 

research trend that focus on trust as a component of KS and knowledge transfer. When it comes to 

knowledge transfer in a multilateral organisation like the NHS with different cultural settings, KS becomes 

difficult. However, as trust grows, knowledge transfer becomes easier (Fong Boh et al., 2013). Trust, as an 

exponent of KM, was studied in subsequent years as an essential factor that can impede or facilitate KS 

and transfer. Interpersonal trust promotes KS in the workplace, especially when it comes to sharing tacit 

knowledge (Holste and Fields, 2010).  

The importance of the reward system and motivation can be seen in the fact that these variables have 

been extensively researched and are associated with KS and transfer. According to Jeon et al. (2011), both 

extrinsic and intrinsic motivation positively influence individuals' knowledge‐sharing attitudes, which 

govern their behaviours toward KS and transfer. When people are not motivated to share their knowledge 

and are not rewarded for doing so, they tend to hide their knowledge and do not reveal or share it with 

others. Subsequent research on KS and transfer factors in organisations show that rewards and motivation 

facilitate KS and transfer, whereas the absence of rewards and motivation hinders. Repatriates are an 

essential source of knowledge in multifaceted organisations like the NHS, so they must be motivated and 

rewarded for sharing their knowledge (Cruz et al., 2009). 
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As a result, appropriate formal and informal KS mechanisms must be in place to motivate repatriates to 

contribute sufficient KS and transfer to the organisation. When incorporated into the organisational 

culture, reward strongly encourages individuals to share knowledge. Durmusoglu et al. (2014) discovered 

that knowledge is gained in organisations when rewards are linked to organisational culture. Furthermore, 

when an organisation rewards individuals for sharing knowledge, individuals are motivated to do so and 

learn from each other, resulting in organisational learning. Research has highlighted the importance of 

rewards and motivation for KS and transfer, identifying a lack of rewards and motivation as a barrier. 

Extrinsic and intrinsic motivation are not only precursors to KS but are also predictors of KS behaviours 

(Tangaraja et al., 2015). As a result, to facilitate KS, healthcare facilities management should devise an 

appropriate reward system and adequate motivation. 

Furthermore, the transfer of tacit knowledge in healthcare organisations is influenced by organisational 

structure. If the employee relationship network is designed to help individuals find those who know what, 

knowledge transfer becomes easily accessible (O'Dell and Grayson, 1998; Szulanski, 1996). Even if the 

organisation's structure is hierarchical, it allows people to access each other when they need knowledge, 

and the hierarchical structure does not impede knowledge transfer (Fahey and Prusak, 1998). The 

importance of organisational structure in successful knowledge transfer can be characterised by the fact 

that recent research on KS and transfer has highlighted organisational structure as an important factor 

that facilitates or impedes knowledge transfer in healthcare organisations (Muhammad and Sadia, 2016). 

According to Inkpen and Tsang, (2005), there are more chances of knowledge transfer when individuals in 

an organisation develop friendly relationships. Face‐to‐face communication and social capital are 

frequently used in organisations to exchange knowledge. Zhou et al. (2010) stated that the role of social 

relationships in knowledge exchange was a hotly debated topic. Key research findings indicate a positive 

relationship between KS and social relations or networks of individuals in the organisation. However, Zhou 

et al. discovered that interpersonal trust and network ties are related; therefore, it can be assumed that 

to facilitate KS and transfer, network ties among individuals should be formed, which is possible through 

interpersonal trust. Similarly, the relationship between social relations and knowledge exchange has been 

studied in various ways in subsequent years. Ghobadi and D'Ambra (2012) discovered that cooperative 

interpersonal relationships have a significant impact on KS behaviours. 

Furthermore, Fullwood et al. (2013) and Titi (2013) discovered that social interaction and healthy social 

relationships among colleagues serve as KS enablers. On the other hand, Li et al. (2014) explained that, in 

the context of different cultures, tie strength, network centrality, and network density tend to affect the 

knowledge transfer process. Granovetter (1985) defined tie strength as the intimacy and frequency of 

interaction in a two‐party relationship. The ratio of actual relationships of individuals in a group to the 

maximum possible number of relationships in a network is called network centrality. Seemingly, network 
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centrality refers to the intensity of attention or focus individuals receive in relationships concerning other 

network members (Granovetter, 1985). 

One crucial factor that enables or hinders KS and transfer has been identified as culture. Culture is defined 

as sets of beliefs rooted in society and expressed through the actions of individuals and organisations 

(McDermott and O'Dell, 2001). Culture as a significant variable in KS and transfer has received much 

attention in the last five years. Clan and national cultures were discovered to positively impact individuals' 

tacit KS behaviours (Suppiah and Singh Sandhu, 2011). Clan culture encourages employees to talk about 

themselves, meaning there is a high level of teamwork and employee involvement programmes, a high 

level of employee commitment to colleagues and an organisation and corporate commitment to the 

employees. 

Culture influences on KS, for example, innovative, community and bureaucratic cultures positively impact 

knowledge‐sharing behaviours (Cavaliere and Lombardi, 2015). An innovative culture places a premium 

on creativity and entrepreneurship and requires the organisation to seek out new opportunities in the 

industry (Deshpande et al., 1993). Innovative culture fosters employee creativity, allowing them to 

generate solutions and share knowledge about those solutions with others. Researchers have found that 

a corporate culture that emphasises adherence to strict rules and procedures, which is prevalent in the 

healthcare sector, positively impacts an organisation's knowledge‐sharing behaviour. According to 

Deshpande et al. (1993), community culture is defined as a culture with a predominant focus on employee 

cohesion rather than achieving financial and equitable goals. Employees play an integral part in decision‐

making, and their satisfaction is paramount. 

Knowledge‐centred cultures have been identified as an important antecedent to KS in people with high 

trust proclivity (Ferreira et al., 2014). A knowledge‐centred culture is a set of organisational values, norms, 

and beliefs that employees use to create, share, and apply knowledge within the organisation. The critical 

success factors of KM practices have been identified as a knowledge‐centred culture (Janz and 

Prasarnphanich, 2003; Ajmal et al., 2010). Openness to change, in which employees are encouraged to 

learn from their mistakes, has been extensively researched and identified as an important cultural 

attribute facilitating knowledge exchange (Al‐Adaileh and Al‐Atawi, 2011). Openness to change is defined 

as a high absorptive capacity, as recognising the need for change and implementing change to improve 

performance. In an organisation, openness promotes good communication (Magnier‐Watanabe, 2011). 

Good communication and a climate of trust, openness and collegiality contribute to an engaging 

environment that promotes tacit KS (Nakano et al., 2013). Openness has been studied in the context of 

cultural attributes or elements with KS and transfer. Although openness to change has not been 

extensively researched in the literature, it plays an essential role in facilitating KS and knowledge transfer 

in the effective delivery of healthcare facilities management (Watkins et al., 2015). Communication has 
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been extensively studied as an enabler of KS and transfer over the last six years and continues to be a topic 

of debate among researchers. Communication encourages voluntary KS behaviour (Teng and Song, 2011) 

and improves knowledge transfer from one subsidiary to another (Miao et al., 2011). Communication has 

also been studied as a significant variable in knowledge transfer in high‐turbulent environments and in 

cross‐functional teams (Jones and Mahon, 2012; Ghobadi and D'Ambra, 2012). It is closely associated with 

the workspace structure, as employees' KS practices rely on proximity, which affects employee 

communication (Coradi et al., 2015). 

Individuals in an organisation may know but tend to keep it hidden. Although few extensive studies on KS 

and psychological ownership have been conducted, psychological ownership has been the most related 

knowledge‐hiding variable (Peng, 2013). Psychological ownership refers to an individual's belief that they 

have ownership rights to the object in question. Because it is assumed that the benefits obtained as a 

result of KS cater to the expert person, willingness to share knowledge has been found to have a positive 

relationship with the psychological ownership of the person (Pierce et al., 1991; Constant et al., 1994; 

McLure‐Wasko and Faraj, 2000). Individuals' willingness and eagerness to share knowledge have remained 

a research topic for the last six years (Hooffa and Hendrixb, 2004). 

Chilton and Bloodgood (2010) summated that organisations with superior knowledge capital have a better 

chance of achieving a competitive advantage than competitors who do not. The researchers proposed that 

one factor that significantly impacts knowledge resources is the individuals who use those resources to 

fulfil organisational obligations, decision‐making, and other job functions. As Nakano et al. (2013) pointed 

out, individuals are crucial organisational assets regarding knowledge resources. Individuals are the 

primary sources for retaining and transmitting tacit knowledge to others. Consequently, individuals play 

an instrumental role in disseminating tacit knowledge in various circumstances. A study conducted by 

Harlow (2008) revealed that explicit KS is related to the performance of an organisation. Still, the author 

also emphasised the importance of identifying why and how tacit knowledge is necessary to measure an 

organisation's invention process and economic performance in today's modern organisations.  

Wang and Wang (2012) stressed the importance of KS in terms of innovation, performance, and 

performance evaluation. Study findings indicate that, in addition to the positive relationship between KS 

and performance, it is also related to innovation, which is directly linked to performance in an organisation. 

In contrast to explicit KS, which has a more significant impact on innovation speed and financial 

performance, tacit KS affects innovation quality and operational performance. Conversely, the authors 

agree that explicit and tacit KS practices contribute to innovation and performance. 

Knowledge sharing and transfer have been discussed in the context of an individual's willingness to share 

knowledge. In their research findings, van den Hooff et al. (2012) found that empathy and emotions affect 

the willingness to share knowledge. In turn, this influences people's willingness to share knowledge with 
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others. Additionally, in multilateral organisations, such as the NHS, a department's or division's willingness 

to transfer knowledge to another department plays a significant role in the process of knowledge transfer 

(Blomkvist, 2012). On the other hand, the reward for individuals willing to share and transfer knowledge 

must be both extrinsic and intrinsic (McNichols, 2010). 

Information technology has been identified as a critical enabler of KS (Mitchell, 2003). Because of 

advancements in information technology, its role in KS and transfer has grown in importance over time. 

Song (2001) identified various KS mediums related to ICT, such as an intranet, emails, databases, websites, 

bulletin boards, and electronic forums, that effectively facilitate KS and transfer within and outside the 

organisation. Many researchers have since investigated the role of information technology in KS and 

transfer. Many other IT tools, such as social media and web‐enabled technologies, have been introduced 

as technology advances (Kumar et al., 2019). Panahi et al. (2013) emphasised the significance of social 

web tools in tacit knowledge‐sharing behaviours. Similarly, web‐enabled technologies, such as blogs, 

promote enterprise communication and KS (Zhao and Chen, 2013). Social media platforms (such as 

WhatsApp, Twitter, and Instagram) have also been found to facilitate both formal and informal KS in 

organisations (Rathi et al., 2014). 

Also, support from top management has been identified as an important enabler of KS. Researchers in the 

context of KS have extensively researched this KS‐related variable. The study conducted by Cavaliere and 

Lombardi (2015; McNichols, 2010; Titi, 2013) reveals that top management support has been studied and 

identified as motivator or enabler of KS.  The support of top management has been found to have a 

significant impact on knowledge collecting and donating behaviours (Cavaliere and Lombardi). Leadership 

is critical in promoting KS and transfer in the organisation, as a leader's responsibility is to instil trust in his 

or her employees and to encourage them to share and transfer their knowledge. As Rivera‐Vazquez et al., 

(2009) informed, managers act as a cultural barrier to KS between employees. Through necessary 

measures, the leader promotes KS behaviour in the organisation. Leadership has been identified as a 

critical enabler of organisational KS and transfer. Xue et al., (2011) investigated the concept of empowering 

leadership in the context of KS. Their study findings revealed that empowering leadership significantly 

impacts individuals' KS behaviours.  

Arnold et al. (2000) presented five dimensions of empowering leadership: leading by example, coaching, 

participatory decision‐making, showing concern for employees, and informing. Leadership is influenced 

by organisational structure, which is also a factor in KS and transfer (Kim et al., 2012). The obstacles that 

impede the creation of new knowledge in organisations are referred to as KS deterrents (Lilleoere et al., 

2011). Previous research findings revealed a range of impediments to KS and knowledge transfer in 

organisations. Anwar and Asrar‐ul‐Haq (2016) found that lack of trust is the most significant and 

extensively studied barrier to KS in healthcare organisations. Various studies on KS and transfer revealed 
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that the most significant barrier to sharing knowledge with others in the organisation is a lack of trust 

among individuals (Chinho et al., 2008). 

Interpersonal distrust stifles KS between and within organisations. Individuals' knowledge‐sharing 

behaviours are influenced by factors such as trust, motivation (both intrinsic and extrinsic), and rewards. 

KS and transfer can be hampered by a lack of incentive and reward systems. Similarly, motivation is critical 

for the knowledge sharer. Adequate motivation in the form of recognition, praise and financial rewards 

encourage knowledge sharers to share their knowledge with their colleagues (Gururajan and Fink, 2010). 

Equally, a lack of equitable compensation may impede knowledge transfer in organisations. According to 

Huang et al., (2013), lack of sufficient motivation acts as a barrier in KS and transfer. 

Many researchers and leaders have identified organisational culture as a significant barrier to KS (David 

and Fahey, 2000). The degree to which individuals in a society accept a lack of equality in an organisation 

is referred to as power distance. A high‐power distance reflects a culture in which a tribal system stifles 

upward mobility. The individual who provides and receives knowledge has a non‐symmetrical relationship, 

while power and wealth are not distributed equitably, and leaders are not held accountable. Individualism 

or collectivism refers to the degree to which an individual regards themselves as members of a group or 

as a single individual (Hofstede and Hofstede, 2005). 

Individual ties are vital in highly collectivist culture, and people consider themselves to be a part of a group. 

Individuals in high individualistic cultures, on the other hand, have loose or weak ties, and in a highly 

individualistic culture, self‐interest is prevalent. The third dimension of culture is uncertainty avoidance, 

which relates to how hesitant individuals embrace ambiguity and uncertainty. For example, individuals in 

a high uncertainty avoidance culture are risk‐averse and have a high tolerance for strict laws, policies, and 

regulations. Masculinity or femininity refers to an individual's willingness to promote social values. 

Dependence on traditional power prevails in a culture of high masculinity (Hofstede, 1983; Lee, 2012). 

These cultural dimensions have been extensively researched in China. Significant research findings show 

that a culture of high‐power distance, low individualism, higher masculinity, and high uncertainty 

avoidance is a barrier to KS and transfer in Chinese organisations, preventing individuals from taking risks 

and experimenting (McAdam et al., 2012). When transferring knowledge across cultures, openness to 

diversity is essential. According to Fong Boh et al. (2013)'s research findings, an openness to diversity and 

a multicultural workforce allows employees to learn and transfer knowledge from one another. On the 

contrary, some researchers identified openness to diversity as a barrier to knowledge transfer. They 

proposed that a high level of cultural diversity impedes successful knowledge transfer resulting in poor 

employee performance (Palich and Gomez‐Mejia, 1999; Puck et al., 2007). 

Similarly, employees who are less open to diversity avoid KS and transfer. Furthermore, an organisation's 

lack of communication has been identified as a barrier to KS and transfer (Chen et al., 2010). When a lack 
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of time is coupled with heavy workloads and constraints on service deliveries, sharing and transferring 

knowledge becomes difficult. Many researchers, including Qureshi and Evans (2015), noted that time 

constraints deter KS. Work pressure has increased because of increased competition, making it difficult 

for individuals to devote time to KS activities. Heavy workload has been identified as the primary cause of 

little or no time for KS. This variable has been extensively researched as a barrier to KS and transfer 

(Gururajan and Fink, 2010).  

The absence of technology impedes the successful sharing and transfer of knowledge, and organisations 

that; it is also a barrier. In their research findings, Ranjbarfard et al. (2014) identified a lack of technical 

support as a barrier to knowledge generation, storage, distribution, application and organisational 

learning. The high cost of KS and the limitations of IT were also found by Qureshi and Evans (2015) as a 

deterrent to KS in most organisations. The authors further stated that, despite the barriers to KS, people 

want to share their knowledge and learn from one another. Inadequate top‐management support and the 

presence of poor leadership also impede successful KS and transfer in organisations.  

McNichols (2010) identified barriers to KS and transfer as a lack of top management support; furthermore, 

poor leadership serves as a barrier (Qureshi and Evans, 2015). On the other hand, Ma et al. (2014) 

investigated KS in a Chinese collectivist culture and found that leadership style does not affect KS in China. 

A lack of organisational commitment acts as a barrier in KS and transfer, which can be defined as a force 

that motivates employees to remain with their employer (SamGnanakkan, 2010). Affective, normative and 

continuance commitments are the three components of organisational commitment (Ria et al., 2012; 

Rameshkumar, 2020). 

Meyer and Herscovitch (2001) believe that an employee can experience a wide range of commitments 

during his or her tenure in an organisation. Affective commitment is defined as an individual's emotional 

attachment to his or her employer's organisation. Affective commitment also predicts how much an 

individual identifies with and participates in the organisation (Newman and Sheikh, 2012). Moreover, 

people who develop high levels of affective commitment generate positive feelings for their organisation 

and find it difficult to leave. Similarly, SamGnanakkan (2010) defined normative commitment as the extent 

to which employees feel obligated to the organisation; continuance commitment, in contrast, is related to 

an individual's emphasis on perceived or calculated costs associated with the employing organisation. 

Organisational commitment has been studied as a moderating variable in the relationship between KS 

predictors and KS (Tangaraja et al., 2015), whereas affective trust moderates the relationship between 

affective commitment and KS. Likewise, the absence of absorptive capacity has been identified as a barrier 

to knowledge transfer and sharing. In contrast, the ability of individuals to exploit external sources of 

knowledge is referred to as absorptive capacity (Cohen and Levinthal, 1990). Absorptive capacity is heavily 

reliant on prior related knowledge, and the receiver of knowledge is related to absorptive capacity. 
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Gururajan and Fink (2010) discussed the relationship of absorptive capacity with ICT; they discovered that 

absorptive capacity could be increased by effectively deploying ICT, facilitating knowledge transfer within 

the organisation. Other KS‐related barriers include technological changes, a lack of discussion boards, and 

a lack of resources (Gururajan and Fink, 2010).  

Knowledge uniqueness has been studied as a significantly related variable of partial KS (Ford and Staples, 

2010). The absence of a suitable system and a lack of coordination have been identified as barriers to KS 

(Ajmal et al., 2010). Lack of attention and appreciation and a fear of appearing foolish have been identified 

as significant knowledge‐sharing barriers (Lilleoere and Holme Hansen, 2011). Ambiguity in knowledge 

content and context, combined with uncertainty, is a barrier to knowledge transfer (Fang et al., 2013). The 

degree of secrecy has been identified as a significant impediment to KS over social web tools (Panahi et 

al., 2013). Furthermore, a lack of socialisation among colleagues impedes KS (Qureshi and Evans, 2015). 

Knowledge requires that knowledge is constantly revised and regarded as perpetually improvable, not as 

truth but as a resource. Because business’ view knowledge and its holders as crucial competitive factors, 

knowledge workers are powerful in organisations, and advanced ICT systems assist knowledge workers 

(Quinn, 1992). As a result, businesses are evolving into knowledge‐based enterprises (Davis and Botkin, 

1994). Organisations are shifting away from Max Weber's bureaucratic model and moving towards a 

knowledge organisation, which can be defined as an intelligent, complex, adaptive system comprised of 

networked individuals and intelligent agents (Ria et al., 2012). Knowledge workers can quickly combine 

knowledge from anywhere within or beyond the organisation to solve problems and thus create superior 

business value and flexibly adapt to environmental changes (Jordan and Jones, 1997).  

Knowledge‐intensive organisations have a high proportion of highly qualified employees (Blackler, 1995), 

and an organisation provides the framework for bringing together people with specialised knowledge who 

will work together to complete a task (Drucker, 1994). This can result in organisational competency or 

complex knowledge shared across intra‐ and inter‐organisational networks of knowledge workers. The 

organisational advantage is its setting for collaborative knowledge creation and application, which "gives 

rise to types of knowledge not supported in a marketplace of individuals linked only by market relations" 

(Brown and Duguid, 1998, p. 94).  

Virtual teams, expert networks, best practice groups, and communities supplement traditional 

organisational forms like workgroups and project teams, facilitating collaboration among knowledge 

workers within and across organisations. The ability of an organisation to create an effective environment 

for knowledge creation and application, as well as the knowledge and talent it can recruit, develop, and 

retain to provide value innovation, is becoming increasingly important (Kim and Mauborgne, 1999). 

Management success is determined by an organisation's managerial capabilities rather than comparative 

advantages based on service or production factors. As a result, organisations require concepts and tools 
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to provide such an environment, developing their managerial capabilities regarding knowledge and, more 

broadly, improving how their organisation handles KS. KM promises these concepts and tools. 

J.2 Chapter Summary 

Too frequently, the term culture is used as a metaphor for something the organisation thinks to possess. 

On the other hand, recognising that culture is a complex construct allows for a more judicious application 

of the concept. Paying more attention to the term's multi‐layered and multifaceted complexity—and 

acknowledging that healthcare organisations are made up of many and varied cultural subgroups—opens 

new avenues for understanding the complex NHS organisations' profoundly social and discursive nature. 

How these insights are applied in quality improvement is determined by the healthcare setting's other 

conceptual frameworks, the service quality or performance to be improved, and the specific nature of the 

quality improvement methods to be used (Powell et al., 2009).  

Culture is vital in some framings and improvement methods but secondary in others. This researcher 

believes that the cultural dimensions of organisations are an essential substrate for seeking improvement‐

focused change and that, while never fully manageable, cultures can be better understood and must be 

purposefully shaped. Finally, the cultural framing of healthcare organisations focuses on specific aspects 

of organisational life: the shared patterns of feeling, thinking, speaking, and accomplishing that underpin 

local practice. Other equally important aspects of organisational life, such as individual skill, attitude, and 

responsibility; governance and performance management arrangements; the macro structural 

arrangements within which local service lines are embedded; the incentives spread across the system; and 

the availability of material resources, human capital, and knowledge, may be marginalised or neglected as 

a result.  

Each of these factors interacts with and, at times, overwhelms cultural features, impairing the ability to 

shape and improve culture and services. The decision to focus improvement efforts on healthcare culture 

rather than policy frameworks or resource constraints has political ramifications that should be addressed 

rather than ignored. Cultural change in healthcare is not a substitute for adequate funding. The cultural 

perspective outlined here offers an insightful way of thinking and a practical set of tools to support broader 

quality improvement work in healthcare.  
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APPENDIX K 

 

OB3:  To evaluate the impact of organisational culture and structure on job satisfaction in the 

performance of healthcare FM. 

Q3: What is the reality of organisational culture and structure on job satisfaction and performance in 

delivering healthcare FM from practitioners’ point of view? 

H3: That there is insignificant relationship between organisation culture, structure and job satisfaction in 

the delivery of healthcare facilities management. 

"Until I came to IBM, I probably would have told you that culture was just one among several 

important elements in any organisation's makeup and success — along with vision, strategy, 

marketing, financials, and the like... I came to see, in my time at IBM, that culture isn't just one 

aspect of the game, it is the game. In the end, an organisation is nothing more than the collective 

capacity of its people to create value”. Louis V. Gerstner, Jr., Former CEO of IBM) 

The previous chapter delved into how culture influences knowledge sharing and performance within 

healthcare FM. In this section, the study investigates how organisational culture and structure impact job 

satisfaction in healthcare FM. The study examines how organisational culture shapes attitudes and 

behaviours while factoring in the effect of organisational structure on job satisfaction. Moreover, it will 

explore strategies that resonate with producing meaningful improvements for elevating job satisfaction 

levels within healthcare settings by stressing high‐quality leadership practices infused with a culture that 

promotes positive work environments. Healthcare organisations can successfully enhance employee 

engagement while boosting productivity levels necessary for strong FM performances through 

understanding cultural sensitivities alongside expert navigation through structural challenges employees 

face. 

Methods: Qualitative comprehensive review: studies exploring the effects of organisational culture and 

structure on job satisfaction in healthcare FM were identified through a comprehensive literature search. 

Data collection included interviews, observations, and document analysis to measure employee job 

satisfaction and perceived labour productivity support through the work environment. In addition, the 

data measured the dominant work environment characteristics and critical dimensions of national and 

organisational culture and structure. Study methods and results were analysed qualitatively to provide a 

narrative review with integrative discussions. 
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K.0  Chapter Overview 

"Culture is not limited to national, racial, ethnic or religious affiliation – it is comprised of overt 

beliefs and practices as well as the subtle and taken‐for‐granted conventions that frame our sense 

of reality" (UNESCO, 2001). 

The past decades have seen unprecedented levels of structural healthcare reforms in pursuit of efficiency, 

effectiveness, and broader access to the NHS (The Department of Health and social care, 2021). Structural 

change, for example, has been particularly heavily promoted by central government policy in the NHS 

(Department of Health, 2001). It is increasingly recognised; however, that structural change alone will not 

secure sufficient gains in healthcare performance. Over the past five years, policies have also begun 

emphasising the importance of developing cultural changes alongside structural reform. This concern with 

culture is evident in governance discussions and prominently in the influential Kennedy Report (Stationery 

Office, 2001). The need for cultural change was also highlighted in strategic policy documents for the NHS 

(Department of Health, 2021). The attention paid to culture by UK policymakers is complemented by some 

of the activities occurring within healthcare organisations following lessons from the Francis Inquiries 

(Department of Health, 2015).  

There now exists a growing literature devoted to ideas of changing or transforming culture as a means of 

improving quality, efficiency, patient focus and broader organisational performance (Scott et al., 2003). 

Much of this healthcare guidance draws on generic, international, and heterogeneous management 

literature ranging from severe conceptual and empirical studies to normative guides. The notion that 

organisational culture and structure can affect healthcare performance rests upon certain assumptions: 

that healthcare organisations, units or workgroups have identifiable cultures; that culture is related to 

performance; that culture can be altered to impact performance; that the intervention will provide a 

worthwhile return on investment; and that it will outweigh any dysfunctional consequences (Braithwaite 

et al., 2017; Mannion and Davies, 2018).  

Organisational culture is regarded as something that characterises an organisation; it can be controlled 

and adjusted through the efforts of leaders and members. Organisational culture reflects the aggregate 

esteem, convictions, and standards of hierarchical individuals and is influenced by factors such as history, 

item, advertising, innovation, methodology, worker type, administration style, and national culture; 

culture includes the organisation's vision, values, standards, frameworks, images, dialect, suppositions, 

condition, area, convictions, and propensities (Needle, 2004).  

Understanding organisational culture is multifaceted and has many dimensions (Marcoulides and Heck, 

1993). Every organisation has its own culture and structure, people may or may not have created that 

culture or structure on purpose, but they exist. When individuals examine the dimensions of an 

organisation's culture, it aids in decision‐making and provides the direction in which the organisation 
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wishes to proceed. Understanding the dimensions of an organisation's culture allows one to identify, 

measure, and manage that culture more successfully. Organisational culture researchers worked on 

various dimensions of organisational culture and structure: values, beliefs, ethics, attitudes, climate, 

norms, and environment (Huhtala et al., 2015).  

The culture and structure determine how employees in healthcare organisations interact; in essence, it 

shapes employee behaviour toward one another. Given the importance of organisational culture and 

structure to managers and leaders in a changing business environment and their potential impact on 

healthcare FM outcomes, this study, through empirical studies, examines various organisational 

dimensions to understand better the culture and structure and why they are crucial to organisations' 

success.  Thus, a link between culture‐based interventions and improved organisational performance is 

contingent on a chain of assumptions of uncertain strength or validity (Li, 2018; Mannion and Davies). Due 

to the widespread interest and investment in this field, this study sought to determine if reliable evidence 

could be found to suggest that aspects of healthcare organisations’ cultures and structure are significantly 

associated with job satisfaction and performance in the sustainable delivery of healthcare FM.  

K.1  Organisational culture in healthcare FM 

“Every enterprise has four organisations: the one that is written down, the one that most people 

believe exists, the one that people wished existed and finally, the one that the organisation really 

needs” (NHS England, 2017). 

Healthcare organisational culture represents shared ways of thinking, feeling, and behaving. The 

healthcare industry is best viewed as a network of multiple subcultures, each of which may contribute to 

quality improvement initiatives or may undermine them. There is increasing evidence that culture and 

quality are related, but one needs a more sophisticated and nuanced understanding of cultural dynamics. 

While culture is often identified as a primary culprit in healthcare scandals, requiring cultural reform to 

remedy flaws, such simplistic diagnoses and prescriptions lack depth and specificity (Mannion and Davies, 

2018). 

Organisational culture incorporates what it has done well in the past and what has worked well in the past 

(Bolman and Deal, 2017). Long‐serving members of an organisation may accept these practices without 

inquiry. Some of the organisation's legends are one of the first things a new employee learns. Legends can 

stay with organisations and become ingrained in the way things are done. The organisation will acquire 

‘norms’ over time, which are established (normal) expected behaviour patterns inside the organisation. A 

cultural norm is described as a set of established behaviour patterns (Buchanan and Huczynski, 2019). 

Schein (2004, p.8) suggests that “Perhaps the most fascinating part of culture as a notion is that it points 

us to phenomena that are below the surface, that are tremendous in their impact yet unseen and to a 

large extent unconscious”. Indeed, Schein states that culture is to a community what personality or 



514 | P a g e  
 

character is to a single person. “We can see the behaviour that results, but we often cannot see the forces 

at work beneath the surface that drives specific behaviours. Nevertheless, just as our personality and 

character guide and constrain our behaviour, shared standards in a community guide and constrain the 

behaviour of its members” (Schein, 2004, p.8). 

Giddens (1993) defines culture from a sociological standpoint as the set of values that members of a 

specific group hold, including the rules they follow and the tangible commodities they produce. Culture is 

organisations unspoken social order: it has a broad and long‐term impact on attitudes and behaviours. 

Cultural norms govern what is promoted, discouraged, accepted, or rejected within a group. When culture 

is appropriately matched with personal beliefs, it can unleash enormous energy toward a common goal 

and nurture organisations abilities to prosper (Groysberg et al., 2018). Gopalkrishnan (2018) summed up 

organisational culture in three words: it exists, it is imperative, and it is a difficult concept to define 

universally. It can be difficult to define culture and what organisations can do to influence it with so many 

elements, symptoms, and consequences. This makes it difficult to diagnose, analyse, measure, benchmark, 

and influence (Gopalkrishnan). Given the variety of factors that can affect any culture, there is significant 

variation within any cultural group, according to Tribe (2005) ethnicity, language, religion, spiritual beliefs, 

gender, socioeconomic class, age, sexual orientation, geographic origin, group history, education, 

upbringing, and life experience all have an impact.  

Culture can also adapt and evolve on its own because of changing opportunities and needs. There is a 

substantial body of academic literature on the subject, including multiple formal definitions of 

organisational culture as well as various models and methodologies for analysing it, produced and altered 

through a variety of processes (Ouchi and Wilkins, 1985; Kavanagh and Ashkanasy, 2006). Specifics vary 

across definitions, models, and methodologies, but a synthesis of seminal work by (Schwartz, 1997; 

Hofstede, 2009; Schein, 2010) and other notable researchers identified four widely accepted 

characteristics: a phenomenon that occurs in groups is shared culture. It cannot exist solely within one 

person, nor can it be the sum of individual characteristics. It manifests itself in shared behaviours, 

attitudes, and assumptions and is most felt through groups norms and expectations—the unwritten rules. 

Organisational culture emerges from social anthropology as a paradigm for understanding organisations, 

and social scientists have written extensively about it (Davis, 2000). Two distinct perspectives on 

organisational culture can be discerned from their publications: a feature that organisations contain and 

simply a rich depiction of organisational activity. Either method may be useful in understanding system 

performance and resistance to change. The concept of organisational culture implies that certain aspects 

of an organisation's shared assumptions, beliefs, and values can be isolated, described, and even 

measured. Such a viewpoint may go even further, implying that an organisation's distinct cultural 

characteristics may be to blame for its poor performance. Shared ideas and attitudes, for example, about 

quality, risk, and the role of patients in decision‐making, are likely to influence service delivery. Thus, in 
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today's parlance, there was a lot of emphasis in the 1990s on changing healthcare culture to improve 

organisational performance – clinical governance (Davis, 2002). In the 1980s, management gurus 

popularised the idea that culture determines performance (Deal and Kennedy, 1982; Peters and 

Waterman, 1982), but there is only limited evidence to back it up (Scott et al., 2001). 

As a reaction to and critique of such modernist views as stated above, this builds on post‐modernist 

concepts about the indeterminacy of many organisational phenomena. Organisations, according to this 

point of view, do not have cultures; instead, they are cultures. This viewpoint emphasises the dynamic and 

unstable processes by which individuals make sense of their reality, the persistence of multiple and 

opposing views, and the critical role of power in establishing legitimacy. This viewpoint is sceptical that 

culture can be controlled to achieve desired results and instead seeks insights from detailed descriptions 

of organisational activity (while accepting that such insights are always fragile and contingent). These 

organisational culture conceptualisations can provide significant insights and help inform research or 

organisational analysis. Alternatively, one could strike a happy medium by viewing culture as an emergent 

property of an organisation – not entirely predictable in substance or impact, with limited controllability, 

but still definable and assessable in terms of the organisation's goals – if not controllable, at least 

influenceable (Mathew and Ogbonna, 2009; Galea et al., 2014). 

Many people who work in a fiercely tribal environment, such as the NHS, may find the concept of shared 

cultures a bit of a stretch. However, closer examination reveals that values and ideas may run deep 

throughout the organisation — even if some are undesirable, such as pessimism about change. 

Simultaneously, more robust sets of more coherent cultures can be detected more easily within 

organisational subgroups. The most visible subgroups are numerous medical subspecialties, nurses, 

therapists and FM staff. These groups share common cultural values instilled in them throughout school 

and training and are reinforced by outside influences (for example, professional bodies, unions, and 

regulatory authorities). Cohesive cultures can also be observed within individual teams, where they can 

significantly impact work patterns. Any organisational culture analysis must identify and evaluate the 

prominent subcultures, their influences and interconnections. Some of these subcultures enhance and 

amplify the dominant culture (e.g., successful multidisciplinary teams; centres of excellence), whereas 

others may tolerate the organisational culture while acquiring many of their values and beliefs from 

outside sources. Countercultures, in which groups act overtly or covertly to attack and undermine the 

dominant organisational culture, are likely to emerge during times of upheaval. Such a pattern of 

opposition was visible during organisational structural reforms of the 1980s and early 1990s (Lapsley, 

1997). 

Schein (1990) opined that the visible levels (surface manifestations) of the 'culture iceberg' include 

observable symbols, ceremonies, stories, slogans, behaviours, clothes, and physical surroundings. 

Underlying values, assumptions, beliefs, attitudes and feelings are among the 'culture iceberg's’ invisible 
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levels. However, change plans frequently concentrate on the visible levels. Deal and Kennedy (1982) place 

a premium on the more visible aspects of culture (heroes, rites, rituals, stories, and ceremonies) because 

they believe these characteristics impact behaviour. However, in terms of their influence on advancing or 

inhibiting organisational transformation, the invisible levels may be of greater interest to healthcare 

organisations. The more 'superficial' parts of organisational culture, such as the patterns of behaviour and 

observable symbols and ceremonies are deeper‐seated alongside underlying values, assumptions and 

beliefs. Some proponents think that focusing on the more visible components of organisational culture, 

such as rites and rituals, can help to mould behaviour. Others, however, say this is a misunderstanding of 

culture and that when examining organisational culture and prospective changes, the 'deeper' parts, such 

as beliefs and feelings, must be examined. Culture is a much‐discussed construct among policymakers, 

managers, clinicians and administrators Napier et al., (2014) propose that practical, functional, or 

productive cultures are preferable to ineffective, dysfunctional, or toxic ones. The effect of a healthy 

organisational culture on patient outcomes is believed to be linked to reduced complaints, shorter stays, 

and higher quality of care (Parmelli et al., 2011; Hesselink et al., 2013). 

Policy changes in the NHS have, in recent years, extended beyond structural arrangements and incentives, 

suggesting that organisational culture must also be renewed if quality and performance are to be 

improved (Department of Health, 2001; Mannion et al., 2005). A common assumption is that culture 

affects organisational performance. However, examining culture and performance in healthcare 

institutions poses substantial methodological and theoretical challenges, not least in terms of 

conceptualising and operationalising both 'culture' and 'performance', and inferring causality among these 

variables. Despite the definition of culture and performance and the associations between them, it 

remains difficult to discern the nature of causal links, given the diversity of views and approaches regarding 

the understanding and assessment of organisational culture and organisational performance and the 

inherent complexity of all relationships. 

Culture has become an increasingly common term concerning organisations and organisational change 

since several popular management books were published in the 1980s, (Deal and Kennedy, 1982; Peters 

and Waterman, 1982; Handy, 1985), which has also been noted in the NHS (Kennedy, 2001). Organisational 

culture, however, emphasises what is shared between organisational members and subgroups, such as: 

beliefs, values, attitudes, norms of behaviour, traditions, routines, ceremonies, rewards, meanings, 

narratives, and meaning making. These typical ways of thinking and acting help to define and reflect what 

is acceptable and socially valid within an organisation. Consequently, culture can be seen as a lens that 

allows members of an organisation and interested parties to understand and interpret the organisation 

through its symbolic codes of behaviour, myths, stories, beliefs, shared ideology and unspoken 

assumptions. Until the mid‐60s, there was a lack of academic and social scientific publications on NHS 

organisation and management, however, Harrison (1988), systematically reviewed over 25 studies 
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conducted in the hospital sector up to 1983. Although the scope and methods of these studies vary 

considerably, they were highly consistent among themselves and considered the aforementioned formal 

organisational arrangements. Thus, Harrison (1988) stated that the general pattern could be summarised 

in these terms. Management, in this case, was drastically different from the rational, objective‐driven 

approach described in classic texts (e.g., Stewart, 1979). A contrasting approach to NHS management is 

described as "diplomacy", as "a process aims to conciliate all the sub‐groups within an organisation... In 

diplomacy, there is rarely a meaningful overall goal; rather, there are several parts, or sometimes even 

contradictory goals held by groups and individuals" (Harrison 1988, P.51). Within a broader conceptual 

framework, the above provides a picture of hospital structures and organisational practices consistent 

with Mintzberg's (1991) description of 'professional bureaucracy'.  

Organisations culture is comprised of traditions, habits, organisational methods, and patterns of 

interpersonal relationships at work. Imagine how the 'atmosphere' differs between organisations such as 

the NHS, school, hotel, airport, church, or a variety of other work organisations; the various ways things 

are done; varying levels of energy and individual freedom; and, of course, different types of people 

(Molander, 1986). The concept of organisational culture, according to Clegg et al., (2005), includes the 

following questions: how things are done in specific organisations, what is acceptable behaviour, what 

norms are members expected to use to solve problems of external adaptation and internal integration and 

which ones do they use. 

Discussing an organisation's culture entails assessing what individuals within the organisation share, such 

as their ideas, values, attitudes, behavioural standards, and the established routines, customs, 

ceremonies, and reward systems (Le Grand et al., 1998; Davis, 2000). Organisational culture encompasses 

people's shared meanings in their work lives and the narratives they use to make sense of their 

organisational surroundings. People's understanding, description, and making sense of their working 

environment help determine what is valid and acceptable in that context; they serve as a social and 

normative glue. They represent 'how we do things around here' (Grissinger, 2014). Such shared 

understandings could exist on a variety of levels. The most visible manifestations of organisational culture, 

such as the types of people employed (personalities, educational levels, etc.), traditions and rituals, 

technology, architecture, logos, heroes, stories, myths, and so on, are known as cultural artefacts. This is 

what everyone sees in the iceberg model, but it does not always reveal everything about an organisation's 

culture (Meek,1988; Panda Gupta, 2001; Deal and Peterson, 2010; Peterson and Deal, 2011).  

At a deeper level, those espoused values are thought to impact standard practice, such as a belief in 

evidence or a commitment to patient‐centred care. The underlying assumptions that support day‐to‐day 

decisions are much deeper and more challenging to uncover — assumptions about the relative 

responsibilities of doctors, nurses' facilities, and ancillary staff; assumptions about patients' rights, or 

beliefs about the nature and causes of illness (Epstein and Street, 2011). While correlations between these 
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assumptions, claimed ideals, and visual representations are possible, they are unlikely to be 

straightforward; incoherence, self‐deception, and dissonance are more likely. Much of healthcare reform 

appears to be focused on the surface rather than fundamental cultural issues (Davis, 2002). 

Another culture model, popularised by Handy (1999) and based on Harrison's (1972) work, categorises 

organisational cultures into four major types: power culture, role culture, task culture and person or 

support culture. Handy's approach may help explain why some organisations make people feel more at 

ease than others. Interestingly, despite his preference for discussing culture, Handy illustrates the 

structures associated with his culture types. This could be due to the difficulty of drawing something as 

ethereal as culture, but it also highlights how culture and structure are inextricably linked. The author 

depicts power culture as a spider's web (see Figure 6.4 below), with the all‐important spider at the centre 

"because the key to the entire organisation sits in the centre, surrounded by ever‐widening circles of 

intimates and influence". 'The more power you wield, the closer you are to the spider' (1999, page 86). 

Organisations with this culture can respond quickly to events, but their long‐term success is heavily reliant 

on the abilities of those at the centre; succession is a critical issue. They will attract power‐hungry and 

politically minded individuals willing to take risks and place little value on security. Control of resources is 

the primary source of power in this culture, with some elements of personal power at the centre (Bloisi et 

al., 2006). 

 

 

 

 

 

 

 

 

 

 

Figure. K.1. The power of culture. Adapted from Open University (2020). 

Power cultures struggle with size because they connect too many activities while maintaining control; they 

tend to succeed when creating new organisations with a lot of independence, though they usually retain 

central financial control. Individuals, not committees, play a significant role in this culture.   
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In organisations with this culture, performance is measured by results and such organisations are tolerant 

of means. Their success can be accompanied by low morale and high turnover as people fail or opt‐out of 

the competitive environment. Working in such organisations necessitates that employee correctly 

anticipate what those in positions of power expect and perform accordingly. If managers get this culture 

right, it can result in a happy, satisfied workforce that is more committed to organisational goals. Wrongly 

anticipating can result in intense dissatisfaction, high labour turnover, and a general lack of effort and 

enthusiasm. The benefits of a power culture include a quick and responsive organisation, but the 

disadvantages include working for someone who is likely to have strong opinions and may change their 

mind quickly, expecting others to keep up (Handy, 1999; Denhardt et al., 2008). 

Hofstede (1997) stated that culture influences how people behave and think, so understanding culture 

within an organisation is critical. In contrast, Grieves (2000) strongly supported that organisational 

development can promote humanistic values, while Deal and Kennedy (1982) advocated that 

organisational development should be effectively combined with organisational culture to enable people 

to work efficiently. The role of organisational culture can be summarised under two perspectives provided 

by Martins and Terblanche (2003): the functions of organisational culture and the influence that 

organisational culture has on various processes in the organisation. The functions of organisational culture 

typically manifest themselves in two ways: first, creating a sense of identity amongst personnel and 

commitment to the organisation; and second, creating a competitive edge to enable members (especially 

new members) in the organisation understand acceptable behaviour and social system stability (Martins, 

2000). The ability of organisational culture to provide a shared system of meanings serves as the 

foundation for communication and mutual understanding. If organisational culture does not perform 

these functions satisfactorily, the culture may significantly reduce the organisation's efficiency (Furnham 

and Gunter, 1993). 

Organisational culture indirectly influences behaviour through appropriate managerial tools, such as 

strategic direction, goals, tasks, technology, structure, communication, decision‐making, cooperation, 

interpersonal relationships, etc. (Martins and Terblanche, 2003). The importance of culture in becoming 

an efficient organisation should not be overlooked (Schneider and Barsoux, 1997) because culture impacts 

how the organisation is run. Morgan (1986) argued that organisation is fundamentally a human nature 

operation, emphasising the importance of building organisations around people rather than techniques. 

Furthermore, according to Campbell and Stonehouse (1999), culture can impact employee motivation, 

employee morale and 'good will', productivity and efficiency, work quality, innovation and creativity, and 

employee attitudes in the workplace. 

In terms of organisational development, organisational culture can be used as a variety of tools to assist 

the organisation in achieving success. First, organisational culture is a powerful tool for improving business 

performance (Brown, 1995); it can also offer a competitive advantage against the organisation's 
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competitors; for example, Hewlett‐Packard and IBM's organisational culture has become a competitive 

advantage over their competitors. Second, organisational culture can be used as a management control 

tool. Managers can control and direct employee behaviour by using specific rites, stories, symbols, and 

shared values. In the future, this type of control may be less expensive and increase commitment to the 

organisation and its goals. As a result, Buchanan and Huczynski (1997) asserted that management is 

shifting from bureaucratic to humanistic control. 

Today, organisations seek to reward employees' needs by providing satisfying work tasks or a friendly team 

working life through internal control; these aims can be achieved with the help of their organisational 

culture, and individuals will be more willing to commit themselves to their organisations if they have a 

complete and positive understanding of organisational culture. Similarly, Hellriegel et al. (2001) state that 

an organisation's culture can improve its performance, the satisfaction of its employees, and its ability to 

resolve problems. However, not all scholars agree on the previous roles of culture. Some researchers argue 

that social factors influence organisational culture. Johnson and Scholes (1999) submitted that the value 

of social change is becoming increasingly complex and out‐of‐date, and as a result, the right actions or 

decisions, such as strategies, that were acceptable norms in the past may not be appropriate today. 

Furthermore, more employees are beginning to feel that organisational cultures established many years 

ago are out of step with contemporary values, necessitating an ongoing need to determine which aspects 

of an organisation's culture should be safeguarded and which should be modified (Martin, 2001). 

Appeals for culture change in healthcare systems are based on the belief that culture influences 

organisational effectiveness. Several studies have suggested that culture may be an important factor 

associated with organisations' effectiveness across various sectors (Scott et al., 2003; Driscoll and Morris, 

2001). Several studies have demonstrated that healthcare cultures that emphasise group affiliation, 

teamwork, and coordination are associated with the more effective implementation of continuous quality 

improvement practices (Shortell et al., 1995) and a higher level of functional healthcare (Shortell et al., 

2000). In contrast, formal structures, regulations, and reporting relationships are negatively associated 

with quality improvement activities (Ferlie and Shortell, 2001). Despite this, most studies that suggest a 

link between culture and performance are methodologically weak, so their findings should be interpreted 

with caution (Scott et al., 2003). 

Unfortunately, there is no fixed, universal understanding of the term ‘culture’; there is little agreement 

within, let alone across disciplines. The term ‘culture’ is often used so broadly as a ‘social pattern’ that it 

has little meaning. There are also precise, idiosyncratic definitions abounding where the term is used in 

various contexts to support any agenda. The term ‘culture’ first appeared in the Oxford English Dictionary 

around 1430 and meant ‘cultivation’ or ‘tending the soil’ (Sun, 2008). Throughout the nineteenth century, 

the term ‘was associated with the phrase ‘high culture’, which meant the cultivation or refinement of 

mind, taste, and manners.  This was generally true until the mid‐twentieth century when it was redefined 
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as "the totality of socially transmitted behaviour patterns, arts, beliefs, institutions, and all other products 

of human work and thought". Simply put, culture is the way of doing things in a specific setting (Avital and 

Jablonka, 2000; House of Parliament, 2002;). Senior management typically expects HR to drive 

organisational culture.  The proverb 'as the king is, so are his subjects' aptly describes the situation; culture 

always percolates down from the top; thus, knowingly or unknowingly, the very top is constantly driving 

'real' culture. HR and other functional heads must adhere to the framework established by the Chief 

Executive Officer (CEO). This notion also sheds light on an organisation's culture; what works on the ground 

are the traits displayed by the organisational heads and those who decide agendas in the meeting room. 

They cannot expect their subordinates to follow transparency until they demonstrate it on the ground.  

Throughout history, there have been numerous definitions of organisational culture, which has been 

defined in a variety of ways in the literature, and the most well‐known is ‘the way we do things around 

here’ (Lundy and Cowling, 1996). Organisational culture manifests in the organisation's typical 

characteristics; in other words, organisational culture should be regarded as the correct way of doing 

things or understanding problems in the organisation. Organisational culture is widely defined as the 

deeply rooted values and beliefs shared by employees in an organisation. 

According to Ogbonna (1992), organisational cultures are the result of “... the interweaving of an individual 

into a community and the collective programming of the mind that distinguishes members... it is the 

values, norms, beliefs, and customs that an individual shares with other members of a social unit or 

group...” Another point of view was expressed by Bro Uttal (1983), who defined organisational culture as 

a system of shared values (what matters) and beliefs (how things work) that interact with a company's 

people, organisational structures, and control systems to produce behavioural norms (the way we do 

things around here). In general, organisational culture is the ‘set theory’ of important values, beliefs, and 

understandings that members share. Culture provides better (or the best) ways of thinking, feeling and 

reacting that can help managers make decisions and coordinate organisational activities. 

Also, there is little consensus among scholars over the precise meaning of 'organisational culture'. 

According to Berger (2000), the term 'culture' comes from the Latin cultus, which means 'care' and from 

the French “colere”, which means 'to till' as in 'till the ground'. Many terms stem from the word culture. 

For example, the term 'cult' suggests some religious organisation (Williams, 1983). There is also the term 

'cultivated', which means something that has been grown or, in the realm of aesthetics and arts, 

sophisticated taste. Just as plants only exist because they are cared for by some cultivator, over a period, 

people's taste and cultivation are only developed by education and training. It takes time to develop a 

refined sensibility, become discriminating, and appreciate texts that are difficult, complex, and not 

immediately satisfying. The idea that an organisation's effectiveness can vary as a function of its culture 

can be traced back to the Hawthorne studies (Roethlisberger and Dixon, 1939; Williams, 1983) and related 

work. Those studies observed how the informal, social dimension of enterprise mediated between 
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organisational structures and performance, and how those dimensions could be manipulated to affect 

employee effort and commitment. This interest in the organisation as a social institution evolved into their 

study as microsocieties or cultures (Barnard, 1938). In the post‐war period, several researchers, including 

behavioural economists (Cyert and March, 1963), industrial sociologists (Selznick, 1947), and 

organisational psychologists, emphasised the importance of culture in shaping organisational behaviour. 

However, it was not until the 1980s that the concept entered mainstream management thinking via the 

influence of several bestselling management handbooks, which popularised the notion that culture was a 

critical determinant of organisational performance (Peters and Waterman, 1982; Deal and Kennedy, 1982; 

Allen and Kraft, 1982).  

K.2  Definitions of terms 

Pervasive culture: culture that pervades many levels and extends very broadly within an organisation; it 

is sometimes confused with the organisation itself. It can be found in group behaviours, physical 

environments, rituals, visual symbols, myths and legends. Mindsets, motivations, unspoken assumptions, 

and what Rooke and Torbert (2005) refer to as "action logics" are all unseen aspects of culture (mental 

models of how to interpret and respond to the world around people). 

Enduring culture: can shape group members' beliefs and actions over time. Significant events in a group's 

collective life and learning cause it to emerge. Benjamin Schneider's attraction‐selection‐attrition model 

describes its endurance in part: People are drawn to organisations with characteristics like their own; 

organisations are more likely to hire people who appear to "fit in," and those who don't fit intend to leave 

over time. As a result, culture becomes a self‐perpetuating social pattern that becomes increasingly 

resistant to change and external influences (Schneider et al., 2000; Yu, 2009). 

Implicit culture: the proclivity to recognise and respond to culture, despite its subconscious nature, which 

is an important and frequently overlooked feature of culture. It serves as a form of silent language. 

Numerous studies have shown how evolutionary processes shape human potential; because the ability to 

feel and respond to culture is universal, certain themes should be expected to recur across the field's many 

models, classifications and investigations (Sarini et al., 2004; Birukov et al., 2005; Birukou et al., 2006). 

K.3  Healthcare organisational structure 

As one of the largest organisations in the UK and one of the largest employers in the world, the NHS has 

been accused of promoting vicious circles of bureaucracy (Masuch, 1985; 2010; BBC News Channel, 2009), 

with too many changes layered one upon the other, often with seemingly conflicting targets. Staff 

disengagement, cynicism, and even hostility have resulted from the NHS's continuous 'top‐down' change, 

which Oxman et al. (2005) describe as the cumulative negative effect of "disorganisation" at all levels. 

Similarly, Carr et al. (2010) stated that the complexity of the organisation, with its nested structures and 

processes, functional and disciplinary boundaries, and compartmentalised hierarchies, is highly 
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interdependent and strongly coupled, making any attempts at organisational change difficult (Van De Ven 

and Poole, 1995; Litaker et al., 2006). Organisational development experts distinguish between first‐order 

change, which represents incremental changes within an organisation without fundamental system 

change, and second‐order change, which involves challenging and redeveloping the core values and 

schemata of an organisation (Watzlawick et al., 1974; Bartunek and Moch, 1987).  

Structure is often thought of as the organisational chart, but there are many different structures and 

systems within an organisation besides the reporting relationships. A system of boss‐subordinate 

relationships, communication methods, procedures for making decisions and solving system problems, 

rules or guidelines for the conduct of organisation members, methods of accounting for the outcomes of 

the organisation's behaviour, and a system for rewarding goal attainment must all be established. The 

structure of the organisation is made up of all these systems (Reilly, 1998). Each of the six significant 

aspects of the organisation's structure (figure K.2 below) begins as a formal system, but its operation 

almost always results in an informal parallel system. These informal systems frequently become more 

powerful in shaping behaviour than the formal systems that gave rise to them. Reporting relationships, 

like a hierarchy or a matrix, are part of a formal system of status and power. 

 

Figure K.2: significant aspects of the organisation's structure Adapted from Reilly (1998 p. 30). 

Everyone is aware, however, that there is frequently a misalignment between the organisational chart and 

the power distribution within the system. A chart depicting individuals' relative power and influence using 

different‐sized boxes would reveal the informal system's potency. Most formal communication systems in 

organisations cause more problems than they solve.   
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Meetings, reports, databases, memos, and publications are typical. 

Child (1972) defines organisational structure as "the formal allocation of work roles and the administrative 

mechanisms to control and integrate work activities, including those that cross formal organisational 

boundaries". Three particularly persuasive arguments are relevant to explaining variations in 

organisational structure. Each one hypothesises the effects of a significant contextual factor. The first 

argument comes from the environment, which asserts that environmental conditions are critical 

constraints on selecting effective structural forms. The second and third arguments highlight the impact 

of two physical organisational attributes on structure: technology and size (Kimberly and Evanisko, 1981; 

Grover and Goslar, 1993). Because contextual factors are regarded as important determinants of structural 

patterns, these three arguments highlight structural design constraints. The need to ensure a certain level 

of organisational performance is seen as lending an urgent character to contextual factors (Child, 1992). 

The dependence on the environment places constraints on those in charge of an organisation. As Sadler 

and Barry (1970) note, an organisation cannot simply develop based on the goals, motives, or needs of its 

members or leaders. It must continually adapt to the constraints imposed on it by its relationship with the 

environment. It is also argued that different environmental conditions and relationships with external 

parties will necessitate different types of organisational structural accommodation to achieve a high level 

of performance.  

The primary source of uncertainty among organisational decision‐makers has been identified as 

environmental variability (Lawrence and Lorsch, 1967). The concept refers to the degree of change that 

characterises environmental activities relevant to an organisation's operations. Several authors have 

reached the same broad conclusion: the more significant the environmental variability and the resulting 

uncertainty, the more the prevailing organisational structure should be adaptive, with roles open to 

constant redefinition and co‐ordination achieved through frequent meetings and extensive lateral 

communication (e.g., Bums and Stalker, 1961; Hage and Aiken, 1967).  

Second, environmental complexity refers to the variety and heterogeneity of environmental activities 

relevant to an organisation's operations. The greater the complexity, the more likely organisational 

decision‐makers will encounter a flood of relevant environmental information. Lawrence and Lorsch 

(1967) argued that monitoring diverse information necessitates greater role specialisation in areas of the 

organisation dealing directly with the environment and that coordination problems between specialists 

may correspondingly increase. Similarly, Emery and Trist (1965) and many economists identified the causal 

interconnectedness between environmental segments as a contributor to complexity. However, 

environmental complexity does not necessarily lead to uncertainty if little environmental variability and 

sufficient organisational resources are devoted to monitoring all aspects of the complex environment 

(Faulkner, 2002; Child, 2002).  
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Thus, while Emery and Trist tend to associate causal interconnectedness with uncertainty, the latter does 

not have to be high if environmental sectors change slowly and the degree of connectedness between 

them is constant. Third, environmental ‘illiberality’ refers to the level of risk that organisational decision‐

makers face in achieving their objectives. This is referred to as "environmental stress" by Khandwalla 

(1970), though strictly speaking, it is how organisational decision‐makers are more likely to experience an 

illiberal environment rather than a feature of the environment itself. Khandwalla suggests several 

consequences of increasing environmental ‘illiberality’, likely to be associated with a reduction in 

"organisational slack'. For example, achieving pluralistic group goals becomes more complex, and an 

overarching goal for the entire organisation—survival—becomes more prominent. The structural 

consequence is an attempt to centralise decision‐making and tighten controls, which Hage (1965) has also 

discussed.  

The environmental argument is one of the more compelling complements to the growing use of open 

system theory in the study of organisations. However, its current form does not sufficiently allow for 

multiple manifestations of strategic choice. To begin with, healthcare organisations decision‐makers may 

have unique opportunities to choose the environments in which they will operate. Similarly, business‐ 

people can choose which markets to enter; educators can exclude certain subjects from their institutions' 

courses; and trade union officers can set the parameters of their recruitment policy. Likewise, at least large 

organisations may wield enough power to influence the conditions that already exist within their operating 

environments. The debate over Galbraith's (1967) that large business corporations in modern industrial 

societies can manipulate and even create demand for their products revolves around this point. Most 

organisations can engage in some degree of environmental selection, and most prominent organisations 

can engage in some degree of environmental manipulation. These considerations are critical qualifications 

for environmental determinism proposals. The environmental argument has frequently blurred the 

distinction between environmental characteristics and their perception and evaluation by those within an 

organisation: the distinction between variability and an experience of uncertainty, complexity and an 

experience of cognitive profusion, liberality, and stress.  

Lawrence and Lorsch (1967), for example, imply that uncertainty is an environmental quality, whereas 

Khandwalla has already stated that stress is an environmental characteristic. It is critical not to overlook 

these subtle distinctions between 'reality' and its evaluation because they can explain why organisational 

decision‐makers may fail to respond to observable environmental changes in practice. Thus, if an 

environment becomes less liberal, little change will be made to an organisation's structure if the 

development is only temporary or if it is preferable to expend reserves on getting the organisation through 

the lean period. In other words, the argument from the environment's predictive power is further qualified 

by the fact that decisions about organisational structure are dependent on the initial processes of 
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perception and evaluation and that the evaluation may have other vital referents other than those of a 

purely economic nature (Child, 2002).  

Multidisciplinary teams have been established across the healthcare discipline to foster best practices for 

optimal patient care (Haward, 2008; Merién et al., 2010). Indeed, advances in healthcare, as well as the 

complex regulatory, economic and social factors affecting healthcare, necessitate the use of 

multidisciplinary teams from both the clinical and non‐clinical sectors in healthcare organisation. Despite 

the incorporation of teamwork into core competency models of health professional education, there is 

still an imbalance with a stronger emphasis on individual skill development, individual contribution, and 

accountability (Leggat, 2007). Because so many people's problems are related to ineffective 

communication, organisational development practitioners have learned to be especially alert to difficulties 

in this aspect of organisational structure.  

The fault is usually that formal systems create communication patterns that are top‐down, one‐way, 

document‐focused (rather than meaning‐focused), unclear, and subject to competing interpretations. As 

a result, rumours, in‐group sharing, speculation, and networks emerge as an informal system. These 

methods of gathering and disseminating information are coping mechanisms; they promote the tendency 

to filter information to meet individual needs. The tension between formal and informal systems causes 

much miscommunication within organisations. Disgruntled and alienated members of the organisation 

are more likely to believe rumours or gossip than official pronouncements. The formal and informal ways 

that problems are solved within the system are defined by the decision‐making procedures within the 

organisational structure (Alderfer, 1977; Storey and Barnett, 2000).  

Often, regulations and precedents govern how decisions are made within healthcare organisations. For 

example, a supervisor believes that the overtime policy is unfair and ineffective. The formal decision‐

making policies specify how that supervisor is to initiate a policy reconsideration and how his or her 

request is to be handled. Because formal procedures are often inconvenient for individuals, informal 

methods of influencing decisions have been developed. Individuals engage in political behaviour to obtain 

decisions that are acceptable to them, and tensions develop between the formal and informal systems. 

For example, the existence of an "old‐boy network" that systematically excludes certain groups of people 

(particularly women and minorities) from decision‐making encourages the development of a competing 

formal system. This frequently leads to a lose‐lose situation, and as a result, organisational problem‐

solving suffers (Reilly, 1998; Risper, 2011). Norms are behaviours that are expected. They are both formal 

and informal, with the latter frequently being more powerful.  

Reilly argued that informal norms such as politeness, collusion not to confront each other, deference to 

authority, working for no pay on Saturday, etc. are developed within a peer‐influence system; formal 

norms, e.g., eating or smoking in offices, punctuality in reporting for work, safety, dress codes, etc., are 
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explicit rules of conduct that govern such things as eating or smoking in offices, punctuality in reporting 

for work, safety, dress codes, etc. Managers should expect resistance when consciously creating formal 

norms, which may produce more potent informal interpersonal expectations. For example, when officers 

in one unit of the United States Navy attempted to enforce a strict code regarding facial hair, the men 

retaliated by agreeing to begin wearing non‐regulation black shoes. The formal accountability system 

typically includes an annual performance review, methods for measuring the outcomes of individual and 

group behaviour, and a financial accounting model.  

Regrettably, informal accountability systems do appear. Managers may hold individuals personally 

accountable for specific outcomes or a specific department accountable for a period. Formal methods of 

accountability are frequently plagued by measurement issues (as in education) and insufficient 

confrontation. As a result, there are many places to hide in some organisations, and people conspire not 

to confront incompetence. An organisation may create a new position, vice president for rare events, 

instead of demoting or firing a loyal employee who has been over‐promoted. In the absence of 

accountability, an organisation cannot withhold positive and negative evaluative feedback and expect 

individual and group effectiveness. The reward system is the most powerful predictor of individual and 

group behaviour. Formal rewards typically include pay, benefits "perks", and recognition programmes (for 

example, "employee of the month"). Informal rewards, on the other hand, are frequently motivating 

factors. Having a private office with more than one window, getting more salaried lines on one's budget, 

and being recognised in an important group meeting are all powerful motivators for individuals and 

groups.  

According to expectation theory (Nadler and Lawler, 1980), people will behave in ways they expect will 

result in outcomes they value. For some people, the pay system may be less important than the 

opportunity for advancement, recognition for a job well done, or broadening of one's task responsibilities. 

The organisational structure is made up of interconnected systems, each with formal and informal 

components. Because it is the operating core of the organisational universe, this is the proper locus of 

organisational change. Deficits in these six systems can be traced back to problems that arise among the 

organisation's units. Vertical intergroup conflicts (e.g., top versus middle management) are frequently 

caused by issues with reporting relationships and communication patterns. Horizontal intergroup conflict 

(e.g., manufacturing versus warehousing and shipping) can occur when accountability and reward systems 

are ineffective. Diagonal intergroup relations (e.g., black‐white, male‐female) became strained when 

decision‐making procedures and norms were detrimental to specific classes of people. Managing the 

organisational structure requires care because it is the essential core of the system, and many of its aspects 

are hidden. This necessitates a commitment to continuous organisational assessment. However, the NHS's 

push to reward quality over quantity is seen as a second‐order change (DoH, 2000; Johnson, 2007; The 

King's Fund, 2010). Equally, the issue of purchasing or "commissioning" healthcare services has sparked 



528 | P a g e  
 

debate and controversy since the government implemented the purchaser‐provider split in healthcare in 

1991, with reports estimating that the transaction and management costs associated with the approach 

have skyrocketed beyond the estimated costs (Health Committee, 2010).  

K.4  Organisational culture and structure on job satisfaction  

Every enterprise has four organisations: the one that is written down, the one that most people 

believe exists, the one that people wished existed and finally, the one that the organisation really 

needs (NHS England, 2017). 

Hospitals operate in an ever‐changing environment that includes, but is not limited to, technological and 

regulatory changes. Second, the healthcare service industry is characterised by a reliance on knowledge 

transfer as a result of 24/7 staffing needs, shift changes, reliance on technology, and aggressive risk 

management initiatives. Third, hospitals are exceptionally functionally dependent (Kavuncubaş, 2010). 

While culture has many interpretations in the literature, Schein (1992, p. 12) defined it as "a pattern of 

shared basic assumptions that the group learned as it solved its problems of external adaptation and 

internal integration, that has worked well enough to be considered valid and, thus, to be taught to new 

members as the correct way to perceive, think, and feel in relation to those problems". 

 Collins and Parras (1997) discovered core ideology, a strong drive for progress, alignment, and a well‐

designed organisational structure to be necessary to preserve the core and stimulate progress when 

looking for the fundamental factors causing high performance. They go on to say that these are universal 

requirements that do not change with time. An organisation's optimal performance is that which allows 

the organisation to achieve its goals and objectives over time. Those goals and objectives are frequently 

referred to as sustainable competitive advantage in the highly competitive business environment. Long‐

term survival, competitiveness that increases market share and quality and customer acceptance of 

products and services are all examples of sustainability (Bennet and Bennet, 2000). 

While there is no agreement on how to define organisational culture (Cooke and Rousseau, 1988; King 

and Byers, 2007; Zhang et al., 2009), one widely accepted definition is "the set of shared, taken‐for‐

granted, implicit assumptions that a group holds and that determine how it perceives, thinks about, and 

reacts to its various environments" (Kreitner and Kinicki, 2008). Thus, the essence of culture is a set of 

fundamental assumptions. These assumptions manifest as behavioural norms and values, in turn, 

encourage activities that represent the expression of organisational culture (Hatch and Cunliffe, 2006). In 

contrast, organisational climate is defined as employees' shared perceptions of an organisation's policies, 

procedures, and practices, which serve as indicators of the types of behaviour rewarded and supported at 

work (Schneider et al., 1994). Organisational culture is a broader concept than organisational climate, and 

it can be used to explain why an organisation prioritises specific goals (Zohar and Luria, 2010).  
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Culture is not something people can get their hands on or something that can be seen. When a new 

employee walks into the workplace on their first day, one of the first things they observe is the team 

culture. It is the atmosphere organisations create for their employees based on a set of values, beliefs, 

and behaviours. Team culture is even more challenging to define in healthcare FM because everyone 

operates so independently from one another. However, it remains, and it has a significant impact on the 

work, from the teams’ communication style to their work ethic and even their attention to detail. Culture 

is built both intentionally and unintentionally by ‘what you say and do’ and passively by ‘what you let slide 

or the personalities you have on the team’ (AkitaBox, 2021). 

Culture, according to the United Nations Education, Scientific, and Cultural Organization (UNESCO), is "the 

set of distinctive spiritual, material, intellectual and emotional features of society or a social group … 

(which) encompasses, in addition to art and literature, lifestyles, ways of living together, value systems, 

traditions and beliefs" (UNESCO, 2001, p.17). This definition emphasises that culture is more than just 

national, racial, ethnic, or religious affiliation; it includes overt beliefs and practices as well as subtle and 

unspoken conventions that frame people’s sense of reality, define what is normal and abnormal and give 

people’s lives meaning and purpose (Napier et al., 2014).  

In other words, culture is something that all humans have and rely on to make sense of it. It establishes 

the various shifting parameters within which decisions and actions take place in the context of families, 

communities, workplaces, peer groups, and environments. Culture is integral to peoples’ daily lives and 

can affect how they perceive themselves and others and our place in nature, yet culture can be hard to 

see. Recognising culture requires the difficult work of scrutinising assumptions, questioning perceived 

truths, and appreciating how shared group values can, for better or worse, sharply diverge: for better when 

difference helps people creatively adjust their assumptions; for worse when difference leads to 

misunderstanding and conflict (Napier et al., 2014). 

Organisations, educational institutions and professions all create cultures and microcultures that exhibit 

distinct patterns of thought and practices (Biehl, 2013; Adams, 2016; Brives, 2016). Counterproductive 

biases and behaviours can persist in the absence of concerted efforts to investigate, comprehend, and 

challenge the interplay of overt and covert beliefs at work within organisational cultures. Many FM 

professionals understand that failing to consider the cultural contexts of their professional actions can 

impede their ability to improve working practices and identify and scale up productive innovations. This 

weakens healthcare systems' ability to respond effectively to the diverse needs of service users and 

stakeholders, sparking renewed interest for hospitals to develop a culturally informed approach for 

sustainable healthcare delivery.  

Though cultural contexts' shared values are complex, understanding them is critical for the sustainable 

delivery of healthcare FM and various other reasons. First, being aware of cultural contexts teaches people 
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about the relative nature of values frequently assumed to be universal. Examining them forces people to 

reconsider what people take for granted and rethink their inductive assumptions about what will make 

employees happier and thus provide a sense of belonging. Second, understanding cultural contexts allows 

people to understand the interplay of diverse but interconnected determinants such as socioeconomic 

status, environmental conditions, age, gender, religion, sexual orientation, and level of education (Health 

2020, 2015). While alienation and marginalisation are significant upstream predictors of various issues and 

vulnerabilities, cultural understanding can be a source of resilience in a rapidly changing world of 

healthcare delivery. Third, because healthcare pathways are built on shared values, understanding cultural 

contexts opens up new models of service delivery that consider more than just clinical issues as opposed 

to other non‐clinical issues. Fourth, cultural context awareness is critical to providing healthy equity 

because differing value systems, beliefs, and perspectives on knowledge sharing and job satisfaction can 

promote or limit the equitable distribution of resources (Porter and Thomas, 2013; Mosadeghrad, 2014; 

CQC, 2021).  

The cultural contexts in which people make meaning profoundly influence their health and well‐being 

experiences. It influences the beliefs and actions of organisations and practitioners in the same way that 

they influence the people they serve. As a result, healthcare organisations must seek to understand the 

values they attribute to others and critically examine their own cultures – their perceptions, daily practice, 

and decision‐making processes – and their effects on people who may or may not share the same values 

and priorities. Cultivating this self‐awareness entails acknowledging that culture influences all forms of 

knowledge and practice, including scientific, medical, and real estate knowledge (Napier et al., 2014). This 

necessitates a whole‐of‐society and whole‐of‐organisational approach that builds on individuals' shared 

values to foster new forms of critical thinking, everyday cooperation, and sustained internal and external 

human trust, thereby expanding the evidence base on the cultural contexts of healthcare FM. However, 

traditional healthcare assessments rely on comprehensive data to inform policy recommendations, which 

is frequently done without a clear understanding of the cultural contexts that influence individual and 

societal behaviour (Berkman and Kawachi, 2000; Marmot and Wilkinson, 2006). 

Healthcare facilities teams are constantly constrained and under pressure, making developing the right 

team culture complex. From patients requests to budget constraints, teams are frequently kept busy from 

start to finish. This stressful environment makes it very easy to fall back on old habits and take the easier 

path if it means finishing a task and moving on. Furthermore, FM teams and organisations are creatures 

of habit. Team members may have spent years working in a hospital; while this experience is beneficial in 

maintenance, it can be detrimental in implementing a culture change if those team members are unwilling 

to cooperate. The "if it is not broken, do not fix it" mentality is always prevalent in healthcare FM. These 

obstacles compound to make organic change extremely difficult. Nevertheless, it is also for these reasons 

that the ‘culture one creates is so influential’. Facilities management is often unappreciated and 
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undervalued, except when things are not working. Building an FM team culture, as the name implies, 

begins at the top. Workplace culture is deliberate, it has a purpose. To achieve the desired state, dedicated 

effort, planning and focus are required. One cannot just ‘scribble something on a whiteboard and hope for 

the best’. It necessitates some ‘soft’ skills that are frequently overlooked in the operations of FM. However, 

to successfully build the culture one desires, one will need to acquire new skills. Making changes within 

the team requires consensus building, people management, and communication (Shepstone and Currie, 

2008; AkitaBox, 2021). 

Despite the emphasis on structural transformation, cultural considerations in healthcare changes have not 

been overlooked. Indeed, official policy documents such as ‘A First‐Class Service’ (Secretary of State for 

Health, 1998) and the implementation recommendations following 'The NHS Plan' have highlighted 

culture – and the need for cultural reforms – in recent years (Kennedy, 2001). As desired destinations for 

reformed NHS, these discuss excellence cultures, no‐blame cultures, high trust cultures, and learning 

cultures have been put in place. Furthermore, when investigating organisational failures, many 'bad' 

cultures – blame culture, macho culture, and secrecy culture – are frequently portrayed as the villains of 

the piece. The most notorious of these villains was the 'club culture' described in the Kennedy Repost on 

Bristol (Kennedy, 2001). However, the preceding arguments highlight the importance of being more 

specific about what cultures mean before declaring that they are the root causes of organisational success 

or failure. 

Large‐scale structural reform may be required because structures define the environment in which people 

work and send critical messages about what is important. Organisational cultures, in turn, influence how 

structural improvements are implemented. As a result, the formal and informal structures that comprise 

any system, such as the NHS, interact extensively. This is acknowledged in the ‘Modernisation Agency 

prescriptions’ (Department of Health, 2001). However, much of the conversation in the NHS about culture 

is rhetorical rather than substantive. Unpacking the concept can help one understand the magnitude and 

scale of the challenges that healthcare reform faces, as well as provide insights. Through simple but 

probing questions, one can better understand the cultural underpinnings of service delivery. Furthermore, 

by emphasising the informal, unseen parts of organisations, organisational culture correctly conveys the 

idea that something powerful, disruptive and even dangerous lurks beneath the surface of any 

organisation (Scott et al., 2001). 

Understanding how culture affects healthcare FM can help or hurt a change initiative. "Culture eats 

strategy for breakfast," stated Drucker (2006). Culture is the flywheel that keeps an organisation stable; it 

creates both positive and negative inertia and resistance to change. This is especially true given that 

culture is the key ingredient in keeping employees motivated and patients satisfied. Such forces must be 

comprehended if healthcare organisations are to meet the demands of the twenty‐first century. "People 

leave organisational cultures rather than jobs or leaders" (Forbes, 2018). 
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"To understand why members, behave the way they do, one frequently looks for the values that govern 

behaviour," writes Schein (1985, p. 3). However, because values are difficult to observe directly, they are 

frequently inferred through interviews with key members of the organisation or content analysis of 

artefacts such as documents and charters. When identifying such values, it is important to remember that 

they only accurately represent a culture's manifest or espoused values. That is, they focus on what people 

say is the reason for their behaviour, what those reasons would ideally be, and what are frequently their 

rationalisations for their behaviour. The underlying causes of their behaviour, however, remain hidden or 

unconscious. Consequently, Schein (2018) asserts that to understand a culture and determine the group's 

values and overt behaviour, one must look at the underlying assumptions, which are often unconscious 

and shape how group members perceive, think, and feel. 

Smircich (1983a) echoed that groups ethos or distinct character is represented by patterns of beliefs 

(ideologies), activities (norms and rituals), languages, and other symbolic forms through which members 

of organisations create and sustain their view and image of themselves in it. A group's worldview shared 

sense of identity, purpose, and direction emerge as a result of its unique history, interactions, and 

environmental circumstances. Culture does not always imply value uniformity. People from the same 

culture may exhibit very different values. In such a case, what is it that holds the organisation members 

together... "There may be disagreements over whether these issues are relevant, or whether they should 

be valued positively or negatively..." They may be arranged differently concerning the issue, but they are 

all oriented to it, positively or negatively'. (Feldman, 1991, p. 154). On the other hand, Feldman stated 

that "culture does not necessarily imply a uniformity of values". People from the same culture can have 

radically different values. In such a case, what holds the members of the organisation together? There may 

be disagreements over whether these issues are relevant or whether they should be valued positively or 

negatively...They may be arranged differently concerning that issue, but they are all oriented toward it, 

positively or negatively' (Feldman, 1991). 

When organisations are examined from a cultural perspective, attention is drawn to aspects of 

organisational life that have historically been ignored or understudied, such as the stories people tell 

newcomers about "how things are done around here", the ways in which services are provided, skiving 

places, jokes people tell, the working environment (hushed and luxurious or dirty and noisy), and 

interpersonal relationships (affectionate in some cases, hostile in others). Cultural observers frequently 

pay attention to aspects of working life, such as the organisation's official policies, the amounts of money 

earned by various employees, reporting relationships, and so on. An observer looks deeper to understand 

the meaning patterns that link these cultural manifestations together, sometimes harmoniously, 

sometimes in bitter conflict between groups, and sometimes in webs of ambiguity, paradox, and 

contradiction (Martin, 2002, p. 3). 
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Culture does more than just make the workplace happier and less stressful. It has a real impact on the 

team's performance and work quality. A more robust facilities team culture promotes more open 

communication among team members. Maintenance tasks can be completed more quickly when team 

members are willing to ask for assistance, and their teammates are willing to provide it. This open 

communication also facilitates continuous improvement. When team members are willing to make 

suggestions, throw out new ideas, and think differently about how things are done, it can really help to 

innovate facilities' processes and procedures. The emotional resources of engaged employees allow them 

to demonstrate empathy and compassion, despite the pressures they face. It is, therefore, no surprise that 

healthcare organisations with more engaged staff experience higher patient satisfaction, with more 

patients reporting ‘they were treated with dignity and respect’ (Review of Staff Engagement and 

Empowerment in the NHS, 2014). A more robust FM culture reduces stress and burnouts keeping team 

members happy and productive. Nonetheless, despite the evidence, the question of how to create an 

engaged workforce has yet to make it onto hospitals Trust board agenda. It may appear to be a vague 

concept, and there are always other, seemingly more pressing challenges (The King's Fund, 2015). 

Does organisational culture predict high level of performance and job satisfaction in healthcare facilities 

management? Healthcare is a people‐oriented industry. The quality‐of‐care patients receive is primarily 

determined by the skill and dedication of hospital personnel. A more robust FM culture also reduces stress 

and burnout, keeping team members happy and productive. Similarly, highly engaged employees are more 

likely to bring their heart and soul to work, take the initiative, go the extra mile,' and collaborate effectively 

with others (West et al., 2014). There is now a mountain of evidence demonstrating that engaged 

employees provide better healthcare services. Healthcare organisations with high levels of staff 

engagement (as measured by the annual NHS Staff Survey) have lower levels of patient mortality, better 

resource utilisation, and more robust financial performance (West and Dawson, 2012; The Kings Fund, 

2015).  

Organisational culture is defined by Martin (2006) as "how we do things around here". It represents 

collective values and beliefs of the organisation's employees and is influenced by the organisation's history, 

primary task, key individuals, management strategy, external constraints and circumstances. It can be seen 

in how the organisation presents itself, and the values that underpin it can be deduced from individual 

behaviour and attitudes (Chun, 2005). Organisational culture is pervasive and may not always be explicit 

or even consciously determined. Organisations are often adept at 'doing the right thing,' ticking the boxes 

and outlining their values. What is less apparent is whether people's hearts and minds are fully behind the 

organisation – whether there is alignment around values and whether the culture fosters and roots the 

right kinds of values (Chun, 2005; Bell, 2017). 

Similarly, organisational culture is described by Allee (2002), Kucharska and Kowalczyk (2018) as the social 

and “normative glue” that holds organisations together and influences many critical areas, e.g., corporate 
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social responsibility practice and performance. Knowledge, next to information, networks, and 

relationships, is a critical intangible asset in today’s network economy (Achrol and Kotler, 1999; Galbreath, 

2002). A learning culture values openness to new information and a willingness to change quickly (Burke, 

1971). The persistence of socio‐technical infrastructure allows for continuous study and improvement to 

be embedded in routine practice without being perceived as a burden or a kind of overhead. A learning 

culture recognises that continuous improvement is "what we do here," like aviation's well‐documented 

safety culture, but it is not routinely acknowledged or discussed (Kirwan et al., 2018). In this transcendent 

sense, learning can be viewed as a field of trans‐disciplinary scientific investigation that develops a deeper 

understanding of learning processes and their supporting infrastructures at multiple scale levels. The 

learning sciences are rich intellectual tapestry comprised of behavioural, social, implementation and 

organisational science, cognitive and information science, ethics and policy science and other fields 

(Beckhard, 1969). 

In today's incredibly competitive commercial landscape, it is becoming increasingly difficult to successfully 

develop, advance, retain and acquire the talented individuals on whom organisations' future performance 

depends. Organisations are distinguished not only by the quality of their services but also by the strength 

and resilience of their business culture. The culture of the organisation distinguishes it from the 

competitions’, and it is evaluated and acted upon by customers, partners, stakeholders, regulators, current 

and potential employees. Developing a compelling, high‐performance culture provides a reputational 

boost that translates into a competitive advantage (Saint‐Onge, 2012). 

Job satisfaction is defined as the degree of positive response to one's workplace and effective 

organisational commitment (Laschinger et al., 2002). Senge et al., (2014, p. 440) define knowledge as "the 

ability to translate meaning into effective action in diverse and uncertain situations". Organisational 

culture encapsulates how an organisation operates. The impact of culture on employee morale and work 

attitudes emphasises its significance (Dose, 1997). As a result, aspects of organisational culture are likely 

to influence job satisfaction. Job satisfaction is crucial because it has been linked to various organisational 

outcomes. More satisfied employees have lower absenteeism rates (Hackett and Guion, 1985), lower rates 

of intention to leave (Tett and Meyer, 1993), are more likely to engage in organisational citizenship 

behaviour (Organ and Konovsky, 1989), and report overall satisfaction with their lives (Judge and 

Watanabe, 1993). 

Support for innovation has been identified as a critical component of organisational culture, which may 

contribute to employee job satisfaction. Chandler et al., (2000) discovered that the size of an organisation 

and formalised human resource practices (considered a form of bureaucracy) harms employee 

perceptions of an innovation‐supportive culture. In small businesses, close interaction between 

management and employees allows direct leadership, which may improve communication, relationships, 

and job satisfaction (Gray et al., 2003). Although large organisations, such as the NHS, provide better pay, 
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fringe benefits, and job security, small businesses provide more exciting jobs and better opportunities for 

employees to use their skills (Deller et al., 1996), implying that job satisfaction levels may differ depending 

on the size of the organisation. 

A person's job satisfaction is a measure of their positive response to their work environment and 

organisational commitment. Job satisfaction is defined as "a pleasurable or positive emotional state 

resulting from an evaluation of one's job or job experience" (Locke, 1976, p. 1300). Employee commitment 

reflects the employee's sense of loyalty and obligation to the organisation (Allen and Meyer, 1990). When 

there is organisational commitment, individuals are motivated to pursue collective goals rather than 

individual outcomes (Ellemers et al., 1998). Job involvement indicates the extent to which one's workplace 

contributes to one's self‐image and satisfies critical needs (Lodahl and Kejner, 1965; Dubin, 1968). In line 

with Locke and Latham, motivation broadly includes factors that increase employees’ commitment to the 

organisation's core objectives. This is significant because some research has classified motivation more 

narrowly and found that motivation does not always overlap with job satisfaction (Evans, 1998; Moynihan 

and Pandey, 2007).  

However, job satisfaction is an essential predictor of turnover and absenteeism, and motivation extends 

beyond arousal of effort to include factors relating to motivation to come to work and engagement with 

the work environment. This broad perspective is supported by a study by Harrison et al., (2006), who argue 

that variables such as job satisfaction and organisational commitment overlap significantly and should be 

considered collectively when examining employee attitudes and behaviour. Rather than describing their 

approach in terms of motivation, they describe an "attitude‐engagement" model, arguing that 

"researchers should conceptualise the criterion at a high level of abstraction when attempting to 

understand patterns of work behaviour from attitudes such as job satisfaction and organisational 

commitment" (Harrison et al., 2006, p. 316). Several of these attitudes are essential to measuring 

outcomes such as tardiness, absenteeism, turnover, and some aspects of performance, as summarised by 

the author. 

Anxiety is a significant determinant of unconscious behaviour (McNally, 1995). Anxiety can stem from 

worries about one's job status, pay, or security, affecting one's self‐worth. Anxiety is also linked to the 

specific job that people do and their role (McKee et al., 2020). Many tasks in the NHS are complex, 

challenging, and involve intimate contact with patients or hearing about distressing things. There are also 

new requirements for merging and integrating services, which necessitates forging new relationships 

across institutional boundaries and reaching an agreement in a competitive environment (Ness et al., 

2021). The NHS is currently under unprecedented pressure to save money while improving services. These 

pressures activate the unconscious aspects of organisational culture, and irrational behaviour that is 

contrary to the organisation's values can result. The Francis report implies that employees require access 

to mediation, counselling, coaching, and mentoring. This approach was supported by several authors with 
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the caveat that individual measures do not negate the need to consider cultural/systemic implications 

when things go wrong (Marshall and Vetveit, 2011; Murray, 2016). 

Organisations must be dependable containers for their employees' emotions; they must create an 

environment where employees can acknowledge the impact of their work and feel heard when their 

working conditions become stressful, if not intolerable. Instead of closing discussions or seeking 

premature solutions, they should provide opportunities for staff to feel valued and supported in their work 

and, particularly for clinicians, promote a context in which the complexities of clinical and non‐clinical 

works can be openly grappled with (Stokes, 2019). It is axiomatic that organisational culture begins with 

the board of directors. A board that exemplifies open communication, trust, and respect for its members, 

pays attention to the quality of its working relationships, and values these characteristics are more likely 

to promote these behaviours in the workforce (Huq and Martin, 2000). Francis also emphasises the 

importance of the board of directors closely monitoring the organisation's culture and assisting senior 

managers, particularly in dealing with issues and concerns.  

It is clear from the preceding that, while indicators of potentially harmful or sabotaging culture may be 

observed in the behaviour of individuals or from individual narratives, people are dealing with a systemic 

phenomenon. Francis identified the need for a system‐wide approach to addressing the problem, 

including feedback loops. Unacceptable behaviour, staff burnout, near misses, and "never incidents" are 

all symptoms of a cultural failure and should be regarded as such. Of course, individual failings may be at 

the heart of some tragic cases, but more often than not, there is a systemic failure (Craayenstein, 2015). 

People do not join the NHS to be careless, brutal, or indifferent to patients. Something happens to some 

of them, and they are instilled. It is critical to identify aspects of an organisation's culture that have the 

potential to lead to harmful behaviour. The recommendations of Francis are that NHS organisations be 

encouraged and supported to develop a reflexive ethos in which the nature of 'how we do things around 

here' can be thought about in‐depth, openly, and honestly. 

Employee expectations, behaviour, and performance may differ across national cultures (Redding, 1990). 

The impact of national culture on individual behaviour is well established, with significant differences 

between Eastern and western cultures (Hofstede, 1980, 1981). Organisational structure and management 

reflect differences in national cultures (Hofstede, 1991; Cheng, 1995; Chen, 2001). Promotion is frequently 

associated with family ties and networks, also known as ‘guanxi’ (Somers, 1995; Sommer et al., 1996; 

Chen, 2001; El Kahal, 2002). With the globalisation trend, organisations and managers must better 

understand the relative importance of organisational variables such as leadership styles and organisational 

culture in determining levels of commitment and job satisfaction in various national contexts (Lok and 

Crawford, 2004). Organisational culture can impact how people set personal and professional goals, 

complete tasks, and allocate resources to achieve them. Organisational culture influences how people 

think consciously and subconsciously, make decisions and ultimately perceive, feel, and act (Hansen and 
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Wernerfelt, 1989; Schein, 1990). According to Deal and Kennedy (1982) and Peters and Waterman (1982), 

organisational culture can significantly influence organisations, particularly in areas such as performance 

and commitment. Organisational culture researchers have also proposed various forms or types of 

cultures. Goffee and Jones (1998), for example, identified four types of organisational cultures (i.e., 

networked, mercenary, fragmented and communal). Martin (1992) examined organisational culture from 

three angles (i.e., integration, differentiation and fragmentation). 

Similarly, Wallach (1983) contended that there are three organisational cultures (i.e., bureaucratic, 

supportive and innovative). Individuals’ levels of commitment to the organisation may differ because they 

bring their values, attitude, and beliefs to the workplace. Different national cultures reflect different 

values, attitudes, and beliefs. How personal values fit into existing organisational cultures and the 

influence of national culture on personal values may significantly affect how organisations in the East and 

West are managed (Lok and Crawford, 2004). There are significant differences in national culture 

characteristics between Eastern and Western cultures, according to cross‐cultural research (Hofstede, 

1980, 1991; Chen, 2001; El Kahal, 2001). It is also recognised that Chinese organisations value high power 

distance and a bureaucratic culture (Pye, 1985; Chen, 2000). The Confucian values and relatively high‐

power distance preference of ethnic Chinese in Hong Kong have a significant impact on the culture of 

organisations managed by them.  

The Confucian values of obedience, authority, respect and loyalty are frequently associated with them 

(Chen, 2001; El Kahal, 2001). Korean and Chinese organisations, for example, rely heavily on their owners 

and senior management for important decisions. A bureaucratic structure in these organisations is 

dominated by owners and executives. With little delegation and empowerment, top‐down direction and 

orders are expected (Peppard and Fitzgerald, 1997; Whitley, 1999). Contrary to popular belief, most 

Western organisations operate in the opposite way. According to Hofstede (1980), the US and Australia 

have a low power distance, and democratic, egalitarian, and participatory values are more prevalent. For 

example, authority is based more on performance and merit in the UK, Australia, and the US. Delegation 

and decentralisation of decision‐making and control are increasing.  

However, previous studies have shown that greater management empowerment can improve employees' 

participation, productivity, satisfaction, and job commitment. Western organisations have bureaucratic 

structures and rules but primarily coordinate activities and report on them. Chinese organisations, for 

example, view bureaucracy as ownership, control, and centralised decision‐making. Employees must obey 

orders without question (Malone, 1997; Conger and Kanungo, 1988). Based on the differences in power 

distance, control, decision making, and governance between Chinese and UK cultures, it is predicted that 

national cultures will influence the industry’s organisational culture, leadership style, and, as a result, their 

level of job satisfaction and commitment (Lok and Crawford, 1999). 
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Most human organisations are complex, with individuals, formal and informal groups, divisions, etc. They 

have operational characteristics, implicit or explicit goals and philosophies, and different levels of morale. 

Furthermore, they work in environments with sometimes conflicting pressures. The organisational 

universe model provides a foundation for looking across the entire organisation to those structures and 

processes that must be monitored before change can be effectively managed (Reilly, 1998). At the heart 

of any human organisation is a set of values, an underlying philosophy that defines the reason for its 

existence and the purpose for which it was founded. If people in positions of power and influence within 

the organisation agree on values, work activity is likely to be marked by cooperation and coordination 

(Tedla, 2016). Priorities are generally visible because adherence to a shared set of values usually motivates 

people to collaborate in novel ways. Unfortunately, the values that founded the organisation are 

frequently lost in the shuffle of day‐to‐day operations. The purpose and management philosophy of an 

organisation are influenced by its values. When these values are not shared by all, tension arises, which 

can impede organisational effectiveness (Vera and Crossan, 2004). 

Managers may build empires to advance their careers at the expense of the overall system's coordination. 

Factors influencing organisational values are frequently hidden and challenging to manage. Influential 

insiders and the current reward system can sometimes "shape" the organisation's value system (Alexander 

et al., 1993; Fletcher, 2001; Kanter, 2003). The system's dominant set of values can be influenced by the 

workforce's stability and recruitment focus. Value shifts can occur due to crises, successes, and failures, as 

well as the almost inexorable processes of hierarchy, routine, and standardisation. The organisation's 

permeability—its susceptibility to outside intrusion and culture—can influence the stability of its core 

values. Value shifts caused by these factors typically result in institutionalisation, rigidity, looseness, 

pluralism, or chaos. Managers must be aware of the value system underlying the organisation's operation 

to ensure that there is at least a moderate level of agreement on the organisation's fundamental purpose. 

A manager must monitor the extent to which people share a standard set of assumptions, philosophies, 

and goals to maintain organisational values and, more importantly, exhibit value‐oriented managerial 

behaviour. 

Similarly, leadership has a significant impact on an organisation's success or failure. The connections 

between leadership style, motivation, and employee performance have been extensively researched 

(Bass, 1990; Manz and Sims, 1991; Sarros and Woodman, 1993; Collins and Porras, 1996). 

Transformational leadership characteristics such as empowerment and a clear vision are frequently cited 

as important factors in employee job satisfaction and commitment (Sergiovanni and Corbally, 1984; 

Iverson and Roy, 1994; Smith and Peterson, 1988). This leadership style is frequently associated with a 

flatter organisational structure and low power distance, such as in pacific organisations (Whitley, 1997; 

Chen, 2001). However, Chen and Francesco (2000) reported that Asian organisations are more 

bureaucratic, hierarchical, centralised in decision making, and policy driven. Leadership is often 
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determined by position, authority, and seniority. In China, for example, commitment is strongly associated 

with loyalty to the top boss. Redding (1990) stated that "personalism" characterises Chinese society. That 

is, a personal relationship could command a high level of employee commitment, whereas a paternalistic 

approach would result in higher job satisfaction. Walder (1995) also observed that Asian organisations are 

frequently ruled by a person rather than by law, with top executives dominating organisations. Similarly, 

Stogdill (1970) pointed out that leadership style inventory, which differentiates the types of leadership in 

"structure" and "consideration" a more "initiating structure" leadership style is expected to provide 

greater commitment and job satisfaction in Asian organisations. In a Western organisation, a more 

"consideration" leadership style would also increase commitment and job satisfaction. 

K.5  Healthcare organisations systemic culture 

Healthcare organisations are constantly changing, either due to top‐down restructuring or internal 

reorganisation. These changes are being driven by several challenges. One example is the need to provide 

high‐quality but low‐cost services (The King's Fund, 2014). Another factor is a greater need for integration 

among different service providers (e.g., government, private, and non‐profit), sectors (e.g., health and 

social care), professionals (e.g., clinicians, allied health practitioners, FM, and nurses), and modes of 

service delivery. A third challenge is enabling clinical and non‐clinical staff and managers to collaborate, 

particularly at the senior leadership levels (Powell and Davies, 2016; Mitra et al., 2017) and creating the 

structures and processes to support them in doing so. There is substantial evidence that one key to 

implementing successful change is understanding the organisation's culture that will be affected by the 

change (Wilkins, 1983; Davies et al., 2000; Schein, 2010; Sanchez, 2011; May, 2014). Culture shapes an 

organisation's "overall ethos...(and) influences the perceptions and behaviour of (its) employees" (Fletcher 

and Jones, 1992, p.30). As the organisation evolves, its form and shape can either confound and clash with 

its existing culture or develop more harmoniously, leading to successful transformation.  

Creating an "appropriate" culture for healthcare FM within the organisation is usually the most important 

but also the most difficult challenge. For KM to be successfully implemented for improved healthcare FM 

performance, an organisational culture that constantly guides employees to strive for knowledge is 

required. Knowledge management in healthcare facilities management is fundamentally about employees 

sharing their knowledge with one another, and an enabling organisational environment should exist to 

ensure that these employees feel comfortable sharing what they know. This organisational culture ensures 

that employees have a high level of emotional safety in their working relationships, which can only be 

achieved through trust. Employees can only transfer knowledge across an organisation if they have the 

necessary level of trust within and across teams. Because it involves vulnerability, such as reputation, self‐

esteem, etc., this trust, and its creation, has been called the most crucial prerequisite of knowledge 

exchange. Where tasks are interdependent, such as in healthcare organisations, vulnerability and the need 

for trust are more significant. As a result, fostering a culture that encourages and promotes KM is critical. 
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The organisational culture should be such that knowledge is expected to be part of employees' jobs, that 

there is a "no‐blame" culture when mistakes are made, that accomplishments are celebrated, and that 

there is a positive attitude toward change (Alexander, 1994).  

Similarly, the shared ways of thinking, feeling and acting in healthcare organisations are manifestations of 

organisational culture. Healthcare organisations are best viewed as having multiple subcultures that can 

either drive change or undermine quality improvement initiatives. A growing body of evidence connects 

cultures and quality, but more nuanced and sophisticated understandings of cultural dynamics are 

required (Mannion, 2018). Although culture is frequently identified as the root cause of healthcare 

scandals, cultural reform is needed to correct flaws, such simplistic diagnoses and prescriptions that lack 

depth and specificity (Mannion and Davis). 

If one believes the headlines, healthcare services are plagued by epidemics of cultural deficiencies. Over 

several decades, extensive investigations into NHS failures and scandals have identified aspects of hospital 

culture as contributing to those failures (Kennedy, 1984; Francis, 2013). Culture has been implicated in 

everything from Ian Kennedy's review of failings in paediatric cardiac surgery in Bristol during the 1980s 

and 1990s (Kennedy, 1984) to Robert Francis's inquiry into systemic failings at Mid Staffordshire Hospital 

Trust over a decade later (Francis, 2013). "At Bristol, there was an insular 'club' culture in which it was 

difficult for anyone to stand out, press for change, or raise questions and concerns" (Kennedy, 1984, p. 

302). "Aspects of a negative culture have emerged throughout the NHS system". These include: a failure 

to consider patient risks, defensiveness, looking inwards rather than outwards, secrecy, misplaced trust 

assumptions, acceptance of poor standards, and, most importantly, a failure to put the patient first in 

everything done" (Francis, 2013). "The healthcare culture, which has a significant impact on all other 

aspects of the service that patients receive, must evolve and change" (Kennedy, 1984). The extent of the 

system's failure demonstrated in this inquiry's report suggests that a fundamental culture change is 

required" (Francis, 2013, p. 65). 

Culture was mentioned twenty‐one times in a report on over 450 premature deaths at Gosport War 

Memorial Hospital (Gosport Independent Panel, 2018). Following such reports, widespread and 

fundamental cultural change was recommended as a cure (Davis and Mannion, 2013; Dixon‐Woods et al., 

2014). From basic auditing to "collaboratives" sustained improvement, business process re‐engineering, 

The Fifth Discipline and Lean Six Sigma, cultural reorientation as part of the challenge (Powell et al., 1985). 

Nonetheless, while the language of organisational culture has some immediate appeal—sometimes as a 

culprit, sometimes as a remedy, and always as part of the underlying substrate at which change is directed. 

Healthcare management seeks organisational cultures that prioritise patients, promote trust, respect, and 

equality, and are sufficiently open and transparent that employees, regardless of status, feel free to 

challenge one another and are encouraged to speak up when problems arise. Following the “Freedom to 



541 | P a g e  
 

Speak Up Review”, Sir Robert Francis' report highlights organisational culture as a key determinant in what 

creates safe health care systems. He emphasised the importance of creating an open and learning culture 

in which all employees feel comfortable raising concerns. His testimony revealed that the issue of bullying 

and a coercive culture was a frequent source of concern for the witnesses (NHS, 2015). 

Simply stating that organisations are committed to the values described does not imply that they are the 

lived experience of the staff and patients. Francis also observed a disconnect between stated policies and 

the level of support provided to employees. Many healthcare organisations have good programmes in 

place to embed values from the board level to front‐line staff; induction, toolbox talks, staff focus groups, 

regular communication, staff training, and appraisals are all used to impart what the organisation stands 

for, what it aspires to, and what it expects of its staff, and these can be reasonably reliably evaluated 

(Islamy et al., 2020). During the mid‐2000s, Mid Staffordshire NHS Foundation Trust had one of the lowest 

levels of staff engagement in the NHS, but warning signs remained unheeded. Even though staff 

engagement has increased across the NHS in recent years, there are still significant gaps between 

organisations. Healthcare Trust organisations with the lowest levels of employee engagement lag further 

behind leaders (Review of Staff Engagement and Empowerment in the NHS, 2014). Developing engaged 

employees is a long‐term endeavour requiring consistent effort across an organisation (The King's Fund, 

2015). 

Organisational culture should be demonstrated in which what is explicitly stated corresponds to what 

employees think and feel and where what lies beneath the rhetoric is a genuine desire to live out the 

values rather than simply passing inspections. It is relatively simple to describe an organisation's culture 

on the surface, and it can be seen overtly in terms of the mission statement and what appears on the 

website, and more implicitly in the staff behaviours that they explicitly seek to instil. However, 

organisational culture can be difficult to discern and even more difficult to change at a deeper level 

because it is hidden and may rely on unspoken rules (Kilmann et al., 1986; Kondra and Hurst, 2009). Many 

of these unspoken rules may exist without the membership's conscious knowledge. 'We don't tell on our 

colleagues,' for example, or 'we can't challenge senior staff,' or perhaps there is a mutually understood 

sense of an in‐group and an out‐group. They are often unconscious and do not show up in staff surveys or 

casual conversations, but they can derail the best rational plans and strategies, they can be the source of 

paradox, resistance to change, and conflict, and they can result in behaviours such as bullying and 

harassment, a high level of grievance, unexplained absence, and high staff turnover, according to Schein 

(1986). Bullying should be treated with zero tolerance, says Francis. Understanding why bullying occurs – 

and what may be causing it – is also critical (Hutchinson et al., 2006). 

In the opinion of Quinn and Rohrbaugh (1981) and Mannionn et al., (2004), organisational culture as a 

metaphor for some of the softer, less visible aspects of healthcare organisations and how they manifest in 

care patterns. The study of organisational practices stems from the approaches taken by social 
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anthropologists to the study of indigenous people: both seek to unravel the dynamics of unfamiliar 

"tribes". Through this re‐application of cultural ideas to organisations, the view that culture can be 

managed to remedy past deficits and produce desirable future outcomes is frequently smuggled in. This 

viewpoint requires critical examination (Davis et al., 2013), one that investigates a more nuanced account 

of organisational culture in healthcare. The shared aspects of organisational life—the culture—are 

classified as three (increasingly obscured) layers in one common framing (Schein, 1985). The physical 

artefacts and arrangements and the associated behaviours that get things done are the first and most 

visible. These visible manifestations of culture can be seen in how estate, equipment, and staff are 

configured and used, and the range of behaviours considered normal and acceptable. These include 

embedded and accepted care pathways, clinical practices, and communication patterns, also known as 

"the way things are done around here" (Mannion and Davis, 2018, p. 2).  

As informed by Mannion and Davis, the distribution of services and roles between service organisations 

(such as the long‐established divides between secondary and primary care and between health and social 

care), the physical layouts of facilities (receptionists behind desks and doctors in consulting rooms), the 

established pathways through care (including the ubiquitous outpatients' appointment) and 

differentiation between staff groups in activities performed are all visible manifestations of healthcare 

culture. Visible indications of culture (also known as artefacts) include established methods (both formal 

and informal) of addressing quality improvement and patient safety, risk management, and accepted ways 

of responding to staff concerns and patient feedback or complaints (Schein, 1985; Davis et al., 2009; Jacobs 

et al., 2014; Mannion et al., 2016). Those values and beliefs that justify and sustain the visible 

manifestations and behaviour, and the rationales for different approaches, are examples of shared ways 

of thinking. This could include prevalent attitudes toward customer needs, autonomy, and dignity; ideas 

about evidence for action; and expectations regarding safety, quality, service improvement and clinical 

performance (Gregory‐Smith et al., 2013; Davis and Mannion). 

Deeper shared assumptions are the (largely unconscious and unquestioned) foundations of daily practice. 

These may include assumptions about appropriate professional roles and delineations, expectations about 

patients' and caregivers' knowledge and dispositions and assumptions about the relative power of 

healthcare professionals in the health system (both collectively and individually) (Scobie and Castle‐Clarke, 

2019). Those values and beliefs that justify and sustain the visible manifestations and behaviour, and the 

rationales for different approaches, are examples of shared ways of thinking. Thus, the clinical and non‐

clinical culture is expressed through what is done and how it is discussed and justified (Enticott et al., 

2021). In addition, the largely unspoken and frequently unconscious assumptions or expectations (shared 

assumptions) underpin dialogue and general practices, which are far less visible and accessible. Such 

attitudes may be formed early in life, go deep, and are less amenable to change. There is no doubt that 

these three levels are linked, but not simply. In early professional education (hidden curriculum), 
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fundamental values and assumptions are infused, reinforced, and then made visible as accepted practices. 

The macropolitical environment can also shape other cultural manifestations (for example, service 

configurations or reward systems), which may influence shared ways of thinking and even deeper 

assumptions (about who or what is valued, for example). National, ethnic, or religious cultures may also 

shape the cultural aspects of care as healthcare becomes more global, with regular movement of staff 

across national borders (Mannion, 2018). 

Organisational culture, then, encompasses how things are organised and accomplished and how they are 

discussed and justified—that is, the stories and narratives about what is done and why, as well as the 

underlying assumptions. When taken together, these can reflect a common and shared understanding of 

hospital life as manifested in care, safety, and risk patterns. Although this study focuses on hospitals, these 

arrangements and narratives can be found (albeit in different forms) in all healthcare organisations, from 

general practices to community trusts. Those who want to improve services and can do so require a 

sophisticated understanding of the social dynamics and shared mental schema that underpins and 

reinforces existing practices and informs their readiness to change (O'Farrell, 2006). 

K.6 Can there be more than one culture? 

Healthcare organisations are notoriously diverse, with specialities, occupational groups, professional 

hierarchies, and service lines dividing them. Some cultural characteristics may be widespread and stable, 

while others may be shared only by subgroups or held only tentatively. Important subcultures are most 

clearly defined as professional groups and fault lines are most visible as these groups compete for 

resources and status (Powell et al., 2012). Other subcultures may emerge as time passes. Some staff 

groups, such as specialist teams or centres of excellence, may excel at articulating and enacting desirable 

values and practices beneficial to organisational goals. Other subgroups, perhaps less helpfully, may 

actively work to undermine changes promoted by external sources (often construed as countercultures). 

It is difficult to determine whether such countercultures reflect unjustified resistance to change or a more 

appropriate defence of enduring values, and this depends on both perspective and context (Bohman, 

1995; Ogbor, 2001).  

Hospitals are thus a dynamic cultural mosaic composed of multiple, complex, and overlapping subgroups 

with varying shared assumptions, values, beliefs, and behaviours (Mannion and Davies, 2018; Goodwin, 

2019; Waterson, 2020). Clinicians and managers, for example, are two of the most critical professional 

groups concerned with quality improvement. Doctors may treat patients as individuals rather than groups, 

examining evidence through the positivist natural sciences lens (Mannion and Davies). Managers may be 

more concerned with patients as groups and values experiential perspective based on patients journey 

experiences (Davis et al., 2000). These cultural divergences have significant implications for collaborative 

work, particularly for people in hybrid roles who may choose to retain cultural allegiance to their base 
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group or adopt the cultural orientations of their new position. They are also an important target for 

deliberate cultural reform, which may seek to strengthen or inhibit current trends at times (Mannion and 

Davies, 2018). Danica (2016) declared that specific subcultures can be powerful catalysts for innovation 

and improvement or defenders of the status quo (for better or worse); they can be helpful risk buffers or 

covert countercultures quietly destabilising necessary reforms. Making sense of this subcultural diversity 

should be an important part of any cultural "diagnosis" in the pursuit of quality improvement. 

A subculture is a subset of an organisation's members who identify as a distinct group within the 

organisation and routinely act based on their distinct collective understandings (Hatch and Cunliffe, 2006). 

Within a hospital, subcultures may form among employees who share similar interests, professional, 

gendered, or occupational identities or interact more due to shared territory or equipment. Different types 

of hospitals employees, for example, have different perceptions of organisational patient safety climate 

(Thomas et al., 2003; Hartmann et al., 2008; Singer et al., 2009), with senior managers having more 

positive perceptions than frontline workers or supervisors (Singer et al., 2008). Because managers, 

physicians, health technicians, nurses, and other hospital employees perform different functions and work 

in different environments, they may represent different subcultures within hospitals with varying 

perceptions of organisational culture. Based on the findings of Singer et al., (2008), they proposed that 

the extent to which employees interact with patients is an important factor in determining perceptions of 

organisational culture. The authors hypothesised that managers' perceptions of organisational culture 

would differ from frontline workers with direct contact with patients. 

K.7  Issues managing healthcare organisational culture and structure  

There are two distinct cultural perspectives. The first is optimistic about the potential for purposeful 

cultural management, viewing culture as an attribute that can be assessed and manipulated to improve 

care. On the other hand, the second viewpoint is more concerned with gaining insights into organisational 

dynamics without focusing on whether they can be manipulated. It regards organisational culture as 

something that the organisation simply is—an account of local dynamics that is inextricably linked to the 

organisation's here‐and‐now. These two points of view lead us down different paths in terms of assessing 

and managing local healthcare cultures. The first emphasises the use of metrics to evaluate an 

organisation's prevalent culture around a performance domain, such as patient safety. This approach 

assumes that a strong "safety culture" is linked to better patient outcomes. Such measures may identify 

targets for managed change, and repeated measurement may be used to gauge progress against cultural 

objectives in the hope that care will improve as a result. Many of such tools exist to assess various aspects 

of culture, but their science is frequently inadequate, and their reliability and validity are questionable 

(Jung et al., 2009). 
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The second point of view seeks to investigate local cultural dynamics, often through dialogue and possibly 

through the use of images and narratives rather than measurement instruments. This viewpoint is more 

pessimistic about the potential for manager‐led intentional change, but it may still see cultural assessment 

as part of a larger influencing strategy. The Manchester Patient Safety Framework, for example, seeks to 

provide insight into safety culture and how it can be improved among teams and organisations (Parker et 

al., 2008).  

If culture is influential, is it possible to manage culture change? The process of transitioning an organisation 

from one type of culture to another, usually through a cultural change programme, is known as culture 

change. The management of this change initiative necessitates close attention to several issues. Several 

key factors are identified by Pettigrew et al., (1992, 2000 and 2003): creating a receptive climate for 

change; top leadership drive ‐ coherent and cohesive; an articulate and precise vision from the top 

discrepant action to increase tension; the use of deviants and heretics; new avenues to articulate 

problems; rewarding and reinforcing structural change; deep socialisation; training, and the development 

of new communication mechanisms to transmit new values and beliefs through the use of role models.  

Hatch (1997), on the other hand, believes that managing cultural awareness is more important than 

directly managing culture. To explain cultural management, Legge (1995, cited in Morgan, 1988) used the 

metaphor of ‘riding a wave’. By “understanding the pattern of currents and winds that shape and direct 

the waves is the surfer's best bet” employees can use them to stay afloat and steer in the right direction. 

This, however, is not the same as interfering with the ocean's natural rhythms (Legge, 1995, p.207). As a 

result, the literature offers differing viewpoints on the extent to which culture can be managed. Some 

argue that culture can be influenced and directed by powerful leaders while others argue that top‐down, 

directive change is unlikely to succeed in the long run, and that managing culture is either impossible or 

only possible if the complexity of reality is understood and change is implemented in a long‐term, 

consensual manner. 

According to Gold et al. (2001), culture is a supportive capability for evaluating organisational knowledge 

and creating an interactive, collaborative environment among the organisation's members. Organisational 

culture is defined as a complex set of values, beliefs, behaviours and symbols that influence knowledge 

management in organisations (Ho, 2009). As a result, a welcoming knowledge culture is regarded as the 

most crucial factor influencing KM and the application of its outcomes (Miils and Smith, 2011). According 

to Sin and Tse (2000), organisational culture values such as consumer orientation, service quality, 

informality and innovation are significantly related to organisational performance. Furthermore, the 

failure of many knowledge transfer systems is frequently due to cultural factors rather than technological 

flaws (Pirkkalainen and Pawlowski, 2013). As a result, organisational culture is a significant barrier to KM 

success. 
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The shared, cultural aspects of organisational life appear to have some bearing on organisational 

outcomes. However, because of the complexities of healthcare cultures and the ambiguity surrounding 

"success" in healthcare, establishing such links through research is difficult (Scott et al., 2003). 

Nonetheless, a recent systematic review of research in this field discovered a "consistently positive 

association... between culture and outcomes across multiple studies, settings, and countries" (Braithwaite 

et al., 2017). So, culture appears to be important. Individual studies can also provide important actionable 

insights, such as the value of leadership, the importance of balanced cultures, and the contingent nature 

of the relationships between culture and performance. Clearly, the relationships between culture and 

quality, safety, or efficiency are not simple. Culture, while important, does not provide a "magic bullet"—

the challenge becomes determining which aspects of culture may influence which aspects of performance 

(Alderwick et al., 2017). 

Furthermore, any relationships between culture and health service outcomes are likely to be mutual and 

recursive, implying that perceived performance is just as likely to shape local healthcare cultures as culture 

is to shape local healthcare performance. There may be virtuous circles of high performance that lead to 

reinforcing cultures of lofty expectations, as well as spirals into decline where perceived performance 

failings lead to demoralisation and resignation to those poor standards (Mannion et al., 2005). People can 

see in these arguments how narrative practices about performance can significantly affect local cultures, 

which has implications for clinician leaders, managers, and policymakers in how they talk about and 

manage performance and improvement These arguments demonstrate the significant effects narrative 

practices about performance can have on local cultures, which has implications for clinician leaders, 

managers, and policymakers in how they talk about and manage performance and improvement (The 

Health Foundation, (2022). 

As a result of the variety of perspectives and approaches taken to understand and assess organisational 

culture and performance, as well as the inherent complexity of any relationship, several popular 

management publications have explored the concept of 'culture' in the context of organisations and 

organisational change (Peters and Waterman, 1982; Deal and Kennedy, 1982; Handy, 1985). The NHS has 

not been immune to this trend (e.g., Kennedy, 2001). However, Kennedy (2001) stated that the study of 

organisational culture focuses on what is shared among organisational members and subgroups, such as: 

beliefs, values, attitudes, and behavioural norms; routines, traditions, ceremonies, and incentives, 

meanings, narratives, and sense making.  

Pettigrew (1992) and Harrison et al., (1992) informed that such shared ways of thinking and acting define 

and reflect what is socially legitimate and acceptable within a given organisation, or ‘the way things are 

done around here’. By appreciating an organisation's symbolic codes of behaviour, rituals, myths, stories, 

beliefs, shared ideology, and unspoken assumptions, culture can thus be understood or interpreted by 

both its members and interested external parties. Nonetheless, much of the qualitative empirical literature 
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on NHS management and organisation can reasonably be interpreted as providing a foundation for a 

general characterisation of changing culture, particularly the relationship between management and 

professional subcultures.  

The original NHS in England, established in 1948, was a ‘tripartite’ system, with separate organisational 

arrangements for hospitals and community services. These and other organisational aspects may be 

viewed as reflecting the political challenges involved in creating the service.  The NHS's various governing 

Boards and Committees were heavily represented by doctors (Ham, 1981) while, in practice, hospitals 

were frequently managed by a 'triumvirate' of administrator, chief nurse/matron, and senior medical 

consultant, none of whom had overall responsibility. During the 1950s, questions about the adequacy of 

these organisational and management arrangements arose and resurfaced more intensely by the late 

1960s (Harrison, 1988).  

The origins of inspection and regulation by agencies other than the NHS can be traced back to this time 

period, most notably in the government's response to a report into the mistreatment of long‐stay patients 

at Ely Hospital in South Wales (Watkin, 1978; Walshe, 2003). As a result, a Hospital Advisory Service (later 

Health Advisory Service) was established, which, while not strictly an independent inspectorate, visited 

hospitals to assess the quality of care provided. Long‐running discussions about the precise shape of a 

unified NHS to replace the old tripartite arrangement culminated in the 1974 reorganisation, which 

ostensibly brought hospitals, primary care and community services under a single organisation in each 

locality. 

Despite the fact that the scale and methods of these studies varied greatly, their findings were highly 

consistent among themselves and with the formal organisational arrangements outlined above. Harrison 

(1988) summarised the overall pattern in the following terms. First, the most influential actors in the 

system were consultants and general practitioners, in the sense that the unmanaged aggregate of their 

clinical decisions shaped the shape of the NHS's services. Managerial decisions, formal plans, and capital 

expenditure decisions tended to reflect and sustain this pattern rather than cause it. Second, and mainly 

because of this, change tended to be incremental, based on 'shopping lists' of deficiencies rather than 

explicit plans or priorities, with little or no systematic evaluation of services in terms of efficiency or 

effectiveness. As a result, thirdly, the management style was highly reactive with administrators/managers 

acting as problem solvers and resource gatherers to keep their organisations running and their medical 

staff satisfied. Fourth, management was oriented internally rather than externally, with a focus on 

professional demands from within the organisation rather than demands from patients or even the NHS 

hierarchy. 

In this picture, administration or management differed dramatically from the rationalistic goal‐driven 

manager depicted in classic texts such as Stewart (1979). The approach to NHS management represented 
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in the research, on the other hand, was described as 'diplomacy': a process concerned with conciliating, 

in as coordinated a fashion as possible, all the sub‐groups within an organisation. As a result, there has 

rarely been a meaningful overall objective in the context of diplomacy; instead, there is a set of parts or 

sometimes wholly contradictory objectives held by groups or individuals (Harrison, 1988). In terms of the 

broader conceptual literature, the aforementioned description depicts hospital structures and 

organisational practise which correspond to Mintzberg's (1991) description of 'professional bureaucracy’.  

Individual physicians had considerable influence and autonomy in relation to hospital clinical activities, 

whereas non‐clinical activities were governed by administrators in a more bureaucratic manner. In today's 

jargon of organisational culture, NHS hospitals can be viewed as a hybrid of professional 'clan' culture and 

administrative 'hierarchical' culture (Calciolari et al., 2018). 

NHS organisations are constantly changing, either due to top‐down restructuring or internal 

reorganisation, and several challenges are driving these changes. One example is the need to provide high‐

quality, low‐cost services. Another is a greater need for integration among various service providers (e.g., 

government, private and charitable), sectors (e.g., health and social care), professionals (e.g., clinicians, 

allied health practitioners, nurses, facilities, IT), and modes of service delivery (hospital and GP‐based, 

telephonic and electronic). A third challenge is collaboration between clinical and non‐clinical services, 

particularly at the senior leadership levels (Powell and Davies, 2016; Mitra et al., 2017), and creating the 

structures and processes to support them. There is substantial evidence that one key to implementing 

successful change is understanding the organisation's culture that will be affected by the change (Wilkins, 

1983; Davies et al., 2000; Schein, 2010; Sanchez, 2011; May, 2014). 

Culture shapes the “overall ethos of an organisation…[and] affect[s] the perceptions and behaviour of [its] 

employees” (Fletcher and Jones, 1992, p.30). The form and shape taken by the organisation, as it evolves, 

can either confound and clash with its existing culture or develop more harmoniously with it, thereby 

leading to successful transformation. Audits present one method of investigating an organisation's culture 

(Fletcher and Jones, 1992; McHugh, 1998; Castellano and Lightle, 2005; Jung et al., 2009; Armenakis et 

al., 2011; Testa and Sipe, 2013). However, they are perceived to be expensive, time‐consuming, people 

and resource‐intensive (Scott et al., 2003; Schorg et al., 2004; Castellano and Lightle, 2005). Existing 

literature indicates that the NHS uses cultural assessment tools sparingly to support operational 

governance activity; however, there is interest in using such audits to study board‐level cultures (Mannion 

et al., 2008).  

Nonetheless, despite their importance, such examinations have not been reported in the literature thus 

far (Catellano and Lightle, 2005; Lightle et al., 2009). A few existing guidelines go beyond discussing the 

need for cultural audits and describe how such an exercise might be carried out. Culture is generally 

believed to be a way of life of a people. It denotes the customs, beliefs, art and way of life as well as the 

social organisation of a particular people. It is the totality, way or pattern of people living together. In order 
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words, it is the totality of socially transmitted behaviour, patterns, arts, beliefs, institutions, and all other 

products of human work and thought. It includes inherited ideas, beliefs, values and knowledge, which 

constitute the shared bases of social action. 

An organisation's culture significantly impacts its numerous decisions and actions. The dominant ideas, 

values, attitudes and beliefs guide the way its employees think, feel, and act—often unconsciously. As a 

result, understanding culture is essential for describing and analysing organisational phenomena. Culture 

is viewed as the "glue" that holds an organisation together by some and the ‘compass’ that provides 

direction by others (Tharp, 2009). Similarly, integrity as a value can only be effective with employees if 

organisational heads exemplify the highest level of ethical consideration. Nothing else will work unless 

leaders examine their strengths and use them to drive their ideologies (Paine, 1994). Also, HR plays an 

essential role, as some authors argue that it represents the management's consciousness. As a result, they 

must actively identify the cultural drivers which correspond to what is displayed and practised at the top. 

The lower levels of an organisation must see senior management not only ‘talk the talk’ but must ‘walk 

the walk’ before they follow and internalise. HR is also responsible for creating an ecosystem that will help 

sustain and grow culture through various policies (reward and recognition, performance management, 

development programmes, etc.). Departmental managers are also responsible for disseminating it through 

various engagement programmes and initiatives.  

Organisational cultures are comprised of the practices, symbols, values and assumptions that their 

members share in terms of appropriate behaviour (Schein, 1990). Physical layout, dress code, how people 

address each other, and the overall feel of the place are examples of artefacts, as are more permanent 

aspects such as archival records, products, statements and annual reports. Organisational norms, 

ideologies, charters, and philosophies are examples of values. The fundamental underlying assumptions 

of an organisation are based on historical events that shape perceptions, thought processes, feelings, and 

behaviour (Martin and Meyerson, cited in Schein, 1990). Fundamental underlying assumptions are the 

least visible but far more influential on behaviour than espoused artefacts and values (Schein, 1990). 

A successful organisation should have strong cultures that can attract, retain and reward people for 

performing roles and achieving goals, while strong cultures are typically defined by dedication and 

cooperation in the service of shared values. So, how much an employee contributes to an organisation at 

its best should be identified. According to Brown (1998), organisational culture is "the pattern of beliefs, 

values, and learned ways of coping with experience that have developed throughout an organisation's 

history, and which tend to be manifested in its material arrangements and the behaviours of its members". 

In contrast, Schein (1985a) argues that culture can be best viewed as a set of psychological predispositions 

(referred to as ‘basic assumptions’) that all members of an organisation possess, which are reflected in 

their thoughts and behaviours. As a result, Schein (1985) provides an alternative approach to 

comprehending the concept of organisational culture "A pattern of shared basic assumptions that a group 
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learns as it solves its problems of external adaptation and internal integration, that has worked well 

enough to be considered valid and, thus, to be taught to new members as the correct way to perceive, 

think, and feel concerning those problems".  

Hofstede (1984) defined organisational culture as "the collective programming of the mind that 

distinguishes members of one group from another", which is an interesting perspective. Despite having 

'discovered' four areas of work‐related value differences (power distance; uncertainty avoidance; 

individualism/collectivism; masculinity/femininity), Hofstede used the term 'practitioner'. In reality, these 

values will be so deeply ingrained in some organisation members that they will be impossible to change. 

However, how we define culture has significant implications for how we attempt to examine and study it; 

various authorities in the literature have introduced different interpretations. In practice, any organisation, 

regardless of size or nature, may have a cultural interpretation and comprehension within a given 

environment. 

Organisational culture is a critical enabler in promoting KS norms and learning motivations among 

members of organisations (Hansen et al., 1999). Furthermore, organisational culture is critical in 

integrating people, relationships and technology to improve KM processes (Hansen et al., 1999). For 

example, an organisational culture that fosters trust between employees and their managers will positively 

impact KS (Su and Chow, 2010). Organisations that successfully adopt KS behaviours are more likely to 

implement KM practices than organisations that do not. According to McDermott and O'Dell (2001) and 

Goh (2006), organisational culture is becoming the most frequently cited enabler of KS while KM 

necessitates a culture that encourages employees to create, capture, leverage and share knowledge, 

allowing them to improve an organisation's performance.  

6.8  Themes of healthcare FM organisational culture  

As one of the 'key stable factors’, the culture within an organisation plays a critical role in the organisation's 

day‐to‐day operations. Although literature has at times focused on an organisation's culture as shared 

basic assumptions (Schein, 1985) or metaphors within organisations (Morgan, 1986, 1997), these are 

insufficient to understand and measure them. Every organisation has its own distinct culture or set of 

values and may have a different understanding of what culture means. Organisational culture is typically 

created unconsciously, based on the values of top management or the founders of an organisation. 

Managers should not ignore organisational culture and its themes to achieve a thriving culture since 

culture can be applied as a competitive advantage during organisational development, and strong cultures 

(ones in which beliefs and values are widely shared and held) can also offer many advantages, such as 

cooperation, communication, control or commitment. Meanwhile, due to several recent developments, 

the importance of organisational culture is growing, and cultural themes can be used to continuously 

measure the organisation's culture. 
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The shared values and beliefs that characterise an organisation, guide its practices, and set the general 

attitude among its employees are referred to as organisational culture. Culture, with its deep emotional 

roots, has enormous influence over how employees interact with one another, conduct business 

transactions, and what they wear. Corporate culture is frequently implied by vision, mission, and value 

statements, but it is not always defined ‘on paper’. It emerges organically over time as a result of the 

cumulative characteristics of the people the organisation hires and the behaviours that management 

tolerates. Employees pass down culture through anecdotes and stories told ‘around the water cooler’. As 

a result, culture shifts, but not abruptly and certainly not without deliberate and intentional effort (Guley 

and Reznik 2019). 

On the other hand, mindset is commonly described as the underlying, frequently unstated assumptions 

and belief systems that people use to process and interpret incoming information. In other words, mindset 

acts as a filter for incoming data. Although the mindset is considered individually and may differ from 

person to person, it is inextricably linked to an organisation's culture. In fact, an organisation's culture is 

made up of a collection of individual mindsets. The only way to change culture is for employees' individual 

mindsets to shift to embrace new, collective values (Davis, 2019). Similarly, people demonstrate mindset 

through their actions; this is the only way culture is created and maintained. At organisational levels, 

mindset may be so organisationally entrenched that it creates a powerful incentive within the group to 

resist the adoption or acceptance of desired behaviours, approaches or tools. The phenomenon of mental 

inertia or ‘groupthink’ can be used to describe a collection of behaviours based on a fixed mindset. At its 

worst, groupthink can result in a team that ignores obvious red flags, makes poor decisions, and 

confidently marches down a path to failure.  

Cultural norms and shared mindsets mutually reinforce each other. They result in behaviours that 

contribute to the organisations overall mood, organisational vibe and business results. Transformations 

are desirable when leadership recognises the need for change, such as keeping up with the market, 

introducing new products, services, or adopting technology. Once the mindset is in sync with the reasons 

for change, the behaviours must follow. Leaders must model behaviours that align with the organisation's 

desired values. People use a more limited concept of mindset in the context of organisational behaviour 

and business transformation than cognitive psychologists in their analysis of human behaviour.  

In psychology, an attitude is a collection of feelings, beliefs and behaviours toward a specific object, person, 

thing or event. Attitudes are frequently the result of experience or upbringing and can have a significant 

impact on behaviour. While attitudes endure, they can also shift (Cherry, 2021). Instead, of the two main 

types of mindsets used in psychology—fixed and growth—people look at the various ways "employees can 

process, interpret, and respond to incoming information." Mindset‐driven behaviours in the workplace can 

manifest as collaborative versus competitive, profit‐driven versus purpose‐driven, customer satisfaction‐

driven versus efficiency‐driven, controlling versus empowering, and so on. Given that people can 
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completely shift from a fixed mindset to a growth mindset, even in the context of psychology, behaviour‐

specific mindset shifts in the workplace are wholly feasible and highly desirable (Engel 2018; Guley and 

Reznik 2019). 

The discipline of team learning begins with ‘dialogue’, or the ability of team members to suspend 

assumptions and engage in genuine ‘thinking together’. Surprisingly, the practice of dialogue has been 

preserved in many ‘primitive’ cultures, such as that of the American Indian, but it has been nearly entirely 

lost to modern society. The principles and practices of dialogue are being rediscovered and applied in a 

modern context today. This is distinct from the more common ‘discussion’, which has its roots in 

‘percussion’ and ‘concussion’, literally a heaving of ideas back and forth in a winner‐take‐all competition 

(Senge, 1990; Dervitsiotis, 1998; Hughes and Kritsonis, 2006). Learning how to recognise patterns of 

interaction in teams that undermine learning is also part of the discipline of dialogue. Defensive patterns 

are frequently profoundly ingrained in how a team operates and undermine learning if they go unnoticed. 

They can accelerate learning if they are recognised and creatively surfaced. Team learning is critical 

because teams, not individuals, are the fundamental learning unit in modern organisations; thus, unless 

teams can learn, the organisation will not be able to learn. 

Moreover, Senge (1999) notes “when you ask people about what it is like being part of a great team, what 

is most striking is the meaningfulness of the experience. People talk about being part of something larger 

than themselves, of being connected, of being generative. It becomes quite clear that, for many, their 

experiences as part of truly great teams stand out as singular periods of life lived to the fullest. Some 

spend the rest of their lives looking for ways to recapture that spirit”. People in healthcare organisations 

who focus solely on their position have little responsibility for the outcomes produced when all positions 

interact. Furthermore, it can be difficult to understand why when results are disappointing. All you can do 

is assume that "someone made a mistake". 

Maull et al., (2001) identified four major themes in an organisational culture as follows:  

Firstly, culture is a learned entity. In general, managers should be able to predict or grasp the general trend 

of employees' behaviours and thinking by studying definitions of culture which primarily consider how 

they act or think (Williams et al., 1994). According to Schein (1984), culture is "a pattern of basic 

assumptions that a given group has invented, discovered, or developed in learning to cope with its 

problems of external adaptation and internal integration, and that has worked well enough to be 

considered valid, and thus to be taught to new members as the correct way to perceive, think, and feel in 

relation to those problems." The prominent feature of this theme is that culture is used as the correct way 

for new employees to behave; as a result, culture can sustain organisational survival and growth.  
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Secondly, culture is viewed as a set of beliefs; Davis (1984), for example, defines culture as "the pattern of 

shared beliefs and values that provide members of an institution with meaning and the rules for behaviour 

in their organisation." 

Thirdly, culture is viewed as a form of strategy. Bate (1995) disagrees with the distinction between strategy 

and culture, arguing that "...culture is a strategic phenomenon: strategy is a culture phenomenon". Thus, 

such beliefs have two implications:  

a. Any kind of strategy formulation is a cultural activity, for example, strategy development is 

simply a cultural development; and  

b. All cultural changes should be viewed as strategic changes. In reality, any culture programme 

in an organisation is not distinct, because any change in a cultural programme is always 

occurring within formal and informal strategic planning processes.  

Fourthly culture can be perceived as mental programming. According to Hofstede (1980), culture is the 

"collective programming of the mind that distinguishes members of one category of people from another." 

Hofstede also classified culture into four layers (or four major components): symbols, heroes, rituals, and 

values. Research across the four layers is critical for organisational managers because it can affect business 

or operations to varying degrees and in various ways. Hofstede et al. (1997) developed an ‘onion’ diagram 

model of organisational culture (shown in Figure 6.1). 

 

 

 

 

 

 

 

 

 

 

Figure K.4 Culture web. Adapted from: Johnson and Scholes (1999) 
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The leaders of an organisation usually establish its assumptions, beliefs and values, including the seven 

key elements that are broad, deep and stable throughout the organisation. In turn, they guide employees' 

behaviour about what is considered appropriate or inappropriate in the organisation. Understanding and 

measuring an organisation's culture involves more than just understanding its four themes. The impact of 

culture on an organisation's daily operations and workings, that is, how the organisation organises itself, 

its relationships with customers (internal and external) and how the organisation treats its employees, is 

also vital to consider when building a thriving culture (Johnson and Scholes, 1999). 

Some researchers have discovered that certain cultures are linked to economic performance (Denison, 

1990; Kotter and Heskett, 1992; Sorensen, 2002). Boyne (2003) provided a relationship between 

organisational culture change and improved public service. For example, in a US Environmental Protection 

Agency study, Ban (1995) discovered that the agency was better than other federal agencies at mitigating 

the effects of centralised federal human resource policy constraints. This was due to the agency's status 

as an adhocracy with an open culture that prioritised change, flexibility, creative problem‐solving, and risk‐

taking. Understanding organisational culture and cultural types also helps to comprehend why managerial 

reforms have varying effects within and between organisations. The NHS, for example, maybe more 

resistant to reforms aimed at promoting innovation because of its predominantly internal process culture. 

Indeed, Pollitt and Bouckaert (2004, p.55) state that "We would also expect staff in high uncertainty 

avoidance cultures to be more concerned with rule‐following and less willing to risk changing jobs … both 

factors [are] of some importance for those reformers who want to deregulate bureaucracies and 

encourage more rapid job change in the public service." 

According to practitioners in both the private and public sectors, organisational change frequently 

necessitates changes to an organisation's culture and learning. For example, O'Riordan and Humphreys 

(2002) suggest that a change in organisational culture is required in many areas of a department to 

improve career progression arrangements in the civil service; "developing a culture in which staff career 

progression and development are prioritised represents an important retention and motivation tool" 

(O'Riordan, 2004, p.77). Zalami (2005) stated that depending on whether the existing culture is aligned 

with the goals of the proposed change, culture can either help or hinder institutional transformation. 

O'Donnell (2006) relates this to culture facilitating innovative public‐sector initiatives and providing a 

supportive environment for the development of 'entrepreneurial leaders'. 

A study on innovation in the Irish Public Sector found that "management attitudes to risk management 

and tolerance for failure merit further research in terms of their impact on developing an entrepreneurial 

culture in the public sector" (p.96). Traditional public sector organisational cultures, according to academic 

research, are likely to stymie public service modernisation unless they are changed to align with the 

current role of government as an economic growth engine (private sector development, ownership of 

state enterprises). 
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In addition, Zalami (2005) argued that change proponents had identified characteristics of public sector 

culture focused on authorities and controls, rules‐driven, bureaucratic nature, the inefficient use of 

resources, and lack of accountability for results, and proposed a new paradigm more responsive to citizen 

needs. Similarly, Du Gay (2000), contemporary reformers claim to want to undermine the bureaucratic 

ethos, but their understanding of 'bureaucracy' and 'efficiency' leaves much to be desired (Peters, 1987; 

Osborne and Gaebler, 1992). He proposed that, rather than referring to a type of organisation that exhibits 

many, if not all, of the characteristics of Max Weber's (1978) classic 'bureaucracy,' contemporary reformers 

use the term 'bureaucracy' as a composite term for large organisation's defects (waste, inertia, excessive 

red tape). They argue that it should be replaced with more efficient, business‐like procedures. Overall, 

DuGay (2000) believes that proclaiming the demise of the bureaucratic office's cultural ethos is misguided 

and premature.  

As several recent well‐publicised cases of improper conduct in government, at both national and 

supranational levels, demonstrate, many of its key features, as they existed a century or so ago, remain as 

necessary to the provision of good government today as they did then. These qualities include the ability 

to provide candid and fearless advice on the formulation and implementation of specific shared goals and 

the ability to pursue those goals impartially, responsibly, and with energy if not enthusiasm. Indeed, “the 

bureaucratic ethos is still required for representative democracy”. However, as Litton (2006) points out, 

bureaucracies' preferences for simple structures can result in cultural traits that limit performance. He 

discovers that the mode of operation amongst government departments "bears a striking resemblance to 

the organisational structure identified by Mintzberg (1979) as the 'simple' or' entrepreneurial' form" 

(Litton, 2006) and that these structures rely on direct supervision to coordinate their division of labour. 

According to Litton (2006), the 'boss' is the one who deals with the environment and assigns tasks based 

on the products and services that will satisfy the customer and supervises their execution with the help of 

one or two trusted middle managers or supervisors. 

Nevertheless, “the culture that sustains this form is similar to what Basil Chubb (1970) described as Irish 

political culture: authoritarian, anti‐intellectual, and personalist,” (Litton, 2006). The culture is 

authoritarian because the boss is the only one in charge of the big picture, including internal and external 

environments. The boss's job is to deal with the unknowns of any organising project.  

Staff interrogation is one source of uncertainty that can be eliminated by decree, and it has been done so. 

Because admitting the relevance of new understandings increases the complexity that the boss must 

manage, the culture is anti‐intellectual. Open‐ended analysis is discouraged due to the risk of cognitive 

overload and the suspicion that an increase in acknowledged complexity will not result in commensurate 

rewards (Litton, 2006). Because "numbers are small, and in the absence of detailed job descriptions, 

workers interact as individuals, not roles," Litton (2006, p196) describes the culture as ‘personalist’. As a 

result, in the context of healthcare management reform, culture is a key battleground. Simplistic 
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approaches suggest that the healthcare system's old bureaucratic culture must be dismantled and 

replaced with a more entrepreneurial, private‐sector‐like culture. Such simplistic approaches, however, 

will not work, as suggested here. Successful management reform requires a better understanding of 

culture and the reasons for specific organisational cultures in healthcare services. 

The shared, cultural aspects of organisational life appear to have some bearing on organisational 

outcomes. However, because of the complexities of healthcare cultures and the ambiguity surrounding 

"success" in healthcare, establishing such links through research is difficult (Scott et al., 2003). 

Nonetheless, a recent systematic review of research in this field discovered a "consistently positive 

association... between culture and outcomes across multiple studies, settings, and countries" (Braithwaite 

et al., 2017). So, culture appears to be important. Individual studies can also provide important actionable 

insights, such as the value of leadership, the importance of balanced cultures, and the contingent nature 

of the relationships between culture and performance. Clearly, the relationships between culture and 

quality, safety, or efficiency are not simple. Culture, while important, does not provide a "magic bullet"—

the challenge becomes determining which aspects of culture may influence which aspects of performance 

(Alderwick et al., 2017). 

Furthermore, any relationships between culture and health service outcomes are likely to be mutual and 

recursive, implying that perceived performance is just as likely to shape healthcare cultures as culture is 

to shape local healthcare performance. There may be virtuous circles of high performance that lead to 

reinforcing cultures of lofty expectations, as well as spirals into decline where perceived performance 

failings lead to demoralisation and resignation to those poor standards (Mannion et al., 2005). It can be 

seen from these arguments how narrative practices about performance can significantly affect cultures, 

which has implications for clinicians, facilities managers, administrative managers, stakeholders and 

policymakers in how they talk about and manage performance and improvements (The Health 

Foundation, 2022).  

One of the most crucial factors is job satisfaction, which is defined as the degree to which people like or 

dislike their job (Davis, 1988). Job satisfaction influences attitudes, behaviour, and motivation through 

psychological, physical, and social well‐being (Kianto et al., 2016). Furthermore, it is inextricably linked to 

the process of knowledge sharing that emerges in a culture based on trust and collaboration. In Robbins 

and Coulter (2005), organisational culture refers to employees' shared values, beliefs, and perceptions 

within the organisation or department. Since organisational culture reflects the values, beliefs, and 

behavioural norms that employees in an organisation use to give meaning to the situations they encounter, 

it has the potential to influence staff attitudes and behaviour (Scott‐Findlay, 2006). An organisation's 

culture is critical, as it determines whether or not it is a happy and healthy workplace. Employee 

acknowledgement and acceptance of the organisational ethos can influence their work behaviour and 

attitudes when communicating and promoting it to them. When leaders and employees interact well, the 
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latter will contribute more to team communication and collaboration and be encouraged to complete the 

organisation's mission and objectives, thereby increasing job satisfaction. Several studies have found that 

organisational culture influences knowledge sharing positively. However, more empirical research into the 

relationships between job satisfaction, organisational culture, and knowledge sharing is still required (Tsai, 

2011). 

Various scholars have extensively discussed the concept of organisational culture (De Long and Fahrey, 

2000; Mc Manus et al., 2016). According to Schein (1986), "culture" is a pattern of basic assumptions that 

a group invents, discovers, or develops as it learns to cope with external adaptation and internal 

integration problems. Hofstede (1980) identified five dimensions of organisational culture based on 

variables like power distance, uncertainty avoidance, individualism/collectivism, masculinity/femininity, 

and short/long‐term orientation.  

Job satisfaction has also remained a topic of study for researchers from various disciplines, primarily 

management, business, and psychology. This concept refers to a positive emotional state caused by an 

employee's job evaluation (Spector, 1997; Springer, 2001; Suliman and AlHosani, 2014; Saijd Saeed, 2016). 

According to Boles et al. (2009), job satisfaction is affected by all aspects of the job and work environment, 

including career development opportunities, rewards systems, employee relationships with management, 

job security and employee engagement conditions. A pleasurable mental state and positive emotional 

status resulting from job satisfaction are heavily influenced by human resource management practices, 

one of the organisational culture's components. Previous empirical research has established a link 

between organisational culture and job satisfaction (Lund, 2003; Warr, 2007; Habib et al., 2014; Al‐Sada 

et al., 2017). 

Furthermore, it should be noted that job satisfaction is an intrinsic motivator in the process of KS. 

Employees are only willing to share knowledge with the organisation if they are happy. Employees' 

identification with the organisation and involvement in achieving the organisation's goals appear to be 

significantly higher with a positive attitude toward the job, as does the need to share knowledge. Several 

researchers have investigated the relationship between job satisfaction and knowledge sharing (Lin, 2007; 

He and Wei, 2009; Yan and Davison, 2013; Tong et al., 2014). When subjective well‐being at work is 

relatively high, the willingness to share knowledge appears. In other words, a favourable attitude toward 

knowledge sharing is unquestionably related to job satisfaction, which influences employee turnover and 

productivity (Diener and Biswas‐Diener, 2002; Costanza et al., 2007). 

Effective KM, particularly in the context of tacit and explicit KS, has many positive outcomes, such as 

increased productivity and performance (Mesmer‐Magnus and DeChurch, 2009; Witherspoon et al., 2013; 

Asrar‐ul‐Haq and Anwar, 2016). Research by Park and Lee (2014), Gemino et al. (2015) and Calvo‐Mora et 

al. (2015) have shown that knowledge sharing contributes to the performance of an organisation. 
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Furthermore, job satisfaction and organisational values contribute to knowledge sharing and improve the 

performance of organisations (Kotter, 2008; Bakoti, 2016). 

Job satisfaction is a highly researched phenomenon because many experts believe it has some relationship 

with labour market behaviour and has the potential to influence productivity, work effort, and employee 

decisions to leave a job (Gazioglu and Tasel, 2002). It has been established that organisations impact the 

people they employ, as evidenced by how they feel about their jobs (Spector, 1997). Similarly, employees 

expect to be satisfied with their jobs, which makes job satisfaction a crucial factor both for employers and 

employees. Unfortunately, many organisations have failed to prioritise job satisfaction (Gazioglu and Tasel, 

2002), possibly because they have failed to assess or measure its actual impact. Scholars and practitioners 

are interested in defining and understanding organisational culture and identifying its role in 

organisational management (e.g., Czerska, 2003; Sikorski, 2006). However, some researchers associated 

with the critical management studies stream argue that interest in organisational culture is a 

pseudoscientific trend and fashion (Sukowski, 2012). Nonetheless, organisational culture, as a subtle 

mechanism for exercising power and directing people, plays a critical role in achieving organisational goals. 

As a result, organisational culture is viewed as "the panopticon, controlling organisations and instilling self‐

control systems in their members" (Sukowski, 2012). The Panopticon role of organisational culture appears 

to be even more important in healthcare services, creating a consistent culture that combines all divergent 

subcultures in their various operations (Kates, 2002; Collins, 2013).  

Scheffknecht (2007) asserted that organisations must establish common organisational culture to ensure 

global collaboration and, as a result, to capitalise on their competitive advantages. Developing a 

homogeneous culture within a multicultural sector like healthcare, on the other hand, is a considerable 

challenge. Even so, unlike national cultures, which are rooted in values and thus "given facts for 

organisational management" (Hofstede, 2012), organisational cultures derive from practices that make 

them manageable to some extent (Hofstede, 2012). Healthcare managers are assumed to be capable of 

developing an accepted and solid corporate culture if they understand the barriers to and determinants 

of this process. However, managing corporate culture in a national business setting poses a significant 

challenge, prompting some researchers to question its feasibility and efficacy (Welch and Welch, 2006). 

Cultural diversity in healthcare may result in cultural distance embedded barriers, whereas a cultural gap 

fosters barriers to establishing a unified organisational culture (Rozkwitalska, 2010). 

National culture bonded barriers and other cultural barriers influence individuals' perceptions within the 

healthcare sector, which in turn influences their attitudes toward elements of a given culture. The attitudes 

are then mirrored in the actions of organisational members (see Figure 5). The relationship between 

corporate culture and cultural barriers is exceptionally complex in the NHS. At the same time, the NHS 

culture influences employees' attitudes, which can later influence specific behaviours, such as 

commitment to organisational goals (Taylor et al., 2008). Furthermore, national culture shapes 
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organisational culture (Lau and Ngo, 1996), which may indicate that the values embedded in national 

cultures and their organisational subcultures, when combined with the values of an NHS culture, may 

cause tension (Berson et al., 2004).  

 

 

 

 

 

 

 

Figure K.5. Cultural Barriers, Organisational Culture and Behaviours. Adapted from Rozkwitalska (2013).  

Corporate culture can be viewed as one of the factors influencing organisational cultural effectiveness 

(Rozkwitalska, 2011), that is, "the ability to achieve business objectives in a culturally diverse international 

environment" (Rozkwitalska, 2009). However, the role of organisational culture evolves in tandem with 

healthcare organisation models. Shared common values are critical in the healthcare organisational 

model, and organisational culture plays an important role. Some modifications and differentiations of the 

shared values are permitted in the transnational model, but culture is critical in managing the entire 

organisation (Nohira and Ghoshal, 1997; McFarlin and Sweeney, 2006). Such organisational culture should 

also promote continuous learning, foster mutual trust among members, and value and respect cultural 

diversity and ambiguity. The core values are fundamental in this model and should represent internal 

integrity and be manifested in behaviours and artefacts, while the other elements of organisational culture 

can be flexibly adjusted if circumstances require it (Jacob, 2003). 

The field of literature frequently suggests that a robust organisational culture benefits organisational 

management (e.g., Srensen, 2002; Chatman and Cha, 2003). However, Welch and Welch (2006) argue that 

imposing a subsidiary culture can have negative or mixed results. Such a situation arises when the 

environment changes and necessitates a more responsive approach. They said that because organisations 

"operate in diverse and increasingly unpredictable environments (...), promoting a strong culture across 

their global operations may have negative consequences" because it promotes rigidity over required 

flexibility.  
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Thus, a strong culture can be influential only over time and when it encourages innovation, risk‐taking 

behaviours, and change (Chatman and Cha, 2003). Nevertheless, it is worth noting that such a culture is 

also expected to foster tolerance for differences, deviant behaviour, and countercultures within an 

organisation (Welch and Welch, 1997). 

To discuss culture is to examine how people go about their work, how they think, and how they behave. 

There are numerous cultures in the healthcare sector, with each team, occupational or professional group 

having its own distinct way of doing things. When people talk about culture, they frequently lack a clear 

understanding of what they mean. Some people see it as a catchy vision statement, while others think it 

is too fluffy and general to be helpful. Culture influences people in various ways as they become exposed 

to the team, department, and organisational cultures. A growing realisation that a history of structural 

changes has not always resulted in improved services. Many previous healthcare change initiatives 

implemented large‐scale structural reforms. While structural reforms are necessary, they have not always 

had the desired impact, with staff and patient services frequently changing only slightly. An organisation's 

culture, its informal psychological and social aspects, influences how people think, what they value, and 

how they behave and ultimately determines the success of these structural reforms (Cameron and Quinn, 

1999). 

While culture has many interpretations in the literature, Schein (1992) defined it as "a pattern of shared 

basic assumptions that the group learned as it solved its problems of external adaptation and internal 

integration, that has worked well enough to be considered valid and, thus, to be taught to new members 

as the correct way to perceive, think, and feel in relation to those problems". Collins and Parras (1997) 

discovered core ideology, a strong drive for progress, alignment, and a well‐designed organisational 

structure to be important to preserve the core and stimulate progress when looking for the fundamental 

factors causing high performance. The authors further stated that these are universal requirements that 

do not change with time.  

Sir Robert Francis observes that different cultures can exist within the same organisation. Different teams, 

departments, and hospital sites can all 'feel' differently. "A whistle‐blower interviewee described the 

difference between two teams in the same organisation, one with good leadership that allowed people to 

address mistakes directly and question one another and the other with a command‐and‐control style with 

a "blame culture" Francis (2013). In his submission to the Mid Staffordshire NHS Foundation Trust Public 

Inquiry Report, Sir Robert reports that culture means "how we do things around here," "here" being 

anything from a small group or team to a whole organisation, a profession, or a health system..." (Francis, 

2013). Again, this analysis resonates strongly with the findings of this study, particularly the idea that many 

different cultures can exist in one organisation, as one manager told this researcher: "I do acknowledge 

that the size of the NHS makes it an unwieldy organisation and there is no doubt in my mind that a pack 

or gang mentality can be easily formed in any department, staff grouping, committee etc. and that is what 
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I felt I was up against". Cultures, of course, can contribute to or create a set of circumstances (both positive 

and negative), as well as cultures that address or fail to address these circumstances and has many facets 

(Ungar, 2011). 

K.9  Relationship between organisational culture and performance 

Most social science research and discussion on organisational performance have been devoted to studying 

the conditions under which organisations achieve various levels of effectiveness (e.g., Price, 1968). From 

this standpoint, structural and other variables are typically treated as independent variables, with some 

measure of effectiveness as the dependent variable. Performance has been viewed as a result. On the 

other hand, a theory of organisational structure would posit structural variables as being dependent on 

decisions made concerning some standard of required performance and some prediction of the effects of 

structural alternatives on the performance achieved. This model treats performance as both an input and 

an output. Thus, for a theory of organisational structure, two critical questions are, first, how performance 

standards and their degree of achievement may act as a stimulus to structural variation, and second, how 

far structural variation is likely to affect performance levels. Both questions concern the extent to which 

the choice of organisational structure is influenced by economic and other social constraints (Child; Singh, 

1986). 

There has been little research on the impact of performance standards and their degree of achievement 

on structural variation. The operation of any structural arrangement appears to be dependent on a 

sufficient supply of resources, which appears to be a primary condition here. A decline in performance, or 

even failure to meet expectations, may therefore lead to decisions aimed at affecting healthcare FM, most 

likely in the direction of simplified procedural and paperwork systems, as well as a proportionately lower 

operational staff component. Allowing for the possibility that alternative structural designs exist and have 

somewhat comparable overhead costs, a further condition for performance considerations to influence 

structural choice must be that those making a choice believe that structural arrangements influence the 

level of organisational effectiveness achieved. If they do not believe this, the level of performance attained 

will only impact structural choice in terms of direct operational costs and lead times, not performance 

(Richardson, 1997; Child, 2002).  

While managers and academic researchers believe that organisational culture impacts performance 

(Kreitner and Kinicki, 2008), studies of the relationship between organisational culture and organisational 

performance yielded inconsistent results (Denison et al., 2004; Kreitner and Kinicki, 2008). Studies in the 

healthcare field have examined various performance indicators, such as quality improvement activities, 

patient‐care quality and efficiency, organisations team effectiveness, healthcare job satisfaction and 

patient satisfaction, making it difficult to identify consistent relationships across studies (Platonova et al., 

2006; Williams et al., Konrad 2007; Zazzali et al., 2007). Furthermore, while most literature on hospital 
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organisational culture focuses on the UK or other high‐income countries, little is known about hospital 

organisational culture in different socioeconomic and cultural settings (Helfrich et al. 2007). A hospital 

with a social responsibility culture prioritises society's interests over those of individuals or patients.  

However, most organisational decision‐makers likely believe structural design impacts performance. In this 

case, the level of performance achieved will most likely influence structural design decisions with one 

crucial caveat. This is because the achieved performance does not exceed any target that the decision‐

makers may have determined to be adequate. Suppose performance exceeds this "satisficing" level (and 

one assumes that this level represents a level of return that is at least sufficient to secure resources 

required for the fulfilment of present and future obligations). In that case, the decision‐making group may 

believe that the margin of surplus allows them to adopt structural arrangements that align with their own 

preferences, even if it comes at some extra cost to the organisation. In such cases, the dominant 

organisational decision‐makers may also allow other interest groups to make or keep their preferred 

structural adaptations, a phenomenon is known as "organisational slack" (e.g., Cyert and March, 1963). 

Given the widespread prevalence of imperfections in resource allocation and competition economics, 

particularly in healthcare FM organisations, significant organisational slack may frequently exist. It is also 

suggested that organisational decision‐makers may believe they have significant control over 

organisational structure planning.  

The results of economic research on business organisations show that other strategic factors may have a 

big effect. For example, the choice of markets or industries being served can significantly impact 

organisational performance because the return available from different markets or sectors varies 

significantly and some sectors are expanding. In contrast, others are the not‐a‐poor choice, which leads to 

'market inefficiency'. A business may suffer from "technical inefficiency" if it operates processes that are 

too small to reap the benefits of economies of scale and employs operations technology that does not 

fully exploit standardisation and long production runs. Third, if opportunities for profitable investment in 

production facilities or research and development are not taken advantage of, performance will suffer due 

to a lack of foresight. Caves used this classification of strategic choices in his review of performance in 

British industry (Caves, 1968), but it is far from exhaustive. But this is enough to show that structural design 

is unlikely to have a big impact on how well an organisation does, even though the type of structure may 

affect the quality of other strategic decisions because of how it affects the flow of information. 

The design of organisations structure may have limited influence on performance levels, and performance 

standards may allow for some 'slack', undermining the general proposition that contextual factors will 

exert a high degree of constraint on structural design choice. In practice, there appears to be some 

variation in the structures of otherwise comparable organisations, a variation that appears to have been 

sustained over time with little effect on success or failure. This is frequently noted by managers within 

such organisations, and it is not refuted by the fact that multivariate predictions of specific structural 
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dimensions continue to leave large proportions of structural variance unaccounted for (e.g., Pugh et al., 

1969a).  

Involvement cultures place a premium on the development of organisational human capital. Employee 

satisfaction is expected to be higher in hospitals with cultures that emphasise capability development and 

empowerment, which is consistent with other research demonstrating a positive relationship between 

involvement cultures and employee satisfaction and greater efficiency in delivering medical care 

(Platonova et al., 2006). Also, organisations with an adaptability culture can respond to changes in the 

external environment by making timely adjustments to strategic objectives (Zhang et al., 2009). While 

hospitals with more adaptable cultures will perform better, the effect on performance indicators depends 

on the hospital's objectives.  

K.10 Operational cultural dimension in healthcare FM 

Hofstede's (1980) cultural dimensions, Schwartz's value inventory (SVI) (Schwartz, 1992), and 

Trompenaars and Hampden‐(1998) Turner's cultural dimensions are the most widely used frameworks. 

Hofstede identified five cultural dimensions: power distance, uncertainty avoidance, 

individualism/collectivism, masculinity/femininity, and long‐term orientation (LTO) (Hofstede, 1980; 

Hofstede and Bond, 1988). Schwartz (1994) identified 45 individual values that he felt were universally 

recognised and classified them into seven dimensions: conservatism, intellectual autonomy, affective 

autonomy, hierarchy, mastery, egalitarian commitment, and harmony. Trompenaars and Hampden‐(1998) 

Turner's cultural dimensions include universalism/particularism, individualism/communitarianism, 

neutral/emotional, specific/diffuse, achievement/ascription, attitude toward time, and attitude toward 

the environment, are another contemporary framework. Although the definitions and assumptions about 

culture are relatively consistent across the 85 studies, the measures used vary greatly. While some studies 

measured culture using broad concepts such as 

nation, race, and ethnicity, others focused on specific values such as individualism or collectivism. 21 of 

the 85 studies used nation as a proxy for culture, 19 used race or ethnicity, and 34 used specific cultural 

values. While some studies used nation or ethnicity as a proxy for culture, eleven studies used specific 

cultural values simultaneously to test hypotheses (e.g., Earley, 1999; Jung and Avolio, 1999).  

K.11 Chapter summary 

Organisational goals are best understood in terms of the values that underpin them. Objectives are targets 

that are extrapolated from the organisation's goals. Conflicts over goals can arise because of poorly 

articulated values and human disorganisation, which is described as a lack of functional consensus on 

corporate objectives and values. As well as the organisational chart, the structure for achieving 

organisational goals includes communication patterns, decision‐making procedures, norms, accountability 

systems, and reward systems that reinforce and support the reporting relationships depicted in the chart. 
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Each aspect of the organisational culture and structure contains both a formal and informal component, 

as well as technical and social components. Formal rules of conduct, for example, and informal social 

pressures toward conformity are both norms. The conflict between the informal social and formal 

technical systems creates a psychological environment that surrounds and influences work (Reilly, 1998). 

This climate is both a result of the system's functioning structure and a mediator of its productivity. 

Furthermore, the organisation is part of a larger context. To effectively interact with its environment, it 

must resolve the conflicting demands placed on it from the outside and be sufficiently integrated internally 

to deal with such intrusion. Intervention in the organisation to improve its functioning is most effective 

when it focuses on its values, goals, and structure. Similarly, changes in organisational climate are a result 

of changes in how people are treated within the structure (Astley et al., 1983). For example, the budget, 

profit‐and‐loss statement, debt service, external audits, taxes), the table of organisation, the articles of 

incorporation, the plant and other real property, personnel and personnel policies, and the organisation's 

legal status and obligations are all part of the organisational structure. 

The culture and structure of an organisation are both a reflection and a determinant of its functions. 

Indeed, the appropriateness, or fit, between the organisation's formal and informal structures and the 

functions that specific components and the organisation are expected to provide is a critical issue. The 

various outputs or outcomes of the organisation's activities are referred to as "organisational functions", 

which are the products, services, benefits, and effects of organisational life. Productivity, integration, 

organisational health, and feedback are all useful categories for assessing this domain. Productivity is 

concerned with the organisation's defining tasks—what it does for a living, whether healthcare provision, 

teaching children to read, or selling insurance. Integration is defined as "the alignment of the needs of 

individuals and groups within an organisation with organisational goals, as well as the linking of individuals 

and groups in pursuit of those goals" (Immegart and Pilecki, 1973).  

The relationship between an organisation and its environment is referred to as organisational health. It is 

determined by the organisation's ability to test reality, the members' and subdivisions' sense of 

organisational identity and purpose, and the organisation's ability to adapt to environmental change. 

Feedback is the use of information about an organisation's structure, processes, and functions to monitor 

and/or change its operations. The organisational process is the method by which structure is translated 

into function and vice versa. For example, the structure of a football team is largely defined by the various 

types of players, the rules governing each of these roles, the number of players playing each role, and their 

alignment. Thus, formation players run the play—that is, structure translated into function is a process. 

Because organisational structure and function are frequently the focus of organisational assessments, 

investigating the nature of the organisational process is worthwhile. 

Hospitals operate in an ever‐changing environment that includes, but is not limited to, technological and 

regulatory changes. Second, the healthcare service industry is characterised by a reliance on knowledge 
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transfer as a result of 24/7 staffing needs, shift changes, reliance on technology, and aggressive risk 

management initiatives. Third, hospitals are extremely functionally dependent (Kavuncubaş, 2010). 

An organisation's optimal performance is that which allows the organisation to achieve its goals and 

objectives over time. Those goals and objectives are frequently considered sustainable competitive 

advantages in the highly competitive business environment. Long‐term survival: competitiveness that 

increases organisational performance; quality; and customer acceptance of services are all examples of 

sustainability (Bennet and Bennet 2000). Sir Robert observes: "within the organisation, there is a culture 

of bullying that has largely gone unnoticed. "There is an iceberg of events that are not reported for every 

case that comes to light" (Francis, 2013). There is a possibility that what is reported in the report is just 

the tip of a larger iceberg in the NHS. Further investigation will only be able to reveal if this is the case, 

which is beyond the scope of this study. 

Job satisfaction, in turn, is an important individual factor. The willingness to share knowledge is indeed 

influenced by subjective well‐being, which influences employees' commitment, loyalty, and trust, all of 

which are required to achieve organisational goals. However, more empirical research into the 

relationships between job satisfaction, organisational culture, and knowledge sharing is still required (Tong 

and Wong, 2013). Two organisations may have similar formal structures and functions, but their 

effectiveness varies greatly due to differences in their processes. Life within these two hypothetical 

organisations would be quite different; communication, intergroup relations, group roles, leadership and 

authority, decision‐making, and group norms would all be different. Child (1972) says that the last items 

give us another set of categories to look at the process subdimension in more depth. 
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APPENDIX L 

 

OB4: To investigate the influence of digital technologies (DT) on KM in the practice and delivery of 

healthcare FM. 

Q1: What is the reality of KM technologies required to effectively manage and deliver healthcare FM with 

emphasis on achieving organisational effectiveness? 

H4: That there is a significant overlap in the relationship between KM and technology, especially 

information technology, in the delivery of healthcare FM. 

In the previous chapter, the study explored the impact of organisational culture and structure on job 

satisfaction in the practice and delivery of healthcare FM. This chapter examines the influence of digital 

technologies on KM in healthcare FM. The study discusses the role of digital tools in transforming KM 

practices and explores the benefits and challenges associated with their adoption. Furthermore, it 

provides strategies for effectively leveraging digital technologies in KM, emphasising the importance of 

integration, data security, and user engagement. By harnessing the power of digital technologies, 

healthcare FM organisations can enhance their KM practices, promote collaboration and innovation, and 

ultimately improve the delivery of FM services in the healthcare sector. 

Methods: The chapter explores key issues facing modern FM using various resources. By delving into 

published works, observations, document analysis and consulting with industry practitioners–including 

those working at managerial and operational levels–the study took a well‐rounded approach considering 

multiple perspectives.  

Technology drives healthcare more than any other force, and in the future, it will continue to 

develop in dramatic ways. While we can glimpse and debate the details of future trends in 

healthcare, we need to be clear about the drivers so we can align with them and actively work to 

ensure the best outcomes for society as a whole (Thimbleby, 2013). 

L.0  Chapter overview 

In recent years, digital technologies have made significant strides in revolutionising various industries, with 

healthcare being one such industry benefiting from these advancements. The impact has been profound 

with the emergence of digital technologies fundamentally transforming how knowledge is managed within 

healthcare FM. By enabling better capture, storage retrieval sharing collaboration, and continual 

improvement of knowledge conversion from tacit to explicit, information becomes more straightforward, 

all contributing towards effective KM.  

This chapter explores how these digital technologies have influenced KM practices in healthcare FM. The 

aim is to provide insightful discovery into the evolving landscape brought about by technological 
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innovation, contributing towards improved operational efficiency and better patient outcomes leading 

towards enhanced overall healthcare quality. However, it is imperative to consider multiple challenges and 

factors related to data privacy and security, interoperability and integration, staff training and adoption, 

infrastructure requirements and the regulatory and legal adherence necessary as prerequisites for DT 

implementations. Through this study, the chapter scrutinises these aspects in greater detail, highlighting 

how digital technologies impact KM whilst referencing relevant sources. The chapter also delves into 

future developments and potential outcomes that pertain to healthcare FM. These concentrate on 

advances in artificial intelligence and machine learning, big data and predictive analytics, and virtual and 

augmented reality alongside blockchain technology. These cutting‐edge technologies bear the significant 

capacity to revolutionise healthcare FM and encourage creativity within the healthcare sector.  

Keywords: Digital technologies, KM, healthcare facilities management, capturing knowledge, storing 

knowledge, retrieving knowledge, sharing knowledge, collaboration, communication, decision support 

systems, operational efficiency, patient outcomes, cost reduction, workflow optimisation, healthcare 

quality, continuous learning, improvement. 

L.1  Introduction 

Technology and the built environment are critical to delivering the changes required in the healthcare 

sector. The opportunities offered by technology range from more efficient administrative processes to a 

transformation in the way patients interact with services and in the quality of services delivered. While its 

ability to deliver transformative change may appear limited, the NHS estate will also play an essential role 

in supporting developments in healthcare, crucially in the experience of staff, patients and visitors 

accessing the service (NHS England, 2019d). The foundation of all healthcare efforts is centred around 

patients; therefore, their needs should hold top priority. The primary goal is to ensure that necessary 

adaptations are made so that healthcare systems can handle demographic pressures while also providing 

continuous care through 24/7/365 days services and seamless integration of healthcare services in an 

economically feasible manner. In order to make these adjustments happen successfully on a national and 

local scale, it will be necessary first to define the ideal set of workforce skills needed for this task. Experts 

from the future hospital commission (2013) supported this perspective, while Thimbleby (2013) 

contributed valuable evidence. 

The successful delivery of hospital FM is essential to ensure the efficient operation of healthcare facilities 

and to provide high‐quality patient care. Even though the technology is rapidly evolving, the FM profession 

is relatively risk‐averse (Aloisio, 2019). The unexpected rate of technological change and the uncertainties 

it brings are challenging those in charge of hospital FM to understand better the body of knowledge, 

procedures and processes related to the management of infrastructural assets. Many academics believe 

that advances in information technology provide more outstanding data‐processing capabilities applicable 
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at all stages of the life cycle of built assets. Shohet and Levy (2004) argue that healthcare FM lacks 

quantitative models that support tactical and strategic decision‐making; hence, this insight is necessary. 

Within the healthcare context, it can be argued that KM is the formal management of knowledge for 

facilitating the creation, identification, acquisition, development, dissemination, use, and preservation of 

a healthcare enterprise's knowledge using advanced technology (O'Leary and O'Leary, 1998; Abecker et 

al., 1998). 

It is more evident than ever that global issues, such as the COVID‐19 crisis, necessitate global solutions 

and that digitalisation of all activities, remote operations, and digital readiness must be explored. Digital 

technology refers to innovative workplaces with digitally ready employees and the emergence of the 

fourth industrial revolution, which is driven by rapid technological advancements and has somewhat 

disrupted the current environment for various industries (Anshari and Hamdan, 2022). As Anshari and 

Almunawar (2021) state, the fourth industrial revolution offers speed of innovation that enables rapid 

deployment of digital technologies, reduces turn‐around times for products and services, expands 

organisations by developing new products and services, and improves developmental processes. 

However, it is crucial not to overlook critical work being done by building structures themselves in 

advancing patient experience (NHS England,2019d). Relational information is crucial for FM (Atkin and 

Brooks, 2009; Teicholz, 2013). Unfortunately, this process remains complex due to the fragmentation of 

data systems within the built environment (Codinhoto et al., 2013). This has been a significant cause of 

knowledge decline across architecture, engineering, and FM (Kamara et al., 2002). Computers have helped 

to solve particular problems, such as asset information retrieval. However, automated analysis and 

knowledge capture remain limited in computer‐aided FM systems, leading to further challenges in 

accessing valuable data (Atkin and Brooks, 2009; Eastman et al., 2011; Becerik Gerber et al., 2011). 

Knowledge management tools implementation is a complex process that has a direct relationship with 

other KM enablers, according to Gu et al. (2008) and Carvalnos (2001) perspectives. They note how crucial 

it is for organisations to integrate KM tools into their IT infrastructure while aligning them with their 

culture, procedures, and human resources policies. Markus et al. (2000) observations support this by 

pointing out that most organisations prefer implementing these tools using top‐down approaches.  

As Thimbleby (2013) noted, the idea of an increasingly bright future offered by technology has a certain 

allure. With cutting‐edge inventions such as robotic keyhole surgeries, cleaning machines, and intelligent 

decision aids for nutritional tracking, there seems to be no end to what technology can accomplish. The 

concept of progress seems incredibly promising–especially regarding cutting‐edge technologies with 

constantly evolving capabilities. Despite this positive outlook, one must acknowledge that progress 

typically involves some sacrifice or cost along the way. For instance, while Moore's law has allowed for 

revolutionary advancements in microchips (doubling transistor numbers every two years), keeping up to 

date requires substantial monetary investment since computer costs are halved as transistor numbers 
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increase. The costs associated with upgrading hardware often mean disposing of older equipment or 

addressing compatibility issues between various software versions; these seeming costs associated with 

rapid technological changes can add up fast.  

Thimbleby believes there is no definitive outcome when preparing for what lies ahead. The moment we 

believe in having reached a particular stage, something else emerges–and increasingly sophisticated 

designs can displace existing ones midway through implementation. At present, the primary objective may 

be as fundamental as digitising patient files, compliances, regulations and feedback surveys; however, by 

the time this process concludes, cutting‐edge advances could have influenced the goal or how it should 

be pursued. Foreseeably, then, suboptimal and incomplete technology will be part of our reality. 

Additionally, things that excited people are now outdated, creating a chasm between those who can afford 

the most cutting‐edge tools and those who cannot keep pace with such rapid progress. Looking ahead 

requires resisting being transfixed by isolated ideas that capture the imagination. Instead, people must 

broaden their perspective and consider the broader context of change and intricacy within which any 

innovations would operate effectively. Through the lens of masterful science fiction storytelling, people 

can more fully explore both the potential benefits and pitfalls of these emerging possibilities (Miller, 2019). 

Furthermore, Pärn et al. (2017) research highlighted how technology significantly facilitates KM activities 

such as enhancing communication and providing infrastructure for storing codified knowledge. Tiwana's 

(2002) insights reveal three critical roles played by technology in KM: assisting with mapping dispersed 

tacit and explicit pieces of data into complicated interdependencies among them. Achieving successful KM 

is greatly aided by information technology. The dynamic capabilities of IT have evolved beyond merely 

storing data statically; it now facilitates connecting people with relevant information while connecting 

members across departments within organisations.  

Digital technology empowers organisations with rapid search, access, and retrieval capabilities while 

fostering collaboration between colleagues effortlessly ‐ a phenomenon well highlighted by Alavia (2001) 

and Lee (2002). Furthermore, digital technologies such as databases, knowledge platforms, and 

performance evaluation management systems play pivotal roles in coordinating KM within organisations, 

according to Yeh et al. (2006). As revealed by Carvalho's 2001 study on the subject matter believes that IT 

accelerates knowledge creation and transfer.  

Nonetheless, it takes more than sophisticated tools for effective KMs; member commitment and 

motivation trump better technological advancement as per Carvalho and Ferreira (2001). Therefore, 

successful implementation of KM requires breaking parodists and establishing a long‐term strategy that 

engages participants. The effectiveness of a KM system depends on the reliability, ease of use, and 

responsiveness of its information technology tools. If these aspects do not satisfy user needs or 

expectations, then such systems will fail at attracting and retaining users ‐ and ultimately will not improve 
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organisational performance as intended. Conversely, when designed effectively with accessibility in mind 

and prioritising responsiveness and reliability, IT tools can foster improved outcomes for end users around 

creating, sharing and utilising knowledge within these systems (Yu et al., 2007). According to Desouza 

(2003), KM systems must prioritise dialogue building over‐relying on repositories to capture expertise 

data. This is because capturing all types of expertise in databases is impossible.  

Technology should play a more significant role in promoting communication between individuals. 

Moreover, organisations need to recognise that information technology is just one method of encouraging 

knowledge sharing among employees; metrics like access to knowledge or frequency of posting might not 

accurately depict employee behaviour related to sharing knowledge (Desouza, 2003). In their research, Yu 

et al. (2007) state that effective KM relies upon two key components‐ people and strategies. They argue 

that IT would henceforth play an integral role in facilitating knowledge transfer within an organisation's 

corporate culture. Another crucial factor here is creating a work environment built around open‐

mindedness and mutual understanding that eventually establishes mutual trust among employees 

resulting in enhanced collaboration and driving motivation for mutual knowledge sharing.  

Traditional FM has historically focused more on cost‐cutting measures than value‐driven priorities. 

However, with customers' increasing demands for improved space experiences and related services, FM 

must adopt more tech‐focused solutions within the industry sector to remain relevant. The built 

environments significantly impact productivity and occupant welfare (Chew et al., 2020). Hence, property 

value enhancement aims at offering more wholesome user experiences (Tucker and Smith, 2008); but 

seeks to create or modify existing spaces using tech‐enhanced services that drive a premium service 

offering. The fast‐paced technological advancements that continue to permeate every aspect of our 

society have significantly influenced the healthcare sector's operations. These technologies include 

wearable devices, information technology, virtual reality and the Internet of Things–all contributing 

significantly towards streamlining business processes within this sector (Lau et al., 2013; Stoumpos et al., 

2023). 

Healthcare providers must embrace these technological advances if they intend to find innovative 

solutions to improve outcomes while enhancing patient experiences. Digital transformation has become 

a crucial tool that drives internet‐based technologies such as data analytics to deliver enhanced best 

practices within the healthcare sector. The practical implementation of these innovative approaches 

provides quality control over massive amounts of health‐related data collected, improving patient 

outcomes while reducing service costs associated with traditional methods utilised within healthcare FM 

procedures. This fostered environment creates new opportunities for healthcare practitioners in 

education and practice as experts seek new ways of training individuals within these novel tech‐driven 

healthcare delivery systems (Stoumpos et al., 2023).  



571 | P a g e  
 

Effective management is vital for healthcare FM facing crises like pandemics. However, such crises often 

reveal weaknesses that undermine the ability of these organisations to cope with sudden challenges or 

threats. The COVID‐19 pandemic exposed such areas of vulnerability, particularly regarding the use of 

technology in healthcare FM systems. In many cases across developed countries, there have been 

inadequate levels of digitisation which left populations and service providers unsupported through the 

pandemic. Crisis managers were required to step up at least temporarily for short‐term improvisations 

(Nataliia et al., 2021). 

Numerous studies have explored different aspects of managing healthcare facilities' digitisation process, 

including strategies for incorporating technology into healthcare settings and roadmaps for improving 

hospital facilities' digitally focused capabilities within the larger context of an adequate national health 

system infrastructure. Alongside this focus on managerial improvements via automated solutions come 

efforts to assess both positive outcomes stemming from a more efficient structure and potential 

challenges that may arise during transition periods.  

These assessments have resulted in various research articles exploring topics such as artificial intelligence 

usage within this landscape by authors Canales (2021), Beaulieu and Bentahar (2021), and Glauner et al. 

(2021). Additionally examined are experimental approaches toward implementing new technologies 

inside given spaces alongside assessments that consider risk assessment critically. Lapão's (2019) study 

highlights the potential magnitude of challenges facing healthcare FM in implementing digital services and 

how this adoption has challenged how practitioners perform. Therefore, it is necessary to acknowledge 

the level at which the digitalisation of healthcare FM will alter previously conventional delivery 

mechanisms. The scope of patient engagement systems and their role in shaping sustainable FM design, 

according to Kokshagina (2021), should be acknowledged as central to creating value for health service 

delivery.  

Healthcare publication inform that digitalisation has immense power to improve efficiency but remains 

underutilised due to various obstacles. Among these are staff shortages, limited technical skills required 

for successful implementation, and stakeholder involvement gap that impedes integration into existing 

systems (Gjellebæk et al., 2020; Zhao and Canales, 2021;). Co‐creation solutions involve integrating patient 

insight alongside employee perspectives, requiring diverse teams to work together. Still, the test phases 

demand significant funding and time investments (Garmann Johnsen et al., 2020; Moro and Morea, 2020). 

Infrastructure technologies also require long‐term investment; thus, effective stakeholder collaboration is 

essential for success. The middle management strategy can help drive transformation by facilitating 

employeeS engagement while promoting horizontal and vertical technology usage across the 

organisation (Gjellebæk et al., 2020; Susilo et al., 2021).  
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L.2  Role of digital technologies in healthcare KM 

The provision of healthcare FM services considered non‐core services in healthcare organisations, has 

emerged as a critical ability in delivering effective in‐patient care and running productive healthcare FM 

(Pheng and Rui, 2016). It is believed that both technologies and the physical environment are critical in 

bringing about the changes needed in the healthcare environment. The opportunities offered by 

technology range from more efficient administrative processes to a shift in how people interact with 

services (Wenzel and Evans, 2019). Rodriguez et al. (2014, as cited in Madroal‐Ortiz, 2019) argued that 

hospitals' infrastructural assets should no longer be considered as passive objects but instead, as an axis 

of the actions of a group of motivated agents meshed in a culture of continuous quality improvement in 

healthcare delivery processes based on the interests of the patients, staff visitors. Several NHS policies 

acknowledge the importance of technology and real estate as change enablers. For example, the NHS's 

long‐term plan (NHS England, 2019) strongly emphasises technology and its role in delivering on some of 

the most ambitious commitments to safe and efficient healthcare delivery. 

Technology and social changes have altered how healthcare facilities are managed, and many tasks 

previously performed by hand are now done automatically. Building operations, comfort, safety and 

efficiency are all managed by FM. Every industry, including FM, has undergone digital transformation. 

Facilities are encouraged to transform for various reasons, including the associated improvements in 

process transparency, data performance analysis, workplace productivity and sustainability (Leaman and 

Bordass, 2006). This technology has also had an impact on healthcare FM. While business leaders see 

endless applications for increasingly powerful technologies, they worry that they lack the talent to 

capitalise on artificial intelligence (AI). At the same time, workers fear having fewer opportunities for their 

human contributions due to AI.  

In modern‐day healthcare facilities, technological advancements significantly shape how knowledge is 

managed and applied through efficient KM practices. At its core stands a range of activities, including 

creating data and information, sharing such information with relevant stakeholders, and employing it 

effectively for business growth and development purposes. Digital technology application within these 

strands significantly contributes towards optimal performance levels by enabling ease in accessing stored 

or captured data when needed in real‐time scenarios, among others (Bibri and Krogstie, 2017). 

The present study outlines various roles these technological advances play within broader healthcare FM 

practices surrounding the effective deployment and assessment of KM techniques. 

L.2.1  Capturing and storing knowledge: Knowledge management best practices require that 

organisations effectively document the collective experiences within their organisations' ecosystem over 

time. Typically, this task was done through manual systems using documentation or face‐to‐face meetings. 

However, technological advances offer new ways to capture unique insights better than these traditional 
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methods enabling efficient capturing of new insights into one centralised space at scale. Digital platforms 

like EHRs allow healthcare organisations to collate direct healthcare outcomes and regulatory compliance 

electronically, permitting rapid reporting based on collected data (Chaudhry et al., 2006). Moreover, 

technologies like AI or data analytics empower organisations to extract insights and trends from 

unstructured sources such as emails, chat logs, and social media (Ruggles, 2017). Furthermore, digital 

technologies, such as data analytics and artificial intelligence, enable organisations to analyse large 

volumes of data to identify patterns and trends (Gandomi and Haider, 2015). 

In the past, capturing and storing critical organisational data was a cumbersome and complex process. 

Now with modern digital tools readily available, like cloud‐based storage options or cutting‐edge version 

control systems, people can acquire valuable business intelligence regardless of its format more easily: 

textual data or files featuring audio‐visual components like sound recordings or video clips. Digital 

technologies have transformed how organisations store their intellectual property, leveraging solutions 

ranging from content management platforms that provide centralised repositories for all kinds of media, 

including images, videos, etcetera, to more advanced knowledge‐repository setups. In particular, content 

management systems come highly recommended since they simplify tasks previously mired in intricacies; 

as they facilitate storing all types of content formats described above within one platform, this makes 

knowledge retrieval smoother and more efficient (Goodyear, 2014). 

L.2.2  Retrieving and sharing knowledge: To properly utilise their resources, healthcare FM must 

retrieve and share their knowledge effectively. Digital technologies play an essential role in this process by 

providing the necessary tools to achieve these objectives. Healthcare practitioners can easily access 

patient data and operational records through electronic health records regardless of location (Kierkegaard 

et al., 2018). Online communication tools like video conferencing or instant messaging allow teams spread 

out geographically to work together more closely than ever before (Raza et al., 2019) while still being able 

to communicate in real‐time (Olson et al., 2017). The benefits of digital technology extend beyond just 

internal communication between employees within a single organisation. Advanced search algorithms, 

metadata tagging, and semantic technologies help retrieve relevant information quickly from large 

databases (Mohammed et al., 2017).  

Collaborative platforms and social networking tools can aid in sharing knowledge and best practices across 

multiple teams or departments. The ever‐evolving world of technology has introduced several measures 

that make retrieving and exchanging valuable data more convenient than before. Wikis and knowledge 

bases promote self‐service knowledge retrieval resulting in an empowered workforce capable of accessing 

vital information at will (Swanepoel et al., 2021). Applying search engines alongside databases provides a 

rapid method for businesses to retrieve essential data across various organisational units. Social media 

networks facilitate communication between team members by providing multiple options for 

disseminating important insights via instant messaging apps such as Slack, youtube, snap chat, Instagram, 
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or other collaborative mediums. Additionally, instantaneous project collaboration is possible through 

software like Microsoft Teams while simultaneously offering a platform for sharing knowledge (Ewing et 

al., 2019). 

L.2.3  Collaboration and communication: Digital technologies facilitate effective employee 

collaboration in today's technology‐driven workplaces. Various online tools such as project management 

software, virtual workspaces, and collaboration solutions enable teams to share knowledge quickly 

(Iliescu, 2021). Using video conferencing along with instant messaging platforms that facilitate 

synchronous communication or shared calendars that assist with coordination between team members' 

schedules can also become more accessible even as they are working remotely or from different locations 

while still being able to collaborate on projects (Woods et al., 2016). 

L.2.4  Decision support systems: To make informed decisions based on knowledge and data is now 

possible with the aid of digital technologies. Decision support systems provide such assistance where 

business intelligence and analytics tools are instrumental in analysing enormous datasets for valuable 

pattern identification (Turban et al., 2019). Moreover, predictive modelling capabilities through machine 

learning algorithms help organisations forecast trends while detecting anomalies towards more innovative 

decision‐making processes. Digital technologies also offer visualisation tools that help simplify complex 

information into easy‐to‐understand formats for better interpretation by decision‐makers. These 

technologies have significantly impacted developments within decision support systems where big data 

analytics enhances artificial intelligence alongside machine learning capabilities towards better results for 

more reliable decisions made in an organisation's favour. Analytics tools allow organisations to receive 

insightful reports, leading to better‐informed decisions in relevant fields (Chawla et al., 2014). 

L.2.5  Continuous learning and improvement: Continuous learning and improvement are integral 

aspects of the KM landscape; they allow organisations to remain up to date with current developments 

while simultaneously improving their processes. Healthcare FM can leverage digital technologies to 

promote this model by accessing tools that help track and analyse performance data for better outcomes. 

For example, data analytics enables FM personnel working within a healthcare environment to monitor 

patient outcomes. Identifying areas for improvement from data analysis (Chawla et al., 2014) allows 

healthcare FM facilities practitioners to implement changes accordingly.  

Moreover, digital technologies offer healthcare FM the ability to provide training opportunities that 

continuously enhance healthcare practitioners' skill sets, thus promoting a culture where continuous 

learning is encouraged and driven by feedback loops and performance monitoring facilitated by 

technological advances. With Information sharing platforms like e‐learning platforms and learning 

management systems, access to online resources can easily be provided for employees, allowing them 

access to flexible training materials specific to their individual needs and empowerment to develop 
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additional expertise (Chen et al., 2019). Digital technology facilitates culture building by providing 

knowledge‐sharing options such as forums or communities of practice allowing employees to exchange 

ideas while developing new skills and creating an environment that fosters growth in line with organisation 

goals.  

Seemingly, sophisticated tracking tools used alongside analytics aid an innovative approach in working 

more thoughtfully, identifying gaps in provision leading evidence‐based recommendations raising 

standards moving forward. The rise of digital technologies has opened up new perspectives on how 

organisations pursue continuous improvement in internal development processes. By leveraging various 

tools such as well‐established e‐learning platforms, carefully curated webinars and interactive online 

training programs, organisations continually provide their employees with incredible opportunities for 

ongoing personal development interventions. Furthermore, by implementing Artificial Intelligence‐based 

systems like machine learning algorithms–organisations can analyse large data pools comprehensively; 

this analytic ability enables them to pinpoint specific areas requiring attention towards achieving set 

objectives or results without delay accurately (Shurygin et al., 2021). 

One recommendation from the independent review on NHS hospital food released in October 2020 was 

the need for system‐level changes, such as enhanced technology solutions to improve standards in 

hospital catering. By using digital tools to collate food choices and manage dietary restrictions allergy 

information and minimise waste, healthcare teams can offer better services (Department of Health and 

Social Care, 2020). Healthcare facilities across multiple locations often struggle to streamline their catering 

operations effectively. The use of electronic food ordering systems among healthcare FM practitioners 

thus became a popular solution yielding positive results with real‐time performance reports available. As 

per recent recommendations, every NHS hospital should implement an electronic digital meal ordering 

system to boost efficiency and streamline patient servicing (NHS England, 2022). Staff can leverage 

electronic devices or apps on the wards to significantly reduce wait times between meal orders and 

delivery while mapping patient choices with their care plans or dietary needs aligned with the patient‐led 

assessment of the care environment (PLACE) guidance. Through interviews with participants, one 

healthcare FM catering manager shared her insight about a project to improve hospital meal ordering. 

One participant stated:  

"Switching to a patients' electronic meal ordering system has enabled us to drive efficiencies, cut 

costs and improve the quality of catering provision across our hospital." He remarked that these 

benefits are still being achieved today in line with raising standards and recommendations set by 

PLACE and the hospital food review".  
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L.3  The benefits of implementing digital technology in healthcare FM 

Achieving success in uncertain economic times often involves increasing top‐line revenue while 

transforming organisations’ cost base. This can be accomplished by reducing time spent on non‐value‐

added tasks, shortening long processes with bottlenecks, lowering employee attrition rates, reducing the 

number of human interventions in manual processes, and lowering the costs of noncompliance due to 

human error. These steps can significantly boost profitability, and technology is a powerful tool that can 

assist in achieving all of them. By incorporating technology into healthcare FM services, organisations can 

streamline processes and reduce the need for manual interventions. Furthermore, digital technology can 

aid in extracting and interpreting data from structured and unstructured sources, allowing healthcare FM 

to make more informed decisions, fostering greater collaboration, and improving patient satisfaction and 

organisational effectiveness. Furthermore, by enhancing employee engagement and process efficiency, 

technology enables healthcare organisations to invest more in improving service standards and driving 

innovation. All of this leads to profitable revenue growth, even without a significant increase in headcount 

(Teece, 1998).  

Another FM manager also stated that: 

"Our team comprises over 200 FM operational staff supported by back‐office personnel using IBM 

Maximo asset management software to provide responsive maintenance services across the 

region. Responding immediately to any heating, water or power issues reported by hospital 

managers is a top priority, according to the manager in charge. Thanks to our cutting‐edge mobile 

asset management platform, they can now re‐route service engineers swiftly and efficiently for 

vital work – regardless of location".  

Research interview findings revealed that the shift between paper‐based and electronic processes created 

obstacles in earlier years as technical glitches led to lost work orders. Consequently, employees had to 

undertake laborious tasks like weekly roundups in search of missing orders. Fortunately, today's seamless 

work order management system has freed up approximately two hours per employee weekly. Employees 

can utilise this time more efficiently by engaging in value‐added analysis and reporting. 

"Our healthcare Trust has improved its services substantially with an integrated mobile asset 

management platform at the heart of all operations. Despite maintenance tasks frequently 

requiring immediate follow‐up work, capturing these details were historically cumbersome".  

However, the manager stated that new operational arrangements have overcome this challenge. With IBM 

Maximo software:  

"We have upgraded how we handle work orders at NHS by improving our ability to complete tasks 

efficiently while scheduling follow‐ups quickly when needed‐ resulting in consistently high 

maintenance standards across all facilities under our management. Maintaining detailed records 
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of completed work is now more straightforward than ever, allowing us to identify any additional 

follow‐up tasks required quickly".  

Another manager cited example:  

“If our engineers install smaller heaters than the previous ones, they can take photos of exposed 

wall areas as evidence before requesting painting work. We understand the importance of 

maintaining clean and accurate assets for stakeholders within the healthcare sector, one of the 

operational managers maintained. 

"We regularly update all managed assets (including those responsible for reporting) internally and 

externally, such as regulatory bodies like fire rescue services. The hospital managers are vital 

stakeholders we report to, ensuring we can address their concerns within the agreed service level 

agreements".  

"The introduction of a weekly report designed explicitly for hospital managers has also proven 

highly effective as it highlights proactive maintenance work completed and any outstanding work 

orders. This initiative was welcomed by hospital managers across remote locations where onsite 

maintenance personnel were not available to ensure they remained updated with the necessary 

information". 

One of the most promising applications of information technology is in healthcare FM. The increasing 

demand for healthcare has resulted in an incredible strain on the available resources (Thamilarasu and 

Chawla, 2019; Afifi et al., 2020). This enormous pressure has prompted the development and 

implementation of various technological solutions required to restore effectiveness in the healthcare 

sector (Ghazal et al., 2021). Benefits include increased efficiency, improved asset management, enhanced 

communication, improved data management and cost savings.  

The use of wireless technology, for example, can eliminate non‐value‐adding mundane processes for 

patients and staff, allowing them to be completed seamlessly through automation and streamlining. As 

reported by IBM.com (Nd), wireless technology may be the best solution for seamless healthcare. Another 

application of digital technology is in emergencies such as natural or artificial disasters, where warnings 

can be sent to the entire population with a button. For example, a test of emergency alerts, a new UK 

government service that will notify people if there is a life‐threatening emergency nearby (test run was 

conducted on April 23rd, 2023, at 3 pm) (Cabinet Office, 2023). In the IoT, devices gather and share 

information directly with one another and the cloud, allowing for faster and more accurate collection, 

recording, and analysis of new data streams (Rajeeve et al., 2017). Knowledge management benefits from 

DT include increased operational efficiency, improved patient outcomes, enhanced healthcare quality and 

safety, cost reduction and financial management, and improved workflow and process optimisation. 
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L.3.1  Enhanced operational efficiency: With the rise of digital technologies in healthcare FM comes 

enhanced operational efficiency across various administrative and operational processes. Automating 

tasks such as cleaning, picking and packing (meals), scheduling, patient menu, and billing using electronic 

menu max systems has proven especially beneficial thanks to reduced manual errors and paperwork and 

improved data accuracy. Besides facilitating system integration for real‐time access to patient information 

resulting in better departmental coordination, digital technologies also enhance overall operational 

efficiency (Kumar et al., 2019).  

Beyond just streamlining daily operations, though, healthcare facilities managers have equally benefitted 

from technological advancements such as computerised maintenance management systems (CMMS). This 

help effortlessly schedules preventive maintenance tasks while minimising equipment downtime 

alongside unplanned malfunctioning (Ting et al., 2017). Using mobile technology further elevates this with 

faster reporting of facilities issues leading to quick responses that ultimately boost overall performance. 

The attainment of a university education typically results in an individual developing a more advanced 

capacity for comprehending written material. Accordingly, appropriate measures must be taken when 

crafting academic writing to accommodate this heightened ability level (Kavcic et al., 2019). 

During the discussion about the savings resulting from preventative maintenance, many participants 

emphasised how their FM organisations failed to keep pace with new workflows before implementing 

digital technology. They pointed out that: 

"Traditional methods depended on "inefficient workflows," which hindered daily completion rates 

because employees had to move back and forth between tasks and computers for documentation 

purposes. Nevertheless, by providing a mobile application that permitted work‐order fulfilment 

through devices like smartphones or tablets, DT streamlined this process and significantly 

increased efficiency". 

One Manager remarked:  

"I love the app that technicians use on their phones." Employees were previously forced to return 

to their desktops or print out task lists before proceeding due to a lack of mobile capabilities. The 

power of technology is changing industries all over the world, including facilities management, 

where the DT mobile app is proving invaluable for organisations seeking to increase efficiency in 

various workflows without sacrificing quality output standards or negatively impacting workplace 

experience". 

Organisations can significantly reduce reactive work orders while increasing focus on preventative 

maintenance efforts for long‐term benefits over short‐term gain with this technology solution combined 

with data analytics capabilities that provide stakeholders with better insights into asset management 

processes that guide making informed decisions. Interviewees agreed that having access to information 
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on asset expenditures, as well as those still under warranty and in need of repairs or replacement, helped 

them better understand usage levels and extend the life of their equipment. 

"Implementing preventative maintenance techniques using DT solutions is worth considering if you 

want to save money on your business's maintenance costs". –a conclusion reached by both Cheng 

et al. (2016) and Olanrewaju et al. (2018) studies.  

One facilities manager stated that:  

"Deploying DT solutions can yield substantial financial benefits for organisations beyond 

maintenance cost savings alone. For example, many organisations have been able to cut repair 

expenses by tracking warranties more effectively and avoiding unnecessary payments for repairs 

covered under warranties through better software systems like DT".  

Most managers shared that this feature alone motivated some establishments to outsource their call 

centres using DT solutions instead of continuing with outdated offerings from previous vendors. 

Furthermore, when it came to evaluating different types with concern over the accuracy or user‐

friendliness of tools such as CAFM, QFM or Triariga, organisations could integrate these options 

seamlessly, resulting in greater efficiency at lower costs due to less overhead than previous providers 

would offer. 

L.3.2  Improved patient outcomes: Digital technologies have become critical in improving patient 

outcomes by providing better service engagement and interactions, service alignment, and healthcare 

coordination. Hospitals' electronic meal ordering systems allow patients to order food without leaving 

their hospital beds through an app that frees up healthcare organisations' time for other tasks. Patient 

monitoring technologies help remotely monitor conditions leading to timely interventions that reduce 

hospital readmission rates. Additionally, digital health tools such as mobile apps significantly empower 

patients in managing their healthcare, leading them towards self‐care and promoting optimum results 

(Ventola, 2014). Incorporating digital technology has substantially enhanced communication among 

healthcare FM practitioners enabling real‐time decision‐making whilst enhancing quality care (Bendavid, 

2013; Zhao et al., 2022). Healthcare organisations can access central repositories containing EHRs allowing 

quicker informed decisions based on vital patient data (Chaudhry et al., 2006), while telemedicine has also 

facilitated access to care, especially in remote areas assisted by healthcare practitioners (Mann et 

al.,2018).  

L.3.3  Enhanced healthcare quality and safety: Minimising errors, improving communication, and 

enabling evidence‐based care are some ways digital technologies enhance healthcare quality and safety. 

Automating service processes through electronic meal ordering systems reduces mistakes while 

generating allergy awareness alerts. By providing accurate patient data based on guidelines for non‐clinical 

decision‐making, support systems assist in forming precise service delivery plans by health experts (Gellert 
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et al., 2020). Through promoting effective communication across healthcare teams, timely shared 

information ensures proper treatment.  

Digital technology has also helped identify areas where risks exist while reducing adverse effects and 

improving patients' safety. Using barcodes during blood transfusions has been instrumental as it verifies 

the patients' identity before administering blood (Prgomet et al., 2017). In addition to that, continuous 

monitoring of patients allows health caregivers to intervene early when needed, as this helps minimise 

incidences of adverse effects.  

L.3.4  Cost reduction and financial management: Digital technologies have revolutionised healthcare 

by introducing new and effective ways to reduce costs while ensuring sound financial management 

practices. Electronic health records systems, alongside digital documentation capabilities, have replaced 

traditional paper‐based record‐keeping practices resulting in reduced physical storage space requirements 

and lower administrative time and costs. With access to data analytics and business intelligence tools, 

healthcare FM can identify areas that need improvement in resource utilisation and patient flow patterns 

and optimise financial performance for targeted cost‐cutting measures (McAlearney et al., 2018). 

Integrating digital technologies has streamlined administration work processes while reducing waste 

generation through process efficiencies like eliminating paperwork‐related errors via electronic health 

records systems (Hussein et al., 2020). 

L.3.5  Improved workflow and process optimisation: Healthcare organisations are increasingly adopting 

digital technologies to optimise their operations, resulting in improved efficiencies alongside high levels 

of patient satisfaction. Electronic systems such as appointment scheduling software facilitate streamlined 

patient flow reducing waiting times while enhancing access to care services (Novak et al., 2013). 

Automating repetitive tasks (e.g., cleaning and food services) creates more time for healthcare 

practitioners, who can now concentrate on delivering quality health services rather than administrative 

duties. Furthermore, critical insights from data analytics coupled with process improvement tools are 

crucial towards identifying bottlenecks, thus improving overall operational performance (Cresswell et al., 

2013; Gartner, 2018). 

The participants in this study, including FM directors, managers, supervisors and operatives, discovered 

that DT had a significant impact on improving manual workflows. This led to increased efficiency for end‐

users. For example, healthcare FM organisations can now automate invoice processing, which was done 

manually when creating work orders or processing associated invoices. Physical invoices were relied upon 

heavily before the intervention of DT in these workflows. This caused delays in processing and sometimes 

even resulted in misplaced or mislabelled documents. Employees had to spend much time reviewing 

documents for approval and correctly uploading them, while others appropriately assigned them to their 

respective work orders. 
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One interviewee captured this experience quite well when he noted: 

"Prior to implementing DT technology, we used paper‐based processes for invoicing, which 

frequently went missing or required more handling than was necessary. One person would stamp 

approval signatures before mailing them, while another would handle the data entry required to 

upload them into our system's queue for payment initiation ‐ a time‐consuming task". 

With digital technology at our disposal,  

"We now enjoy access to an electronic platform that facilitates efficient and speedy reviewing and 

approving invoices. The advantages of this are clear: significantly reduced time spent on invoicing 

processes. By transmitting digital copies of their invoices while simultaneously attaching them to 

assigned work items, vendors ensure prompt review and approval by users without requiring 

printing a physical copy. Interviewees attest that these measures have led to marked 

improvements in employee efficiency; one notably cited an instance where automation paved the 

way for seamless invoice processing through DT's interface with their vendor‐payment platform ‐ 

eliminating overheads associated with paper‐based invoicing and manual handling". 

FM managers and supervisors said they discovered that: 

"Leveraging insights from the DT platform helped standardise workflows and streamline their 

ability to onboard new locations. This enabled teams to accomplish more with fewer resources, 

increasing operational efficacy. According to the interviewees, digital technology solutions lacked 

flexibility and required significant manual effort to incorporate new locations over time".  

Similarly, the participants stated that there were noticeable time savings throughout the location 

management process, though quantifying this benefit was difficult. By leveraging digital technology 

solutions, these organisations could validate their vendors' capabilities for more efficient work order 

fulfilment. This increased visibility into vendor pricing, service quality, and task completion timeliness, 

resulting in more informed decisions when selecting preferred suppliers. The ability to track GPS check‐ins 

and check‐outs, onsite vendor duration, and regional cost analysis provided these organisations with 

actionable insights into identifying high‐quality contractors who aligned well with their admin activities 

and system utilisation requirements, resulting in a higher successful repair rate on the first attempt and a 

lower repair cost per unit repaired. 

"Digital technology allows us to evaluate our vendors based on their alignment with our admin 

activities and system utilisation," one manager said. As a university graduate, I no longer evaluate 

vendors solely on their ability to complete tasks efficiently. Instead, I prioritise productivity and 

work output quality. This is where the reporting capabilities of DT come in handy. Using this 

platform, we can measure how much work each person completes compared to others, allowing 

us to identify high performers who consistently deliver high‐quality work. Interviewees identified 
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digital technology reporting abilities as a critical strength. One user mentioned the platform's 

monitoring of real‐time services as extremely useful. Sharing messages, notes, pictures, and 

documents is instantaneous thanks to the system, which also archives them instantly ‐ all of this 

without measurement, making it so valuable." 

One of the participants in our study on how digital technology affects patients' dining provided positive 

feedback about the system, exclaiming:  

"It is fantastic to see examples like this where significant cost savings and food wastage reductions 

have been achieved".  

They also revealed that since adopting the system, it had become their preferred platform for patient 

catering management and electronic ordering. Moreover, they have successfully integrated a thermal 

printer to provide orders at flexible times instead of rigidly adhering to service schedules typically found 

in NHS models. For these organisations, the adaptability of the DT platform is a notable gain for their 

investment. Regarding flexibility, participants emphasised that its importance depends on an individual's 

organisational needs and preferences. Customers can implement DT in numerous ways and discover other 

uses and business opportunities later.  

Some interviewees mentioned expanding their use of DT beyond regular facilities maintenance use cases 

while highlighting how incorporating DT could offer potential benefits in the future. They stated that 

organisations can monitor insurance certification and prevent inadequate coverage using a function that 

DT oversees. This according to the participants provides oversight and relieves end‐users of the burden of 

managing these policies entirely. As one interviewee stated:  

"Historically, we tracked vendor insurance policies outside of our in‐house system with our 

organisation, but when looking at alternatives away from centralisation ‐ we needed solutions for 

managing our vendor portfolio".  

One respondent stated that they are currently evaluating DT as a potential solution for their FM future.  

Machine learning and regional data are focused on optimising spend management among participants. 

Specifically, Corrigo's SmartNTE has piqued their interest due to its use of real‐time machine learning to 

determine work order cost limits based on various factors, including seasonal variation, asset type, 

location, and speciality. Additionally, most managers said they have found that implementing DT 

technologies has helped them handle asset end‐of‐life scenarios more effectively. Participants said they 

plan to expand their use cases as their organisations invest in DT. For example, they aim to leverage 

analytics functions offered by DT tools to understand better when to replace assets instead of repairing 

them. Flexibility is an important aspect that will be evaluated during project evaluations. 
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According to one FM catering monitoring manager, the digital ordering system implemented achieved 

multiple benefits, including heightened efficiency and lower costs while simultaneously improving catering 

quality, aligning with recommendations from PLACE and the hospital food review.  

“The four key areas where improvements occurred included personalised patient menus based on 

their dietary needs or preferences, increased safety through robust care plan mapping onto meal 

orders, and shorter wait times between placing orders and receiving new meal items while 

reducing overall food waste”.  

Moreover, most participants revealed how implementing bedside tablets was instrumental in making the 

delivery process more effective across NHS Trusts nationwide. One facilities manager commented thus: 

"This success story now serves as a best‐in‐class model which continues to see updates being made 

collaboratively across all partners involved in its ongoing development journey. We are proud of 

our thriving relationship with hospital teams and expanding presence in healthcare facilities across 

16 sites. We offer a flexible solution for hospitals that incorporates thermal printing capabilities. 

This allows for the prompt delivery of orders tailored to each patient's scheduling needs instead of 

conforming to rigid NHS service protocols". 

Participants espoused the benefits of using tablet technology to support patients' nutritional needs during 

hospital stays: one shared that: 

"This is a best‐in‐class example, while another was unequivocal, stating, "we have not looked back 

since we first deployed" these systems".  

Both participants emphasised its effectiveness in managing costs related to waste reduction from 

unwanted or uneaten food, which has been an especially pertinent issue in recent years.  

The participants also spoke about their confidence in the systems' reliability and flexibility as implemented 

across multiple healthcare settings.  

"This has allowed us to adapt its functionality based on requirements specific to each hospital site, 

tailoring the needs of patients more effectively". 

L.3.6  Digital technology implementation and transformational success stories 

In order to fully comprehend the benefits along with costs–both direct as well as indirect–risks linked with 

this investment opportunity, healthcare FM directors along with managers at various levels–supervisors 

and operatives who have experience in managing healthcare FM services were interviewed for this study; 

furthermore, their responses were consolidated into a single composite organisation for analysis 

purposes. As discovered, before using DT's platform, these interviewees said that their organisations 

depended on various siloed solutions with limited functionality. This inevitably resulted in resorting to 

inefficient manual practices in order to complete invoices, warranty information, and measure work 
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quality and facilities spend reports. The volume of annual work order requests presented a challenge for 

the organisations limiting investment in proactive preventative maintenance strategies and identifying 

operational efficiencies.  

After implementing DT applications, the platform's capabilities allowed the organisations to invest more 

towards enhancing preventative maintenance workflows while avoiding wastage on assets with 

warranties. Additionally, it enabled optimised invoicing procedures and facilitated identifying qualified 

service providers while expanding FM investments without expanding facilities teams.  

One of the supervisors informed the researcher:  

"With digital technology, mobile application deployments initiating, assessing and documenting 

work orders became easier for employees, freeing up extra time for critical business tasks. By 

eliminating redundant activities such as routine checks by 33%, digital technology significantly 

reduced employee workload. Thanks to the platform's inherent intelligence and reporting 

capabilities, customers enjoy access to valuable insights that inform and empower them when 

faced with challenging repair replacement decisions for all types of assets – including those still 

under warranty protection".  

One manager stated:  

"Customers who fully leverage DTs technology portfolio can also reduce their costs. By taking full 

advantage of digital technologies, organisations gain more accurate visibility over spending on 

warrantied assets avoiding costly maintenance expenses that were previously sapping resources".  

Digital technology applications allow organisations to collect essential data from all their building assets 

across departments and analyse it individually on a per‐asset basis, enabling customers to make sound 

decisions about their expenses. Such analysis helps improve operational budgeting methods while 

significantly enhancing the precision of capital planning initiatives resulting in better outcomes for 

consumers overall (Morris et al., 2020). 

In fulfilling its mission of providing quality patient care at all times, healthcare organisations recognise how 

important it is for clinical and non‐clinical staff to access well‐maintained assets. The estate and FM 

departments met this priority by seeking dependable solutions from industry‐standard FM vendors. Their 

objective was minimal customisation and end‐to‐end business process coverage–from back‐office 

purchasing to frontline operatives. Achieving success with this new technology adoption across 

departments or units of the healthcare Trusts' businesses requires a shared effort through collaboration 

with experts and local teams. During deployment, constructive teamwork prevailed; time investment 

allowed multilevel understanding‐building of how operations run within each area or unit of operation.  

One of the facilities managers comments that:  
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"Mys experience working with seasoned implementers who have prioritised practical guidance on 

tailored change management whenever necessary based on previous implementations. We set out 

to achieve a smooth implementation process with minimum disruptions for our team. Working 

closely with providers was vital in reaching this goal. By equipping our mobile workforce with 

iPads, they could effortlessly retrieve technical information and maintenance histories of assets 

through the system solution".  

Utilising iPads, the mobile workforce can effortlessly access crucial technical information such as 

maintenance histories and schematics. This has been facilitated through the system solution that enables 

them to carry out their duties seamlessly. 

"We also make it a point to engage specialised contractors whenever necessary for tasks like 

maintaining sterilisation equipment or managing alarm systems. Another significant advantage of 

this arrangement is that the mobile app is adaptable to various operating systems, including 

Android, iOS and Microsoft Windows, making it easier for contractors to securely access IBM 

Maximo and independently raise work orders–allowing better tracking and monitoring of 

progress". 

The manager informed the researcher that the app was highly versatile:  

"Boasting excellent tolerance levels when faced with intermittent internet connectivity loss 

ensuring constant communication across all users throughout the day. Augmenting work orders 

using photos provide insights into job requirements assisting teams in preparing necessary 

equipment ahead of time, resulting in faster response times at job sites".   

L.4  Challenges and considerations in implementing DT for KM in healthcare FM 

For years, manufacturing industries have embraced digital technology as an essential tool. Digital 

simulation is one area where businesses have reaped considerable benefits, with billions of dollars saved 

through models that allow safe experimentation with production layouts or machine scheduling rules. It 

is hard to imagine any manufacturing organisation developing a new production line without exploring all 

available options through computer simulations. Harper and Pitt (2004) explore some key obstacles facing 

healthcare modelling: culture, cost, data compatibility, generic issues, lessons from other sectors, 

interoperability, staff training, infrastructure and legal considerations. 

Understanding the challenges faced by our hospital managers helps keep us attuned to their needs 

ensuring high‐quality services through our IBM solution for all stakeholders.  

"We have been working alongside DT partners mapping a plan towards transitioning from reactive 

maintenance to a proactive condition‐based model," said the FM manager. Considerable data 

potential can only be realised when put into action; therefore, our current data collection process 
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aims to use predictive analytics, ultimately improving asset availability and lowering operational 

expenses".  

With ever‐increasing connectivity, the world has never been more connected than before. Internet of 

Things sensors and other advanced technologies have enabled FM practitioners in asset‐intensive 

industries like healthcare to collect vast volumes of data from numerous sources, such as compliance 

standards, sustainability aspects and services offered (Azlan, 2020). Unfortunately, many FM practitioners 

find it challenging to make sense of this ocean of information. They cannot decipher trends or understand 

the relationships between factors that could help them enhance equipment longevity or minimise 

maintenance expenditure. As a result of ineffective communication with valuable assets such as staff 

members or equipment itself (Bilal et al., 2016), crucial insights are being missed out.  

Sarwar et al. (2018) report that the service needs a fresh approach to ensure reliable equipment 

operations that can quickly adapt to changing conditions while maintaining business continuity.  

According to one of the managers,  

“One critical objective for our organisation is deploying a methodology enabling us to quickly 

adapt in response to any changes with minimal impact on our operations. Obtaining valuable 

insights from connected assets and previously untapped data sources proves crucial for developing 

preventive, predictive, or prescriptive strategies to promote efficiency whilst reducing operating 

costs”. 

Implementing predictive maintenance tactics alone could lead to significant savings in operating expenses 

(up to 20%), improved asset availability (20%), and prolonged machinery lifespan (Mobley,2002; 

Hemmerdinger,2014; Daily and Peterson,2017). 

Tsang (2002) argued that predictive maintenance transforms traditional approaches towards improving 

asset reliability by utilising insights gleaned from operational data and analytics during maintenance 

planning beyond time schedules. Unifying disparate operations data into predictive models driven by 

analytics improve asset reliability through optimised maintenance planning based on factual evidence 

derived from analyses of assets' performance. Similarly, advanced analytics tools provide insights from 

data and analytics that help operatives better understand critical business asset status, making more 

intelligent decisions regarding managing and maintaining them. For years, customers have relied on 

outdated technology for connecting FM staff with service requests created by users lacking flexibility and 

automation, resulting in organisations struggling to service high volumes of facilities requests generated 

within their organisations (Davenport et al., 2010; Ganeshan, 2020). 

L.4.1  Culture: Amidst continuous transformations and trials in health care delivery lies what (Flowers, 

1996) described as a "pressure cooker environment" characterised by endless shifts in practice patterns. 

The previously well‐established hierarchy composed of doctors, nurses, facilities managers, pharmacists, 
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physiotherapists and veteran administrators now makes way for a new management structure driven by 

government‐imposed performance targets and league tables.  

"One area of contention in particular centres around adopting DT methods used in manufacturing 

industries which many see as potentially reducing human beings to mere parts in some massive 

assembly line".  

Nonetheless, healthcare workers remain naturally resistant to such changes, grappling instead with the 

weight of their everyday demands. Resistance to business models borrowed from manufacturing 

industries is more than apparent–many see such an approach as reducing healthcare professionals to 

mere cogs on an assembly line and therefore destined for failure. The NHS IT track record is undoubtedly 

less than impressive, perhaps the most infamous project being the London ambulance service's computer‐

automated dispatch system in the early 1990s (Flowers, 1996). Many healthcare professionals who were 

around or may have heard about it afterwards through word of mouth or training programs remain 

sceptical when considering new technologies.  

The healthcare sector is confronted with various challenges that necessitate the use of technology for it 

to function effectively (Islam et al., 2018). Siddiqui et al. (2021) illustrate that developing accurate 

technologies for healthcare improvement has been challenging due to the many needs involved. Even 

though significant advances have been made in using digital technologies in healthcare systems (Yamada 

et al., 2017; Dai et al., 2019), creating an IT‐based solution that meets these requirements can be 

challenging (Al Shebli et al., 2021). 

L.4.2  Generic or specific: Experts in modelling have unanimously emphasised the significance of 

involving clients or end users throughout all stages of model development as an effective way to secure 

their buy‐in. The reason for this is evident; failure to involve them may result in resistance to approve the 

final product owing to what is known as the "not invented here" syndrome. This may materialise in 

statements such as "this will not work for us because (for example) we have an entirely different approach 

towards terminal cleaning" (Smaldino et al., 2016; Boydell et al., 2016). This implies that developing 

universal healthcare models may not be feasible. 

In his book, the trouble with computers, Landauer (1995) points out an interesting observation that 

computers thrive exceptionally well in areas characterised by a commonality that can be easily automated, 

such as banking operations and communication channels. In stark contrast, healthcare areas suffer 

significant barriers to successful computerisation due to their heavy reliance on human intervention to 

achieve desired outcomes. For example, where one bank account functions similarly to anyone else's 

account and can be equally computerised, one patient's records could hardly undergo the same 

computerisation process as they are unique entities likely different from another person's records within 

different review times. Scaling up healthcare computer systems may lead to increased usability problems 
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compared to similar efforts in scaling up banking accounted processes, resulting in more uniformity and 

straightforward automation. Recognising the significance of comparing objects that share a common type 

or category is vital. Even so, it is crucial to consider that such things may possess entirely distinct 

characteristics–just as apples and oranges are not alike. 

L.4.3  Cost constraints: Concerns over costs also compound this resistance–echoed across various 

industries. Many healthcare providers may find DT software prohibitively expensive, requiring specialised 

expertise in statistics and modelling that can also be pricey. Moreover, despite the abundance of data 

collected daily in hospitals, much of it may not be suitable for modelling without further cleaning and 

analysis–creating additional expenses. Given this context, it is perhaps unsurprising that many healthcare 

organisations view new DT projects as significant investments. However, when considering issues like 

proprietary assets and competition on league tables, many hesitate to share their models.  

Furthermore, while consistent data tracking across various systems remained pertinent, one of the 

participants questioned whether: 

"Tradition solutions could provide what was required. Managing facilities maintenance costs 

across different locations was challenging due to limited transparency into spending patterns. As 

a result, decision‐makers were interested in finding technology solutions that would enable us to 

analyse current environments better and support more informed investment planning efforts".  

Several participants noted that: 

"Inefficient manual DT processes due to inadequate system integration with other business‐critical 

applications. This led them to rely on laborious manual workflows even for basic tasks such as invoice 

processing".  

One supervisor recounted: 

"How paper invoicing was still used before investing in DT, as the existing system could not support 

a more efficient solution". 

L.4.4  Lessons from other industries: One area where manufacturing has the upper hand over 

healthcare is their engineers' education and training in computer modelling. A significant advantage of 

this is that there is no psychological barrier to implementing such techniques compared to healthcare staff 

who may lack familiarity with them. Additionally, this system has obvious benefits that make acquiring 

funding easier because of lower costs from using generic software tools, including standard production 

system components, namely workstations, conveyors, etc. The ability to interconnect disparate 

components flexibly is pivotal when building models for specific systems. Despite attempts made so far 

concerning healthcare, they have only achieved limited success. However, the makers of MedModel claim 

there is an inherent dissimilarity between the manufacturing and healthcare sectors. Harrell and Lange 
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(2002) assert that "the problem of finding such a tool extends beyond simulation itself since simulation 

proved its value to the manufacturing sector long ago. However, pure manufacturing is anything but an 

accurate reflection of what happens in a healthcare setting".  

L.4.5  Data privacy and security: No model can exist without data–even those used in healthcare FM 

must rely on it. The problem with healthcare data is that they are typically subpar at best, primarily due 

to hospitals' continued use of obsolete computer systems or, worse yet, pen‐and‐paper storage methods. 

Fortunately, though, there has been some movement towards modernisation with the adoption of more 

advanced IT systems, which are both robust and user‐friendly. Academic research has also played a 

significant role by developing better tools, such as data mining techniques, that allow professionals to 

manipulate larger datasets effectively. However, some ethical concerns regarding confidential patient 

documentation remain unresolved today (Brailsford, 2005).  

Digital technology deployment for KM within healthcare requires prioritising data privacy and security. 

Hospitals handle sensitive patient information whose unauthorised access or breach could lead to severe 

consequences hence the need for robust measures to protect this valuable information against cyber 

threats while complying with relevant regulations like GDPR in Europe or HIPAA in the United States (Wang 

et al., 2018). Encryption protocols, regular audits of security protocols, and staff training on best practices 

for data security alongside secure access controls are all critical strategies for mitigating risks. Matloob et 

al. (2021) opined that internet‐based networks and solutions are vulnerable to these threats, which can 

jeopardise service delivery. It is critical to have information security systems in place to protect device 

users from potential attacks that may result in the alteration of data transmitted from the devices. The 

information security challenge can be managed by implementing an effective strategy to deal with various 

issues that arise in the healthcare sector. Information security is critical for all devices that share an 

internet‐based network. The IoT is internet‐based, and it is essential to understand that the systems are 

vulnerable to information security threats. However, some measures and strategies can be implemented 

to ensure the effectiveness of healthcare service delivery based on IoT systems (Jayavel et al., 2017). 

L.4.6  Interoperability and integration: Interoperability and integration pose significant challenges when 

implementing digital solutions within healthcare FM systems for KM purposes. Sharing knowledge among 

different systems becomes inefficient if multiple platforms fail to communicate seamlessly, hampering 

effective operations (Wang et al., 2018). Incorporating technologies that effortlessly integrate with current 

databases is pivotal towards promoting efficient communication channels across different platforms. 

Bibault et al.'s (2016) study reveal that solving interoperability challenges in healthcare requires 

collaboration between vendors and organisations alongside standardisation of data formats or protocols 

as potential solutions; however, such measures are only part of the puzzle when implementing digital 

technologies for KM effectively. Other challenges are evident in the system, where different data sets can 

be interpreted differently, making achieving some of the set goals difficult. This is a critical feature of IoT 
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and machine learning technologies (Bhuiyan et al., 2021). There are obvious challenges in implementing 

digital technologies in the delivery of healthcare FM. Faulty networks and misinterpretation of some data 

and information from digital devices can be detrimental to their practical use (Ha and Lindh, 2017). 

Understanding the challenges is necessary to develop the most effective means of managing them to use 

these devices and technologies (Njeru et al., 2017). Faulty technology engagement can harm patients by 

leading to ineffective interventions and negative patients experience (Rajeeve et al., 2017). 

Various software tools and interoperability issues remain barriers to adopting DTs in the FM sector 

(Becerik‐Gerher et al., 2012). Data (or information) from various FM processes are frequently organised 

and managed in disparate information systems, such as computerised maintenance management systems 

(CMMSs) or computer‐aided FM (CAFM). While both CMMSs and CAFM help organisations manage and 

record a database of daily maintenance operations (e.g., asset management, inventory control, service 

request generation and work order management), CAFM provides additional functions, such as reactive 

maintenance and planned preventative maintenance (PPM) management, space and move management, 

resource scheduling, etc. (Cheng et al., 2016). To meet FM requirements, a wide range of commercial 

software applications are available on the market, including ARCHIBUS (ARCHIBUS solution centres 

Australia, 2006), BIM 360 OpsorBIM 360 Field (Autodesk, 2018), EcoDomus (Ecodomus, 2015), Onuma 

(Onuma software, 2018), QFM FM software (service works global, 2018) and IBM Tririga (IBM, 2018). 

Although most of these applications perform similar asset and maintenance management functions, they 

fail to meet the breadth of FM requirements (Sabol, 2008; Cheng et al., 2016). 

One manager informed the researcher that their healthcare trust had previously relied on facilities 

maintenance platforms and isolated solutions to keep their digital solutions running smoothly. 

Unfortunately, says the manager: 

"These technologies were frequently outdated or inflexible, leading to cumbersome workflows for 

users navigating multiple tools without integration capabilities. Consequently, each of the 

interviewees' organisations faced common challenges. As their organisations continued expanding 

and managing more locations over time, they found themselves increasingly at odds with their 

existing FM solution's limitations".  

"Basic functionality, which barely served them before, was now utterly insufficient for tackling 

complex demands placed on healthcare FM teams–they needed more sophisticated features if 

they wanted any chance of easing that burden".  

One participant mentioned how frustrating it was to organise vendors or schedule resources using their 

current system manually:  

"It just was not good enough anymore". 
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L.4.7  Staff training and adoption: Staff needs extensive training on using these tools while correctly 

understanding their benefits and applications; any opposition towards change or inadequate preparation 

can lead to problems with tool adoption and utilisation problems. In addition, refresher training should be 

provided to ensure that users are competent in using the system. Knowledge sharing should be built into 

the system as part of an organisation's culture. Incorrect data interpretation can lead to faulty analysis and 

poor healthcare service delivery. The sensors can sometimes be faulty, so an effective method of 

organising the data received from the sensors is required. The sector must embrace high accuracy to 

ensure data is collected effectively and sensors deliver accurate information. This is an essential factor in 

effectively managing various issues in the healthcare sector, and having an effective way of dealing with 

the issue is critical in dealing with various issues that arise in understanding the nature of data collected 

from sensors (Ullah et al., 2017). Therefore, providing user‐friendly interfaces and ongoing support or 

education is crucial (Paré et al., 2015).  

Consequently, the FM director complained that:  

"Education today faces trials like never before and being from a distinguished academic 

background myself–it becomes my duty to put forth specific points. Needless denial would 

lead us nowhere, but identifying the root cause of problems would help us get over them. 

The foremost issue lies in our assessment standards, which tend excessively towards 

academic feats rather than skills worth practising in real life. With this said, 'good grades' 

might be enough for academics alone, but do they serve the after needs? Therefore, 

academia must balance theoretical knowledge and its practical usage– facilitating 

graduates into the world equipped with skills necessary for growth".  

Secondly,  

"Our elementary teaching methodology seems impaired when considering diverse learning 

behaviours, making most curriculums irrelevant when catering to varying attitudes towards 

studies. It cuts off struggling pupils while leaving average ones without motivation, producing 

monotony in study habits".  

Furthermore,  

"We need to contemplate the societal factors that contribute to substandard levels of education, 

including financial pressures on students, which decrease their productivity levels, and provision 

of inadequate support for students from low‐income backgrounds, causing them more hurdles in 

their career paths".  

Therefore, education policy formulators must work towards finding a way out of these long‐standing 

issues‐ enabling an environment where every individual is capable enough to progress with ease. After all, 
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solutions should be formulated considering future generations' holistic growth – paving the way for overall 

prosperity! 

L.4.8 Technological infrastructure and support: Effective KM through digital technology in healthcare 

demands a reliable technological framework complimented by continual technical help whenever 

necessary. Healthcare organizations need hardware, software, network connectivity, and sufficient storage 

space within their infrastructure to accommodate voluminous data processing needs. It is also crucial that 

designated IT teams are readily available to address any technological troubles while also handling system 

upgrades and maintenance procedures. Keeping a close eye on infrastructure and technical support 

services through regular monitoring and evaluation is essential for optimal performance, as noted by 

Gagnon et al. (2016). 

L.4.9  Regulatory and legal considerations: Compliance with regulatory and legal requirements is critical 

when implementing digital technologies for KM in healthcare organisations. This means considering 

healthcare regulations, privacy laws, ethical guidelines, and data protection regulations geared towards 

safeguarding patient rights involving confidentiality or consent. It is imperative to address licensing 

agreements, intellectual property rights issues, and liability concerns while navigating this complex legal 

landscape ‐ advice provided by Tavares et al. (2019). For effective navigation of these challenging 

requirements, an effort should be made towards collaborative partnerships involving practitioners 

invested in the field and staying alert about emerging developments. 

L.5  Advancement of digital technology in healthcare FM  

The advancement of DT has had a significant impact on how traditional industries carry out their daily 

functions. Most knowledge‐based industries, including construction and healthcare FM, have been 

transformed by easy access to information and faster communication speeds (Wong et al., 2018). While 

advances in computer‐aided design (CAD) software and BIM have gradually changed traditional design 

practices and communication methods, studies by Gandhi et al. (2016) and Manyika et al. (2016) have 

argued that the architecture, engineering and construction (AEC) sector has a slow rate of digitalisation, 

particularly in terms of building digital assets, expanding digital usage and creating a highly digital 

workforce, compared to other sectors, such as manufacturing and distribution. Both researchers and 

practitioners have acknowledged the need for faster digitalisation of the AEC sector (e.g., Boland et al., 

2007; Lu et al., 2015). Studies have also been conducted to promote and transfer digitalisation to the 

design and construction stages (e.g., Zhou et al., 2011), promote the use of radio frequency identification 

(RFID) in construction (Valero et al., 2015) and encourage the use of BIM in construction processes (Azhar 

et al., 2012). 

The provision of healthcare FM services considered non‐core services in healthcare organisations, has 

emerged as a critical ability in delivering effective in‐patient care and running productive healthcare FM 



593 | P a g e  
 

(Pheng and Rui, 2016). The opportunities offered by technology range from more efficient administrative 

processes to a shift in how people interact with services (Wenzel and Evans, 2019). Rodriguez et al. (2014, 

as cited in Madroal‐Ortiz, 2019) argued that hospitals' infrastructural assets should no longer be 

considered as passive objects but instead, as an axis of the actions of a group of motivated agents meshed 

in a culture of continuous quality improvement in healthcare delivery processes based on the interests of 

the patients, staff visitors. Several NHS policies acknowledge the importance of technology and real estate 

as change enablers. For example, the NHS's long‐term plan (NHS England, 2019) strongly emphasises 

technology and its role in delivering on some of the most ambitious commitments to safe and efficient 

healthcare delivery. 

Technology and social changes have altered how facilities are managed, and many tasks previously 

performed by hand are now done automatically. Building operations, comfort, safety and efficiency are all 

managed by FM. Every industry, including FM, has undergone digital transformation. Facilities are 

encouraged to transform for various reasons, including the associated improvements in process 

transparency, data performance analysis, workplace productivity and sustainability (Leaman and Bordass, 

2006). This technology has also had an impact on healthcare FM. While business leaders see endless 

applications for increasingly powerful technologies, they worry that they lack the talent to capitalise on 

artificial intelligence (AI). At the same time, workers fear having fewer opportunities for their human 

contributions due to AI.  

Riedl (2019) described artificial intelligence (AI) as machines or systems exhibiting humanlike behaviour. 

The basic form of AI involves computers' mimicking' human behaviour based on extensive data from 

previous examples. Many different types of tasks can be performed by AI, from recognising the differences 

between "cats and birds" to complex organisational activities. Organisations working on building new 

strategic capabilities often disregard employees' concerns about new systems as stubbornness or a lack of 

ability to learn. This narrative of change‐resistant workers is reinforced when AI implementation stalls, as 

it often does, due to slow user adoption (AMI, 2022). 

The advancements in information technology and excellent data processing capabilities can be applied at 

all stages of a built asset's life cycle, from design to operations and maintenance. Furthermore, new 

computational methodologies, such as artificial intelligence methods (e.g., artificial neural networks and 

case‐based reasoning), enable the development of new attitudes toward a more integrated approach to 

built asset management (Flintsch and Chen, 2004). A model of this type should integrate these various FM 

domains and generate performance indicators for strategic decisions about long‐term healthcare FM 

delivery. The FM discipline is now viewed as a multidisciplinary theme that aims to integrate people and 

an organisation's physical workplace. The knowledge base on healthcare FM has grown due to significant 

academic research and practical efforts over the last decade (BIFM, 2003; EuroFM, 2003; IFMA, 2003). 
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The successful delivery of hospital FM is essential to ensure the efficient operation of healthcare facilities 

and to provide high‐quality patient care. Even though the technology is rapidly evolving, the FM profession 

is relatively risk‐averse (Aloisio, 2019). The unexpected rate of technological change and the uncertainties 

it brings are challenging those in charge of hospital FM to understand better the body of knowledge, 

procedures and processes related to the management of infrastructural assets. Many academics believe 

that advances in information technology provide more outstanding data‐processing capabilities applicable 

at all stages of the life cycle of built assets. Shohet and Levy (2004) argue that healthcare FM lacks 

quantitative models that support tactical and strategic decision‐making; hence, this insight is necessary. 

Within the healthcare context, it can be argued that KM is the formal management of knowledge for 

facilitating the creation, identification, acquisition, development, dissemination, use, and preservation of 

a healthcare enterprise's knowledge using advanced technology (O'Leary and O'Leary, 1998; Abecker et 

al., 1998). 

It is more evident than ever that global issues, such as the COVID‐19 crisis, necessitate global solutions 

and that digitalisation of all activities, remote operations, and digital readiness must be explored. Digital 

technology refers to innovative workplaces with digitally ready employees and the emergence of the 

fourth industrial revolution, which is driven by rapid technological advancements and has somewhat 

disrupted the current environment for various industries (Anshari and Hamdan, 2022). As Anshari and 

Almunawar (2021) state, the fourth industrial revolution offers speed of innovation that enables rapid 

deployment of digital technologies, reduces turn‐around times for products and services, expands 

organisations by developing new products and services, and improves developmental processes. 

Seeing relevant problem features in existing knowledge has become the essential component of 

innovation in an organisation to improve performance and solve problems (McAdam, 2000). KM plays an 

instrumental role in innovation. Temel et al. (2021a) describe KM as creating and utilising knowledge 

within an organisation to foster innovation, develop new skills, and create a positive work environment 

(Rosenthal‐Sabroux and Grundstein, 2008). López‐Nicolás and Meroño‐Cerdán (2011) highlighted that the 

creation of novel and valuable knowledge could be converted into products, services and processes by 

transforming general knowledge into specific knowledge. Darroch (2005) argues that leveraging the 

potential for competitive advantage through the fourth industrial revolution technology can further drive 

organisational interest in KM. 

In the innovation process, KM has several values. According to Du Plessis (2007), KM aids in developing 

platforms and processes for sharing tacit knowledge. It aids in converting tacit to explicit knowledge and 

facilitates collaborative work to spark workplace innovation. It allows knowledge to flow freely throughout 

the organisation to improve information accessibility during innovation (Temel et al., 2021b). Knowledge 

management also provides high‐level, specialised assistance in specific areas, such as identifying 
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knowledge and skill gaps to build competencies for developing human resource professionals and 

establishing a knowledge‐driven culture to facilitate the success of the innovation framework or process. 

The healthcare sector is constantly changing, with evolving technology and advances in patient care 

driving demands for the quick delivery of state‐of‐the‐art facilities. Medical equipment advancements 

have prompted the industry to seek novel approaches to incorporating technology into the delivery of 

modern healthcare FM (Wilson, 2015). Healthcare facilities frequently deal with dynamic external forces, 

such as market changes, stringent regulation and various stakeholders, all of which add to the process's 

variability (Okada et al., 2017). Healthcare FM services are undergoing a technological transformation to 

improve functions such as facilities control and performance and reduce costs. The adoption of new 

information and communications technologies (ICTs), such as the Internet of Things (IoT) and building 

information modelling (BIM), will enable healthcare facilities to access real‐time information via 

interconnected sensors, allowing them to manage their operations better. The IoT paradigm allows 

physical objects to communicate online (Patel et al., 2016; Transparency Check, 2018; Usak et al., 2020). 

The IoT is rapidly gaining popularity, and its application spans a wide range of industries, including energy, 

water, defence, aerospace, shopping, health and agriculture (Matta et al., 2017). 

The provision of equitable, high‐quality and cost‐effective healthcare necessitates an extraordinary array 

of well‐balanced and managed resource inputs. Physical resources such as fixed assets and consumables, 

also known as healthcare technology, are among the most common types of inputs. Technology serves as 

the foundation for healthcare delivery and the delivery of all health interventions (Foraker et al., 2021). 

Healthcare technology has become a more visible policy issue in recent years, and healthcare technology 

management (HTM) strategies have been repeatedly scrutinised (Rasoulifar et al, 2008). While the need 

for improved HTM practices has long been recognised and addressed at numerous international forums, 

healthcare facilities continue to face a variety of challenges, including non‐functioning healthcare 

equipment, as a result of various factors, such as lack of adequate knowledge, inadequate planning and 

training, inappropriate procurement, poorly organised and managed healthcare technical services and 

skilled personnel shortages (Lenel et al., 2005).  

Buildings, plants and machinery, furniture and fixtures, communication and information systems, catering 

and laundry equipment, waste disposal and vehicles face the same issues (Temple‐Bird et al., 2005). Both 

technology and real estate are essential for the modification of healthcare organisations. The 

opportunities offered by technologies range from more efficient administrative processes to 

transformation in the interaction and care of patients. Although its capability to transform changes may 

seem low, the NHS estate also plays a substantial role in supporting developments in healthcare and, 

crucially, improving the patient experience (Department of Health, 2012; Kelsey et al., 2014). 
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Grimshaw (2000) has argued that revolutionary changes in the demand side of organisational structures 

would result in a fundamental shift in the relationship between businesses and their supporting 

infrastructure in terms of the attempts to identify the fundamental forces shaping the global growth of 

FM. According to the author, if FM is to generate opportunities to increase business efficiency through 

successfully applying infrastructure assets, it must respond to the new environment proactively. This will 

necessitate a review of the system that supports the growth of FM, including the system that generates 

facilities knowledge and the development of new models that combine research and practice. Healthcare 

FM services considered non‐core services in healthcare organisations, have emerged as critical resources 

in delivering effective in‐patient care and running productive healthcare facilities. These systems are 

undergoing a technological transformation to improve their functions, such as facilities control and 

performance, and reduce costs. Adopting new ICTs, such as the IoT, will allow healthcare facilities to access 

real‐time information via interconnected sensors, enabling them to manage their operations better 

(Ikediashi, 2014; Pheng and Rui, 2016).  

However, there has been relatively little research on using DTs in the operations and maintenance (O&M) 

stage of the building life cycle. Renovation, retrofitting, maintenance and refurbishment are critical 

components of FM, but there has been far less research and implementation in this stage than in the 

design and construction stages (Smart Market Report, 2014). Interest in DT in FM has grown in recent 

years. Many governments (e.g., Australia and the UK) have emphasised the need to revolutionise the FM 

sector by increasing DT adoption (Smart Market Report, 2014). For FM, a growing number of studies have 

examined the potential implementation of BIM (e.g., Akcamete et al., 2010; Becerik‐Gerber et al., 2012; 

Codinhoto et al., 2013; Parsanezhad and Dimyadi, 2014; Oti et al., 2016) and other DT applications, such 

as reality capture technology (e.g., 3D laser scanning and point clouds), the IoT, RFID and sensor network 

technologies and geographic information systems (GISs) (see Fig. 7.1 below). Building information 

modelling employs computer programmes to create, share, exchange and manage information among all 

stakeholders throughout the lifecycle of a building (Isikdag et al., 2008). Photogrammetry and 3D laser 

scanning are used in reality capture technology to acquire accurate geometrical or spatial information and 

generate point cloud data to create a digital model of existing facilities (Flanagan et al., 2014; Barazzetti, 

2016). 

The IoT enables rapid data collection, transmission and exchange using embedded sensors and wireless 

technologies (Jain et al., 2009; Morgan, 2014). 
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Fig. L.1. Future digital technology (DT) and facilities management (FM) research roadmap. Adapted from 

Wong et al. (2018).  

Sensor network technologies and RFID are two of the most rapidly growing information and 

communication technologies in the IoT (Gubbi et al., 2013), with RFID being made up of four essential 

components: a tag, a reader (antenna), software and a computer network (Kumars et al., 2010). 

Additionally, GISs aid in the comprehension and visualisation of data in various ways, revealing the 

relationships among and forms of maps, globes, reports and charts (Meerow et al., 2016).  

L.6  Digital technology and healthcare FM 

The efficient and effective management of hospital facilities is crucial for providing high‐quality healthcare 

services to patients. With the increasing complexity of healthcare systems and the growing demand for 

healthcare services, hospital FM has become challenging. The adoption of digital technology has 

revolutionised the way FM is conducted. Generally speaking, DT can be described as scientific or 

engineering knowledge that deals with the establishment and application of computerised or digital 

devices, methods or systems that can improve the immediacy, accuracy and flexibility of communication 

(Puolitaival et al., 2018). Many traditional industry practices have been altered because of technological 

advancement. For example, large corporations in the automotive (e.g., BMW and Bosch) and aerospace 

industries (e.g., Boeing) have been digitalised to improve operations, increase revenue and drive R&D 

innovation. According to the McKinsey Report, the global construction industry is the least digitalised and 

technologically innovative of all industries (Manyika et al., 2016).  
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The construction and building industry have yet to embrace new DTs. It has thus remained uncoordinated 

between offices and sites, with the paper still being frequently used to manage processes and deliverables, 

such as design drawings and daily management (Agarwal et al., 2016). The O&M stage accounts for the 

majority of the total lifecycle costs of the building process. Overall, the costs of O&M account for 50%–

70% of total annual facilities operating costs (Rondeau et al., 2012), while FM accounts for 85% of total 

lifecycle costs (Teicholz, 2013).  

Maintenance management and energy consumption are critical aspects of daily property management 

(Lewis et al., 2011). Building maintenance decisions necessitate analysing and integrating various types of 

information and knowledge, such as maintenance records, work orders, and failure causes and 

consequences, generated by various stakeholders on project teams (Motawa and Almarshad, 2012). If 

project team members' information or knowledge is not captured, ineffective decisions may be made, and 

significant costs incurred. A well‐integrated data system is becoming increasingly important for healthcare 

FM organisations to manage the massive number of staff and facilities data as well as to accommodate 

the constant changes occurring in facilities (Sabol, 2008). Wong et al. (2018) report that many FM systems 

are separate from and independent of one another, meaning FM relies heavily on various incompatible 

systems to manage building maintenance, asset value management, etc. 

The efficient and effective management of hospital facilities is crucial for providing high‐quality healthcare 

services to patients. With the increasing complexity of healthcare systems and the growing demand for 

healthcare services, hospital FM has become challenging. The use of digital technology in hospital FM has 

transformed the way that hospitals are managed, providing a more efficient and effective way of managing 

resources and reducing waste.  

L.6.1  Computer-aided FM – definition and benefits  

Computer‐aided FM (CAFM) is a software tool for managing facilities and assets. It integrates various 

aspects of FM, including maintenance management, asset management, space management, and 

resource allocation, into one platform. CAFM enables facilities managers to automate routine tasks, such 

as scheduling maintenance and tracking assets and provides real‐time data to aid decision‐making. CAFM 

also helps facilities managers optimise resource use, reduce waste, and improve operational efficiency 

(Elmualim and Pelumi‐Johnson, 2009). 

Shah (2008) and Wong et al. (2018) have recognised the advantages of CAFM in FM. Firstly, CAFM provides 

accurate and real‐time data on building systems, such as energy consumption, water usage, and waste 

generation, which enables facilities managers to identify areas for improvement. This data can also be 

used to benchmark performance and set targets for improvement. Secondly, CAFM streamlines 

maintenance processes by automating routine tasks, such as scheduling and tracking work orders, 

reducing the workload for facilities staff and improving productivity. Thirdly, CAFM enables better 
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communication and collaboration between facilities staff and other departments, such as clinical staff, 

leading to a more coordinated and efficient approach to FM. Fourth, CAFM can help to reduce costs by 

optimising resource use and reducing waste, leading to long‐term savings for healthcare organisations 

(Shah, 2008; Wong et al., 2018).  

Based on Teicholz and Ikeda (1995) and Arayici et al. (2012), there are four main categories of CAFM in 

hospital FM: maintenance management, asset management, space management, and resource allocation. 

Maintenance management: CAFM schedules and tracks maintenance activities, such as repairs and 

inspections, ensuring that assets are correctly maintained and functioning efficiently. CAFM can also 

manage work orders, track maintenance history, and provide real‐time data on maintenance performance. 

Asset management: CAFM enables facilities managers to track and manage assets, such as healthcare 

equipment, furniture, and vehicles. This includes tracking the location, condition, and lifecycle of assets, 

enabling facilities managers to make informed decisions about maintenance and replacement. 

Space management: CAFM manages space allocation and utilisation, ensuring that space is used efficiently 

and effectively. CAFM can be used to track occupancy rates, allocate space for specific purposes, and 

optimise the use of space. 

Resource allocation: CAFM is used to manage the allocation of resources, such as energy, water, and waste, 

ensuring that resources are used efficiently and sustainably. CAFM can be used to monitor resource usage, 

identify areas where improvements can be made, and set targets for improvement. 

L.6.2  Implementation of CAFM in healthcare FM 

Several healthcare organisations have successfully implemented CAFM to improve their FM. Koch et al. 

(2019) examined how two NHS hospitals implemented CAFM systems to enhance their FM (FM) practices 

across their three hospital sites. They found that CAFM effectively strengthened FM practices. 

Implementing CAFM enables the healthcare organisation to effectively manage maintenance and asset 

management across its three hospital sites, improving their FM efficiency. The CAFM system enabled the 

Trust to automate routine maintenance tasks, track maintenance history, and monitor asset utilisation. 

Additionally, the system provided real‐time data on maintenance performance, allowing the Trust to 

identify areas for improvement. Implementing the CAFM system resulted in increased efficiency, reduced 

FM costs, improved staff productivity, and improved patient satisfaction. Overall, implementing a CAFM 

system has proved to be a beneficial investment for many healthcare organisations. It enables them to 

manage their facilities and assets effectively, improve staff productivity, and enhance patient care 

(Wanigarathna et al., 2019). 

Computer‐aided FM has numerous benefits for hospital FM, including improved asset management, 

efficient work order management, enhanced data management, better coordination, and improved cost 
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savings. However, some challenges are associated with its implementation in hospital FM. These 

challenges include high costs, complexity, integration with existing systems, and data security. 

The high costs of CAFM can be a significant barrier for many hospitals, particularly those with limited 

resources. The technology requires significant investment in hardware, software, and training. This can 

make it difficult for hospitals to justify the expense, particularly if facing budget constraints (McArthur and 

Bortoluzzi, 2018). The complexity of CAFM can also be a challenge. The technology can be complex to 

implement and use, requiring significant technical expertise and training. Facilities managers may lack the 

technical skills or experience to use the technology effectively. This can make it difficult for them to take 

full advantage of its benefits. Integration with existing hospital systems can also be a challenge. CAFM 

must be integrated with other hospital systems, such as electronic health records and building 

management systems. This can be a challenge, mainly if these systems are not designed to work with 

CAFM. Integrating CAFM with existing systems can be time‐consuming and costly ((Madritsch and May, 

2009; Pärn et al., 2017). 

Data security is another challenge associated with CAFM. The technology involves collecting and storing 

sensitive data, such as patient records and building maintenance schedules. Ensuring the security of this 

data is essential but can be a challenge, particularly with the increasing risk of cyberattacks. Facilities 

managers must implement robust security measures to protect against data breaches and other 

cybersecurity threats (Konanahalli et al., 2020; Li and Kassem, 2021). 

Despite these challenges, CAFM has significant potential for improving hospital FM. As technology 

advances, CAFM is likely to become more sophisticated and user‐friendly. This will make it easier for 

facilities managers to implement and use the technology effectively. Additionally, the benefits of CAFM 

are likely to become even more significant as the technology evolves. For example, advances in artificial 

intelligence and machine learning could enable CAFM to provide even more insights into how hospital 

facilities are being used and how to optimise their use (Madritsch and May, 2009; Arayici et al., 2012).  

L.6.3  Internet of Things (IoT) 

The healthcare sector has embraced technology as one means of achieving sustainable development. The 

IoT is a popular trend in the field of FM. It comprises objects with technology built into them, such as 

sensors or machinery, that allow employees to control, connect and share data with other devices 

connected to the internet. IoT‐based FM can be achieved based on this method of operation. The digital 

transformation of FM makes it easier to collect accurate and efficient data about facilities, which helps 

determine how well they perform. Another advantage of using the IoT is that it saves energy and costs by 

reducing manual labour and allowing tasks to be completed quickly (Vermesan and Friess, 2013; Patel et 

al., 2016). 
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The healthcare sector has embraced technology as one means of achieving sustainable development. For 

example, the Internet of Things (IoT) and machine learning have saved the industry from the massive 

pressure felt at different levels of healthcare services (Ghazal et al., 2020). A suitable means of integrating 

technology into society to achieve the most desirable results in managing society's healthcare needs is an 

essential factor to consider and develop. Afifi and Mohamed (2021) argue that the Internet of Things is 

essential for providing patients affordable, low‐cost healthcare services (IoT, 2021). As the Internet of 

Things has evolved, its significance has been recognised in various industries (Bibi et al., 2021; Hasan et 

al., 2021; Ghazal, 2021). Tayeb et al. (2017) also report that technological advancements have benefited 

the healthcare industry. Naqvi et al. (2021) cite this as an essential aspect of technology that should be 

used to provide effective healthcare services. 

L.6.4  Benefits of IoT adoption in healthcare FM 

The Internet of Things can provide several benefits to hospitals regarding FM. One of the primary benefits 

is the ability to remotely monitor and control various building systems, such as HVAC, lighting, and security. 

By leveraging IoT sensors and data analytics, facilities managers can optimise energy usage, reduce costs, 

and improve overall building performance. Additionally, IoT can enable predictive maintenance by 

monitoring equipment performance and alerting staff when maintenance is needed. This can help 

hospitals avoid costly downtime and ensure that equipment always operates at peak performance 

((Vermesa and Friess, 2013; Jia et al., 2019). 

Another benefit of IoT in hospital FM is improving patient safety and experience. IoT sensors can monitor 

patient rooms, track patient movements, and provide real‐time data on patient conditions. This can help 

hospital staff identify potential safety risks and respond quickly to patient needs. Additionally, IoT can 

enable better communication between patients and staff by providing patients with connected devices 

that allow them to communicate easily with their caregivers (El Zouka and Hosni, 2021). 

L.6.5  Implementation of IoT in healthcare FM 

Several steps are involved in the implementation of IoT in hospital FM. Building automation, predictive 

maintenance, and patient safety are key areas where IoT can provide the most value. In addition, hospitals 

should evaluate their current technology infrastructure to determine if any upgrades are needed to 

support IoT devices and sensors. A comprehensive IoT strategy should be developed once the installed 

infrastructure outlines the goals, objectives, and metrics for success. Additionally, this strategy should 

include a data management and security plan since IoT devices can generate significant amounts of 

sensitive information that must be protected (Shamayleh et al., 2020). 

The Internet of Things, such as the CAFM system in hospital FM, can improve energy efficiency, predictive 

maintenance, patient safety, and patient experience. Hospitals can optimise building performance, reduce 

costs, and improve patient care by leveraging IoT sensors and data analytics. However, implementing IoT 
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requires careful planning, a comprehensive strategy, and attention to data management and security. 

McArthur and Bortoluzzi (2018) suggest that hospitals can benefit from IoT in their FM operations with 

the right approach. 

L.6.6  Geographical information systems (GISs) 

Maintaining links between GISs and BIM applications is an ongoing issue that must be addressed on a large 

scale (Parsanezhad and Tarandi, 2013). With the growing use of GIS‐integrated BIM in FM, future research 

could focus on improving the interoperability of GIS and BIM‐based data. The interoperability of various 

data forms, such as spatial, temporal and informational data, remains unresolved. Improved architecture 

should be developed to support data interoperability among various GIS, BIM and FM tools. New 

prototypes for effective data integration should also be developed. More research is required to improve 

the automated integration of heterogeneous BIM, GIS and FM data (Wong et al., 2018; Altıntaş and Ilal, 

2021). According to Kang and Hong (2015), one of the significant challenges in applying BIM–GIS systems 

in FM is the inherent variation in datasets regarding semantics, geometry, and level of development (LOD) 

in GIS and BIM models. The Industry Foundation Classes (IFC) and City Geography Markup Language 

(CityGML) are chosen as the representative schemas for the BIM and GIS domains, respectively (Deng et 

al., 2016). Unlike GISs, the current IFC lacks the LOD schema, meaning converting a shape from IFC to 

CityGML necessitates LOD mapping using a unique mapping algorithm (Kang and Hong, 2015). 

While most current research focuses on improving the semantic aspects of GIS–BIM integration, the spatial 

and geometric data issue remains unresolved. More research is required to reduce the occurrence of 

information mismatches during and after the integration of BIM and GIS. Developing semi‐automatic or 

automatic data format conversion is necessary to reduce the time‐consuming manual conversion and 

translation between IFC and CityGML (Liu et al., 2017). Furthermore, storing extensive facilities asset 

databases generated in an integrated BIM–GIS platform remains challenging. Healthcare organisations and 

facilities managers would benefit significantly from the effective integration of a BIM–GIS asset database 

with energy management and a building automation system (BAS)orbuilding management system (BMS) 

for monitoring building energy consumption (Fosu et al., 2015). 

L.6.7  Mobile-first 

The rapid advancement of technology is also altering how people use mobile devices at work. With 

everyone working on mobile devices, work will be easier to complete, and people can check on their work 

immediately. Because all work can be completed in people's hands, the budget will also be reduced. The 

trend of mobile management has begun to benefit organisations, particularly in FM (Hassani et al., 2020). 

With this system, employees can monitor facilities anytime from anywhere, allowing them to react more 

quickly. It also makes FM reports easier to obtain, and as time passes, new diagrams can be developed to 

make them easier to understand on mobile devices. 
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L.6.8  Machine learning and predictive analytics 

Many systems in today's organisations use machine learning to make work easier. One way machine 

learning simplifies work is by assisting in decision‐making. Machine learning trends are becoming more 

prevalent in FM, particularly in combination with predictive analytics. Both Hassani et al. (2020) and 

Nosratabadi et al. (2020) agree that learning encompasses more than simply employing pre‐programmed 

algorithms. It also entails reviewing the data they collect and searching through large amounts of data for 

patterns, trends, and new ideas. Organisations frequently use semantic segmentation methods to make 

visual data easier for their AI models, ensuring the success of the automation process. Machine learning 

usually forecasts how each of the facilities performs using data from IoT sensors. Due to its efficiency, 

organisations employing this strategy do not need to look at their dashboards very often; instead, they 

can view the results of machine learning analyses (Raju and Laxmi, 2020). 

L.6.9  Building information modelling (BIM)  

Building Information Modelling is a digital technology used in building design, construction, and operation. 

BIM enables stakeholders to collaborate and communicate throughout a building's lifecycle. It is a 3D 

model‐based intelligent process that gives architects, engineers, and contractors a comprehensive view of 

a building's systems and components. BIM can be used in hospital FM to improve energy efficiency, lower 

maintenance costs, and improve overall hospital performance. 

L.6.10  Benefits of BIM application in healthcare FM  

BIM implementation in hospital FM can provide several benefits, including increased energy efficiency, 

streamlined maintenance operations, and improved building performance. There are several steps 

involved in implementing BIM in hospital FM. The first step is to create a BIM model of the hospital, which 

entails gathering data on the physical and functional characteristics of the structure. This can be 

accomplished through 3D laser scanning, photogrammetry, or manual measurements. BIM 

implementation, on the other hand, necessitates careful planning, a comprehensive strategy, and a focus 

on data management and security. Hospitals can integrate BIM into their FM operations with the right 

approach and realise significant patient and staff benefits (Teicholz, 2013). 

In terms of FM, BIM can provide several advantages to hospitals. One of the primary benefits is the ability 

to create a digital twin of the hospital, allowing facilities managers to access real‐time data on the 

building's performance, energy usage, and equipment performance. By leveraging BIM, facilities managers 

can optimise energy usage, reduce costs, and improve overall building performance. Streamlining 

maintenance operations is another advantage of using BIM in hospital FM. BIM models can provide 

detailed information about the hospital's equipment and assets, such as maintenance schedules and 

required parts. This can assist facilities managers in more efficiently planning maintenance activities and 

reducing downtime (Irizarry et al., 2014; Lavy and Jawadekar, 2014). 
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• Improved collaboration: BIM enables all stakeholders involved in healthcare facilities projects to 

collaborate more effectively and efficiently. BIM can help designers, engineers, architects, and 

facilities managers communicate and collaborate by providing a centralised database of 

information about the organisation's facilities (Bryde et al., 2013). 

• Improved visualisation: BIM creates a three‐dimensional representation of healthcare facilities. 

This improved visualisation aids in project planning, design, and construction and a better 

understanding of the facilities' layout, operations, and maintenance (Becerik‐Gerber et al., 2012). 

• Greater efficiency: BIM enables more efficient management of healthcare facilities. It can help 

automate scheduling, maintenance, and resource tracking processes by providing a 

comprehensive view of facilities (Marmo et al., 2019). 

• Cost savings: BIM can help reduce the costs associated with healthcare FM. It can help healthcare 

facilities prioritise and coordinate tasks by providing a comprehensive view of the facilities, 

reducing the need for costly repairs and upkeep (Alvanchi and Seyrfar, 2020). 

• Increased safety: BIM can help to improve healthcare facilities' safety. It can help to identify 

potential hazards and areas of risk by providing a comprehensive view of facilities, thereby 

ensuring the safety of patients and staff (DoH, 2014; Wetzel and Thabet, 2015). 

L.6.11  Challenges of BIM application in healthcare FM 

The cost of using BIM in healthcare FM is one of the most significant challenges. Implementing BIM 

necessitates significant investments in hardware and software, which can be costly. Furthermore, ensuring 

that BIM investments yield tangible benefits for healthcare facilities can be challenging. Another issue with 

using BIM in healthcare FM is the shortage of skilled personnel. Implementing BIM necessitates 

collaboration between individuals with experience in technology and the healthcare industry. This cannot 

be easy because the technology is still new, and the skill set required to use it is specialised. Furthermore, 

personnel must be properly trained to use BIM effectively (Kaner et al., 2008; Becerik‐Gerber and Rice, 

2010). 

When it comes to using BIM in healthcare FM, data security is also a challenge. Because BIM relies on 

large amounts of data, this data must be secure and not vulnerable to data breaches. Furthermore, the 

data must be kept current, and any changes must be documented appropriately (Ghosh and Chasey, 2014). 

Another challenge of using BIM in healthcare FM is the technology's complexity. Because the technology 

is still in its early stages, it can be challenging to comprehend and implement. Furthermore, technology is 

constantly evolving, and keeping up with the changes can be tricky (Pärn et al., 2017). 

Broadly speaking, FM refers to an integrated set of services and activities that integrate people, places, 

processes and technologies to ensure proper asset management during the facilities life cycle (Abdullah 
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et al., 2013). BIM integration with existing systems can be complex. Because healthcare facilities frequently 

have existing systems, integrating BIM with these systems can be difficult because they were not designed 

to work together. Furthermore, it can be challenging to coordinate the various systems and ensure that 

they work effectively together. While BIM can be an effective tool for managing healthcare facilities, its 

implementation is fraught with difficulties. The cost, the need for skilled personnel, data security, the 

complexity of the technology, and the integration of BIM with existing systems are all issues that must be 

addressed if BIM is to be used effectively in healthcare FM. Also, BIM requires access to extensive 

information (Becerik‐Gerber et al., 2012). While innovations in digital technology, including BIM, 

computer‐aided FM systems, and building automation systems (BASs), have significantly enhanced FM 

efficiency (Araszkiewicz, 2017), a great deal of complexity in terms of the different software and systems 

arises if they are to synchronise heterogeneous devices coming from a variety of vendors using other 

communication protocols. 

Several efforts have been made to promote interoperability, such as the construction operations building 

information exchange (COBie) and IFC. However, the adoption of this technology is still lagging. In part, 

this is the result of a lack of a semantically complete mapping between entities and relationships in these 

standards, which significantly limits their application. One way to achieve semantic clarity is to use a 

knowledge map to map a dataset's unknown terms into general terms. The requirement for a clear and 

straightforward mapping between data structures and knowledge structures can be satisfied if the 

meaning of each data element is clearly defined (Jiang et al., 2022). 

In FM, BIM refers to the O&M activities that ensure end‐users receive the services for which facilities were 

designed (Kuda and Berankova 2014). A facilities's FM cost is approximately 71% of its total lifecycle cost 

over 40 years (Song, 2018). A practical FM project necessitates collaboration among actors from various 

domains, such as designers, contractors and operators, and understanding and engaging multiple 

stakeholders, including end‐users and owners (Niskanen et al., 2014). 

According to the international facilities management association (IFMA, 2009), there are 11 core 

competencies for FM: communications, emergency preparedness and business continuity, environmental 

stewardship and sustainability, finance and business, human factors, leadership and strategy, O&M, 

project management, quality, real estate and property management, and technology. An increasing 

number of digital technologies and tools, including BIM, BASs and environmental management systems 

(EMSs), are being used to assist FM in meeting different tasks and improving efficiency. As a result of the 

many heterogeneous systems involved, FM‐related data formats can vary greatly, increasing the difficulty 

of sharing information and integrating them among the involved systems (Mignard and Nicolle, 2014). For 

this reason, facilities managers face a challenge in integrating and interpreting heterogeneous facilities 

data and homogenising a representation of the exchange of building knowledge throughout a facilities's 

life cycle (Pittet et al., 2014). The availability of relevant information is critical to an efficient FM and 



606 | P a g e  
 

operations practice (Parsanezhad and Dimyadi, 2013). Evidence suggests that BIM can solve problems 

caused by a lack of information at all stages of a building's life cycle, including maintenance (Sabol, 2008). 

An integrated BIM system provides a solid knowledge base for facilities' decision‐making throughout its 

life cycle (Golabchi and Kamat, 2013). 

While BIM is primarily used in the design and construction phases, organisations must be able to represent 

data in a way that allows for accurate data exchange among different software products and platforms, 

also known as interoperability, for any implementation that is unrelated to the original intent of BIM 

(design) (Golabchi and Kamat, 2013). BIM acts as a reservoir for all design and construction information 

used by FM. In this vein, BIM‐enabled information systems seamlessly transfer design and construction 

models to FM systems. The use of spreadsheets as document indexing tools (such as COBie) and as a 

standard data exchange format has been proposed as a method to improve information integration 

between BIM and FM systems (Parsanezhad and Dimyadi, 2013). 

As previously stated, IFC is the current standard for representing, accessing and sharing BIM information 

(Karshenas and Niknam 2013). The Industry Alliance for Interoperability facilitates interoperability among 

various AECorFM project processes by developing IFC (Karola et al., 2002). The IFC implementation is built 

on a product data modelling language called EXPRESS (Jiang et al., 2022). Object specifications in the IFC 

format can be used to share data between applications. For example, the definition of a door in IFC goes 

beyond just lines and geometries (Vanlande et al., 2008). However, IFC provides only a generalised BIM 

data structure that is not supported by the project's stakeholders (Kang and Hong, 2015). This is due to a 

lack of semantic clarity in mapping entities and relationships, severely limiting its application (Jiang et al., 

2022). 

FM can provide various functions, such as financial management, human resource management, health 

risk management, maintenance management and supply management, and property management (Pittet 

et al., 2014). Given the various areas and functions involved in the FM phase, a public data model does 

not have to manage FM systems (FMSs) (Kim et al., 2018). The National Institute of Building Sciences 

developed COBie as a standard data exchange system for use throughout the life cycle of a building to 

ensure the interoperability of BIM data for an FM service during the O&M phase. It determines how 

information can be collected during design and construction and distributed to facilities operators. It also 

eliminates transferring massive amounts of paper documents to facilities operators once construction is 

finished. Overall, COBie reduces operational costs by eliminating the need for post‐hoc as‐built data 

capture and facilitates the transfer of digital information from the process's design and construction 

phases to FM databases (East, 2007; Lavy and Jawadekar, 2014). 

A COBie document outlines guidelines for consistent file naming, storage, indexing and archiving 

procedures to retrieve and validate information quickly (Smith and Tardif, 2009). The COBie file for a 
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building project contains all phases of the project. At the beginning of operation or for data updates, the 

facilities manager or organisation can load O&M data directly into spreadsheet software or a COBie‐based 

maintenance management system. BIM standards such as IFC and COBie have been viewed as highly 

promising by construction and political actors as a means to address data dematerialisation issues and 

maximise building information interoperability (Farias et al., 2015). At the same time, their application is 

hampered by a lack of semantic information. Semantic clarity in mapping entities and relationships is 

required for intelligent functions like information integration and ontology reasoning (Jiang et al., 2022). 

In the last two decades, healthcare has made significant advances in digital transformation. The challenge 

of healthcare KM is integrating multisource and multiformat healthcare information into a coherent 

knowledge base that can be used to provide day‐to‐day service. This critical issue should concern all 

stakeholders in the broader health ecosystem (Handspicker, 2018). 

 

 

 

 

 

 

Figures L.2 and L.3 show pictures of document storage for FM information after a turnover by the 

contractor. Adapted from: Teicholz (2013).  

 

 

 

 

 

 

Fig. L.4. BIM Models     Traditional CAD 

7.7 Future trends and implications of digital technologies (DT) on KM in healthcare facilities 

In today's fast‐paced world of healthcare FM, digital technologies are proving to be powerful allies in 

helping organisations achieve their goals of greater efficiency and better patient care outcomes while 

minimising costs wherever possible. 
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3D and 4D BIM provide an improved means of describing a building, leading to improved process 

efficiencies.  

As technology continues to advance rapidly through opening up new possibilities through tools like 

artificial intelligence or machine learning algorithms, or predictive analytics techniques based on vast 

datasets, there is clear that there is still so much potential waiting for those willing to embrace it. That is 

why this chapter segment explores some exciting future‐oriented trends and implications worth 

considering, such as virtual or augmented reality‐based modalities explicitly designed to improve the 

patient experience and blockchain technology, which could revolutionise aspects of healthcare FM in the 

years ahead. Digital technology has already brought about significant improvements in healthcare FM. The 

potential benefits of digital technology are significant and are likely to shape the industry in the coming 

years. The future of digital technology in healthcare FM is promising, and facilities managers should stay 

informed about the latest trends and technologies to stay competitive and provide high‐quality service. 

L.7.1 Advancements in artificial intelligence and machine: Improving decision‐making processes within 

healthcare operations have resulted from recent advancements in artificial intelligence (AI) and machine 

learning technology applications. These techniques provide extensive value when analysing substantial 

amounts of healthcare data that enable accurate predictions of outcomes, identification of patterns and 

enhanced decision‐making. One practical example is the successful implementation of ML algorithms in 

predicting equipment failures (Kakria et al., 2019). Utilising these prediction models leads to better 

maintenance scheduling, ultimately minimising downtime and saving hospitals valuable resources. By 

incorporating AI and ML technologies within healthcare FM, operations can be augmented through 

increased proactivity and efficiency. 

L.7.2 Big data and predictive analytics: big data and predictive analytics can transform healthcare facilities 

management through informed decision‐making capabilities and enhanced patient outcomes. Using big 

data technology to gather vast amounts of patient information for analysis, healthcare organisations can 

efficiently detect patterns leading to accurate outcome predictions.   
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Predictive analytics uses an array of algorithms that identify individuals at risk or those who require special 

attention during their hospital stay further into their familiarisation with hospital surroundings (Kam et al., 

2018). This enables healthcare practitioners to take proactive steps towards preventing complications 

when patients experience food awareness risks or other detrimental conditions. Utilising technologies like 

electronic health records alongside IoT sensors assists practitioners in collecting valuable information 

across various sources to develop a comprehensive view of the industry's current trends for more 

optimised healthcare FM workflows. Healthcare facilities managers can enhance their patients' experience 

by leveraging predictive analytics. This tool enables them to anticipate potential readmissions and 

intervene in advance, averting supply shortages or other complications upon readmission (Pine et al., 

2019). Through applying big data and predictive analytics, healthcare FMs can respond proactively to 

challenges that may arise in the healthcare Trust. 

L.7.3 Virtual and augmented reality: healthcare provision is a top priority globally, with an increasing need 

for cost‐saving measures without compromising quality outcomes. Healthcare practitioners continue to 

embrace technological advancements to achieve this delicate balance; virtual and augmented reality are 

among these innovations. These technologies have immense potential within different facets of the 

healthcare industry. They simulate healthcare procedures, enabling effective training programs, thus 

improving service delivery and optimising patient outcomes (Coughlan et al., 2018). Additionally, remote 

access to personalised management services reduces appointment costs while enhancing the levels of 

care provided.  

One prevalent use case scenario where virtual reality has been instrumental in healthcare FM is during 

emergency drills (Gillis, 2018). Simulation sessions create realistic settings allowing operatives to practice 

critical skills without posing a danger posed by real‐life situations. Equally, virtual and augmented realities 

can significantly impact different areas within the healthcare industry, potentially enhancing learning 

experiences while improving service delivery. Moreover, VR and AR can augment patient education by 

imparting immersive experiences that enable comprehension of health disorders and available service 

options (Freina and Ott, 2015). The healthcare FM sector will observe further advancements and novel 

applications for these technologies. 

L.7.4 Blockchain technology in healthcare FM: integrating artificial intelligence or machine learning 

algorithms, big data analytics capabilities, virtual or augmented reality functionalities, and blockchain 

technology into the daily operations of healthcare facilities has enormous potential benefits ranging from 

improving decision‐making processes to reducing costs and enhancing overall patient outcomes. To 

maintain their competitive edge while delivering high‐quality care services, healthcare organisations must 

remain proactive in exploiting these emerging technologies. In this regard, blockchain technology stands 

out as an excellent candidate for transforming healthcare FM by ensuring enhanced security guarantees 

for sensitive data settings and improving interoperability and trustworthiness across all system 
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transactions. The distributed nature of this technology ensures that confidential patient records are 

guarded against unauthorised access while also serving as an effective mechanism for enabling data 

sharing among healthcare facilities and entities. This, in turn, enables healthcare organisations to achieve 

optimal accuracy levels while significantly reducing the administrative overhead associated with their 

operations (Halamka et al., 2019). 

Furthermore, the blockchain technology‐based intelligent contracts can help to eliminate fraud 

synonymous with supply chain management through the automation of agreement processes (Takabi et 

al., 2019). An instance of how blockchain technology is applied in healthcare FM is its use in creating 

decentralised databases that store patient information securely while facilitating cross‐facilities access to 

healthcare care services (Kshetri, 2018). With the maturation of blockchain technology, healthcare FM will 

inevitably see an increase in its adoption. 

L.8 Chapter summary 

Healthcare FM is an industry that has long grappled with changing technology trends over time. As society 

moves into an era dominated by ubiquitous connectivity and innovative advances in areas like artificial 

intelligence (AI), telehealth services or IoT devices, there are significant implications for KM practices 

within this field. Indeed, KM offers unique opportunities for organisations, such as driving greater 

efficiencies within daily operations while improving critical metrics around patient outcomes, care 

standards and organisational effectiveness. However, change inevitably brings about growing worries; 

challenges related to data privacy regulations or interoperability issues can impede progress. Therefore, 

to successfully incorporate these emerging technologies into KM, careful planning, staff training, and 

regulatory compliance will all be required. Ultimately, success in this area could help transform healthcare 

FM into a more patient‐centric and efficient system. As everyone knows well enough, the COVID‐19 crisis 

has affected people's lives globally in every aspect, especially financially for both individuals and corporate 

entities. Although the situation has negatively influenced almost every group involved in business work, 

the healthcare sector seems to suffer the most after all. The transformative potential of digital 

technologies is shaping the future realm of healthcare FM. The impact is already evident in improved 

operational efficiency, heightened quality standards for patient care, and resource maximisation that 

drives growth. According to Thimbleby (2013), the economic motivation for enhancing culture is scarce. 

People are bound to continue seeing hierarchies in place and debates around human error regardless of 

developments, even as patients remain vulnerable during their stay in hospitals. Because technological 

advancement tends to thrive based on profitability, pushing innovations towards mass‐marketability while 

simultaneously reducing production costs, it is simply how technology‐driven mechanisms operate. In 

contrast, elevating human culture lacks any financial incentive since its improvement entails identifying 

inadequacies, thereby exposing oneself to legal implications or criticism.  
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APPENDIX M 

 

OB5: To examine the beneficial application of benchmarking and KM in the practice and delivery of 

healthcare facilities management. 

Q5: What are the benefits of benchmarking for KM and service quality in healthcare FM? 

The previous chapter explored the influence of digital technologies on KM in the practice and delivery of 

healthcare FM. This chapter examines the beneficial application of benchmarking and KM in healthcare 

FM. It discusses the role of benchmarking in identifying best practices and performance gaps and the 

benefits of effective KM in improving decision‐making and service delivery. Furthermore, it explores 

strategies for integrating benchmarking and KM practices and discusses measurement and evaluation 

methods. By incorporating benchmarking and KM into healthcare FM processes, healthcare organisations 

can drive continuous improvement, enhance operational efficiency, and deliver enhanced patient 

outcomes and organisational effectiveness. 

Methodology: The research methodology includes observations, literature reviews, document analysis, 

qualitative approach, and in‐depth interviews with FM directors, managers, supervisors, and operatives 

from diverse healthcare organisations. 

Keywords: Benchmarking, service quality, healthcare FM, FM directors, FM managers, FM supervisors, FM 

operatives, operational efficiency, patient satisfaction, stakeholders, staff, visitors, NHS, CQC, PLACE, 

continuous improvement and performance metrics. 

"Good judgment comes from experience; experience comes from bad judgment'—White (quoted 

in Farley, 2013). 

M.0 Chapter overview 

Society is grappling with the challenge of healthcare cost containment as costs are expected to rise 

significantly, owing primarily to population ageing and the introduction of new technologies. Furthermore, 

the workforce required to deliver healthcare services is on the decline. This has heightened interest in the 

performance of healthcare services, and the practices that lead to excellent performance. To improve any 

service through learning from others, it is necessary to know by how much others are better through the 

use of suitable output measures. It is also necessary to discover why others are more efficient and how 

they achieve higher quality or lower levels of costs. The field of operations management, for example, 

studies how products and services are produced and delivered. Implementing operational practices, such 

as benchmarking, aims to increase hospitals' efficiency (Slack et al., 2001). Thus, benchmarking as a 

management tool for improving healthcare FM should consider both output measurements and processes 

that influence those measurements.  
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Providing valuable insights into healthcare FM, this chapter examines the promising applications of 

benchmarking to KM and service quality in the practice and delivery of healthcare FM. By increasing 

operational efficiency while improving overall service delivery levels, such initiatives can positively impact 

patient satisfaction and organisational effectiveness. However, as with any new undertaking, challenges 

may surface during implementation, so the study will also explore ways to overcome such obstacles 

strategically. 

There is a Chinese saying in Sun Tzu's:  

The Art of War: "If you know yourself and your enemy well enough, you are sure to win. If you 

know yourself but not your enemy, you only have half a chance of winning. If you don't know 

yourself and your enemy, you are sure to lose" (Ho et al., 2000). 

M.1 Introduction 

Peter Drucker's memorable quote, "you cannot manage what you cannot measure", highlights how critical 

measurement and data are when it comes to effective management practices like benchmarking. In terms 

of healthcare FM, this quote stresses why having measurable metrics and performance indicators is vital 

for effectively managing operations. By comparing key performance indicators against benchmarks within 

various frameworks–whether industry standards or internal targets–healthcare facilities are better 

equipped to assess their performances while identifying areas that require improvement. From here on 

out, facilitating solutions based on these outcomes that aid in developing strategies leading towards 

growth is fundamental (Chan and Chan, 2004; Davidson, 2006; Tucker and Pitt, 2010). 

Why benchmark?  

"What gets measured gets managed" (Drucker, 1909–2005). 

The management adage "What gets measured gets managed" is often attributed to Peter Drucker 

(Emiliani, 2000). However, his statement was much more nuanced than this snippet suggests. Drucker 

warned against measuring and managing things that distract rather than aid organisations' goals. 

Therefore, it is essential to be mindful while choosing metrics for evaluation. The repercussions of 

disregarding this cautionary tale were seen during the financial crisis of 2007‐2008 (Erkens et al.,2012) 

when inappropriate metrics were insignificant and damaging (Erkens et al.,2012). Surprisingly, this 

knowledge has been sidelined by many who continue to rely on counterproductive performance 

measures. Mangahas (2016) pointed out that inaccurate measurements lead decision‐makers astray, 

causing ill‐informed choices. 

The act of making comparisons has been ingrained in human nature for centuries. According to Festinger 

(2015), humans possess an inherent desire to observe others and evaluate their circumstances to gain self‐

awareness. This impulse towards self‐realisation has been an ongoing practice, demonstrated by the 
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historical records of travellers and explorers who documented their experiences upon encountering new 

cultures, physical landscapes and social contexts (Bishop, 1989). Stroobants and Bouckaert (2014) noted 

that benchmarking measures performance across various entities–in this case, healthcare FM–so 

comparing results is more straightforward. 

Without any form of measurement or benchmarking processes established during activities as part of FM's 

responsibilities over healthcare facilities–tracking progress proves challenging due to improper resource 

allocation during process improvements. Having benchmarks throughout the performances over an 

extended period allows proper monitoring of progress while being able to make data‐driven decisions 

based on actual evidence results. Furthermore, it provides a foundation for evaluating the effectiveness 

of interventions by utilising evidence‐based practices. Healthcare FM can identify areas for improvement 

and implement targeted interventions by measuring crucial performance metrics. These metrics include 

patient satisfaction, cleanliness, cost of food provided and waste or operational efficiency indicators 

(Reese et al., 2015). 

Though initially used mainly for industry management purposes, policymakers now use benchmarking 

more frequently when evaluating facilities like hospitals or health centres against one another directly 

instead of just as part of larger competitive forces or market trends (Stroobants and Bouckaert, 2014). 

Healthcare is being viewed intriguingly by the general public. They no longer view it as merely a realm 

influenced by competition dynamics but rather as a competitive entity. The complexities of modern life 

require policymakers with finely tuned skillsets capable of tackling complex issues head‐on. Luckily, these 

leaders have been honed through years of education—giving them access to critical thinking abilities and 

practical knowledge they can use effectively. As Mulgan and Albury (2003) argue, despite obstacles that 

may arise, there remains considerable scope for overcoming them through teamwork fueled by every 

available resource. 

M.2 The nature of benchmarking  

"Statistics are like bikinis–what they reveal is suggestive, but what they conceal is vital" (Aaron 

Levenstein) 

Business Professor and economist Aaron Levenstein said, "Statistics are like bikinis–what they reveal is 

suggestive, but what they conceal is vital". This sentiment also applies to data in the business world, as 

noted by MacKay (1957). 

Benchmarking involves searching for optimal ways of achieving excellent performance within an 

organisation or industry (Camp, 1989). Healthcare institutions benefit significantly by adopting such 

proven approaches rather than relying merely on internal measures for improvement, as stated by Dence 

(1995). Benchmarking emphasises studying due processes followed in other entities rather than focusing 

merely on generalised measurements, as highlighted by Stewart's research (1995). The private sector 
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showcases impressive breakthroughs across quality and cost metrics through benchmark initiatives, as 

evidenced by Rankin et al.'s findings from 2008. It is impossible to overstate how powerful benchmarking 

and quality initiatives can be for organisations seeking meaningful performance improvements. One 

particularly commendable example is Rank Xerox–a company that successfully reclaimed its position as a 

market leader thanks mainly to these practices. Their efforts paid off not only in terms of industry 

recognition (including several major quality awards) but also by inspiring other companies like British 

Airways to make significant structural changes that generated hard benefits (Lehman, 1992). 

Mawson (1994) defined benchmarking as "...a technique by which an organisation can compare its 

methods, processes, and practices, as well as performance, against other organisations and published 

industry norms". Mawson emphasises the importance of benchmarking in processes, practices, and 

performance. An organisation can only improve by changing and modifying processes and practices; the 

author averred that looking at a league table (performance) will not result in improvement. According to 

Williams (1994), "benchmarking is the process of comparing a product, service, process–indeed any 

activity or object–with other samples from a peer group, to identify' best buy' or' best practice' and target 

oneself to emulate it". The Chartered Institute of Public Finance and Accountancy CIPFA (1996) defines 

benchmarking as "the process of seeking and achieving excellent levels of performance". This definition 

emphasises the desired improvement rather than the measuring, which can sometimes be 

overemphasised as a 'point scoring', popularly described by employees as compliance and not a 

commitment exercise. 

Benchmarking has been described as merely stealing ideas. Furthermore, benchmarking is said to 

determine where an organisation stands and, ideally, what factors or functions need to be improved. 

According to Housley (1999), copying is an activity that can lead to improvement, but it requires that laws 

be followed, and any agreements with partner benchmarking organisations be followed. Loosemore 

(1996) expands on the copying aspect, claiming that "by learning from this comparison, one can 

implement improvements in a manner consistent with the culture of their organisation." Loosemore 

further submitted that simply copying may not produce the best results, and systems, processes, and 

practices must be tailored to the organisation that hopes to benefit from them. 

Porter (2010) argued that the primary aim of healthcare was to achieve positive patient health outcomes. 

One of the most crucial steps towards this end was measuring, reporting and comparing outcomes 

systematically so that rapid improvement and making cost‐effective decisions possible could be unlocked. 

Consequently, outcomes emerged as an accurate gauge for measuring quality in healthcare services where 

insights from these measurements were instrumental towards achieving more excellent value even when 

reducing expenses right across healthcare provision.  
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Unfortunately, despite being such a potent tool in completely revamping the entire healthcare system, 

outcome measurement remains rare or non‐existent across different settings today, according to multiple 

sources such as Gavurova et al.'s (2021) research report. In their study report published recently by OECD 

nations' health systems, they discovered that their shared goals were focused on optimising individual 

patients' health while balancing population‐level needs equitably with effective and efficient healthcare 

delivery. Reforms solely focused on service delivery improvements or financial gains alone have not 

achieved this goal yet. It requires incremental changes at various health system levels requiring 

measurement, evidence‐based decision‐making, and actions (Jakovljevic et al., 2020). Similarly, Naylor et 

al. (2002) contend that current broad measures of population health have limitations due to 

uncontrollable factors within the healthcare system. Moreover, composite indices of system‐specific 

performance can be misleading and imprecise (Naylor et al., 2002).  

Achieving effective change within the healthcare sector requires establishing exact micro and meso‐level 

data systems (i.e., the difference between micro and macro levels) and performance indicators tailored to 

expensive, complex, or high‐priority services–particularly those with uneven delivery patterns. Preker and 

Harding (2003) informed that accurately determining the needs of all stakeholders is critical before 

designing any relevant data collection framework—whether patients or providers themselves, 

administrators or policymakers enforcing various rules and regulations for monitoring purposes. Ongalo 

(2012) highlights another crucial aspect: creating real‐time reporting structures tailored to specific 

audiences will help further reform efforts. Although harnessing patient information for consumer choice 

has limited effectiveness in driving specific procedures or provider changes, it still holds tremendous 

potential when competing against similar health schemes implemented in the macro‐level healthcare 

context. Improving healthcare means adjusting regulatory frameworks and funding incentives to support 

better outcomes (Smith et al., 2009).  

Nevertheless, carrying out these improvements requires cooperation between professionals and 

administrators, identifying best practices for implementation (Plummer and Slaymaker, 2007). Ensuring 

health systems operate with sound policies based on best practices while honouring community values, 

when necessary, requires updated information structures made possible by better measures mechanisms 

(Naylor et al., 2002). Many countries now prioritise improving health system performances as a critical 

policy issue (Murray et al.,1999), which explains why so many initiatives have been rolled out to measure 

how well systems meet set objectives.  

As Modell (2004) highlights, an abundance of performance indicators in the British public sector during 

the 1990s prompted a drive towards improving "business process" methodologies. This created an 

opportunity for benchmarking best practices. However, Zairi (1996) and Dale (1999) stress that successful 

implementation requires recognising differences and tailored action plans at lower operational levels. 

These efforts were part of an ongoing push to manage national healthcare expenses, resulting in increased 
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pressure that led to significant alterations, as Pettigrew (1985) and Tushman and Romanelli (1985) 

observed. 

In modern‐day healthcare systems where practical, efficient, and quality‐driven services are of utmost 

importance–three key issues have pushed these sectors to achieve optimal performance levels: managing 

costs, minimising risks (through quality control) and satisfying patients' needs. Consequently, numerous 

national or international initiatives utilise benchmarking methods to develop and compare indicators that 

can steer healthcare organisations towards desired customer outcomes (Lozano et al., 2006). This 

comparison process ushered in the concept of "benchmarking", which now refers specifically to analysing 

processes and success factors geared towards achieving higher performance levels in healthcare FM. Ellis 

(2006) asserts that benchmarking aims to meet patients' expectations by identifying best practices.  

The position a healthcare Trust holds compared to others on a league table for costs can elicit various 

reactions from its management team. Pettigrew et al.'s (1992) research noted differing responses from 

acute hospitals during financial crises; some react negatively with pathological behaviours such as 

scapegoating and delaying tactics, while others view it as an opportunity to speed up rationalisation 

processes. In other cases, management accelerated the rationalisation process by harnessing financial 

crises (Stopford and Baden‐Fuller, 1990).  

Hospitals under scrutiny often defend their higher‐than‐average expenses by attributing them to unique 

patient mixes associated only with specialised centres or dispute accuracy claims against them. Simon et 

al. (2020) argued that while these arguments may hold merit, they detract from the goal of pursuing 

positive changes that all Trusts organisations should strive for regardless of where they sit on a cost 

spectrum. While benchmarking requires assessing various dimensions, including quality of care, reference 

costs in this study lacked information. Quality is a top priority for the NHS at a macro level. However, 

objectively measuring it remains challenging. The emphasis often seems to be on easily measurable factors 

such as value for money or quantity over outputs. Additionally, at the micro‐operational level, quantity 

and performance generally take precedence over notions of quality. Jones and Dewing (1997) state that 

this is a prevalent trend. 

The UK government's New NHS initiative acknowledges the importance of measuring quality through 

overt methods and incorporating it into benchmarking exercises. As the Department of Health (1999) 

noted, the duty of quality is crucial in developing healthcare governance. Penner et al. (2014) noted that 

patients often rely on practitioners' guidance in delivering healthcare because they have limited treatment 

options. However, each case presents unique circumstances that require personalised attention and care. 

Leonard et al. (1998) raised an intriguing point about whether healthcare practitioners were equipped 

with insights on specific activities that could improve patients' well‐being and overall health status. They 
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maintained that access to this information would allow for superior resource allocation strategies in 

healthcare provision. 

Healthcare quality measurement is not as straightforward as in other industries like light bulb 

manufacturing, so benchmarking based on comparative costs will likely remain dominant in the acute 

healthcare sector. Successful businesses operating outside the industry understand that accommodating 

individual customers' needs via benchmarking is essential. For example, despite advanced computerised 

diagnostic aids, patients' knowledge may not be sufficient to self‐diagnose and prescribe treatment (Jones, 

2001; WHO, 2006). As per Jones (2001), the progress and evolution of the healthcare field owe a lot to the 

persevering efforts of healthcare professionals who devote themselves to conducting extensive research. 

These professionals are vital in maintaining excellent quality standards in their respective fields. 

Healthcare practitioners exhibiting honesty and competence are essential for successfully implementing 

best healthcare practices. 

Benchmarking has emerged as a popular management approach among healthcare organisations for 

implementing best practices while keeping costs low. A comprehensive literature review by Ettorchi‐Tardy 

et al. (2012) delved into the emergence and evolution of this strategy across industries, including 

healthcare, examining its practical applications. While many view benchmarking as an exercise in 

comparing indicators, it requires voluntary and active collaboration among multiple organisations to foster 

competition and promote best practices (Cabrera et al. 2011). What sets benchmarking apart is its 

integration into broader policies for continuous quality improvement in healthcare organisations. 

Therefore, successful implementation of benchmarking hinges on carefully preparing the process and 

monitoring relevant indicators of staff involvement at all levels within an organisation's hierarchy and inter‐

organisational visits (Ettorchi‐Tardy et al. 2012).  

Ultimately, benchmarking can be viewed as an industry‐specific innovation for healthcare services. 

Healthcare FM organisations often do not integrate inter‐organisational visiting into their practices. Thus, 

broadening the promotion of this approach requires assessing its feasibility and acceptability (Krizaj et al., 

2014). To improve FM performance while minimising costs, benchmarking entails identifying and 

implementing best practices through cooperation with other healthcare organisations. It is essential to 

identify benchmarks at the start of this process in order to compare everything else against them (Dragolea 

and Cotîrlea, 2009). 

Proper deployment of performance measurement systems can significantly improve system performance 

at a low cost, even though the optimal design heavily depends on local factors (Smith, 2002). External 

factors such as social determinants make measuring health efficiency complicated, according to Murray 

and Frenk (2000). Since many of these issues lie beyond the control of the healthcare sector, any measure 

assessing efficiency should consider their impact on results. Although certain areas within an inefficient 
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healthcare system–like hospitals–could function efficiently as acknowledged by Cylus et al. (2016), it 

remains probable that hospitals operate poorly within an overall inefficient system. In such cases, 

inadequate attention may be paid towards preventive health measures, and primary healthcare services 

demand monitoring across multiple levels within a healthcare structure for identifying inefficiencies, as 

stated by Kontodimopoulos et al. (2006).  

Measuring healthcare efficiency presents a daunting task with two significant risks: Identifying 

inefficiencies within the health system could prove challenging due to sceptical stakeholders; 

implementing strategies to reduce spending in high‐efficiency areas may backfire and lead to unintended 

consequences. Healthcare leaders understand that focusing on financial stability, long‐term economic 

sustainability, and global competitiveness requires efficient use of resources–not just for healthcare but 

also for the economy as a whole (Porter, 2010). In order to enhance best practices in healthcare FM 

delivery and reduce inefficiencies therein, policymakers must evaluate interrelated processes 

independently. Monitoring various indicators is vital in determining if specific outcomes are efficient or 

inefficient.  

However, interpreting these results may holistically present significant challenges–sometimes calling their 

validity into question. The scarcity of resources globally means policymakers must find ways of delivering 

quality yet affordable care while optimising resource utilisation across diverse contexts within which they 

operate (Duggan et al., 2020). Regulatory bodies must prioritise offering effective healthcare services to 

promote better living standards everywhere. However, evaluating healthcare system efficiency remains 

challenging due to variations in health processes, service provision models used across different 

organisations, sectors, and numerous determinants influencing each location's prevailing conditions 

(Levesque et al., 2013). While classical comparative methods relying on leveraging ratios were previously 

employed, Ozcan (2014) notes that they tend not only towards creating more issues than answers but also 

recommend using optimisation techniques featuring normative standards when assessing the 

effectiveness of organisational unit operations. This approach should also offer relevant benchmarks for 

weaker units that want to improve service delivery by creating customised standards tailored to their 

needs (Gann and Salter, 2000). 

Among the earliest examples is the OECD's work on international benchmarking of health systems, which 

was published in a series of studies in the mid‐1980s (OECD, 1985). These were primarily concerned with 

healthcare inputs such as healthcare expenditure and human resources and ranking the world's health 

systems in the World Health Report 2000 (WHO, 2000). The latter, in particular, has sparked a broad debate 

about assessing healthcare system performance nationally and internationally (OECD, 2002). As a result, 

the emphasis in healthcare has shifted from inputs to outcomes. 
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Quality in healthcare is shaped by many factors, some of which make measurement challenging when 

seeking benchmarks. Any measures taken may only indicate an approximation rather than an accurate 

value regarding quality standards. One downside of using feedback loops is that they endorse particular 

dimensions as the ultimate benchmarks for excellence, even when healthcare Trusts have more complex 

criteria in mind (Ebrahim and Rangan, 2010). 

Unfortunately, the term benchmarking is frequently misused and reduced to comparing outcomes. 

However, as Simanová and Stasiak‐Betlejewska (2019) argue, it should be leveraged to spark constructive 

conversations between professionals at the frontline. This could motivate cultural and organisational 

transformation in the establishments being evaluated. The discovery of improved performance and lower 

costs should, at the very least, allow for establishing specific goals that can be expected to be met. 

However, suppose the comparative exercise is expanded to look at different situations, such as 

organisational types, different buildings, different service patterns, and whether a service is in‐house, 

outsourced, or a combination.  

The performance gap may present a challenge that must be overcome. Finding inspiration to break the 

mould occurs only when people take the time to study how others outperform them, adopt best‐"class" 

practices, or even identify innovations (Ettorchi‐Tardy et al., 2012). Benchmarking, a business method, can 

help healthcare facilities improve their management operations. Internal and external hospital 

comparisons can explain performance differences. Benchmarking in healthcare refers to "the search for 

and implementation of best practices" (Camp, 1995). 

Benchmarking seeks to improve organisational performance by continuously analysing different aspects 

such as strategies, functions, processes, services, and performances. Anand and Kodali (2008) described 

it as comparing the standards of best‐in‐class services within or between sectors. As a result, organisations 

can assess their performance levels and implement the necessary changes to surpass them. Magd (2008), 

Moriarty and Smallman (2009) identify three basic types of benchmarking procedures: internal 

benchmarking processes focus on activities within an organisation carried out by different departments 

or locations; competitive benchmarking concentrates on direct competitors with similar customer bases, 

which could be complex but resolved through mutually beneficial participation; strategic benchmarking 

compares organisations performance against that of other organisations in similar sectors. When 

measuring performance in healthcare FM, benchmarking is a common practice. There are different types 

of benchmarking, including competitive and functional benchmarking. In competitive benchmarking, the 

FM departments of organisations within the same industry or in different industries are compared. In 

contrast, functional benchmarking involves an organisation comparing itself with leaders in its field 

(Adewunmi et al., 2016). 
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Nevertheless, benchmarking is not limited to just these two types. Besides, FM services can also be 

compared with those outside its scope, whether functional or general. Furthermore, three additional 

types of benchmarking may be helpful in FM professionals: strategic, process, and generic. Strategic 

benchmarking is particularly relevant when comparing and contrasting an organisation's overall mission 

and direction is needed. This type of benchmarking examines broad‐ranging issues that influence the 

organisations' strategy beyond the internal processes themselves. Strategic benchmarks could be helpful 

for culture, personnel issues, and resource availability (Massheder and Finch, 1998). 

Additionally, benchmarking looks at world‐class organisations' methods and procedures not necessarily 

tied to their core business function; this category does not require being in the same industry or a direct 

competitor (Schonberger, 1990). Moriarty and Smallman (2009) contended that successfully executing a 

robust benchmarking process requires a comprehensive understanding of standard metrics and 

procedures. This is particularly true within healthcare FM, where identifying organisations that receive 

optimal value for their money and analysing their strategies are vital components (Wauters, 2005).  

The most generalised form of benchmarking entails collecting data without predefined limitations–its 

scope is limited only by people's ability to comprehend and apply acquired information effectively. 

Formalised benchmarks typically involve comparing performance against established models, a concept 

elaborated by Adebanjo et al. (2010) as part of an organised benchmarking process. However, formalised 

and informal approaches exist based on an organisation's unique structure or experience with 

benchmarks; these may include performance or best‐practice‐based comparisons conducted internally or 

externally amongst similar organisations or functional entities.  

Alternatively, informal benchmarking unconsciously compares behaviour or best practices with those of 

others in the workplace, learning from them in mutually beneficial ways. Masseder and Finch's (1998b) 

research explored the UK's situation regarding office space utilisation across various company sizes and 

activities. They focused on analysing the most commonly used metrics within the top 100 UK 

organisations, measuring occupancy cost and operational space as readily available quantitative 

information. In another study by Ho et al. (2000), FM benchmarking metrics' perception and current 

practice were surveyed among participants within Asia‐Pacific regions as guidelines for developing 

standard benchmarks specific to regional groups' preferences for measuring healthcare facilities 

management's effectiveness. 

According to the Department of Health's (1997) report on benchmarking change within healthcare 

systems, efficiency improvements are a primary area for focus. This can involve narrow perspectives 

targeting individual operations or instead take broader political approaches that impact how resources are 

allocated at regional and national scales. Such evaluations considering both cost‐effectiveness and quality 

criteria may show that specific procedures cannot continue without concentration into centres of 
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excellence, with results that include department closures and personnel relocation resulting in 

unfortunate redundancies. Likewise, Hardy (1985) found that creating a favourable climate for such 

changes is linked to employment levels and the balance of power between managers and trade unions. In 

their study of NHS change, Pettigrew et al. (1992) defined locale in liberal terms by including factors like 

the presence of a teaching hospital, political culture strength, and the nature of the local NHS workforce. 

To ensure the successful implementation of benchmarking in the NHS, aligning its agenda with its local 

climate is crucial. Due to the wide‐ranging diversity and complexity within this sector, differences in 

effectiveness may arise among locales due to varying local characteristics (Radnor and Lovell, 2003). 

Additionally, Ghobadian and Gallear (1996) state that these disparities may influence participants' 

commitment to benchmarking. Previous experiences (Jones, 2001) indicate modest attempts at 

benchmarking within this sector using generalised cost measures as explicit definitions and separate costs 

on each process were missing entirely from the process. As a result, no standard charges prevailed, leading 

to potentially inefficient resource allocation practices. As part of the resource management initiative 

launched in 1986, healthcare professionals' work focused on improving organisation and management. 

However, reports from the initial sites indicated that most efforts were put into collecting activity data 

rather than developing financial systems (CCSC, 1989). This led to the abandonment of these initiatives 

(DHSS, 1986). Despite its initial challenges, adopting tariffs for healthcare dealings proved to be a 

significant breakthrough in healthcare pricing. Furthermore, implementing the internal market in 1991 

created an additional incentive to establish precise definitions and costs for procedures. This was essential 

for improving contract clarity and streamlining performance evaluations (Rugman, 2006). 

Similarly, Adewunmi et al. (2013) investigation looked into Nigerian FM practitioners' use of benchmarks 

by administering self‐administered questionnaires to 120 organisations, including hospitals in Nigeria. 

Although many such organisations claim to conduct some form of benchmarking activity, these practices 

are relatively limited overall. Interestingly enough, though, location does not seem to impact whether or 

not an FM organisation engages in these activities more frequently or intensively than others might do 

elsewhere. Nevertheless, existing scholarship on this topic has focused on understanding how different 

benchmarks can be identified and measured rather than examining the specific advantages of 

benchmarking efforts. In contrast, Sajjad and Amjad's (2012) research emphasises how total quality 

management practices like benchmarking can be beneficial in encouraging uptake among organisations, 

particularly within healthcare FM. Meanwhile, Adewunmi et al. (2008) argue that benchmarking practice 

remains limited within Nigeria due to insufficient KM awareness about its potential benefits and a lack of 

strategic alignment. 

Effective data management processes are crucial for healthcare FM organisations to operate efficiently; 

however, many organisations fall short by relying on informal benchmarks instead of more formal 

performance criteria. The lack of clear, quantifiable evidence limits benchmarking efficacy, while most 
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experts agree that there should be a closer alignment between how hospitals and FM are conducted 

(Amaratunga et al., 2002; Chanter and Swallow, 2008). Moreover, Adewunmi et al. (2006) argue that the 

Nigerian FM industry has unique challenges because it has a fragmented subcontractor market that does 

not often use digital technology for data management. Practitioner engagement is low with data collection 

and analysis, and practitioners are reluctant to share accessible information that can assist in creating a 

knowledge databank for sharing best practices. As a result, clients remain sceptical about outsourcing's 

advantages and are unwilling or unable to cover the costs, necessitating a wide‐ranging variance.  

Malaysia provides yet another example of how challenging it can be for some countries to implement FM 

practices effectively. Despite limited progress in recent years regarding both FM adoption and 

benchmarking efforts, the pace seems slow overall. Unfortunately, FM in Malaysia still faces numerous 

obstacles to a more comprehensive approach towards their work. Specifically, a significant lack of 

expertise remains, a challenge accentuated by an absence of standardised measures capable of 

satisfactorily evaluating building management performance levels. Also, the cost barrier continues 

undermining IT integration despite its tremendous potential to enhance efficiency (Mustapa and Adnan, 

2008).  

Stanford (2004) described benchmarking is the process of identifying leaders in a field so that they can be 

emulated. A benchmark serves as a point of comparison in this context. Benchmarking also necessitates 

understanding how to improve performance rather than simply replicating another process because what 

is best for one organisation may be disastrous for another (Bayney, 2005). Taking this approach can relieve 

healthcare facilities managers of relying on narrow financial targets to measure performance and improve 

service delivery. This increases the possibility of innovative breakthrough performance. An examination of 

the processes involved in service management is essential. This provides an opportunity to intelligently 

focus on the customer and service consumer while avoiding playing with numbers that can be misleading 

and uninformative. Only output measures in similar or comparable situations can be used to compare the 

performance of a service in one organisation with the same service in another (Akhlaghi, 1997; Garca et 

al., 2017). 

Furthermore, Stefko et al. (2018) state that each organisational unit requires a unique assessment model 

that considers individual inputs and outputs. The relationship between healthcare quality and efficiency 

has been studied extensively. While Singaroyan et al.'s (2006) findings suggest that augmenting the 

standard of care does not necessarily guarantee more efficient processes, Mobley and Magnussen's 

analysis (2002) identified low efficiency as the primary cause for underwhelming performance in 

healthcare. In contrast, Hellinget al.'s work (2006) established that enhanced efficiency values go hand‐in‐

hand with superior healthcare attention provided to patients. A thorough evaluation of all available 

research concerning the relationship between healthcare quality and efficiency suggests that a health 

system's effectiveness hinges largely on how well it can achieve desirable outcomes without excessive 
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resources. As such, detecting inefficiencies becomes crucial in improving healthcare service delivery while 

simultaneously nonvalue adding costs (Joumard et al., 2010). 

Although the basic benchmarking procedure is the same regardless of the process or metrics 

benchmarked, Jaques and Povey (2007), Magd (2008), and Moriarty and Smallman (2009) identified three 

types. The first is internal benchmarking, which looks at similar organisational activities across 

departments or locations. The second method is competitive benchmarking, which compares the facilities 

management departments of organisations in the same or other industries with similar customer bases. 

The disadvantage of this type of benchmarking is that data collection can be complex; however, this can 

be overcome if competitors participate in the process for mutual benefit. Individual organisations in the 

third type, functional or general benchmarking, compare themselves to those recognised as leaders in 

their specific fields, regardless of whether those fields are the same. The three types of benchmarking 

discussed above are equally applicable to FM. Given the discipline's strategic role in supporting an 

organisation's core business, three additional types of benchmarking may be helpful: strategic, process, 

and generic (Kyro, 2003; Moriarty and Smallman, 2009). 

Strategic benchmarking is carried out at the level where there is a need to compare and contrast the 

strategic mission and direction of the organisation. The procedure examines all broad issues that affect 

the organisation's strategy. People, culture, and the availability of facilities are examples of non‐process‐

related factors (Stonehouse and Pemberton, 2002). 

Process benchmarking examines world‐class organisations' methods, procedures, and business processes, 

regardless of their core business; they do not have to be in the same industry, let alone competitors. 

Benchmarking in healthcare FM requires identifying standard metrics and processes to determine who 

gets the best value for money and how (Wauters, 2005). 

Benchmarking entails identifying areas of comparison in similar and dissimilar situations in order to 

analyse and compare processes and outputs (Akhlaghi, 1997). Benchmarking may be an excellent source 

of information from a KM perspective based on the literature review and practical solutions for the 

described scope. It has the advantage of being able to measure and organise both quantitative and 

qualitative data. Through comparative analysis, these features generate knowledge about the processes 

that occur within businesses. Benchmarking can also boost an organisation's competitiveness by 

improving service quality and reorganising its business structure. As a result, the knowledge gained 

through the benchmarking process may eventually contribute to developing an operation's strategies 

(Norek, 2012). 

In contrast, Hungary's Róka‐Madarász (2010) conducted an extensive survey among members from the 

country's FM and real estate associations to evaluate appropriate benchmarking methodologies and 

techniques. The research covered a mixture of facilities types and characteristic data, including 
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environmental, healthcare, janitorial, cleaning, maintenance, catering and utility costs. Unfortunately, the 

study analysis reportedly was descriptive, limiting the conclusions and implications because the sample 

size was relatively small compared to other comprehensive studies in similar sectors.  

Benchmarking is considered a core competency within healthcare FM for promoting quality improvements 

and innovation (Wong, 2005), helping justify more significant investments in healthcare FM services 

(Williams, 2003). By understanding the benefits of benchmarking processes, managers can garner valuable 

insights into lessons learned from years of applying this approach across multiple organisations (Huq et 

al., 2008). By poring over a vast expanse of literature about benchmarking practices across various 

organisations and industries universally, the study identifies three key areas for potential improvement. 

Organisational benefits are manifold and may encompass an array of outcomes, including but not limited 

to enhancing efficiency and bolstering effectiveness through performance optimisation initiatives 

(Misuraca, 2007). Innovation is essential in staying ahead, while proper financial management ensures 

smooth sailing on all fronts, such as goal realisation.  

In the opinion of Wauters (2005), Pitt and Tucker (2008) as well as Tucker and Pitt (2009), effective 

deployment of benchmarking practices leads to substantial gains in overall value management, with lower 

operational costs being just one benefit among many others like reduced staff numbers or faster 

turnaround times. Benchmarking offers advantages that differ markedly from traditional budgetary 

approaches due primarily to external peer groups against whom performance is measured. While 

management may seek cost reduction benefits from benchmarking initiatives, the possibility of rising costs 

with unchanged service levels adds a layer of complexity to requests for funding (Wauters, 2005).  

Williams (2000) also added that benchmarking could offer added value that positively impacts customers' 

bottom lines and boost overall performance by eliminating redundancy, process improvements, and 

established standards. Studies conducted by Voss et al. (1997) and Maiga and Jacobs (2004) have shown 

consistent evidence linking improved operational performance with the effective implementation of 

benchmarking strategies. Likewise, Elmuti and Kathawala's (1994) research indicates that it allows 

businesses access to global best practices to identify areas where improvement is needed compared to 

similar organisations.  

Exploring different organisations' practices for solutions could help identify problem areas more clearly 

while showcasing new opportunities for growth or efficiency gains within the organisation (Edmondson, 

2018). Elmuti and Kathawala (1994) define benchmarking as a tool to enhance performance by setting 

achievable goals. Innovation in an organisation arises from new thoughts that align with changing market 

conditions. In financial management, benchmarking is used to acquire grants. According to Pitt and Tucker 

(2009), FM can employ benchmarking techniques directly to enhance innovation processes and generate 

novel ideas. Scupola (2012) categorises benchmarking as one of the innovation activities of healthcare 
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FM. In addition, service delivery improvements such as enhanced quality and reliability can be realised 

through benchmarking. Dattakumar and Jagadeesh (2003) emphasise the importance of benchmarking 

for continual quality improvement in organisations.  

"If you can't measure it, you can't improve it" (Peter Drucker, 1909–2005) 

Drucker (1993) is credited with the much‐used phrase: "What gets measured gets managed". Drucker also 

states that what is measured improves. So, it stands to reason that measuring is one way to improve 

healthcare FM. This is not a big secret; leading healthcare organisations have intuitively understood it for 

quite some time. Measurements of the cost of feeding a patient or the cost of running a hospital are 

common (Mulva and Dai, 2009). Healthcare FM is critical in the delivery of healthcare services. However, 

compared to core hospital activities (such as medical treatment and clinical care quality and safety), the 

role of healthcare FM receives far less attention (Njuangang et al., 2018). To this end, a comprehensive 

benchmarking framework encompassing five critical topics in healthcare FM, namely maintenance 

management, performance management, risk management, supply services management, and 

development, has been developed.  

These five core domains are interconnected and can be integrated using DT, which provides the desired 

environment for the challenging decision‐making and development prevalent in healthcare FM (Li et al., 

2020). Gallagher (1998) has examined the main areas in which successful healthcare FM has been 

implemented in the NHS. The issues identified include strategic planning, market testing, customer 

service, staff development, environmental management, and benchmarking. As can be seen, all of these 

sources reinforce the notion that the effectiveness of healthcare services will improve as the FM profession 

grows and develops. This, in turn, will change FM's position in healthcare organisations, with FM becoming 

a central part of organisations and helping to shape decisions and processes. 

Benchmarking is defined by Anand and Kodali (2008) "as a continuous analysis of strategies, functions, 

processes, products or services, performances, etc. compared within or between best‐in‐class 

organisations by obtaining information through appropriate data collection methods, with the intention 

of assessing an organisation's current standards and thereby carrying out self‐improvement by 

implementing changes to scale or exceed those standards". The first industry benchmarking system was 

developed in the 1930s (Marti, 2001; Rosés et al., 2010). The healthcare sector's outcome indicators have 

been compared since the 17th century when mortality in hospitals began being compared. It was only in 

the mid‐1990s that structured methods began to be used. Benchmarking is described in Gift and Mosel 

(2003) as the discipline of comparing key work processes with those of the best performers. It emerged in 

the United States and the United Kingdom due to the need to rationalise hospital funding. It entails 

learning how to apply these best practices to achieve breakthrough improvements in processes and build 

healthier communities (Ettorchi‐Tardy, 2012; Van Lent et al., 2010). 
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Furthermore, Moss et al.'s (2007) research in the UK healthcare sector suggests that without 

benchmarking, evidence for supplier performance comparisons in outsourcing is limited, a particular 

concern for financially incentivised systems such as PFI initiatives. For customers, benefits include 

increased patronage and stakeholder satisfaction. Similarly, Gallagher (1998) investigated the main areas 

in the NHS where successful benchmarking in healthcare FM has been implemented. Strategic planning, 

market testing, customer service, staff development, and environmental management are among the 

issues identified. As can be seen, all of these sources support the idea that as the FM profession grows 

and develops, the effectiveness of healthcare services will improve. As a result, FM's position in healthcare 

organisations will change, with FM becoming a central part of organisations and helping to shape decisions 

and processes. 

The primary goal of benchmarking in healthcare FM is to identify best practices for national health 

systems. Much emphasis has been placed on comparing national healthcare systems and developing 

indicators. In a systematic review, Groene et al. (2008) discovered 11 national indicators development 

projects. The NHS, the joint commission on accreditation of healthcare organisations (JCAHO) in the 

United States, and for‐profit service providers have all adopted this emphasis on indicators. These 

organisations publish hospital performance rankings based on benchmarking to promote competition and 

disseminate best practices (Powell, 2003). Although rankings frequently rely on readily available 

administrative data, they do not provide a comprehensive understanding of the organisational practices 

that lead to measured performance, even though this knowledge is required to improve healthcare 

processes (Powell, 2003). 

The results of studies on whether benchmarking can be used to improve hospital FM processes have been 

mixed. Van Lent et al. (2010)'s multiple case studies provide insight into the benchmarking process and 

suggest areas for improvement. Even though the benchmarking process was carried out in conjunction 

with lean management (van Lent, 2009), it enabled discussions about working procedures. It avoided 

reinventing the wheel by identifying areas for improvement. Furthermore, these findings support the 

conclusion reached by De Korne et al. (2010), who concluded that it was possible but "not so easy to 

compare performance in different settings, especially if the goal is to quantify performance gaps or to 

identify best practices" after conducting a benchmarking initiative in specialist hospitals. Most hospital 

data is collected at the national level. Effective benchmarking services can lead to higher quality, lower 

costs, better change facilitation, better processes, higher business performance, question prompting, 

dialogue stimulation, identification of strengths and weaknesses, communication improvement, team 

spirit instillation, and a better understanding of the organisation (Stapenhurst, 2009; Shah et al., 2013) 

As a result, speciality hospitals with few competitors in their fields may lack comparable data (Lynk, 1995). 

A significant portion of the report focuses on the three quality domains identified by the NHS for high‐

quality care: the effectiveness of care, patient safety, and patient experience (Darzi, 2008). However, it is 



627 | P a g e  
 

crucial to recognise that access is an equally important additional component of quality, which may explain 

regional differences in outcomes. Comparing quality across regions is only the first step toward 

determining the underlying causes of disparities and the actions that may be necessary to improve health 

outcomes (Berkman et al., 2011). Benchmarking is a continuous process of identifying key performance 

indicators, process structures, and best practices. It entails comparing performance against key indicators, 

identifying best practices over time, matching or exceeding them within an institution, and focusing on 

simple and effective solutions. Using only numbers to compare service frequencies, procedure and process 

costs, infection rates, or out‐of‐stock rates can easily lead to incorrect conclusions and poor decisions. 

According to Von Eiff (2015), figures and ratios alone cannot detect potential excellence. 

Benchmarking, according to Mawson (1994), is "a technique by which an organisation can compare its 

methods, processes, and practices, as well as performance, against other organisations and published 

industry norms". Mawson emphasises the importance of process, practice, and performance 

benchmarking. Only by changing and modifying processes and practices can an organisation improve; the 

author asserted that looking at a league table (performance) will not result in improvement. 

"Benchmarking is the process of comparing a product, service, process ‐ indeed any activity or object with 

other samples from a peer group, in order to identify 'best buy' or 'best practice' and target oneself to 

emulate it," writes Williams (1994). Benchmarking is defined as "the process of seeking and achieving 

excellent levels of performance" by the chartered institute of public finance and accountancy (CIPFA, 

1996). This definition emphasises the desired improvement rather than the measuring, which can 

sometimes be overemphasised as a 'point scoring' exercise, which employees commonly refer to as 

compliance rather than a commitment exercise. 

Conversely, there is increasing criticism of the overemphasis on financial metrics in traditional 

performance measures. This is because conditions today are different from when traditional management 

controls emerged. Similarly, while much has been achieved on benchmarking approaches in FM in general, 

there is still a lack of focus on how these strategies can effectively translate into service improvement 

(Amaratunga and Baldry, 2003; Barrett and Baldry, 2009). This research thus contributes novel insights by 

focusing on benchmark methods and benefits within this unique context while also considering the 

perspectives of both benchmarkers and non‐benchmarkers alike. As Adebanjo et al.'s (2010) work 

previously identified, it is essential to undertake such investigations from a multi‐sectoral lens – something 

organisations seek to encompass. 

Meanwhile, knowledge benefits stem from practitioners' expertise and attitudes, while strategic 

advantages facilitate optimal facilities resource utilisation. To remain competitive, healthcare 

organisations must revamp their FM practices. The strategic management approach of an organisation is 

considered one of the most crucial factors determining an organisation's productivity and asset value by 

Gunasekaran et al. (2004). 
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M.3 Care Quality Commission 

As part of its healthcare governing authority, the CQC monitors, inspects, and regulates services to ensure 

they meet fundamental quality and safety standards. It publishes its findings, including performance 

ratings, to help people choose where to get the best care. As part of each inspection, the CQC checks 

whether the service is safe, caring, effective, responsive to people's needs, and well‐led. As it stands, 16 

essential quality and safety standards are used to assess whether care has fallen below acceptable levels 

(Smithson et al., 2018). Furthermore, recent regulations cover the new duty of candour, which requires 

NHS bodies to be open and transparent with service users regarding their care and treatment. This revised 

standard means all directors appointed to NHS secondary care organisations must meet a new fit and 

proper person test. NHS bodies became subject to the fit and proper person requirement and the duty of 

candour in October 2014. These fundamental standards took effect for all providers in April 2015 and, at 

the same time, fit and proper person requirements and the duty of candour were extended, with them 

now applying to all providers (Samuels, 2017; McHale, 2018). Figure 5.2 displays the typically combined 

quality and resource hospital ratings. 

 

 

 

 

 

 

 

 

 

Figure M.1. CQC hospital rating. Adapted from CQC (2021). 

M.4 Patient-led assessment of the care environment (PLACE) Initiative 

The Patient Led Assessment of the Care Environment (PLACE) initiative by the NHS Executive is essential 

in monitoring the effectiveness of estates and facilities directorate services. By conducting unannounced 

visits, hospitals are assessed for environmental quality and scored through a traffic light matrix. The study 

found that senior management is highly committed to resolving issues raised during assessments across 

all departments in their organisation. They encouraged employees to participate in significant national 

initiatives focusing on critical areas for their facilities department.   

 

 

 

 

 



629 | P a g e  
 

Despite providing valuable external verification for hospitals' performance, this study revealed that 

current management systems do not entirely incorporate assessment criteria. Consequently, short‐term 

measures were put in place merely to meet immediate requirements for future evaluation without fully 

addressing longitudinal issues concerning hospital improvement strategies. This made staff members 

cynical about the actual impacts of such assessments (Amaratunga et al., 2002). Customer satisfaction 

questionnaires that exist for use in different departments lack consistency which causes their effectiveness 

to decline when there is low respondent participation. In contrast, hospitals, including hospices and 

independent treatment centres, have been mandated by the NHS Commissioning Board and Department 

of Health to conduct frequent service and infrastructure condition evaluations under PLACE since 

replacing previous PEAT evaluations from 2000‐2012 (Triggle, 2013). This type of evaluation intends to 

provide an overview of how each organisation performs regarding hygiene upkeep, privacy maintenance, 

food and beverage options available, and the building's appearance. These assessments base their scores 

on four significant performance domains. Healthcare employee understanding of the reasons for 

benchmarking analyses is essential since it can significantly alter their performance and job satisfaction. 

Processes must adapt by becoming receptive to criticism and embracing change to succeed. Many 

hospitals have difficulties delivering quality healthcare services as benchmarking reveals that they struggle 

with inefficiencies, such as identifying success factors, developing core competencies, and appropriate 

treatment options. Hospitals operate in dynamic environments characterised by increasing competition 

among providers and changing patient needs while novel treatment options continue emerging (Resar, 

2006). 

 

 

 

 

 

 

 

 

 

 

Figures M.2 and M.3 provide a regional comparison of hospital results.   
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Figure. M.4. Regional comparison of hospital results. Adapted from NHS Digital (2019). 

M.5 Benefits of benchmarking 

Benchmarking in FM can assist in reducing facilities costs by up to 5–30%, improving productivity by 

reducing workers' work time and wastage, reducing an organisation's space requirements by up to 6%, 

setting standards and selecting contractors at the right price and quality. It can also help with strategic 

facilities planning and decision‐making (Williams, 2003; Madritsch, 2009).  

Benchmarking is a core competency of FM for quality and innovation (IFMA in Wong, 2005) and is used to 

justify facilities investments (Williams, 2003). 
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Figures. M.5 and M.6. Regional comparison of hospital results. Adapted from NHS Digital (2019). 

Understanding the benefits of benchmarking reveals what managers value in benchmarking projects and 

provides insights into the lessons learned from years of benchmarking experience and how these 

experiences have been applied in various organisations (Huq et al., 2008). An extensive literature review 

revealed different types of benchmarking benefits: organisational, service delivery, customer, knowledge, 

and strategic and business benefits (Wauters, 2005; Pitt and Tucker, 2008; Tucker and Pitt, 2009). Examples 

of organisational benefits include efficiency and effectiveness, performance, innovation, finance, 

leadership, goal setting and resource management. Efficiency and effectiveness add value to the 

organisation, lower operational costs and staffing levels, and shorten the time it takes to complete tasks.  

Benchmarking, according to Wauters (2005), Pitt and Tucker (2008) and Tucker and Pitt (2009), will result 

in the effective value management of facilities' service provisions if used correctly. It differs from budgeting 

because it involves comparisons with an external peer group. Benchmarking is also viewed primarily as a 

cost‐cutting tool (McDougall and Hinks, 2000; Pitt and Tucker, 2008) because senior executives want to cut 

operating costs. However, inflation tends to raise costs even for the same level of service (Padavano, 2004). 

Facilities managers may find it challenging to make their budget cases to the senior executive they report 

if they do not have data to back up a budget submission that demonstrates the levels at which the rest of 

the industry is operating. Facilities managers also want to know how other comparable properties operate 

regarding cost and service level. This is easily accomplished through benchmarking. Williams (2000), on 

the other hand, proposed that benchmarking can increase cost‐effectiveness by assisting the customer's 

bottom line and performance.  
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Performing well is defined as eliminating redundant (waste) operations, improving processes and 

establishing internal standards. Voss et al. (1997) demonstrated the link between benchmarking and 

improved operational and organisational performance, as did Maiga and Jacobs (2004). Also, Elmuti and 

Kathawala (1994) reported that benchmarking improves performance because it allows organisations to 

identify and learn from best practices anywhere in the world, allowing them to know where they stand 

concerning other businesses' practices. The other organisations can be used to demonstrate problem 

areas and provide potential solutions for each one. It helps organisations better understand their 

operational processes and identifies areas for improvement. The objective of benchmarking is to enable 

process improvement that meets customer expectations. Benchmarking improves performance by helping 

organisations establish successful goals (Elmuti and Kathawala, 1994). 

The benefits of innovation are derived from new ideas within an organisation and alignment with changing 

market conditions. Benchmarking offers financial benefits when it is used to obtain grants. Pitt and Tucker 

(2008) posited that benchmarking techniques can directly produce innovation processes in FM and serve 

as a source of new ideas (Magd, 2008). Scupola (2012) classified benchmarking as one of the FM 

innovation activities. Changes in leadership style, strategic thinking and change management are also 

examples of leadership benefits. Benchmarking assists clients in setting and achieving goals (Fong et al., 

1998). The selection of appropriate goals is critical to the success of performance benchmarking because 

it influences how employees behave within the organisation.  

Finally, when benchmarking allows for resource and people management, it provides a resource 

management benefit – it aids in the equitable allocation of resources. For example, Yang and Lu (2006), 

which Magd (2008) used as an example, showed that benchmarking helped large Taiwanese hotels 

determine how to use their resources to gain a competitive advantage and make strategic decisions about 

how to run their businesses in a very competitive environment. 

Service delivery benefits include improved service quality and operational reliability and exposed 

strengths and weaknesses of service delivery. Benchmarking is essential for continuous quality 

improvement (Dattakumar and Jagadeesh, 2003).  

Moss et al. (2007) study in the UK demonstrated that if there is no benchmarking for outsourcing, evidence 

on which suppliers outperformed others will be limited. This raises concerns about the system's financial 

rewarding or penalising, especially PFI initiatives where payments are linked to performances. Customer 

benefits include client, user, stakeholder or customer benefits and increased patronage. Knowledge 

benefits are derived from practitioners' attitudes and knowledge. Strategic and business benefits assist in 

determining the best use of facilities resources; they are required to effect change in FM practice and 

improve an organisation's competitive position. Strategic management significantly impacts productivity 

and asset values (Akintunde, 2009, cited in Adejumo et al., 2009). 
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M.6 Challenges of benchmarking  

Implementing benchmarking initiatives in healthcare FM requires overcoming resistance from different 

levels across all organisations. The obstacles include fear of job insecurity, uncertainty surrounding new 

processes or systems, and scepticism surrounding its benefits, which raises yet another layer of opposition 

against progress.  

Research into the effect of performance measurement on FM service delivery has drawn supporters and 

detractors. Some studies attest to its benefits, whilst others debunk them (Garvin and Quality, 1984; 

Leonidou, 2002). Berwick et al.'s work highlights a vital concern–solely measuring specific services' 

performances may compromise patients' overall experience by overlooking broader objectives within the 

process (Berwick et al., 2008). It is crucial to note that modifications within one area of healthcare services 

can have a knock‐on impact on other areas as well. Furthermore, external factors beyond individual 

healthcare services can impact patient perceptions and satisfaction with healthcare quality (McGinnis et 

al., 2002). 

Porter (2008) highlights the potential drawback of outcome measurements, which may prioritise short‐

term gains over long‐term success in patients' care cycles. The evaluation of patient healthcare services is 

typically based on outcomes, encompassing results over time, as Porter's perspective emphasises. 

Adopting a customer‐focused approach that prioritises maximising benefits and minimising adverse 

consequences is crucial to measure these outcomes effectively. Unfortunately, traditional approaches 

often fall short in this regard by only focusing on "what" is happening rather than "why" or "how ", notes 

Newcomer (1997). Amaratunga and Baldry (2002) argue that measurement should serve as a tool for 

assessment rather than an end goal–allowing organisations to track progress towards objectives 

effectively while acknowledging that it does not always provide complete insight into what happened or 

why.  

Benchmarking holds great importance within healthcare FM contexts, yet communicating its significance 

can prove challenging for some staff members. To accurately assess performance without creating undue 

pressure or relying solely on evaluative data‐as suggested by Neath (2010)‐relevant metrics aligned with 

daily tasks must be identified and incorporated into the benchmarking process. Through a greater 

understanding of how benchmarking supports positive outcomes across all aspects of healthcare delivery, 

FM employees will be more able to engage with it constructively. However, there remains the risk that 

individuals may feel compelled to act counterproductively under related‐performance pressures‐an; an 

observation made by Spitzer (2007) regarding human ingenuity, when confronted with numerical targets 

aforganisations this cautionary stance upon such matters nicely. While adaptive capacity highlights 

strengths under stress conditions, many employees view measurement as judgemental and constraining 

rather than an opportunity for creative exploration and risk‐taking tendencies (Neath, 2010). 
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Interview findings indicate a lack of support from critical stakeholders like senior managers or 

departmental heads acting as catalysts for negative feedback, further challenging a successful 

implementation process. Healthcare FM organisations often face resource constraints and budgetary 

limitations, resulting in difficulties in collecting accurate data for thorough analysis and conducting site 

visits requiring vital monetary resources. According to the participants, successful implementation 

necessitates ample financial resources to recruit competent personnel whose primary responsibility is 

obtaining precise data, conducting mandatory site visits and participating in benchmarking programs 

without overburdening already stretched‐thin resources. 

Managers emphasise that the success of benchmarking initiatives in healthcare FM hinges on the impact 

of organisational culture. Specifically, an open‐minded culture prioritising transparency and adopting a 

willingness to learn from others is crucial for success. Nevertheless, existing cultures tend to prioritise 

individual department goals over collective improvement, hindering the sharing of best practices or 

benchmarking data needed to establish an industry's best practices.  

Effective communication and collaboration remain cornerstones in operationalising successful 

benchmarking initiatives across any healthcare organisation. Despite this, healthcare operatives face 

significant roadblocks inhibiting clear communication channels or collaborative relationships within 

various departments, which may impede sharing of critical performance metrics obtained through 

benchmark data analysis (Jones, 2001; Gombera et al., 2002; Chanter and Swallow, 2008).  

Issues such as siloed organisational structures or poor information flow between teams were discussed as 

barriers to large‐scale sharing of best practices or lessons learned data. This issue must be addressed to 

create an environment conducive to collaboration. Investment challenges also confront FM directors 

seeking to implement new benchmarks internally, with top‐level management frequently lacking 

adequate appreciation for their potential benefits amid competing organisational priorities (Zhang et al., 

2008). 

Newhouse (2007) opined that without leadership support systems to guide these programs' 

implementation and growth, allocating essential resources can become increasingly complex–leaving 

healthcare organisations unable to gain broad buy‐in or drive the requisite changes based on insights 

obtained through benchmarking activities. Solving these challenges requires an integrated approach 

towards fostering stakeholder engagement and aligning organisational culture while being mindful of 

resource availability. Balancing strategic goals with operational realities is something facilities directors 

have emphasised as being crucial within healthcare institutions.  

M.7 Chapter summary 

This chapter explored the application of benchmarking in KM within healthcare FM and its corresponding 

challenges in enhancing service quality. By examining best practices through benchmarking methods, 
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healthcare FM organisations can set performance standards while emphasising delivering excellent 

services resulting in higher patient satisfaction rates which benefit organisational reputation. 

Nevertheless, limitations like insufficient resources and hesitancy towards change hinder effective 

implementation; thus, this chapter provides insights into strategies that can help mitigate these issues. 

Similarly, evidence suggests that benchmarking is frequently misused within the healthcare FM sector. 

While benchmarks are commonly used for comparison purposes among various healthcare sectors, few 

organisations investigate the underlying processes behind these benchmarks. Instead, efforts to improve 

performance might mimic top‐performing entities without clear strategies or plans for implementation or 

optimisation. Unfortunately, such antiquated approaches have contributed to underutilisation and misuse 

within the field. 


