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Knowledge and knowledge transfer (the antitheses of the know-do gap) is contextually influenced; generated from interactions of people, processes and cultures. Therefore, while empirically validated sources of knowledge are a critical component of improving health, so are the contributions of the tacit dimensions of knowledge gained from the lived experience and shared practices. 

 

By what mechanism can these two vital components be linked within the context of healthcare? How can the benefits of e-health be harnessed and applied to interweave empirical and experiential knowledge to bridge the “know-do” gap?  What is the potential for social networks to increase the capacity of health systems?  We believe that collaborative knowledge networks, where the empirical is blended with the lived experience, are a mechanism than can help us to answer these questions.

 

This presentation will focus on how social networks can contribute to improve health capacity and lessen the know-do gap.  Critical issues that surround the operation of online collaborative networks will be discussed.  A knowledge network called the Global Alliance for Nursing and Midwifery, designed to enable knowledge exchange and social networking in low-bandwidth settings will be used as an example.





KnowKnow--Do GapDo Gap


 
James Grant declared that 80% of the 
children who died in Africa during his 
term as Executive Director of UNICEF 
could have been saved because the 
knowledge to save them existed. This 
knowledge simply was not available when 
and where it was needed
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James Grant, amongst others, have often said that the knowledge exists to save many who die needlessly.  We have a great difficulty in both transferring and translating knowledge in a way that can be both accessible and useful to those who need it.  In other words, there is a large gap in what we know and what we do.  



I doubt anyone in this room would argue this point.  I think however that Mr. Grant is missing a vital piece of the solution to the puzzle <next>



Closing the GapClosing the Gap


 
Knowledge and knowledge transfer
◦

 
Contextually influenced
◦

 
Mediated by reality
◦

 
Generated from interactions of 


 
People


 

Processes


 
Cultures


 

Empirically validated practices are critical


 
So are contributions of tacit knowledge from 
lived experiences/shared practices
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I believe that it is not just from a lack of having the knowledge when and where.  I argue that you CAN have the knowledge when and where – but that:





Knowledge and knowledge transfer (the antitheses of the know-do gap) is contextually influenced; mediated by reality, generated from interactions of people, processes and cultures.   So maybe Mr. Grant was right, that the knowledge existed, but as my grandmother used to say – you can lead a horse to water but you cannot make them drink.  If what we know either does not match the context or the culture – then just providing the knowledge (one way transfer) may not make a difference.



So, while empirically validated sources of knowledge are a critical component of improving health, so are the contributions of the tacit dimensions of knowledge gained from the lived experience and shared practices.  While I may not be as seasoned or experienced as many of you in the room in regards to global health, what I have seen is continual re-invention of the wheel in global health.  One NGO comes in, starts a project, the funding runs out, the project is not sustainable and it goes away.  The knowledge that was gained by prior interventions is often not managed nor stored – so we are destined to repeat history.  The same failed strategies are implemented over and over again.



In addition, what I am witnessing as more people go to the internet for health information,  is that a patronizing approach of “I know what is best for you” is beginning to backfire.  We know from the research that community participation, patient participation, family participation is key to changing health outcomes.  Local solutions require that we not only manage and share our knowledge (what has worked and was has not) but that the community must be involved and assume ownership.  They must contribute to the knowledge base.



The Bellagio conference title hit this right on the head “Global Partnerships – Local Solutions”  



Closing the GapClosing the Gap

The Human Resource Crises
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Finally, and I will not dwell on this but we must also face the fact that there are not enough doctors to go around.  So, while we have heard comments that only the doctor should be able to prescribe and treat, this view is very naive.



I echo a slide I saw yesterday – this is not anti-doctor or anti-nurse.  It is pro global health and reality based.  We do not have enough qualified providers to go around, as this slide shows (from the 2006 WHR).  



A global shortage of 2.5 million health service providers is estimated, crippling countries which need the most resources 

According to the WHR – 50-90% of most countries workforce is made up of non-physician providers.



So, we can distribute all the knowledge we want, but if there is no one there to hear it or if we really believe that the only person qualified to serve at the front lines of patient care can only be a physician, then we should just give up now and go home.  The gap will never narrow if we are only speaking from an industrialized and unrealistic view of what is really happening on the forefront of global health.







 

Do you think trained health workers in the 
developing world who have not completed 
medical school should be allowed to perform 
surgery?
Yes (92%,) 
No (8%) 

http://www.pbs.org/wnet/wideangle/episodes/birth-of-a-surgeon/video-preview/1546/
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Here is a wonderful example of what is happening outside of the industrialized cities.  This makes the worry of who is writing prescriptions seem to be very inconsequential.  They did a survey afterwards, and found that 92% of the respondents agreed with allowing health workers in the developing world who have not completed medical school of perform emergency surgery.





If you would like to read more about this particular topic, I refer you to this book <click> Laurie Garret makes the point that after 15 years of concerted but narrow (stovepiping) in distinct global health problems that there has been no significant changes in mortality, prevalence and major health indicators because the attention has not been on the systems of care.  The point is made again that the old models of providing care, distributing information, and creating knowledge are not working.  







Two QuestionsTwo Questions


 
First -

 
the question of access

◦
 

What is open?


 
Knowledge is open if free to use, reuse, & redistribute 


 

Legally Open


 
Free of most standard legal restrictions


 

Socially Open


 
Available and not kept secret (socially open)



 
Support sharing, reuse, collaboration



 
Access to the raw form (i.e. -

 
not PDF)


 

Technically Open


 
Form and format engenders access


 
Where there is no internet 



 
Indexable and annotatable
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It seems as though there are at least two questions when we begin to determine how to close the gap .  We have the issues of access and the issue of fit.  Access of course includes having some to access in the first place – but I just spent the last few slides talking about the challenges of closing the gap without the human resource. So, maybe we can consider that issue covered.  We need to spend a bit of time talking about what really constitutes “open”



A piece of knowledge is open if you are free to use, reuse, and redistribute it



There are three aspects of open – 

Legally Open

Knowledge is legally open if it is free of most of the standard legal restrictions and requirements. 

Socially Open

Social openness consists of ensuring that a work is made available and not kept secret. It means supporting sharing and reuse as well as collaborative working processes. 

But most importantly it means an 'open source' approach to knowledge. That is, knowledge should be made available so that access is given to the raw, underlying data and not simply through a particular, usually limiting, interface. An example is provided by the common practice of providing a PDF version of a document rather than the original text file. This, perhaps intentionally, hinders access to the underlying text and inhibits activities such as annotation or indexing. 



Technologically Open

Technological openness requires that knowledge is provided in a form and format that does not unnecessarily hinder access to humans or machines. This can be achieved by utilizing data formats and tools that are open - meaning that a full specification is publicly available and unencumbered by legal restraints, and that access and use of the formats will not require proprietary tools or products.

It also means we must address what to do in environs where there is no internet, as we have heard Tom Cook discuss earlier.

One should aim to achieve these ends not just for humans but also for computers - something that is increasingly essential in an information age. It must be indexable and annotable – which brings us back to the issue of pdf files.





Relevant: Content relevant to poor communities can be created either locally or come from outside: choosing what is most appropriate is best done by the communities themselves. 

Accessible: The content must be available in the local language and in many cases will have been formatted or edited to ensure the information is accessible to the differentially educated. 

Meaningful: Open Knowledge is about people, what they want, what they enjoy, and what is relevant to their it is a values-based network, a human network engaged in the collection, dissemination, and sharing of knowledge.





Two QuestionsTwo Questions


 

Second -
 

the question of fit
◦

 
Does it fit the context?
◦

 
Is it possible?
◦

 
Can it be followed in part?
◦

 
How to adapt to local realities?
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The second question is one of fit.



This is where reality interferes with theory.  Of course, I know as a scientist and a health care provider that empirically validated sources of knowledge are a critical component of improving health.  But I also know that what I teach from the book will probably not match with what my students will see in practice.  My job as an educator is to teach them the best practice from a theoretical perspective and then teach them how to make the best decisions based on local realities.  Of course they must be smart enough to know good medical practice from bad medical practice – but much comes from listening to the communities and helping to make locally and situation ally relevant decisions.



How much of the empirical fits with the current context?  Is it feasibly, operationally, politically possible at all?



Can the best practice be disassembled and followed only in part (making the most of what is available)?  How can they adapt to local realities?

http://s3.amazonaws.com/rethos/uploads/1883/Concord_November-December_069.JPG


The AnswersThe Answers


 

Interweaving of empirical and 
experiential


 

Social networking & collective wisdom


 
“Crowdsourcing”
◦

 
Author:  Jeff Howe, 2008; Crown Business 
Publishers, New York.
◦

 
“No matter who you are, most of the 
smartest people work for someone else”

 
Bill 

Joy: Co-founder of Sun Microsystems
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Many of the answers lie in the interweaving of the empirical and the experiential to help close the know-do gap.



Could it be that collaborative knowledge networks, where the empirical is blended with the lived experience, are a mechanism than can help us to close the know do gap?  It really becomes an issue of capitalizing on collective wisdom – the “power of a million brains” to come up with solutions to very difficult and seemingly unsolvable problems.



I am reading a book called “Crowdsourcing” that focuses upon these points, and while the book is from a business perspective, I am identifying with it from a perspective of a researcher and a healthcare provider.  The concept of social networking and valuing the contribution of many people who may know more than you is important.  As Bill Joy, the co-founder of sun microsystems said – no matter who you are, most of the smartest people work for someone else.  In short – a crowd, given the right set of conditions – will almost always out perform a corporate structure.  The book points out many examples in the business world, including Linux, Proctor and Gamble, istockphoto and others.



I apply this to health, particularly healthcare that is provided in the field by providers from nurses to doctors, to midwives to community health workers.  I would like to share a few anecdotal experiences that demonstrate these points.  Each of these came from the Community of Practice that I am involved with called the Global Alliance for Nursing and Midwifery.  It is an open community of practice that serves now only as a portal, but also an area for information sharing, knowledge exchange, learning, etc.  It is a social network of sorts that attempts to weave the empirical with the lived experience – just as I have spent the last 15 minutes discussing.  I hope these examples will illustrate the points and the value.

 



GANM: The Global Alliance for Nursing GANM: The Global Alliance for Nursing 
and Midwiferyand Midwifery



 
Online Community of Practice
◦

 
Started September, 2006

◦
 

Currently 1,667 have joined from 132 countries
◦

 
Sub-

 
communities 



 
Making Pregnancy Safer 



 
Information and Communication Technologies



 
Pandemic Prevention (H5N1,ARDS, SARS) for 
Community/Public Health Workers



 
Mental Health in the Community



 
Red ENSI (Red Internacional de Enfermería en Salud Infantil)



 
Parteria y Enfermeria Para una Maternidad Segura

◦
 

Elluminate Live! 


 
Virtual Classroom

http://my.ibpinitiative.org/public/ganm/
or

Google “GANM”
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Just a brief description of the Global Alliance for Nursing and Midwifery

http://my.ibpinitiative.org/public/ganm/


IBP: Implementing Best PracticesIBP: Implementing Best Practices
 Bloomberg School of Public HealthBloomberg School of Public Health
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.





ExamplesExamples


 
Measles in Baghdad


 

Knowledge Drive for Diyala Province


 
Hand washing in areas with no 
soap/water


 

Use of medical masks


 
Encouraging compliance with drug 
treatment regimens
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Here are just a few examples of how the GANM CoP tied together empirical with experiential.  I hope that these examples demonstrate the points I have made earlier.  This knowledge management CoP – that operates under very low bandwidth conditions allows users to interact, share and learn from one another.  It allows people to post questions and receive a combination of advice, both anecdotal and empirically validated. 



Closing ThoughtsClosing Thoughts


 
Access to reservoirs of experiential 
knowledge and collections of explicit 
information allows for: 
◦

 
the development of new knowledge based on 
identified needs, 
◦

 
the refinement of knowledge that already 
exists
◦

 
avoids duplication of effort, 
◦

 
increases alignment with local circumstances 
◦

 
enhances the creation of actionable knowledge. 



Closing ThoughtsClosing Thoughts


 

Participation is vital –
 

front line workers


 
Weave vertical and horizontal


 

Communities of Practice, Online 
Collaborative Spaces & Virtual 
Communities are strategies
◦

 
Combining social needs with emerging social 
opportunities
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Finally, 



<READ>

Participation



Weave - change from independent and vertical approaches to solve distinct health problems (paternalistic) to a weaving with horizontal methods (partnerships in context) to truly affect change. 



CoP, online collaborative spaces and virtual coomunities are strategies to help us reduce tranlational latency and information assymentries.



combination of social needs and emerging social opportunities to share knowledge and information could be used to change the present situation.





Obrigada!

pabbott2@son.jhmi.edu

http://www.icamericas.net/index.php?full=1&set_albumName=album04&id=Inza_access_point&name=wifiGallery&include=view_photo.php
http://mayafrica.files.wordpress.com/2007/06/woman-hut-phone.png
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