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Think I'd Like to Share

All about Knowledge

What is knowledge management ?

What is knowledge translation ?
How to apply KM & KT in ED
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Knowledge Spiral : SECI model
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Knowledge management

“The process through which organizations

generate value from their intellectual and

knowledge-based assets.”

Knowledge Management Research Center




Knowledge management

“A systematic process of connecting people to
people...and people to the knowledge and

Information they need to effectively act and
create new knowledge.”

American Productivity and Quality Center




Why KM ?

« Theworldis flat ......

* |Information Overload

* High competition




KM Value Chain

Knowledge Driver

| Leadership and Strategy
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“GREAT” Knowledge Value Chain

| Culture | | Technology

Knowledge Infrastructure

The Knowledge Management Framework
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Knowledge Spiral : SECI model
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Knowledge Translation
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Knowledge Translation is the bridge
netween discovery and impact
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/
\%

outputs practice) o §t
NA &

M Z TN |
%r j-l-s" Research impacts




Why Knowledge Translation?

» 30-45 % of patient do not received optimizing
care

« 20%-25% of the care provided may actually be
unneeded or even harmful

McGlynn E, Asch SM, Adams J, et al. The quality of health care
delivered to adults in the United State. N Engl J Med. 2003; 348:2635-45




What is Knowledge Translation?

Knowledge translation is about:

« Apply knowledge to improve health care

* Closing the gap between what we know and what we do

(reducing the know-do gap)

* Moving knowledge into action




Knowledge Translation

Research Paradigm: The Iterative Figure-Eight

5] 1
BARRIERS BURDEN OF ILLMESS e
Assess barriers to knowledge Determine health status using
/ transferiuptake health status indicators
T 2
EFFECTIVENESS AETIOLOGY OR CAUSATION
Identify gaps in evidence \ /‘ Identify and assess possible
through SRs; evaluate KT causes of burden of illness
methods through cluster RCTs \
{ 3
8 KNOWLEDGE CLINICAL , EFFICACY

Widespread dissemination LOOP T LOOP SRs; evaluate treatment options
of clinical and KT findings through RCTs

\ /

9
4
DIFFUSION . COMMUNITY EFFECTIVENESS
Matural diffusion of research in Assess benefittharm ratio of
the "real world” /' .\

potentially feasible interventions

(nonresearch setting) and estimate reduction of burden

5
10 EFFICIENCY
EVALUATION Determine relationships
T Assess outcomes in “real world”; between costs and effects of —
apply effective KT strategies to treatment options

other clinical conditions

Figure 1. Research paradigm: the iterative figure-eight. SR = systematic review: KT = knowledge translation;
RCT = randomized controlled trail. Adapted from Tugwell et a
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Knowledge Translation

Type of activity Objective Process
Diffusion Awareness Passive
Dissemination Awareness + Active
Attitude change
Implementation Attitude change + Active+++

Behavior change




Myth, opinion,

poor research
4. Decision Aids, Patient

2. Bedside EBM Edueation, Compliance aids
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3. Clinical Quality Improvement

1. Rescarch Synthesis,
Guidelines, Evidence
Journals, ...

Studies

(primnary research studies: sound & uhsound)

Glasziou P, Haynes B. ACP J Club. 2005 Mar-Apr;142(2):A8-10.




Why Don't Physicians Follow Clinical Practice
Guidelines™?: A Framework for Improvement

Michasel D. Cabana; Cynthia S. Rand; MNeil R. Powe: et al.

Figure. Barriers to Physician Adherence to Practice Guidelines in Relation to Behavior Change
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Lack of Agreement With

Interpretation of Evidence

Applizability to Patient

Mt Coat-Baneficial
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Lack of Reimbursement

Perceived Increase in

\_  Malpractice Uabiity ~/




Implementation Strategies

The effectiveness of clinical guideline implementation
strategies — a synthesis of systematic review findings

Mathew Prior BPhty (Hons)', Michelle Guerin BPhty (Hons)? and
Karen Grimmer-Somers PhD MMedSci BPht

Educational strategies (CME)

Traditional educational (Lecture)

Educational meetings/Interactive educational
Educational outreach

Audit/Feedback/Peer review

Multifaceted interventions

Mass media and distribution strategies
Guideline content and construction
Reminder and Decision Support System
Financial incentives




Implementation Strategies

The effectiveness of clinical guideline implementation
strategies — a synthesis of systematic review findings

Mathew Prior BPhty (Hons)', Michelle Guerin BPhty (Hons)? and
Karen Grimmer-Somers PhD MMedSci BPht

 Multifaceted interventions

* |nteractive education

« clinical reminder systems




How to Approach People

A Model for the Inter-
relationship of
Organizational,

Cognitive, Social, and

Motivational Influences
upon KT for EBCASsS

Drgan izational
Factors

% [Motivational
" Factors

Social., cognitive, and motivational factors appear

Social
Factors

Cognitive
Factors

Figure 1.

To each serve a role to support organizational factors that

enable efficient knowledge translation.
translation:; EBCA = evidence-based clinical algorithmm.

KT = knowledge




Change Management
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Ottawa Model of Research Use

200
o000 ®
L X K
Assess + Monitor + Evaluate| 9999
barriers & supports strategy application outcomes | @0 ®
& degree of use o
Practice Environment
* structural
* social
* patients
* economic v
. v Outcomes
Strategies . Hent
. - atien
Potential Adopters * barrier Adoption . pracﬁﬁoner
 attitudes - management * Intention P
— e use * system
* knowledge * transfer
* skill * uptake
Evidence - Based

Recommendations — Logan & Graham, 2002
* development process

. e innovation attributes
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Knowledge Translation

Chaophayaabhaibhubejhr Experience




Scenario 1: Inhaler with Spacer

Nebulizer Versus Inhaler with Spacer in Acute Asthmatic Attack

[Review: Holding chambers versus nebulisers for beta-agonist treatment of acute asthma

Comparnson: 01 Holding chamber versus Nebuliser (viltiple treatment studies)

Outcome: D2 Hospital admission or poor response to treatment

Study Halding Nebuliser Relative Risk (Fixed) Weight Relative Risk (Fixed)

Chamber nsN 5% ClI CE) as% ClI
nsN

01 adults
Colacone 1993 1740 D740 0.7 3.00 [D.13, 71.51]
Idris 1993 1715 1720 1.3 1.33 [D.09, 19.64]

= Raimondi 1997 0s9 os9 o.0 MNot estimable
Rodrigo 1993 5749 4748 —_— 5.0 1.22 [D0.35,4.29]
Rodriguez 1999 14736 17 733 —=— 26.4 075 [D.45, 1.28 ]
Tumer 1932 4727 5726 —_— 7.6 077 [D.23,2.56 ]

Subtotal (357°% CI) 25 7176 27 /176 = 4z.0 0.8 [D.56, 1.38]

[Test for heterogeneity chi-square=1.31 df=4 p=0.8594
Test for overall effect=-0.55 p=0.6

02 Children

Batra 1997 T I30D 6730 he— 2.9 117 [0.44, 307 ]
Chou 1995 4571 5781 —_— 5.9 0.91 [D.25, 3.27 ]
Leversha 200D 10 730 12730 —— 26.8 0.56 [D.31, 1.00]
Ploin 200D 3531 3r532 —_—— 4.4 103 [D.23,4.73]
“Aalencia 1999 TI3Z 5738 — G.2 166 [D.58, 4.74]
x  “wazquez 1992 0s9 os9 0.0 Not estimable
Williams 1996 Zs4az zs18 4.2 0.43 [D.O7, 2.81]
Subtotal (35%E CI) 33 7/245 397238 - 520 0.285 [0D.57, 1.26 ]

Test for heterogeneity chi-square=4.61 df=5 p=0.4652
Test for overall effect=-0.81 p=0.4

[Total (357% CI) 58 7421 66 /414 - 100.0 0.86 [D.64, 1.16 ]
Test for heterogeneity chi-square=5.93 df=10 p=0.8209
Test for overall effect=-0.97 p=0.3

o1 R 1 10 100
Chamber better MNebuliser better

nist trea iment of aute asthma
_'h 2003

Holding chambers versus nebulisers fogt
Cates CCJ, Bara A, Crilly JA, Rowe-B;
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Scenario 1: Inhaler with Spacer

uAnpasMswiuninaly
kSPACER

Percentage of Use
35.86

E Nebulizer

® Spacer



Scenario 2 ([ISBAR
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Scenario 2 [ISBAR

« Implementation Strategies
— Multifaceted interventions
* Interactive education
» Audit/Feedback

* Reminder system

* Financial incentive



Scenario 3 : Prachinburi Triage Scale

S I m ple me ntatIOn Strateg I es LHINHATTRAATINBINE NS AIEA SR IIEUITINETIN AN SEa B THAIES

{Chaophayaabhaibhubejhr E.D. Triage Scale)

— Multifaceted interventions

® Cardiac Amest
daaldfum ez dininnwwmnd *  Respiratory Armest
R (irmmediate) *  sarsvnadunavlazediuSign of Airway Obstruction)
- ﬂ'ﬂ=w'u11ﬁ”).|'1nad"nc?.a.l..‘n{Se-\.-ere Respiratory Disiress) RR>20
wfarunil

* Guideline content and

wasladaHypoventistion) RR < 10 adzuaf

ruwwadsulsfndumatadupeunnialianefonguuss (BR <
a0 mmtg Tsflwah avzfes Class 1 wia v

HR <30 wia HR>150amadusdwnibian wiaenmafiaednn Tz
ACS(Acute Coronary Syndrome)

construction

*  Multiple Injury Wi Major Treuma
* GCS<9
*  Stabus Epilepticus
= fhlaadddnagSeizing)
ono = Emergent darldiummlaiuiaouwnd *  pznialadiuinutknstaModerate Resgiratory Distress)

O Trad Itl 0 n al Ed u Catl O n (G awlu 15 uif *  @irnTuAERITEInTIIRESion of Dehydration)
*  s7arSae Class Il [ HR =120 30118 8P Drop)
#*  Severe Hyperiension (SBP =180 mmHg. wia DEFP=130 mmHg )
- Severe Sleeding

- - - Ectopic Pregnancy

» Audit/Feedback/Peer review - ccs wes
= AguINmTRAIAL Stroke
*  wasculsr Injury
= tdga>3"cwiaT=35°C

. . » flwslihe immunocompromised  Hiost

e Local opinion leader e thiminoimsiimrras Prstonsin vfim Appendiie

®  Msjor Long Bone Frachurs 1% Fracture Femur wWia Fracturs
Humerus

®  Pain Score = 8

= - =
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Scenario 4 : Disease Specified Management

« Implementation Strategies
— Multifaceted interventions
 Guideline content and construction
 Traditional Education

« Reminder

- Flu Pneumonia
- CAP 3 Admit Ward
- CAP 4 Admit ICU,Sub ICU
- UGIH
- ABDOMINAL

 Audit/Feedback/Peer review

INJURY

Financial incentives

- Infected CAPD
- COPD,ASTHMA

Local opinion leader

[T



