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Abstract

Although a number of studies have been conducteldM@ in healthcare, as yet little research
exists that measures KMS success. This studieisdied to examine what determines the success
of KMS in healthcare and how physicians’ knowleddparing behaviour contributes to the
success of KMS. Using some parts of existing maieh as the DeLone and McLean IS Success
Model, the Technology Acceptance Model, and the IM&ess Model of Kulkarni, Ravindran
and Freeze combined with a few new dimensionsetbfiom the literature, a new KMS Success
model (KMSH) is developed to suit the healthcardrenment. The hyphotheses and descriptions
of constructs are presented in this paper which meyide initial insights into factors that are
likely to be significant antecedents of KMS sucaedeealthcare. Future work will be conducted
to test and validate these hyphotheses which mgbtide useful guides to successful
implementation of knowledge management systenesaithbare.

1. Introduction

Knowledge management (KM) initiatives have emergedhe business sector, public sector and morentlcén
healthcare [1]. Healthcare is an information-ricidustry; medical knowledge is expected to doubleind a
professional lifetime [2] and thus, managing knalge in this industry is an enormous task. KM Baddeat promise
for improving healthcare delivery and, more crilligafor dealing with information overload sufferédy physicians. It
can facilitate the interaction, collaboration, aithring of knowledge among physicians to improvieepaicare. To
enable these processes, the information technaldfgie KM (IT-based KM), or popularly known as knadge
management systems (KMS), have been adopted byhbaad organizations that have KM initiatives. rhost
literature found on implementation of KM in healtine, the IT-based KMS are mostly web-based tecigregowhich
allow interactions among physicians for knowledbgarsng. Examples of web-based KMS in healthcaeepartal for
nurses [3], telemedicine with KM capabilities [#e intranet/internet [5] and decision supportesyst with KM [6].

Although healthcare organizations have startedest in knowledge management initiatives, therstilsa lack of

adequate theoretical modelling and empirical exation of factors leading to KMS success and it i@esanclear to
what extent they are successful in deliveringahgcipated outcomes, and why [7]. Therefore, shigly is intended
to examine the factors that may lead to KMS sucé@edwealthcare by focusing on the use of KMS foowtedge

sharing by physicians. The aims of this studytarsvestigate how knowledge sharing behaviour agnoimysicians
may contribute to the success of KMS and to explbeerelationships of the factors that are assutneffect KMS

success in healthcare. Thus, the constructs erelaped into a model known as Knowledge ManagerBgatems
Success Model for Healthcare (KMSH). It is imted that the model proposed in this paper will itea framework
for the evaluation of some KM initiatives in bothimary and secondary healthcare.

The first section of this paper will discuss theiegv of Knowledge Sharing and KMS in Healthcardiolwed by KMS
Success Models and related studies. Then thercbsgadel is presented, followed by the developnoémpnstructs
and hyphotheses.

2. Background and Literature Review
2.1. Knowledge Sharing and KMS

Knowledge sharing, the behaviour of disseminating &ansferring knowledge with other members witbime’s
organisation, is a key enabler of knowledge managemEffective knowledge sharing involves the eismation and



transfer of knowledge as well as its retrieval amgse. The importance of knowledge sharing by iptayss has long
been recognized in practical and theoretical petspes, the objective being to improve healthcagkvedry. However,
the biggest challenge for healthcare providers,ciwhather organisations have also experienced, isntourage
knowledge sharing among their employees. To supkaowledge sharing, many organisations have enggloy
information technologies, known as KMS. Knowledganagement systems (KMS), as defined by Alavi agidrier
[8], are “a new class of information systems adasscof information systems applied to managingaoizational
knowledge. That is, they are IT-based systems|dped to support and enhance the organizationategses of
knowledge creation, storage/retrieval, transfer apglication”. Intranets and the internet are agnbhrenabled KM
which allow communication by using applicationseliglectronic mail, online discussions, and docunnegmagement
[8]. However, even if KMS are available, how etfee are they in promoting knowledge sharing? Whihowledge
management systems are important, organisationsemngmting KMS have found that technology alone c&nn
guarantee that knowledge will be shared [9].

There are several factors that may influence tleaisKMS. In terms of what has been empiricatiydsed [10],
technical aspects (such as knowledge content guatil system quality) as well as attitudes (suchpaseived
usefulness and user satisfaction) are importatdfathat may influence the use of KMS. Howeveese factors alone
are not sufficient; people are unlikely to use KM&ey are not motivated to share knowledge. Befbey use KMS,
the environment and the mechanisms that are coreluoi knowledge sharing must exist, which contebtd the
success of KMS. In the healthcare environment revtieere exist strong professional boundaries hadature of the
work demands a great deal of physicians’ time, Kedge sharing is not simply carried out. A revikeyNicolini,
Powell, Conville, and Martinez-Solano [7] on mamagKM in healthcare states that culture of shariegdership and
incentives are among the factors critical to knalgke sharing in healthcare [7]. Although thesedicare not different
from those identified in different industries, thefactors have been highlighted as among the nriigtat factors in
healthcare; a highly institutionalised environmerfor this kind of environment, the culture of shgrhas to be
promoted to reduce the barrier to knowledge shaaimgng the professional groups. Alavi and Leidi8grin their
literature review posit that a major cultural shifbuld be required to change their employees’umtés and behaviour
so that they willingly and consistently share thaiowledge and insights. They argue that orgaio@atwhere the
culture does not value and support informationisigawill find it difficult to integrate KMS. The wdture that says “if
knowledge is power, then hoard it” must be transfxt into one where “if knowledge is power, thenrehtl. If the
sharing of knowledge becomes an enjoyable expezjethen the tendency to use KMS to share knowledtiebe
greater.

Strong leadership and commitment from top managemenvell as incentives that can act as compemsétioextra
demands on time are also among the factors thaimgdivate physicians to share knowledge. Leadarst iake the
lead in knowledge sharing. Most of the time empkg/tend to follow the management’s direction &edpresence of
role models who exhibit sharing behaviour can bmaaivating factor. The senior management can becanmole
model beyond just providing the lip service in iading the use of KMS for sharing knowledge. Farthore,
incentives can also be an effective tool to inoeahe prospects of knowledge sharing among empoyeeticularly in
healthcare where knowledge sharing is very diffical realize in practice due to professional boueda[7].
Incentives, which can be in the form of appraistdck options, promotion, etc., are one of the raaigms to reward
people for knowledge sharing behaviours.

As physicians are professional groups with the éengl to operate within mono-disciplinary commursitiehich create
social and cognitive boundaries [7], a social psyofly approach is useful in predicting their bebaviin social

settings like healthcare [11]. From the perspectif social psychology, the physicians’ intentionshare knowledge
may be influenced by subjective norm [11]. Subijechorm has been empirically tested and validateg@hysicians in
Korean hospitals by Ryu, Ho and Han [11], and heenlfound to have the strongest effect on phystiaehavioural

intention to share knowledge. They suggestedfthtier empirical evidence be accumulated so thatrésult can be
generalized to other healthcare workers in othentiees. Therefore, this study will continue thffoet by testing the
subjective norm on healthcare workers in New Zeahlan

Another issue that might have an impact on KMS ssscis security of shared knowledge. Security hafresd
knowledge is less identified in most of the KM faure because KM researchers assumed that seubtyilt into
KMS components, and therefore, that topic doesieetl to be addressed separately [12]. The isssecofity in KM
relates to more than just the technology embeddethé system. Knowledge is an asset, and losirng ther
organizations means losing competitive advantalgesuring the right individuals retrieve the knowded protecting
knowledge against theft of intellectual propertydagnsuring it is applied appropriately are the eons of the
knowledge contributors when sharing knowledge.

The organization must address issues such as bofampyright and intellectual property act, to et knowledge
from falling into the wrong hands and being misubgdhe knowledge users. The risks involved wheowedge is
transferred are loss of critical knowledge, misaéeritical knowledge and disclosure of criticaldwledge to those
that should not receive it [12]. If a security ipglexists to support the existing security tecbggl the employee will



perceive that the security issues have been déhltte protect their valuable knowledge and, thibey will be willing
to contribute to KMS. Therefore, the perceptioat tknowledge is protected is critical prior to admiting to KMS and,
consequently, we believe that perceived securityulsh be considered as a factor influencing tendetacyghare
knowledge. Therefore, the tenperceived securitys used as a construct which refers to the sgcigiit by physicians
while contributing knowledge to KMS and this shobkl separate from the System Quality construct.

All factors discussed above are assumed to affectkiMS success and, thus, the model is proposathderpin
knowledge sharing enablers for KMS success. Theseotion will review previous KMS Success Modeaid édentify
the model to be adopted in this study.

2.2. KMS Success Models and Related Studies

Even though the KMS have long been recognized ijomiadustries, not many empirical studies havenbeenducted
into the success of KMS. Alavi and Leidner [8] miened in their survey of KMS conceptual foundas@and research
issues, that little IT research exists on thegiesise, or success of systems to support knowledgegement. Since
then, more researchers have begun to exploreabearch issue. Since KMS also falls under thepgyodunformation
systems, the DelLone and McLean Information Systé®) Success model (hereafter referred to as B&M IS
Success Model”) has been adapted to assess KM@ssuccThe D&M IS Success Model [10] has gainednstro
theoretical and empirical support, and has beemlwidccepted by most of IS researchers in the stfidyformation
systems success. For example, Jennex and Olfr@amgte performed empirical KMS research and pregas KMS
Success model based on the D&M IS Success Modégl [T@is model has been extended to include tecuicdl
resources for system quality and knowledge strépeggess for knowledge/information quality variahland it was
tested in an engineering organization.

Another KMS Success Model was developed by Wu aath@\[13]; it is also an extension of D&M IS Succkzdel
which was empirically tested in firms in Taiwan.alewi, McCarthy and Aronson [14] proposed a modeieasure
the success of knowledge management systems byirgltiee generic framework of the D&M IS Successddio All
these studies proposed a specialization of DeLadeéMicLean’s IS Success Model around a specifie oflS, that is,
a KM system, but with less attention to factorshsas culture and other organizational issues ttet imfluence the
success of KMS. Effective knowledge managementesys involve far more than just technology; cultumad
organisational issues were identified as majorceans in the deployment of KMS, and this is coesistvith the IT
management literature which advocates organizaitiand behavioural change management as criticakess factors
in their implementation of information systems [8The KMS Success Model developed by Kulkarni, Resan and
Freeze [15] considers organisational issues. heirTfmodel, which was tested in a US universitygrisextension of the
D&M IS Success Model, with additional variables afganizational issues: leadership, incentives, ck&roand
supervisor. The organizational focus of the KutikaRavindran and Freeze’'s model makes it morevegit to our
research, though it has been modified and impréeeeudit the healthcare environment.

We adopted the generic framework of Kulkarni, Rdvam and Freeze's KMS Success Model [15] and cugtahit to
the context of knowledge management systems inthoaae. Organizational issues are proposed tpdseof KM
success because KM, like any other informationesyst involves both people, and the organization tardmodel
recognises organizational support features asractntributing to KMS success. This model is sma to be tested
in a healthcare setting, since empirical studieshensuccess of KMS in healthcare have not yet beeducted. To
differentiate our KMS Success Model from the modeded in other organisations, we use KMSH SuccesdeM
(Knowledge Management Systems for Healthcare Sadekslel) as the name. Since this model will beéetkén a
healthcare setting, we propose some adaptatiottseoKMS Success Model of Kulkarni, Ravindran andeize [15]
which are assumed to be applicable to healthcamexb Our proposal extends the existing KulkaRayindran and
Freeze [15] model to include three additional fegtavhich areculture of sharingsubjective normand perceived
securityas has been discussed in section 2.1. Coworkes@gmervisor from Kulkarni, Ravindran and FreezeMX
Success Model [15] have been replaced withure of sharing Coworker and Supervisor refer to the interactioh
employees with coworkers and immediate supervigotiseir day-to-day work, and thus influence thétade towards
knowledge sharing. Through daily interactionsytebare ideas and insights naturally. If the tedremployees (co-
workers and supervisors) share values, beliefspaactices, these are considered as culture asedefiy Schein [16].
To inculcate positive social interaction, trustenpess of communication, and a knowledge-friendlfuce must exist
to allow smooth communication among employees.s cillture of sharing is more than just interactiohsoworker
and supervisor, we find thatlture of sharings more appropriate to this study.

Figure 1 depicts our research model.
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3. Constructs and Hypotheses

3.1. Definitions of Constructs

A summary of constructs appearing in the model anil tiedinitions are provided in Tabl.

Table 1 —Constructs Definitions

Construct

Definition

Operationalization

KMS Use for Retrieval

The extentto which KMS is being used fg
the retrieval, and use of knowledge of vari
typesfor decision-making activities.

r[10, 13]

KMS Use for Sharing

The extentto which KMS is being used fg
sharing knowledge with colleagu

r[10, 13, 15 17]

Perceived usefulness
KMS

bfDegree to which a physician believes t
using KMS would enhance his or her jg
performance

[10, 15, 1819]
b

User satisfaction

The extent to which physicians believe t
the KMS available to them meets the

information/knowledge needed, satisfact

knowledge content and thadequacy of
information/knowledg.

with accesto knowledge and the quality of

[13, 15, 20]
ir

requiremeni, such as ease of obtaining the

Knowledge/Information
content quality

Quality ofrelevant organizational knowledg
in terms of its accuracy, relevani
timeliness, applicability, comprehensibili

10, 13, 1521]

KM system quality

Quality of KM systems interms of
facilitating knowledge sharing and retrievit
e.g. ease of use for retrieval, see
capability

[10, 15, 17 22]




Culture of sharing

The shared values, beliefs arattiges of
the employees in the organization with reg
to knowledge sharing.

[14, 23, 24]
ard

Incentive

The acknowledgement and recognition
efforts for physicians who are committed
knowledge sharing and as a way
motivating knowledge sharing

fif4, 25]
to
of

Leadership

The level of managerial support
knowledge sharing and the top managenm
commitment in being the champion
knowledge sharing.

f6L4, 25, 26]
ent
n

Perceived security

The extent to which physiciaakeke that
the KMS is secure for transmittin
knowledge and trust that the knowled
shared is well-protected.

[27, 28, 29, 30]

g
ge

Subjective norm

A physician’s perception that peopho are
important to him think he should or shoy

[32]
Id

not use KMS to share knowledge.

3.2. Descriptions of Constructs and Hyphotheses
3.2.1. KMS Use

System Use, in terms of the amount of use of aesyshas been one of the most frequently proposedsunes of IS
success and is a key variable in understandingi¢8ess [11, 33]. Kulkarni, Ravindran and FreeZd Hdapted this
measure to be “Knowledge use” which reflects theemtxto which a worker captures and uses knowledgarious
activities. However, instead of “Knowledge use’e wise “KMS Use”, as our focus of study is on phgsis’
contribution towards knowledge sharing that magafiKkMS use. The process kiiowledge sharinghrough KMS
involves people contributing knowledge to KMS (shgf and people seeking knowledge (retrieval) frkMS for
reuse. Therefore, success of KMS requires théngiless of knowledge contributors to share knowdealyd the desire
of knowledge seekers to reuse the codified knovdefi¢ankanhalli et al., 2005). KMS success is meabilby
examining these two behaviours: (1) contributitm&MS for sharing; (2) accessing KMS for retriegin Therefore,
we propose that when determining KMS Success, jpes of use can be recognised, firstly ther&NsS use for
sharing(i.e. where a worker actively contributes knowledg the knowledge-base) and secondly, thekéviS use for
retrieval (simply the reuse of existing knowledge). We ssjghat these two types of behaviour might begeddent
of each-other and may be influenced by differentaides. We have, therefore, separated these twab¥as in our
model.

3.2.2. Knowledge Content Quality and KM System Quality Determines the Perceived Usefulness

Medical professionals have a broad range of knogdeateeds and produce a great amount of knowledgfgw high
quality and up-to-date knowledge, doctors cannectice high quality medicine [2]. Biomedical knedge and
evidence-based medicine (EBM), which cover maneispof diagnosis, treatment, and prescribing,eaesmples of
quality knowledge which are essential to healthgaodessionals [34]. Therefore, capturing the Hgghlity content of
knowledge is critical in measuring the successMiXin healthcare.

People will use the system when they believe it héllp them perform their job better and this ifereed to as
perceived usefulness. Perceived usefulness isedkfy Davis [18] as "the degree to which a petseiireves that
using a particular system enhances his or her gfopnance”. In the existing KMS Success modeKafkarni,
Ravindran and Freeze [15], the finding indicated the effect of Knowledge Content Quality on Paee Usefulness
was not statistically significant. However, duertature of healthcare, which requires high quadityknowledge
content [7], we expect that the Perceived UsefglioédKMS is likely to depend on the quality of knledge content. If
KMS can produce a high quality of knowledge contéme physicians may find using KMS can be usefuhem and
thus, the tendency to use KMS is higher. It isdveld that Knowledge Content Quality leads to FeeckUsefulness
of KMS.



Equally, another finding from Kulkarni, RavindrandaFreeze [15] shows that the system quality doésignificantly
affect Perceived Usefulness. System quality has lvepresented in many researches by ease of u&&,[and 35]
which is defined as the degree to which a systetuser friendly” [33] or to what extent using it fiiee of effort [18].
Ease of use is probably the most widely used cocisivhen talking about system quality. Seddon [G&ijsiders
system quality to be concerned with ease of userfate user-friendliness, reliability and availpi In the
healthcare context, we believe the finding on tfiece of system quality on Perceived Usefulnesshinlze different.
Like any other IS systems, the KMS should be adolesand available whenever knowledge seekers ineds system
cannot be regarded as being successful if it feguémt problems and crashes. One of the reasah&nbwledge
sharing among physicians is inhibited may be a &faechnology or “technophobia” [36]. Physiciamgay not be
willing to use the system if they find it difficuto use. This may be due to the poor quality efdlistem. Thus, a
good quality system may play a role in positiveifiiencing the perceptions of physicians towardagishe system.
As physicians are always under time pressure EB&ly may find value in sharing and using knowledfighe KMS
system reduces the extra effort required to shadeuae knowledge [15]. Thus, the better the qualitthe system is,
the higher is the perceived usefulness.

Hypothesis 1: Higher level of Knowledge Contenaliyileads to higher level of Perceived UsefulngsKMS.
Hyphothesis 2: Higher level of KM System Quasds to higher level of Perceived Usefulness ofSKM

3.2.3. Knowledge Content Quality, KM System Quality and Perceived Usefulness Determine User
Satisfaction

User satisfaction is one of the most frequently snead aspects of IS success which is also a usefasurement of
KMS success [13, 15]. As reported in other literat the KMS user satisfaction variable is alscedeined by
Knowledge Content Quality, KM System Quality, arerdeived Usefulness [17, 33]. The empirical resoftWu and

Wang's [13] study indicated that system quality &ndwledge content quality have a significantly ifies influence

on user satisfaction. Kulkarni, Ravindran and Eeefl5] found that the User Satisfaction measuneiisforced by
Perceived Usefulness which results in knowledgefoisestrieving and sharing. If physicians feleht the content of
knowledge is of good quality, the system they ai@gireduces their tasks and they perceive the lattge sharing is
useful, they will be satisfied and are likely teeube system. Therefore, the following hypothesesproposed:

Hyphothesis 3: Higher level of Perceived UsefusnesKMS leads to higher level of User Satisfaction
Hyphothesis 4: Higher level of Knowledge Contenalily leads to higher level of User Satisfaction.
Hyphothesis 5: Higher level of KM System Quasds to higher level of User Satisfaction.

3.2.4. User Satisfaction has direct impact on KMS Use for Sharing and KMS Use for Retrieval.

User satisfaction is a critical factor in determmithe IS Success Model. It is supported by Sedi8sh who includes
only one causal relationship leading from Users¥adtion to IS Use. We believe this also appliethe KMS context.

In the KMS context, the finding from Kulkarni, Radran and Freeze [15] shows that User Satisfaciifects
Knowledge Use. The study by Wu and Wang [13] shdhe same finding. Therefore, we propose thatr Use
Satisfaction has direct impact on KMS use for es@i and sharing. This has led to the followinghmgtheses:

Hyphothesis 6: Higher level of User Satisfactieads to higher level of KMS Use for Retrieval.

Hyphothesis 7: Higher level of User Satisfactieads to higher level of KMS Use for Sharing.

3.2.5. Perceived Usefulness has direct impact on KMS Use for Sharing and KMS Use for Retrieval.

Kulkarni, Ravendran and Freeze [15] in their firgfinfound that the direct effect of Perceived Ulsefss on KMS Use
for Sharing was not statistically significant. $Hiinding is different from the findings of Adamselson and Todd [37]
and Davis, Bagozzi and Warshaw [38] who indicatd fierceived usefulness is an important determiobusage. In
line with their findings, we believe that this find is applicable to the KMS context. Specifically healthcare,
physicians who are facing the pressure of time trfighd using the system is an additional task f@mnh and thus, they
might be reluctant to use the system. They aréngito use the system if only the system has lprenen to be useful
to them. Therefore, it is proposed that Perceidsdfulness has direct impact on both KMS Use fori®el and

Sharing. Therefore, we hyphothesized:

Hyphothesis 8: Higher level of Perceived Usefusne#sKMS leads to higher level of KMS Use for Retl.
Hyphothesis 9: Higher level of Perceived Usefusne#sKMS leads to higher level of KMS Use for Siwri



3.2.6. Perceived Security has direct impact on KMS Use for Sharing

As discussed previously, security can be an infiaéfactor in the use of KMS for knowledge sharinghe belief that
the shared knowledge is protected can increaskk#iood of the KMS being used for knowledge shgr Studies
on how belief can impact the behaviour of usersehawen found in previous literature [27, 28, 2%or example,
Yenisey, Ozok and Salvendy [29] in their study @mceived security as one of the determinants irkiShrstudents
using e-commerce, posited that for e-commerce teugeessful, it is important that the users haeebitlief that the
system is secure. The relationship between pardesecurity and use of e-commerce has had a positigct on the
use of e-commerce. We believe this is also applkcdao the KMS context, especially in healthcareemehthe
physicians possess specialized knowledge which imesprotected to ensure the knowledge will not hsused.
Misuse of knowledge can result in medical errordctvHead to wrong decisions and, thus, impact thality of

healthcare. In this context, perceived security loa antecedent to KMS use for sharing, becausmtite physicians
perceive that the KMS is secure, the more likelgytlare to be willing to use the KMS to share theiowledge.
However, we believe that security is not as critfoa knowledge retrieval. Based on the abovel@axgtion, we offer
the following hypothesis:

Hyphothesis 10: Higher level of Perceived Secueiagds to higher level of knowledge sharing via KMS

3.2.7. Subjective Norm has an impact on KMS Use for Sharing and Retrieval via Perceived
Usefulness

Subjective norm, which describes the social infagetthat may affect a person’s intention to use aSKj9], has
received considerable empirical support as an itapbrantecedent to usage behaviour. Xu and Qugd&jisound

that social norms, i.e. influence from peers, leadeespected people, superiors, subordinatesade an impact on
people’s acceptance and use of a KMS. Ryu, HoHamd [11] suggested in their study that physiciabjective

norms with regards to knowledge sharing have angteeffect to their intention to share knowledgeottBof these
findings indicate that subjective norm had a direifect on intention to use. Venkatesh and Da8iH jargue that
subjective norm had a direct effect on intentioruse only for mandatory, but not voluntary, usagetexts. In line
with Venkatesh and Davis’s [31] finding, we contetitht subjective norm has indirect effect on KMSeUsa

Perceived Usefulness, because in this context,xpect use of KMS for knowledge sharing to be wtdwny. This

leads to the following hypothesis:

Hyphothesis 11: Higher level of Subjective Normskare knowledge will lead to higher level of KMSelWia
Perceived Usefulness of KMS.

3.2.8. Culture of sharing has an impact on KMS Use via Perceived Usefulness

One of the barriers to the successful implememntadioKM in organizations is culture [40]. For affave knowledge
sharing, a culture of sharing must exist among exsk Ruppel and Harrington [41] indicated that kype
acceptance of or resistance to knowledge-shariagmsnagement and corporate culture issue ratherattechnology
issue. A knowledge-sharing culture, where peopteeacouraged to interact and share ideas opardp|es the use of
KMS, because it positively influences the percapid the usefulness of the system. This is supplobly Kulkarni,
Ravindran and Freeze [15] who, in their findingglicates that the interactions between employettscmiworkers and
immediate supervisors can influence the perceisedulness of KMS and value of knowledge sharirfghd culture of
sharing exists and the employees find that thidtu has improved their work performance and imaptb job
productivities, employees will not hesitate to ¢inite to be part of the culture. Open and patiive structure, trust
and knowledge-friendly culture will motivate moradwledge sharing, while lack of knowledge-friendlyiture can
impede knowledge sharing [42, 43]. The betterdhléure of sharing is, the better the perceivedulsess of KMS
will be.

Hyphothesis 12: Higher level of Culture of Shariegds to higher level of Perceived UsefulnessMBK

3.2.9. Leadership determines the Knowledge Content Quality and has direct impact on KMS Use for
Knowledge Sharing and Retrieval

Of the organisational issues proposed in KulkaRayindran and Freeze’'s model [15], we have adoihtedactors of
leadershipandincentivedirectly. Leadershipencapsulates the role and commitment of top maneagk in motivating
knowledge sharing among employees. The importafidep management support in IS implementation thesn
recognized often in the IS literature since the |2960s [5, 26, 44, 45]. In the context of health¢c Booth [46]



mentioned that an organization needs a ‘chief kedgé officer’ to be responsible for managing knalgke and to
ensure that employees are involved in KM initiagive Top management support for KMS promotes traditguof
knowledge content and influences the others tahs&MS for knowledge sharing and retrieval. Tlyphotheses for
the leadership factor are:

Hyphothesis 13: Higher level of Leadership leamhigher level of Knowledge Content Quality.
Hyphothesis 14: Higher level of Leadership leaxlkigher level of KMS Use for Sharing.
Hyphothesis 15: Higher level of Leadership leawkigher level of KMS Use for Retrieval

3.2.10. Incentives determine Knowledge Content Quality and have direct impact on KMS Use for
sharing

Incentivesrefer to formal appraisal and recognition of efdoy knowledge workers to encourage knowledgeirstpar
and reuse. Kulkarni, Ravindran and Freeze [15]ddrthe opinion that incentives and rewards stinaulglaring of
knowledge in the form of high quality content. the context of healthcare, Booth [46] mentioned thachanisms for
rewarding information sharing are required so Hetefits to individuals and organizations can lende outweigh the
threats that giving up such knowledge might inc@ur argument to include incentives as a factatrdouting to KMS
Success in healthcare is that physicians who fameasing demands on their time should be compethsest well. In
healthcare, where the quality of knowledge contamtnot be compromised, the rewards stimulate namigibution of
knowledge sharing with high quality of knowledgentant. Hence, we contend that the Incentivesofaist an
antecedent of Knowledge Content as well as KMSfossharing. However, for knowledge retrieval,éntives are
not a crucial factor. Therefore, we hypothesized:

Hyphothesis 16: Higher level of Incentives leawkigher level of Knowledge Content Quality.
Hyphothesis 17: Higher level of Incentives leawkigher level of KMS use for sharing.

4. Research Method

We intend to test the model by developing a suimstyument and sending the questionnaire to ptesicin healthcare
in New Zealand. The questionnaire is chosen asrtbihod of data collection because it is more ecocal, and
efficient than other methods of data collection][4The questionnaire will be administered to phigis in healthcare
who are using or have experiences using IT-based/letlge management. Prior to this survey, anaingiirvey will
be conducted to identify the organizations that KB&. The target subjects for an initial surveylwie twenty-one
District Health Care Boards (DHBs) and five ManageifServices Organizations (MSOs). Based on tiitigli survey,
the physicians from the identified organizationdl Wwe identified as potential respondents for tiotual survey. All
constructs and measures, exceplture of sharing,can be constructed using previously validated umsénts with
minor modifications based on the healthcare cont®d instruments exist for a single constraglture of sharingwe
are developing these instruments based on thesdi®as on the attributes of culture found in therditure. Although
most of the measurements have been validated by m$earch, the adopted instrument will be exathteeensure
content validity and reliability within the targeteontext.

5. Conclusion

The primary objective of this paper is to highlighe factors that may affect the KMS Success inltHeare by
developing the integrated model adapted from KulkaRavindran and Freeze’s Success Model [15], wibitional
support from organisational issues. Several litioites of this study must be recognized. First,deenot employ all
the factors that enable KM in other industries,ause we find that those factors are not as cilijiéalportant as the
ones adopted in this study. Those factors camitbleer tested in future research. Second, theserfawill be confined
to one particular professional group: physiciaimbus, for other professional groups, further stadnay be conducted.
This study may further sharpen the understandindh®frole of knowledge sharing behaviour in thecegs of KMS
and may be helpful for harnessing knowledge managémctivities in organisations, particularly inaltecare. The
emphasis on the organisational and cultural faataght indicate that for KMS to be successful, thehnology alone
is not sufficient. In summary, it is assumed it variables used in the KMS Success Model ofk&uili, Ravindran
and Freeze [15] are useful for determining the KBi&cess model in the context of healthcare togetlitr the
additional variables;ulture of sharingsubjective nornandperceived security Finally, it is hoped that the findings of
the study will provide some insight into the relatimportance of the various factors which influerthe success of



KMS projects in healthcare, which will be of valtge practitioners who are developing new knowledgmagement
systems.
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