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Assessment and Development of Knowledge Management Framework for 

Knowledge Sharing in Hiwot Fana Specialized University Hospital in Ethiopia 

  ABSTRACT 

Knowledge is considered as a prime asset of organizations, especially in knowledge intensive 

organizations like, health sector. However, the practices and implementation of knowledge 

sharing practices is still low in healthcare institutions. The main objective of this study was to 

assess knowledge sharing practices and identify challenges of knowledge sharing practices and 

develop knowledge management framework for knowledge sharing between and /or among 

health professionals and patients in Hiwot Fana Specialized University Hospital in Ethiopia. 

To carry out this research both cross sectional research design and design science research 

design methods were used in this research. A questionnaire, observation and semi-structured 

interviews were used as data collecting tools. Accordingly, one hundred and seventy-three 

questionnaires were distributed to be filled out by health professionals and patients in Hiwot 

Fana Specialized University Hospital using stratified simple random sampling technique. 

Spearman’s correlation analysis method was used to understand degree of association between 

knowledge sharing factors and knowledge sharing practice. To analyze the data, the researcher 

was used descriptive and inferential statistics with SPSS version 20. The vast majority of the 

respondents, 69.4% said that there is no organized framework for knowledge sharing in the 

hospital. The study revealed that 40.0% of the study participants frequently share their 

knowledge. Furthermore, when asked about the presence of motivational scheme in the hospital, 

73.5 % of the study participants said there is no motivational scheme in hospital for sharing 

knowledge. Correlation analysis result (rs= .479, p<.01); (rs = .478, p<.01); (rs =.468, p<.01); 

(rs =.430, p<.01); (rs =.405, p<.01) indicates that information communication technology tool, 

past mistake, group interaction, management support and information communication 

technology infrastructure found to be a major independent predictor for knowledge sharing 

respectively. Based on the result of the study the researcher proposed technology based 

framework for knowledge sharing and prototype of it also designed. Furthermore, evaluation 

of the knowledge sharing prototype system was conducted with the assistance of a subset of 

medical experts in the field existing in the hospital. Based on the finding of the result of the user 

acceptance test questions presented to respondents, 80.20 % of the participants in the evaluation 

and testing has positive attitude. Therefore, there is a dire need to work toward the designing 

of collaborative and innovative culture to motivate health professionals for their engagement in 

knowledge sharing in order to create a good knowledge flow environment. The future research 

is that the framework will form the basis of teaching by future researchers for further possible 

enhancements. 

Key word: Health professionals, Healthcare, Hospital, Knowledge, Knowledge management 

framework, Knowledge sharing practices, Knowledge sharing prototype.   



 

 

                                                   CHAPTER ONE 

1. INTRODUCTION 

1.1. Background of the Study 

In the twenty first century, the world economy is being reshapes in a fundamental manner than 

any other time in human history through the application of information and communication 

technology (ICT). The heart of these changes place into managing the intellectual capital and 

knowledge of the organizations. This new set of economic activities, organizational structures 

and movement of employees create greater competition among different organizations (Tai-

Ning et al., 2011). Like any other organizations, there is also a great competition in the 

healthcare organization.  

In today’s global economy, competitive advantage is increasingly achieved through the effective 

use of knowledge. The world is now in the era which has been termed the knowledge age. That 

means, knowledge is the primary commodity and most important in the economy (Ghosh and 

Mahanti, 2014). According to these authors knowledge is defined as human expertise, which is 

found in people’s mind and obtained by employing new experts through networking with 

different organizations and even competitor firms. In addition,Temtim (2014) defined 

knowledge as a resources employee should possess to effectively execute their tasks. 

According to Nonaka et al. (1996) knowledge is either tacit or explicit. Tacit knowledge refers 

to the personal knowledge residing within an individual’s head in the forms of personal 

experience, know-how, insight, mental modes and personal beliefs, whereas explicit knowledge 

refers to well-articulated knowledge that is written down and documented. Alam et al. (2009) 

stated that every accomplishment needs some sort of knowledge, because there is nothing which 

can be performed without knowledge. According to Hosseini et al. (2019) knowledge is used as 

source of economy; knowledge management (KM) is popular and plays an important role in an 

organization to improve performance and gain competitive advantage.  

Knowledge management comes to beginning in the early 1990s, has potential of attaining 

greater competitive advantage among their competitors (Wakuma et al., 2017).  The study by 

Wickramasinghe (2010) defined KM as an emerging management technique that governs the 
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creation, sharing and utilization of knowledge to fulfill organizational objectives. It also aimed 

at solving the current business challenges to increase efficiency and effectiveness of core 

business processes while simultaneously incorporating continuous innovation. As defined by 

Hosseini et al. (2019) KM is a set of principles, tools and practices that enable people to create 

knowledge ,to share, translate and apply what they know to create value and improve 

effectiveness. The main objective of KM is to improve the systematic management of 

knowledge within the organization (Alawneh and Aouf, 2016). 

Knowledge management plays effective roles in many organizations, such as in healthcare 

organizations, industries, educational institutions, governmental and business organizations and 

many more (Ghosh and Mahanti, 2014; Alawneh and Aouf, 2016). Knowledge management 

plays an essential role in overcoming several issues encountered in different organizations. 

Furthermore, the application of KM in the healthcare sector does not really differ from other 

organization. However, the increasing complexity of the healthcare sector makes KM 

implementation more difficult than other sectors (Wickramasinghe, 2010; Mohajan, 2016; Lee, 

2017).  

Demirkan (2013) noted that there is a need for paradigm shift in how healthcare organizations 

use information technology (IT). Platis et al. (2015) study further postulated that KM 

implementations in the healthcare sector depend on the technological tools to manage creating, 

storing, sharing and utilizing knowledge. The continuous improvement to the healthcare 

services requires adequate implementations to overcome the obstacles occurring in this sector. 

Systems used in managing healthcare services are considered to be much compounded with 

internal and external entities that it involves several partners operating in diverse domains that 

need to be coordinated in order to deliver quality healthcare service to patients. 

Healthcare knowledge is generated at a rapid pace (Abidi et al., 2009) in terms of explicit and 

tacit resources. Explicit resources include research based publications, best evidence, systematic 

reviews, clinical guidelines, clinical protocols and problem-based discussions. Tacit resources 

include the practice related experiential knowledge of practitioners. The healthcare sector is 

increasingly becoming a knowledge-based community that depends critically on KM activities 

to improve the quality of care. In this knowledge based community the important activity of 
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KM is knowledge sharing (KS), i.e., how to share knowledge to make or produce best benefits 

to the organization (Dessie, 2017; Lee, 2017). Knowledge sharing is one of the crucial element 

in KM (Alhalhouli et al., 2014).  

Dessie (2017) define KS as a deliberate act that makes knowledge reusable by other people 

through knowledge exchange. It has been identified as the key component of KM and 

performance improvement system. So, having a KS culture enables the healthcare sector 

workers to implement their best practices and generate new ideas and better quality healthcare 

service can be delivered. 

Knowledge sharing among health professionals is considered to be critical for improving the 

quality of patient care. In particular, tacit KS amongst health professionals, such as the sharing 

of clinical experiences, skills, know-how or know who, is known to have a significant impact 

on the quality of medical diagnosis and decisions (Sabeeh et al., 2018).  However, the study 

done by Asemahagn (2014) showed that there is poor KS opportunity in the healthcare sector, 

the more likely healthcare sector professionals to practice KS. According to Dessie (2017) 

healthcare sector should have the culture of KS practices to make better use of know-how, 

experience and skills of their healthcare professionals.  

From healthcare KM perspective, it is vital to harness and facilitate tacit KS among clinical 

teams, particularly when they are not always physically co-located but must exchange their 

critical experiential knowledge (Sabeeh et al., 2018). Furthermore , Zaher (2016) stated that to 

facilitate KS in healthcare sector requires development of a proper knowledge management 

framework (KMF), namely one which can ensure that knowledge is manifested into readable 

form rather than hidden in professional’s minds.  

The traditional KMF facilitate the sharing of explicit healthcare knowledge. But, the practice-

related healthcare knowledge of health professionals termed as experiential knowledge is not 

systematically disseminated despite the fact that it entails vital and pragmatic insights into what 

worked, what did not work and what are the best practices in specific clinical situations, 

especially beyond the realm of accepted norms and established beliefs (Alhalhoul et al., 2013).  

Many scholars consider ICT as a valuable means for facilitating different aspects of KS and  
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communication, as it reduces time and distance (Fichman et al., 2011). Wakuma et al. (2017) 

stated that technology plays vital role in KM for the purpose of enhancing KS through the 

development of KMF. In addition, Zaher (2016) stated that technology based KMF for KS in 

healthcare sector support the full spectrum of knowledge needs in the medical process has 

become an important issue for health professionals.  

A fundamental question for information science researchers and practitioners is how 

collaborative technologies and tools will be used to share knowledge (Demeke, 2017). 

Collaborative technologies are nothing but integrated sets of IT functionalities that facilitate 

communication and KS among interconnected entities (Fichman et al., 2011; Alhalhoul et al., 

2013; Belay, 2014; Zaher, 2016; Demeke, 2017; Wakuma et al., 2017). 

1.2. Statement of the Problem  

In today’s rapidly changing healthcare environment health institutions (such as hospital and 

clinics) optimize their chance of success not by telling healthcare professionals what to do, but 

by enabling them to make informed decisions. There is no health professional that knows 

everything he or she needs to know (Motlanthe, 2017). Many practitioners and academics 

assume that since KS is crucial for achieving the collective outcome, people will share 

knowledge as part of their work requirements. However, most organizations tend to emphasize 

on systems and tools, rather than on the core component that is KS among knowledge workers 

in a given organization. Therefore, KS practices are vital in knowledge-based organizations such 

as healthcare sectors (Diriba et al., 2016). 

Health professionals need up-to-date health information from credible sources to improve their 

knowledge and provide evidence based healthcare services to their clients. Developing KS 

habits within the organizations is essential for the success of health institutions and their 

customers by increasing intellectual capital, reducing costs, and making individuals and 

organizations competitive in their environment (Diriba et al., 2016). These authors reveled that 

KS practices in the hospital is low or in its infancy stage, the possible reasons could be poor ICT 

infrastructure, resource and poor attention from management and staff, lack of familiarity with 

ICT, lack of skilled personnel in the field of information and KM.  Based on the finding, the 

study recommend the need to develop KS framework. 
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Abidi (2008) postulated that healthcare is experiencing an exponential growth in the scientific 

understanding of diseases, treatments and care pathways. As a consequence, healthcare 

knowledge is in flux new as being generated at a rapid pace and its utilization can profoundly 

impact patient care and health outcomes. But, this growth of knowledge is not congruent with 

our ability to effectively disseminate, translate and apply current healthcare knowledge in 

clinical practice. 

Lin and Hsieh (2006) revealed that delivering safe and high quality services to patients is highly 

dependent on sharing the following types of knowledge, i.e. medical knowledge, scientific 

knowledge, incident knowledge and experience knowledge. Medical knowledge is defined as 

the required information for diagnosis and treatment. Scientific knowledge is about applying 

research findings in practice. Incident knowledge refers to learning from medical errors. Finally, 

experience knowledge refers to experienced healthcare providers educating the less experienced 

practitioners about the best practices and procedures. Failure to share the aforementioned 

knowledge types can impact patient safety. Thus, all these types of knowledge require attention 

in order to create environment to improve the quality of healthcare services. 

According to Baigorri et al. (2013) in most organizations people believe that knowledge 

hoarding is more beneficial than KS. Since knowledge is a central resource of government 

services, effective KS among employees is a significant management challenge for providing 

excellent services to the public at all levels.  

Mirza (2009) stated in his report that many healthcare organizations are facing lack of KS due 

to absence of processes and framework for KM. As a result, they face difficulties while 

acquiring the knowledge due to its rapid growth. He went further to stress that one of the existing 

problems in healthcare KM is lack of KS culture; top management support, organizational 

rewards, technological support and departments within healthcare have no such contact with 

each other where both can share their knowledge. However , in this study KS factors could be 

grouped into three independent factors and one moderator factors such as: (individual factors 

that are influenced by willingness, awareness, past mistakes, trust, motivation, job satisfaction 

and fear of loss of personal competitiveness); (organizational factors that are influenced by 

organizational culture, management support, organizational structure, group interaction, reward 
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and recognition and perceived openness) and (technological factors that are influenced by ICT 

infrastructure, usage, training and compatibility of ICT tools). In addition to those factors the 

researcher also examine organization socialization as moderator factor. This KS influenced 

factors leads to the narrow vision of knowledge by the team players in the hospitals and as a 

consequence, it becomes difficult for healthcare organization to work as a group. This problem 

leads organization to failure of efficiency and customer satisfaction. 

Abidi (2008) referred to the estimation of US Medicine Institute that around 98,000 patients die 

each year as a consequence of medical errors which is preventable. He went on to indicate that  

a study conducted in two UK hospitals showed that 11% of admitted patients experienced 

adverse events of which; 48% of these events were most likely preventable if the right 

knowledge was applied. The conclusion drawn from the studies was that the under-utilization 

of healthcare knowledge contributes to incorrect clinical decisions, medical errors, sub-optimal 

utilization of resources and high healthcare delivery costs. 

Despite KS practices among different healthcare sector being acknowledged, globally it is 

poorly practiced (Dessie, 2017). Study conducted in China among referral healthcare services 

indicated that 61% of hospital doctors rated patient-centered KS as very poor practice (Zhou 

and Nunes, 2016). Another study done in Jordan hospitals revealed that KS practice among 

healthcare workers was 73% (Alhalhoul et al., 2013). As indicated by different studies from 

Ethiopia, KS practices of health professionals rages from (17.7% at Felege Hiwot Hospital to 

53.95% in Hawasa selected public hospitals) due to several factors (Amezenech, 2014). 

Andualem et al. (2013) opined that in hospitals of resource limited countries, knowledge and 

experience sharing are poorly practiced. The absence of this essential issue in hospitals is the 

main cause for the presence of various medical errors such as severe injury, miss diagnosis, 

wrong treatment, increased multidrug resistance and unexpected deaths. In most of the 

healthcare institutions healthcare providers simply work by referring to their handouts and 

remembering their school trainings (Andualem et al., 2013). Knowledge sharing is not taken as 

strategic part of work process due to the fact that KS in healthcare sector is at infancy stage. 

Previous studies conducted in Ethiopia indicated lower level of KS practices among health 

professionals due to several reasons that include: lack of opportunity for KS, lack of interest to 
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share (openness). The studies also showed that there is lack of formal KS opportunities, lack of 

integrated framework for KS with the hospital work process and lack of infrastructures that help 

to facilitate KS practices. The majority of respondents are not motivated to share knowledge 

and poor management support of the KM activity of the hospital (Asemahagn, 2014; 

Amezenech, 2014).  

Several studies have been conducted on KS practices in Ethiopia for some organizations such 

as Commercial Bank of Ethiopia (Temtim, 2014), Nile basin initiative (Gebreegziabher and 

Beshah, 2014) and health professional KS practice (Amezenech, 2014) by considering only 

employees but KS in teaching hospital specially in Hiwot Fana Specialized University Hospital 

(HFSUH) and its impact among health professionals and patients have not yet been studied. 

Based on the direct observation of the researcher at HFSUH located in Harar City, the problems 

are related to those reported in the studies by (Mirza, 2009; Asemahagn, 2014; Amezenech, 

2014; Diriba et al., 2016; Dessie, 2017). In HFSUH health professionals share knowledge 

through training, observation and hospital morning sessions, which encompasses doctors or 

specialists. However, the hospital does not have structured framework that comprises of 

different types of healthcare professionals and patients to share their knowledge to provide 

quality care service to patients. The hospital KS practice is not operated in an integrated way, 

not supported by KS supportive infrastructures and there is poor KS practice between different 

departments.   

Worldwide framework for KS in healthcare institution is enabling better and faster access, 

sharing and use of existing knowledge and ideas through linking. Many KMF have been 

developed in other countries of the world to improve KS in healthcare sectors. However, the 

developed frameworks vary from one country to another by the technology used in the hospital 

or healthcare sectors. Therefore, the framework developed for other countries may also, not 

directly be applied in other countries like in Ethiopia without validation. Hence, the main aim 

of this research was to assess and develop KMF for KS in HFSUH in Ethiopia. 

1.3. Research Questions 

The study tries to explore and answered the following research questions: 
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 What is the knowledge management framework in use for knowledge sharing in Hiwot 

Fana Specialized University Hospital?  

 What is the status of current knowledge sharing practice in Hiwot Fana Specialized 

University Hospital? 

 What are the factors that affect current knowledge sharing practices as it relates to 

individual, organizational, technological and moderator factors in Hiwot Fana 

Specialized University Hospital?  

 How to develop knowledge management framework for knowledge sharing practices 

in Hiwot Fana Specialized University Hospital?  

 How to design prototype system for developed knowledge management framework to 

facilitate knowledge sharing practices in Hiwot Fana Specialized University Hospital? 

 To what extent the designed knowledge sharing prototype system is acceptable by 

Hiwot Fana Specialized University Hospital? 

1.4. Objectives of the Study 

1.4.1. General Objective 

The general objective of this research was to assess knowledge sharing practices and identify 

challenges of knowledge sharing practices and develop knowledge management framework for 

knowledge sharing between and /or among health professionals and patients in Hiwot Fana 

Specialized University Hospital in Ethiopia.  

1.4.2. Specific Objectives  

Some of the specific objectives of the study include the following: 

 To identify knowledge management framework in use for knowledge sharing in Hiwot 

Fana Specialized University Hospital. 

 To determine the status of current knowledge sharing practice in Hiwot Fana Specialized 

University Hospital. 

 To identify factors affecting current knowledge sharing practices as it relates to 

individual, organizational, technological and moderating factors in Hiwot Fana 

Specialized University Hospital. 
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 To develop knowledge management framework to facilitate knowledge sharing 

practices in Hiwot Fana Specialized University Hospital.  

 To design prototype system for developed knowledge management framework for 

knowledge sharing in Hiwot Fana Specialized University Hospital. 

 To evaluate the performance of the designed knowledge sharing prototype system and 

its level acceptance in Hiwot Fana Specialized University Hospital. 

1.5. Scope and Limitation of the Study 

In every business organization and healthcare institution knowledge exists in tacit and explicit 

format at individual, group and organization levels. As a result, KM should take places at 

different levels within the organizations. Knowledge management encompasses knowledge 

creation, storage, sharing and application. However, the scope of the study was conducted only 

in the context of KS and limited to those influential factors like individual, organizational, 

technological, moderator and focus to develop KMF that facilitate KS between and /or among 

health professionals and patients in HFSUH. The study didn’t include deploying the prototype 

system and developing the licensing system. This study was geographically limited the study 

population in the HFSUH using inclusion and exclusion criteria because of time constraints and 

resources.  

1.6. Significance of the Study 

Knowledge management framework for KS in the healthcare sector helps to benefit patients, 

health professionals and healthcare sector to deliver quality healthcare (Chen et al., 2011; 

Alhalhoul et al., 2013; Shehira, 2015; Zaher, 2016). This research was conducted to assess and 

develop KMF for KS between and /or among health professionals and patients in HFSUH. This 

study has theoretical and practical contributions. In relation to theoretical contributions, the 

study assessing KMF used for KS in HFSUH, identify the KS practices currently used to 

improve healthcare quality in HFSUH and identifying the challenges that hinder KS practice in 

HFSUH. The study has also practical contributions in terms of developing KMF and prototype 

system to facilitate KS practice among health professionals and between health professionals 

and patient in HFSUH.  
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Developed KMF for KS helps to control infectious diseases in hospitals because of the timely 

action. Moreover, it can minimize human made errors of misdiagnosis and mistreatment by 

doctors, nurses, radiologists, health officers, pharmacists and laboratory technologists to 

patients. In addition to that patients would benefit from developed prototype system by getting 

accurate and quality healthcare service and also reduce the risk of injuries or death due to 

medical error. The hospital also stays competitive or stays on continuous development. 

Moreover, this study also used as a baseline for other researchers as well as policy makers. 

1.7. Operational Definition of Terms in the Study  

Assessment: is action of making investigation or examining on knowledge sharing practice, the 

knowledge management framework used and the challenge that hinder the knowledge sharing 

practice in HFSUH. 

Design prototype system: is making sample system or product to test a concept or process. 

Develop: is a process of making novel or new thing rather than known.   

Health professionals: in this study include doctors, laboratory technicians, radiologists, nurses, 

health officers and pharmacists. 

Individual factors: are factors identified within an individual, including attitudes, knowledge, 

skills and personal characteristics.  

Knowledge management framework: is a framework that provides a guiding structure around 

the understanding, organizing, delivering and disseminating of knowledge that incorporates 

standard processes to use and maintain it over time. 

Knowledge management: is any process or practice of creating, acquiring, capturing, sharing, 

and using knowledge to enhance learning and performance in organizations. 

Knowledge sharing practice: is degree of how often individuals practice knowledge sharing. 

Knowledge sharing: is the process of transferring of knowledge (i.e. Information, skills,    

expertise) from a person to another in organization. 
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Moderator factors: are variable that affects the direction and/or strength of the relationship 

between an independent or predictor variable and a dependent or criterion variable. 

Organizational factors: are factors affecting the performance of organizations. 

Technological factors: are variables that are being used for evaluating available alternatives 

with respect to technological capabilities. 

1.8. Organization of the Research 

The entire part of the thesis was organized in chapters as follows. Chapter one presents the 

background of the study, statement of the problem, research questions, objectives, scope and 

limitation of the study, significance and operational definition of terms. Chapter two presents 

description of study area, the review of the related theoretical and empirical literature. Chapter 

three outlines the methodology whereas chapter four deals with the result and discussion of the 

study. Chapter five was about developing KMF and designing prototype system for the 

developed KMF framework for KS in HFSUH. Finally chapter six presents, summary, 

conclusion and recommendations of the study. 
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CHAPTER TWO 

2. LITERATURE REVIEW 

To begin with brief history or description of HFSUH and why it was selected was described 

clearly and concisely. This chapter reviewed the theoretical and empirical literature related to 

the research problem and an attempt was made to review the concept of knowledge, KM, KMF, 

KS, KS model, definition of vital terms and some empirical studies related to KS. The literatures 

reviewed were systematically and thematically presented. 

2.1. Description of Hiwot Fana Specialized University Hospital in Ethiopia 

The study was conducted in HFSUH which is found in Harar town. It was built in 1947 E.C. 

The Hospital is located 526Kms to the East from the Capital City, Addis Ababa.  It has a bed 

capacity of 157 with 294 rooms to offer different services of the hospital. It has been serving as 

a referral Hospital to the people of Harari Region and also for the nearby Eastern Oromiya and 

Ethiopian Somali Region. On July 14, 2017, the Harari Regional Health Bureau handed over 

the administration and service provision of the hospital to Haramaya University College of 

Health and Medical Sciences and has since been named as HFSUH.  

The researcher preferred to conduct this particular area of study is due to two reasons. In the 

first place, improving healthcare services are now the burning issue for the government and the 

public. Minister of health had been passed the decision to transform the manual KS practices in 

to the modern technology based system. But the knowledge of the employees are scattered and 

is not yet manageable enough. Hence, using KMF is very crucial for HFSUH in order to manage 

the KS easily and create collaborative environment.  

Second, there is the absence of the study in the field of KMF that can facilitate KS in the 

healthcare sectors. Thus, it is such a situation that finally triggered the researcher to conduct a 

research on assessment and development of KMF through collaborative technologies in order 

to facilitate KS practice of the organization which is to be the effective vehicle of enhancing the 

opportunities and reduce the challenges related to organizational knowledge. 
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2.2. Knowledge 

Different scholars defined knowledge in different ways according to their study and discipline. 

Knowledge is essential in everyday work. People usually agree that there is no common 

definition to knowledge. Knowledge defined as skills which is found in people‘s mind, in 

organizational processes, embedded into different artifacts, procedures and stored into different 

media such as print, disks and optical media (Saatcioglu et al., 2012). Furthermore, Temtim 

(2014) defined knowledge as a resources employee should possess to effectively execute their 

tasks.  

2.3. Knowledge Taxonomies 

Knowledge is distinguished from different types. The division of knowledge depends on the 

purpose of an investigation and/or a description. Knowledge can exist in different ways. In 

general, there are two types of knowledge: tacit knowledge and explicit knowledge (Nonaka et 

al. , 1996; Nonaka et al., 2014; Omotaya, 2015).  

2.3.1. Tacit Knowledge  

Nonaka et al. (2014) stated tacit knowledge as knowing more than we can tell or knowing how 

to do something without thinking about it. This highly personal, subjective form of knowledge 

is usually informal. Moreover, Omotaya (2015) postulated tacit knowledge as embrained 

knowledge and is at the ontological dimension in which its explication requires the use of 

metaphors and an extensive process of socialization.  

2.3.2. Explicit Knowledge  

Explicit knowledge is knowledge that can be captured and written down in documents or 

databases. Explicit knowledge is technical and requires a level of academic knowledge or 

understanding that is gained through formal education or structured study (Nonaka et al., 2014). 

Furthermore, Omotaya (2015) postulated that explicit knowledge exists at the epistemological 

dimension where explication is possible using written or coded formats.  

Sharing of tacit knowledge is made possible through networking among those who possess it 

and this is referred to as Communities of Practice.  In this it is importance to note that sharing   
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tacit knowledge is not easy to imitate by competitors so this makes it a crucial source of 

sustainable competitive advantage. Thus, the major concern of organization is the need to 

envelop strategies for the transformation of the tacit knowledge into explicit knowledge so as to 

derive maximum benefit from the organization‘s intellectual capital (Omotaya, 2015).   

2.4. Knowledge Management 

According to Wickramasinghe (2010), KM is defined as an emerging management technique 

that governs the creation, sharing and utilization of knowledge to fulfill organizational 

objectives. It also aimed at solving the current business challenges to increase efficiency and 

effectiveness of core business processes while simultaneously incorporating continuous 

innovation. Also Mwila (2013) defined KM as the process of developing knowledge and 

accumulating it in the organizational capital wherever possible. Moreover, Arshad et al. (2016) 

stated that KM is essentially about getting the right knowledge to the right person at the right 

time.  

2.5. Knowledge Management Components 

According to the leading global KM studies, the major components of KM are people, process 

and technology (Gunjal, 2005). Figure 1 below shows KM components.   

                                              

  Figure 1: Knowledge management components (Gunjal, 2005) 

Knowledge management indicates that people are those who create, share and use knowledge 

and who collectively encompass the organizational culture that nurtures and stimulates KS. The 

biggest challenge in KM is to ensure participation by the people or employees in the KS, 

collaboration and re-use to achieve business results (Gunjal, 2005).  
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According to Gunjal (2005) the process includes standard processes for knowledge-

contribution, content management retrieval, membership on communities of practice and 

implementation projects based on knowledge reuse. Furthermore, Bamgboje-Ayodele and Ellis 

(2015) defined processes as the method to acquire, create, organize, share and transfer 

knowledge.  

Gunjal (2005) referred to technology as often a crucial enabler of KM it can help connect people 

with information and people with each other. These tools typically provide a secure central space 

where employees, customers, partners and suppliers can exchange information, share 

knowledge and guide each other and the organization to better decisions. The most popular form 

of KM technology enablement is the knowledge-portal on the corporate intranet (and extranets 

where customers, partners and/or suppliers are involved). 

2.6. Knowledge Management Processes  

According to Mathew et al. (2012) KM processes increases the importance of knowledge assets 

through cooperation and sharing of the knowledge. This means, KM processes altogether has 

the ability to manage and develop any business organizations intellectual capital. Knowledge 

management processes consists four processing steps: namely, knowledge creation, knowledge 

storage, KS and knowledge application. Figure 2 below show the KM processes. 

 

Figure 2: Knowledge management processes (Mathew et al., 2012) 
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2.6.1. Knowledge Creation 

Knowledge creation process concerned with creating new tacit and explicit knowledge which 

are embedding in organization’s products and work processes after creating (Mkhize, 2015). 

Knowledge creation refers to the development of new organizational expertise and capability. 

Knowledge that originates within individuals or social systems. At the individual level, 

knowledge is created through cognitive processes such as reflection and learning. Through 

social and collaborative processes, the knowledge is created in an organizational setting through 

collaborative interactions and joint problem solving (Mathew et al., 2012). 

2.6.2. Knowledge Storage 

Knowledge storage is the capture and representation of knowledge so that it can be re-used 

either by an individual or by an organization. There are two types of organizational memory: 

internal and external. Internal memory refers to the stocks of knowledge that reside within 

individuals or groups of individuals in an organization. External memory on the hand contains 

codified and explicit organizational knowledge databases (Mathew et al., 2012). In addition, 

Mkhize (2015) stated that knowledge storage or knowledge codification refers to development 

of organizational memory (i.e., stocks of organizational knowledge) and the means for accessing 

its content.  

2.6.3. Knowledge Sharing 

According to Alhalhouli et al. (2014) knowledge that is coming from different sources needs to 

be shared in order that an organization could stay competitive. Knowledge is defined as an 

organized of data, information, skills and expertise used for the purpose of solving new problem 

or making decision. The main objective of KS is to share knowledge within employees of an 

organization or with outside members of the organization.   

Hendriks (1999) stated that KS presumes a relation between at least two parties, one that 

possesses knowledge and the other that acquires knowledge. Knowledge sharing also provides 

a link between individual knowledge workers and organization, where the knowledge resides 

and knowledge attains its (economic, competitive) value. Furthermore, according to Mkhize 

(2015) organizations that wish to facilitate KS between individuals and teams must be cognizant 
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of the type of knowledge involved. Knowledge sharing is done using different means, some of 

which are automatic and some manual, such as training and education, company intranet, 

communities of practice, documentation and news letter.  Figure 3 below shows a simplified 

model of KS. 

 

Figure 3: A simplified model of knowledge sharing (Hendriks, 1999) 

2.6.4. Knowledge Application 

When knowledge is used to make decisions and perform tasks in business organizations, it is 

believed as if it has contributed directly to the organizations best performance. If the knowledge 

discovery, capture and sharing are performed in effective way, there is greater possibility that 

essential knowledge is available for the effective application in decision making and task 

performance (Mathew et al., 2012). Knowledge application is benefited from two processes 

namely directions, which involves the transfer of instruction not the knowledge to make those 

decisions and routines, which is using the knowledge embedded in the rules, guidelines and 

procedures for future tasks to be performed (Mkhize, 2015).  

2.7. Knowledge Management and Information Technology 

Information technology (IT) is an important enabler of many KM initiatives. Information 

technology can support and enable KM in two main ways: (1) it can provide the means for 

people to organize, store and access explicit knowledge and information, such as in best 

practices databases; (2) it can help to connect people with people so that they can share tacit 

knowledge, such as through groupware or video conferencing (Allahawiah et al., 2013).  
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According to Zaher (2016) the key measurements of organizational performance are mainly 

assessed in the IT. Information technology also manages the knowledge itself in the organization 

in terms of accessibility, the extent of accumulation and utilization and how people share this 

knowledge and how ownership is accorded to individuals, so as to reduce knowledge hoarding. 

The IT platforms and tools can facilitate knowledge exchange, knowledge storage and 

accessibility.  

2.8. Knowledge Management in Healthcare Sector 

As organizations, healthcare institutions face similar challenges that many other nonprofit and 

for-profit organizations face as they seek to create, capture, store and share information and 

knowledge among people within the organization. Despite decades of effort by governments 

and nations of the world, there is still much to do in decreasing and eliminating health related 

problems especially in developing countries (Abidi, 2008). According to Sabeeh et al. (2018) 

knowledge is now being seen as the most important strategic resource in healthcare sector and 

the management of this knowledge is considered critical to healthcare sector success. 

Knowledge management can assist healthcare organizations to become viable by giving 

healthcare information context, so that other healthcare providers can extract knowledge and 

not just information (Dwivedi et al., 2003). The aim of healthcare KM is to provide best, timely, 

effective and pragmatic healthcare knowledge to healthcare professionals where and when they 

need it to help them make high quality, well informed and cost effective patient care decisions 

(Abidi, 2008). Knowledge managemnt in healthcare sector is aligning peoples, processes, data 

and technologies to optimize information, collaboration, expertise and experience in order to 

drive organizational performance and growth (Acharyulu, 2011). 

Gebretsadik et al. (2014) stated that organizations working in global health often have two types 

of useful knowledge to share. The first type is knowledge related to the various typical areas of 

health for example, family planning and reproductive health. The second type is knowledge of 

a particular functional area that supports health goals for example; policy and advocacy, 

behavioural change communication or service delivery. The management of this knowledge 

help healthcare sector. In addition, Dessie (2017) postulated that healthcare organizations should 

have the culture of KS practices to make better use of the know-how, experiences and skills of 
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their healthcare professionals. According to Abidi (2008) no one has all the knowledge they will 

need to solve problems that arise in their work. Some answers are known by someone 

somewhere but the solutions have not been articulated or heard. As a result, the healthcare 

workers are enables to implement their best practices and generate new ideas and better 

healthcare quality service can be delivered, KM support to facilitate this activity in healthcare 

sector. 

Effective KM enables the healthcare organizations to reach their goals. In modern health 

care the empowered patients are active partners, whose preferences, needs and values should 

be taken into account. Shared decision making aims at involving the patient and the health 

professionals as equal partners in care (Kansakoski, 2016). 

2.8.1. Knowledge Management in Healthcare Sector of Ethiopia   

Ethiopia is basically a developing country and is densely populated with more than 85% of the 

population living in rural areas. The rate of illiteracy is also very high and as the time passes by, 

the population growth rate is also increasing day by day resulting in the increase of problems 

for healthcare sector also. This requires a strong and effective healthcare sector to take care of 

healthcare problems of the people. Even if there are lot of well trained and qualified 

professionals and some state of the art healthcare centers present and scattered throughout the 

county, but they still lack effective and quality KMF (Gebretsadik et al., 2014; Diriba et al. , 

2016; Dessie, 2017). 

2.8.2. Adoption of Knowledge Management in Healthcare Sector of Ethiopia  

While KM is becoming an established discipline with many applications and techniques, its 

adoption in healthcare has been challenging. Although the growth trend of this sector along with 

implementation of KMF have shown some notable achievements but it is still lacking the 

expectations with respect efficiency and effectiveness (Shehira, 2015; Diriba et al., 2016; Mitiku 

et al., 2016). 
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2.9. Knowledge Sharing 

Knowledge sharing is one of the most important components in KM process. Also considered 

KS as a crucial process between a source and a recipient within organizational setting and as a 

vital means for achieving collective outcomes as part of the work requirements (Hendriks, 1999; 

Dalkir, 2013; Alhalhouli et al., 2014; Gebreegziabher and Beshah, 2014; Mkhize , 2015).  

Moreover, KS is necessary for adapting, extending and creating new knowledge and innovation 

which can result in the establishment of knowledge repository (Mohajan, 2016; Muda and 

Yusof, 2015; Ayodele et al., 2016).  

2.9.1. Knowledge Sharing Model 

Nonaka and Takeuchi (1995) proposed the SECI (Socialization, Externalization, Combination 

and Internalization) model of knowledge conversion to describe the process of interactions 

between explicit and tacit knowledge. In the model knowledge transfer is as a spiral process, 

not cyclical and each mode of transfer operates differently as depicted in figure 4 below. In the 

model the basis of knowledge creation in organizations is continuous interaction (transfer) 

among individuals and continuous conversion from tacit into explicit knowledge (and vice-

versa) by individuals, supported by the group. The knowledge conversion process is represented 

as a spiral, the conversion modes succeeding indefinitely creating new knowledge in the 

organizational environment (Nonaka and Takeuchi, 1995).  

 

Figure 4: The SECI model (Nonaka and Takeuchi, 1995).   
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Socialization –is the process of creating common tacit knowledge through shared experiences. 

In socialization, a field of interaction is built where individuals share experiences and space at 

the same time. Through this process common unarticulated beliefs and embodied skills are 

created and developed. It uses observation, demonstration and apparent ship to share knowledge 

(Nonaka and Takeuchi, 1995). 

Externalization –is the conversion of tacit knowledge into observable knowledge assets. The 

knowledge shared in social settings is documented and converted into explicit knowledge that 

is shared through publicly accessible media (such as articles, books and audiovisual materials). 

Here the tacit knowledge in the brains of experts are articulated and expressed as concepts or 

drawings, thus becoming explicit knowledge (Nonaka and Takeuchi, 1995). 

Combination – is a process of assembling new and existing explicit knowledge into a systemic 

knowledge what commonly occurs is the combination of a newly created concept with existing 

knowledge to produce something tangible (e.g., a new product model). Individuals receive new 

knowledge and combine it with their own experience and former knowledge to expand their 

knowledge base (Nonaka and Takeuchi, 1995). 

Internalization -refers to conversion of explicit and tacit knowledge into personal knowledge. 

This is a process of embodying explicit knowledge to tacit knowledge explicit knowledge is 

shared throughout the organization and then converted into tacit knowledge by individuals. It is 

very much related to learning by doing, for example through; training programs, simulations 

and experiments (Nonaka and Takeuchi, 1995).  

2.9.2. Knowledge Sharing in Healthcare Sector  

Knowledge sharing is the key to healthcare organization for patient care. Once knowledge is 

created there is healthcare quality that results from its sharing because more than one individual 

can use knowledge at the same time and shared knowledge stimulates the creation of new 

knowledge (Ryan et al., 2010). The healthcare sector is a knowledge rich community which 

deals with patients’ lives and wellness. Losing the opportunity of having the right knowledge at 

the right time can lead to medical errors. Therefore, KS is crucial in healthcare sector (Tabrizi 

and Morgan, 2014). 
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Effective knowledge exchange between patient, nurses and physicians is essential in providing 

safe and effective care, as poor communication represents a major etiology of preventable 

adverse events in hospitals. Patients are dying because of poor nurse, patient and physician 

communication in KS (Gunnarsdóttir et al., 2009). Poor KS between healthcare professionals 

has a negative impact on the provision of healthcare and on patient outcomes. The consequences 

reach far beyond stress and frustration levels experienced by professionals; they can result in 

adverse events such as medication errors and failure to rescue patients (Martin et al., 2010).  

Knowledge in healthcare is considered as an essential asset to achieve better results for 

transferring and generating knowledge within a healthcare organization. In modern healthcare 

environments, efficient healthcare referral services are indispensable for the provision of high 

quality, patient centered healthcare services. Healthcare organizations depend on employees’ 

KS behavior to increase their competitive advantage and value. Health information sharing 

between patients and their healthcare providers may improve diagnoses, increase patient 

education and promote self-care (Mohajan, 2016). 

2.9.3. Knowledge Sharing Mechanisms in Healthcare Sector  

Knowledge sharing mechanisms is defined as the formal and informal mechanisms for sharing, 

integrating, interpreting and applying know-what, know-how and know-why embedded in 

individuals and groups that will aid in the performance of organizational tasks. If knowledge is 

shared through personalization mechanism, it is closely tied to the person who developed it and 

shared through direct person-to-person contacts. If knowledge is shared through a codification 

mechanism, knowledge is carefully codified and stored in databases and documents, where it 

can be accessed and used easily by employees in the company. A codification strategy attempts 

to document the parts of experiential knowledge that can be made explicit (i.e. it can be written 

down), thus detaching it from the individual employee and making it available to others in a 

codified form. Other employees who encounter similar situations can refer to and apply this 

document learning experiences whenever appropriate without direct contact to the expert (Boh, 

2007; Karamitri et al., 2017).  

Li‐Ying et al. (2016) identified four mechanisms for sharing of individual knowledge within 

healthcare sector. The first mechanism is contributing knowledge to the hospital databases; in 
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this case every employee contributes their ideas, information and expertise to the hospital 

database. The second is sharing knowledge in formal interactions within or across teams or work 

units or across employees working in different teams, departments and divisions. Meeting is one 

example of sharing knowledge through formal interactions. The third mechanism of sharing 

knowledge is sharing through informal interactions. In this case employees share their 

knowledge with each other through chat, telephone and the like. The final mechanism of KS is, 

establishing community of practices (i.e., voluntary forums created around a particular topic of 

interest). Community of practices enables employees within the hospital to communicate in 

topics of interest. It is informal structure and can be extended beyond hospital boundaries.  

In other study Diriba et al. (2016) postulated various types of mechanisms to share knowledge 

and experiences health professionals showed their preferred way to share knowledge they need 

during work. This author reported that respondents indicated the mechanisms to share 

knowledge in the hospital are/ through face to face interaction encompass (review meeting, 

training, team work, workshop, community of practices) written documentation review, 

telephone and web based application. 

2.10. Knowledge Management Framework  

Knowledge Management framework is IT based systems and they is developed to enhance and 

bring effectiveness in organizational processes of knowledge creation, storage, sharing and 

application. Many KM components depend on IT as core enabler. Current progress in IT 

enhances KM capabilities that were not possible before (Al-Madi, 2017).  Jabar et al. (2014) 

proposed implementation of KMF must be constructed based on a structure which presents plan 

on how to apply KM.  

2.10.1. Knowledge Management Frameworks in Healthcare Sector  

The healthcare sector is characterized by a collective of diverse specialists working in specific 

environments towards a collaborative goal of quality patient care. The poor access of 

knowledge is detrimental to the goals of the healthcare sector to provide quality care using 

innovation to reduce costs and improve patient care. Using KMF can improve performance by 

helping knowledge workers who deal with the fragmented knowledge that exists in medical 
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environments. Knowledge in healthcare sector is derived from patients, clinicians as well as 

external sources. Medical knowledge is highly dynamic, while healthcare sector depend on 

evidence based medicine practice, the inability to share knowledge can be detrimental to the 

achievement of the goals of using innovative therapeutic treatments to provide quality care to 

patients through effectively using the abundant knowledge in the healthcare sector (Zaher, 

2016). 

The ultimate goal of the healthcare sector is to improve patient care in the communities that they 

are service. As shown in figure 5 below, to reach the outcome of effective patient care, 

healthcare providers must access the knowledge about the patient and then use the right 

equipment to manage the patient. Using technology is essential in facilitating this pathway of 

diagnosis and treatment and also to ensure that the flow of information is sustainable and 

traceable so that other practitioners can also be able to follow through. In this way, knowledge 

is shared in an open space (Zaher, 2016). 

 

 Figure 5: Knowledge management framework used in the healthcare sector (Zaher, 2016). 

2.10.2. Knowledge Management Framework for Knowledge Sharing in Healthcare  

 Sector 

A lot of research work has been accomplished regarding KMF in various fields of studies but 

the healthcare sector is still lacking a considerable amount of research and literature with respect 

to effective knowledge management (Arshad et al., 2016). Healthcare is a knowledge driven 

process. Recently, the healthcare sector has begun to deal with the systematic management of 

knowledge. Knowledge management framework can assist healthcare organizations to become 
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viable by giving healthcare information context (Nicolini et al., 2008). Knowledge management 

framework for KS in healthcare sector enhance two ways of communication process that takes 

place among health practitioner and between a patient and health practitioners (Dwivedi et al., 

2003; Mahmood et al., 2012; Alhalhoul et al., 2013; Shehira, 2015; Zaher, 2016).  

2.11. Factors Affecting Knowledge Sharing 

Organizational knowledge is primarily embedded in the minds of the employees and in the 

activities, procedures, routines, processes and norms of the organization (Guzman and Wilson, 

2005). The sharing of both tacit and explicit knowledge is very important for the 

competitiveness of any business organizations including healthcare institutions. However, there 

are barriers that hinder the KS among employees of a given organization. This might be 

classified into three; individual, organizational and technological barriers (Riege, 2005).  

2.11.1. Individual Factors 

The success of any knowledge management depends on the communication among individuals, 

particularly sharing knowledge among the individuals. Knowledge sharing is related to the 

willingness and readiness of individuals to share their knowledge with others. However, 

effective KS among individuals depends on the individual KS behavior. Therefore, organization 

may focus on the individual factors that influence KS behavior of individuals to have successful 

KS initiatives. Trust, awareness, willingness, job satisfaction, and intrinsic factor of motivation 

categorized as individual factor (Noor and Salim, 2011). 

2.11.2. Organizational Factors 

In organization there are many ways to motivate and promote KS. Knowledge exists in 

organizations. However; its existence does not guarantee its utilization and dissemination 

among employees. Organizations that don’t manage their knowledge resources effectively and 

facilitate sharing will have less competitive advantage as compared to organizations that do so. 

Therefore, organizations are required to build and maintain organizational factors that will 

support a KS environment (Alhalhouli et al., 2013). Organizational related factor include, 

administrative support, group interaction and reward and incentives (Hejase et al., 2014). 
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2.11.3. Technological Factors  

Technology is said to be one of the KM infrastructure along with people and processes (Cepeda- 

Carrión, 2011). Chun-zhou et al. (2011) believe that it is necessary to find technical ways in 

order to find, disseminate and utilizing the knowledge. Information technology is usually said 

to be a good way for inter-organizational KS, especially for companies that are dispersed but 

want an environment which motivates people to share information, knowledge and best practice. 

It is also important to note that KM software needs to be integrated into the organizational 

culture, human resource as well as IT infrastructure (Noor and Salim, 2011). Another important 

point is that companies should consider a technology which fits more with their employees and 

the organization (Riege, 2005). Chun-zhou et al. (2011) in their study demonstrated that IT 

infrastructure is one of the important factors which should be considered in implementing KMF.  

2.11.4. Moderating Factors 

On the other hand, organizational socialization process also gets importance in KS process as it 

occurs in a shared social context where different units are linked and interact with one another 

(Coleman, 1990; Tsai, 2001). In addition, the social exchange theory (Blau, 1964) also refers 

this fact and greater socialization leads to more knowledge transfer. Because the informal and 

conducive environment within the organization that brings the employee closer to solve 

problems in organizations more freely and share their views and ideas among themselves lead 

to organizational KS.   

2.12. Related Works  

There are a number of studies conducted internationally and locally in the area of this study. 

The researcher focused on the research works which are appropriate and having direct link with 

this study. Hence, the most related works were reviewed in this section. The concept of 

knowledge and KS was described using different coined terms by previous authors and writers 

in the field. One of the senior researchers in the area described knowledge as a resources 

employee should possess to effectively execute their tasks. Knowledge sharing activities are set 

of tasks that are used to share knowledge between knowledge owners and knowledge seekers 

(Temtim, 2014). 
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According to a descriptive survey conducted by Cheng (2008) in Malaysia on KS practice, 

which studied 400 researchers and officers from 6 research institutes within the National 

Institute of Health (NIH), emphasized on creating a KS environment in an organization requires 

change in corporate culture and KS culture needs to be seen as a positive force towards creating 

an innovative organization. The study revealed lack of teamwork, lack of communication 

channels, and lack of encouragement as hindering factors to KS. Besides lack of skill and 

knowledge, lack of trust to peers is identified to be a major factor for an impediment for 

practicing the culture of KS. Besides the lack of trust towards management is another hindrance 

factor to be considered. On the other hand, respondents in the study did not perceived lack of 

policies and guidelines would hinder KS practices. 

A study conducted by Wai et al. (2009) on KS, barriers to KS and strategies to promote KS in 

an American based multinational company in Malaysia. The results show that most of the 

respondents agreed that there is a KS strategy and there is a growing awareness of the benefit 

of KS in the organization. However, it was worrying to know that 22 percent of the study 

participants responded negatively to the statement that KS is important to the organization. Also, 

27 percent of the respondents were not willing to share knowledge. The study points out that 

the most effective method to promote KS was to link it with rewards and performance appraisal. 

Top management support was also vital to ensure the success of KS in the organization. 

A study conducted by Lee and Hong (2014) on factors affecting employees’ KS intention, KS 

behavior and innovation behavior in South Korea top ranked four university hospitals. They 

used self-administered questionnaires to collect the data for survey study design. In this study 

the researchers categorizes factor influencing KS in to individual factors (incentives, reciprocity, 

subjective norms and behavioral control) and organizational factors (organizational structure, 

administrative support, learning climate, IT systems, rewards systems and trust). Generally, 

reciprocity, behavioral control and trust are factors affecting hospital employees’ KS intention, 

KS behavior and innovation behavior. 

The study conducted by Adem (2010) in Felege Hiwot Referral Hospital on KS among health 

professionals using a facility based cross-sectional study employing both quantitative and 

qualitative methods. The study included a total of 196 health professionals working in the 
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Hospital. The study indicates that there is no frequent KS activities, due to lack of formal and 

informal KS opportunities. The hospital has no ICT infrastructures which help to facilitate KS. 

Due to lack of incentives and poor management support the respondents are not motivated to 

share knowledge. In that study KS opportunity, communication channel, motivation, resource 

allocation and high education were found as an independent predictor of KS practices. The study 

concluded that the hospital management should give attention on implementing mechanisms 

that motivate the staffs and ICT infrastructures that facilitate the KS activities. 

A study conducted by Tirualem (2011) on assessment of KS practices of healthcare 

professionals in hospitals under Addis Ababa Health Bureau conducted a cross sectional study 

using both qualitative and quantitative methods of research. The finding of the study showed 

that job satisfaction, very high level of motivation, extrinsic motivation, use of communication 

channel and presence of KS opportunity were independent predictor of KS and the study 

concluded by pointing out that stake holders should device a way for strengthening KS through 

improving all the hinderers of KS. 

The study conducted by Amezenech (2014) on assessment of KS practices and continuous 

learning commitment of health care professionals in hospitals in Hawassa using both 

quantitative and qualitative methods. The study was conducted in two public hospitals and two 

private hospitals in Hawassa and in order to select the sample population simple random 

sampling technique was used. The study indicated that work experience, willingness, KS 

opportunity and intrinsic motivation were common independent predictors of KS practice in 

public and private hospitals. This researcher reported that there is association between KS 

practice and learning commitment in private hospitals. Therefore, the study concluded that stake 

holders and owners should create a method or a way for strengthen KS practice through 

improving all the hinderers of KS. 

A study conducted by Gebretsadik et al.(2014) on KS practice among healthcare professional 

of public hospitals and its associated factors in Mekelle, northern Ethiopia using cross sectional 

study design and applied simple random sampling technique to select respondents for the study 

after distributing the healthcare professional proportionally to each hospital in Mekelle city. The 

study indicates that motivation to transfer knowledge, salary increment, supportive leadership, 
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KS opportunity were a significant predictor that affects healthcare professional’s KS practices 

in the hospitals under the study. 

A study conducted by Diriba et al. (2016) on the status of KS among health professionals the 

mechanism and tools that foster KS in Assosa Hospital using a cross-sectional study design and 

applied both simple random sampling and purposive sampling to select the study participants. 

The study indicates that the vast majority of the respondents (89%) said that there is no KS 

strategy in Assosa Hospital. As to KS, 73% of the respondents disagreed on healthcare workers 

share their knowledge, work experience and ideas through group discussions, review meetings 

frequently and the participants (59%) said there is no motivational scheme in hospital for KS. 

A study conducted by Dessie (2017) on KS practice and associated factors among healthcare 

workers at public hospitals in North Shoa, Amhara. Knowledge is the most important strategic 

resource and critical to organizational success. However, practices of KS among workers in the 

health institution are poorly practiced. An institutional based cross- sectional quantitative study 

supported with qualitative data was conducted from February 30 to March 30/2016 among 291 

health care workers for the quantitative data and 10 department heads were interviewed for the 

qualitative part. Logistic regression was used to assess the presence of association between 

dependent and independent variables using SPSS at 95% CI and 5% margin of error. The study 

revealed that level of KS among healthcare workers in the selected hospitals was 66.6%. 

Knowledge sharing opportunity, access to technology, familiarizing health care workers to 

technology and trusty relationship were independent predictors for KS practice. The study 

concluded that hospitals should enhance trusting relationship among healthcare workers; create 

KS opportunity; avail technological infrastructure and familiarize health care workers to 

technology to increase KS in the organization. 

Dwivedi et al. (2003) presented an organization current KMF for healthcare institutions, it is a 

holistic and generic KMF for KS that could help the healthcare organizations to navigate the 

difficult change process and assist them in the development of KM strategy. In addition, 

Baskaran et al. (2004) presented a KM model for healthcare towards the key issue of sharing 

knowledge in a tacit-to-tacit mode. The models provide a benchmark in addressing knowledge 

gaps and leverage all available resources. 
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Hussain and Abidi (2005) presented a KMF that allows the automatic linking and mapping of 

contextually and functionally similar medical knowledge that may originates from different 

sources and is represented in diverse modalities to recognize holistic knowledge resources for a 

specific medical problem. Orzano et al. (2008) proposed a theoretical and practical KMF to 

assist healthcare clinicians in managing the practices and quality care to patients through timely 

KS in the sector. 

Buranarach et al. (2009) produced a semantic framework for healthcare knowledge management 

to handle the chronic disease care management. The semantic web framework is planned to 

sustain two chronic care components: clinical information system and decision support. 

Ontology has been used in the framework as a way for knowledge modelling and acquisition 

based of professionals opinion in form of clinical practice guidelines.  

Mahmood et al. (2012) proposed healthcare workflow management and ICT Model process of 

KM involves the ability to identify and capture existing knowledge, create new knowledge and 

transfer existing knowledge throughout the organization, and mainly emphasizes on the flow of 

knowledge from one entity to another. 

Bordoloi and Islam (2012) had developed and evaluate a framework to understand the impact 

of KM in the area of evidence based medicine and interpersonal care. The focus of the 

framework is limited to the effect of KM activities on measuring effectiveness and quality in 

clinical patient care. 

A study conducted by Alhalhoul et al.(2013) on an updated model to enhance KS among 

stakeholders in Jordanian Hospitals using social networks used interview survey and 

interviewed randomly selected five doctors, nurses and pharmacists in government, military and 

private sectors. In this study the researcher’s categorized factor hindering KS in to individual, 

organizational and technological. The individual barriers that hinder stakeholders from sharing 

their knowledge include: a lack of time, past mistakes, experience, and lack of interaction, 

education, ownership and cultural differences. On the other hand, organizational barriers that 

influence the KS are: lack of leadership, shortage of formal and informal spaces to share, 

existing corporate culture, deficiency of company and physical work environment. And the 

technological barriers that impact the KS among stakeholders are: unrealistic expectations of 
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employees, mismatch, and reluctance to use IT systems, lack of communication. Finally, based 

on the finding from the interview survey the researchers developed a conceptual model to reduce 

the barriers faced by stakeholders in the Jordanian hospitals and enhance KS behavior and 

motivate them to share their knowledge with their coworkers. 

The study conducted by Shehira (2015) on a contextual framework for improving KS among 

healthcare professionals at St. Peter’s hospital. The purpose of this project is to explore the 

current KS practice among health professionals so as to propose contextual framework that 

enable to enhance knowledge flow in St. Peter’s Hospital. A self-administered questionnaire 

was distributed to a total of 191 healthcare professionals of St. Peter’s hospital during the data 

collection period and to supplement the quantitative study in-depth interviews with department 

heads was conducted. The quantitative data analyzed using SPSS version 16. Frequency, 

percentage, mean and standard deviation were used to describe the study population and after 

checking the normality of the dependent variable linear regression with 95 % confidence interval 

was used to assess the presence of association between the dependent and independent variable. 

The finding of this study showed that healthcare professionals of St. Peter’s hospital are 

infrequently practicing KS. According to multivariate analysis, the factors that were 

independent predictors of KS are willingness and lack of IT.  

A study conducted by Mitiku et al. (2016) on KM approach and a framework for sharing and 

acquisition of indigenous knowledge of traditional healthcare practices: the case of Horro 

Guduru Wollega Zone, Ethiopia. The study was aimed to investigate KM approach for sharing 

and acquisition of indigenous knowledge of traditional healthcare practice in local communities 

of Horro Guduru Wollega zone, Ethiopia. The study used descriptive analysis style through 

qualitative analysis methodology to gather reliable information regarding the status of sharing 

of indigenous knowledge, acquisition and transmission of indigenous knowledge of traditional 

healthcare practices and therefore the barriers to effective management of indigenous 

knowledge of traditional healthcare practices. The study included respondents from local 

communities and stakeholders. The study included a total of 84 respondents through purposive 

sampling. The study analyzed qualitative information using thematic content analysis. The 

results of the study showed that the local communities shared indigenous knowledge of 

traditional healthcare by using traditional knowledge practices in socio-cultural events. The 
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study was identified some factors like poor KS culture, lack of trusts, political dimensions or 

social status, poor recognition of indigenous knowledge, lack of a close-by library are the 

barriers of effective management of indigenous knowledge of traditional healthcare practices 

within the study community. 

2.13. Conceptual Framework of the Study  

In this study different articles were reviewed to identify the factors that affect KS. These factors 

are adapted from different literatures with some modification that support to answer the research 

objectives.  The conceptual framework of this research is derived from different studies (Riege, 

2005; Cepeda- Carrión, 2006 ;  Wai et al., 2009; Adem ,2010; Noor and Salim, 2011; Tirualem 

, 2011; Chun-zhou et al., 2011; Alhalhouli et al., 2013; Alhalhouli et al., 2014; Hejase et al., 

2014 ; Temtim, 2014; Lee and Hong ,2014; Amezenech ;2014; Gebretsadik et al.,2014; Shehira 

,2015; Diriba  et al. ,2016; Mitiku et al. ,2016) conducted in the area of factors affecting KS 

practice in healthcare sector. The arrows in the diagram show interactions between the variables. 

As depicted in the diagram KS is affected by individual, organizational technological and 

moderating factors. As depicted in figure 6 below moderating factors such as organization 

socialization has influence in the KS practice. Figure 6 below, show the conceptual framework 

of the study. 
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 Figure 6: Conceptual framework to analyze the factor that influence knowledge sharing 
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CHAPTER THREE  

3. METHODOLOGY 

3.1. Research Methodology  

Research methodology is a systematic way to solve a problem. It is a science of studying how 

research is to be carried out (Bist, 2014).  Temtim (2014) also defined research methodology as 

the general framework of the research processes to undertake the research  or  an overall blue 

print of the research process which includes the research paradigm, research procedure, data 

collection instruments, data analysis methods and data interpretation. 

3.2. Research Design 

According to Kumar (2011) research design is a procedural plans that is adopted by the 

researcher to answer questions validly, objectively, accurately and economically. Both cross-

sectional research design and design science research design were used in this research. Cross 

sectional study was carried out from December 2018 to June 2019, using pre designed 

questionnaire to collect both quantitative and qualitative data from hospital. A cross-sectional 

study was selected because it is easier to conduct than longitudinal studies and the researcher 

can collect all the needed data at a single time. In contrast, a researcher who conducts a 

longitudinal study must collect data over a lengthy period. Moreover it helps the researcher take 

smaller sample size and collect the required data within the study period. 

Rogers and Nicolas (1998) suggest that complementarily qualitative and quantitative methods 

have pointed to the need to consider both epistemology and the technical aspects in carrying out 

and resolving tensions. Because of a survey is normally conducted to determine the present 

status of a given phenomenon. The researcher was used cross-sectional study with some 

component employing both quantitative method such as self administered questioners and 

qualitative data collection methods such as interview, observation and document analysis. 

Design science research (DSR) as conceptualized by (Peffers et al., 2007) focuses on the 

creation of innovative, purposeful IT artifact for a special problem domain. Therefore, the 

researcher was used DSR to develop KMF that facilitate KS in HFSUH.  
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3.3. Target Population 

Population refers to the entire group of people, events, or things of interest that the researcher 

wishes to investigate (Sekaran and Bougie, 2016). According to human resource management 

database of HFSUH, December, 2018, the hospital has a total of 945 technical and supportive 

staff, among which, 315 of them were health professionals and 630 were supportive staffs. 

Among 315 heath professional 3 of them retired, 9 of them were out of country for training and 

35 of them were on study leave to upgrade themselves. Therefore totally 268 health 

professionals were active staff in the hospital during data collection. The researcher used a total 

of 268 health professionals (nurses, doctors, radiologists, laboratory technologist, health 

officers, pharmacists) currently working in HFSUH and 36 patients on admission in HFSUH as 

the target populations in this study. Hence the target population of this study, of which sampling 

was done, was 304.  

3.4. Sample Size Determination 

A sample is a subset of the population. Sampling is a process of using a small number of items 

or parts of a larger population to make conclusions about the whole population. Samples give 

the researcher the opportunity to generalize to the population (Singh and Masuku, 2014). Sample 

size can be determined by using different statistical tables and formulas. The researcher used 

sampling formula provided by Yamane (1967) to determine the required sample size respondent 

at 95% confidence level and with 5% level precision. The calculation formula of Taro Yamane 

was presented as follows. 

                 n =
N

1+Ne2                                                                    (Equation1)   

             Where: N =the population size     

                           n = sample size           

E = the level of precision, the level of precision is the range in which the true value of the 

population is estimated to be; it is expressed in percentage points (±5%). Table 1 below, show 

sample size determination formula. 
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 Table 1: Sample size determination formula 

Variables  n = N/ (1 + N (E2)) 

N 304 

E 0.05 

E*E 0.0025 

N(E2) 0.76 

1+ N(E2) 1.76 

n  172.7 ~173 

                
    n= total sample size 

Once the researcher calculated the sample size of the population for the study the next step was 

attempting to calculate the sample size of each strata using stratified sample formula to calculate 

the proportion of people from each group. The total population of the study is categorized under 

seven strata (nurses, doctors, radiologists, laboratory technologist, health officers, pharmacists 

and patients) in HFSUH and the Walpole (1982) formula was used to select respondents from 

each strata. Following the formula provided by Walpole (1982), the sample respondents to be 

selected from each strata as:  

                         ni =
(Ni)n

N
                                        (Equation 2)                             

         Where:  ni= Sample size of the strata required  

                       Ni: Target population in strata 

                        N: Target population  

                        n:  Calculated sample size  

Table 2: Sample size determination from each strata  

Division or Cluster    Population size in strata Sample size in strata 

Pharmacists 46 26 
Nurses 81 46 

Health officers 38 22 

Doctors 32 18 

Radiologists  27 15 

Laboratory technologists  44 25 

Patients 36 21 

                             Subtotal  304 173 
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3.5. Sampling Technique 

For the qualitative study (interview) to include health professionals only those who served as 

the head of the departments were chosen using purposive sampling because the participants are 

people who give inside and detail information about the study topic. Similarly, to include 

patients, the researcher chosen only those patients who were voluntary and on admission in 

HFSUH using purposive sampling. The purposive sampling technique, also called judgment 

sampling, is the deliberate choice of a participant due to the qualities the participant possesses 

(Palinkas et al., 2015). This technique was used with the assumption that the researcher knows 

enough about the population and their characteristics to handpick the sample, as an internal staff 

working in HFSUH and patients on admission on that hospital. 

For the quantitative analysis, stratified simple random sampling technique was used because the 

population are heterogeneous, which are nurses, doctors, radiologists, laboratory technologists, 

health officers and pharmacists currently working in HFSUH and patients on admission in 

HFSUH. Stratified sampling is the probability sampling in which target population is first 

divided into uniform strata and then using simple random sample to select sample (Sekaran and 

Bougie, 2016). In such cases, use of simple random sampling may not provide a representative 

sample of the population. Therefore the researcher opted to divide the population in to relative 

homogenous groups and then samples were selected using simple random sampling technique 

from each group. This approach was selected as it guarantees that every one of the population 

has a chance of being selected. 

3.6. Data Collection Procedure 

The data for this research was collected using an interview, observation and questionnaire. The 

questionnaires were created using suitable questions modified from related research and 

individual questions formulated by the researcher and approved by the advisors. To collect data 

from the respondents, the researcher got official letter from the Department of Information 

Science, Haramaya University, requesting for assistance from institutions (departments) of all 

study site of the study. To collect data for this study permission was obtained from HFSUH and 

then the study was conducted (See Appendix D: Consent Letter from the HFSUH to undertake 

research and to collect data from HFSUH, Ethiopia). The researcher attached a transmittal letter 
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in each questionnaire and Letter of Introduction and Informed Consent Form (See Appendix A). 

The researcher visited the hospital at different times and sought for permission to collect data 

as pertains the different ways discussed in data collection method.  

3.7. Source of Data  

Both primary and secondary source of data were used for this research. Primary data are first-

hand information collected by the researcher from their original sources through various 

methods such as observation, interviewing and questionnaire. Therefore, the primary data for 

this study were collected from 173 respondents through questionnaires and interview from 9 

key informants during data collection. The researcher collected secondary data from documents 

related to exiting KMF for KS at HFSUH and annual report of the hospital. 

3.8. Data Collection Methods 

Based on the research objectives and research design, different kinds of data collection methods 

were used for this research. The goal of data collection is to gain rich data that suits to achieve 

the research objectives. Data collected from two or more sources helps to support and improve 

the quality of the research result (Baral, 2017). The use of questionnaires (quantitative), 

interviews and observation (qualitative) employed in this study were allowed for the collection 

of data from large and varied groups of employees (doctors, radiologists, nurses, laboratory 

technologists, health officers, pharmacists) currently working in HFSUH and patients on 

admission in HFSUH. 

3.8.1. Questionnaire  

The primary data for this research was gathered by using questionnaire. As Sekaran and Bougie 

(2016) and Baral (2017) stated questionnaire is a written list of questions to which the answer 

is recorded by respondents. Questionnaire was used to collect relevant and firsthand information 

from nurses, doctors, radiologists, laboratory technologists, health officers, pharmacists 

currently working in HFSUH and patients on admission in HFSUH. The questionnaire was 

prepared in English. The questionnaire was adapted from related works or articles (Adem,2010; 

Alhalhouli et al., 2013; Alhalhouli et al., 2014; Hejase et al., 2014; Lee and Hong ,2014; 

Amezenech, 2014; Gebretsadik et al. ,2014; Temtim, 2014; Shehira ,2015; Diriba et al. ,2016; 
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Mitiku et al. ,2016; Dessie , 2017; Raey, 2018) and some modifications were done in line with 

the objectives of the research .With the questionnaires, only closed ended questionnaire was 

included. The researcher used questionnaire as the main data gathering instrument because, it is 

easier to handle and simpler for respondents to answer within a short period of time. See 

Appendix Table 2 and 3: Self-administered questionnaires for health professionals and patients 

respectively. The current questionnaires have under gone a lot of editing by experts in research 

methods and evaluation.  

3.8.2. Interview 

According to Baral (2017) interviewing is one of the major primary data collection methods 

from the people. It is any person-to-person interaction between two or more individuals with a 

specific purpose in mind is interview. In this research, head of the departments of each health 

professionals currently working in HFSUH and patients who were voluntary and on admission 

in HFSUH was interviewed about the importance of KS, the current KS practice among health 

professional and between health professional and patient, the factors that affect the current KS 

practices. Most of the functional and non-functional requirements needed for developing the 

KMF were identified using interview guide. The researcher conducted the interview to get 

relevant and appropriate information through face-to-face discussions. See Appendix B: 

Interview questions for head department of each health professionals and patients who is 

voluntary and on admission in HFSUH in Ethiopia. The current interview questions have 

undergone a lot of editing by experts in research methods and evaluation.  

3.8.3. Observation 

Observation is a popular method used as means of data collection. It implies the use of eyes 

rather than of ears and voice (Baral, 2017). The existing KMF for KS, KS practices and the day 

to day activities were observed in order to know the KMF in use for KS, current KS practices 

and factors affecting current KS practices in HFSUH. The researcher’s observation checklist 

was adopted from (Raey, 2018). See Appendix C: Observation checklist for the researcher’s 

data collection. The current observation checklist has undergone a lot of editing by experts in 

research methods and evaluation.  
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3.9. Pre-Test of Data Collection Instrument  

The purpose of a pre-test of data collection instrument was to test its reliability and validity. 

Reliability is the extent to which a procedure yields the same answer time after time. In testing 

reliability, the researcher was interested in knowing if the instrument brings consistency in the 

research. Validity is the degree to which the researcher collects data that reflects the true picture 

of the phenomenon being studied. In measuring the validity, the researcher tested whether the 

instruments collect credible data.  

Prior to final data collection, a pilot study was done to test the questionnaire. It was geared 

towards establishing whether the questions were clear, appropriate, and if there were other 

questions that could be asked. It also helped in testing the language and content of the questions, 

and the length and approach of the interviews. Modifications were then made appropriately on 

the basis of the findings of the pre-test. 10% of the total study sample was used for the pre-test 

exercise. Mugenda and Mugenda (2003) argue that at least a tenth of the total population is 

adequate for a pre-test. Purposive sampling technique was used to identify pre-test subjects. The 

pre-test was done in a neutral location that was not used in the actual field work (Perneger et 

al., 2015).  

The chosen place for the study was Harar General Hospital and was done by distributing 

questionnaire randomly for 15 health professionals and 2 patients, interviewing director of 

HFSUH, one doctor, one patient and one health officer. The responses were then analyzed with 

the view to improve the reliability and validity of the instruments. 

The pre-testing exercise helped in identifying problems in the interview checklist and the 

questionnaire. The major problem was found with the clarity of the questions in the interview 

to the patients, redundancy of questionnaire for health professionals and separation of 

questionnaire for patients and health professionals. Modifications were made appropriately on 

the basis of the suggestions offered and the findings of the pre-test. These modifications include 

removal of questions and addition of some missing points that the researcher felt was redundant, 

separate patient’s questionnaire from health professionals and changing the vocabulary. 
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3.10. Data Quality Management 

A brief orientation was given to the data collectors. The questionnaire was done at first time and 

necessary adjustments done based on the feedback. The completeness and consistency was also 

checked at the site by the researcher. The missing data, outliers, completeness and consistence 

were checked before data analysis. This increases the validity of the research. During data entry, 

data was double entered using the SPSS version 20 by the researcher and experienced data clerk. 

The data entered by two individuals are cross checked and corrected prior to analysis. 

In order to check the internal reliability or consistency the Cronbach alpha was calculated using 

SPSS version 20 (Han and Anantatmula, 2007). According to them the acceptable values of 

alpha value should be at least 0.7. The low value of alpha (<0.70) indicate poor inter-relatedness 

between items and a high value of alpha (> 0.95) may suggest redundancies in the scale items. 

In addition, most research recommended using value of alpha >=0.7. For this study, the alpha 

value is greater than 0.7 was considered as acceptable as some authors consider items whose 

Alpha coefficient is 0.7 and above as reliable and credible (Han and Anantatmula, 2007). Thus, 

the overall Chronbach alpha test value is 0.821 for the total of 39 items which indicated that the 

reliability of all the constructs was exceed the recommended cut-off value (0.7) and there is a 

high consistency among the items. In addition to this, the literature review was assumed to 

support the internal validity of the data.  

3.11. Inclusion Criteria 

The inclusion criterion for this research was nurses, doctors, laboratory technologists, health 

officers, radiologists, pharmacists currently working in HFSUH and patients on admission in 

the HFSUH at time of the research. 

3.12. Exclusion Criteria 

The exclusion criterion for this research was excluding all supportive staff and the health 

professionals on study leave. 
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3.13. Study Variable  

The following dependent, independent and moderating variables were identified based on the 

conceptual framework and are listed below. 

Dependent variable   

 Knowledge sharing   

 Independent variable 

 Trust                                                                Management support                             ICT infrastructure  

 Intrinsic motivation                                         Perceived openness   ICT training     

 Job satisfaction                                              Group interaction                                                                           ICT usage  

 Past mistakes                                                 Organization Structure  Compatibility of ICT tools 

 Awareness                                                     Reward & Recognition    Organizational culture                                  

 willingness                                                    Fear of loss of  personal competitiveness 

Moderating Variable  

 Organization Socialization  

3.14. Methods of Data Analysis 

Data analysis is the process of bringing order, structure and significance to the data collected. 

Data analysis is referred to as a search for answers about relationships among various 

classifications of data (Labani et al., 2017). Data analysis involves critical thinking. The data 

analysis was done after collecting all the data from the respondents. After the quantitative data 

was collected, cleaned, coded and fed to SPSS version 20, then the data was analyzed so as to 

achieve the objectives of the study. The researcher used both descriptive and inferential 

statistical analysis. Text analysis and direct quotation were used as a means of analyzing 

qualitative data obtained responses from interview, observation and data obtained from review 

of documents. Then based on the information obtained from data analysis, generalizations about 

the population were made.  
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3.15. Design Science Methodology 

Design science research focuses on the creation of an innovative, purposeful artifact. Design 

science research is typically applied to categories of artifacts including algorithms, human 

/computer interfaces, design process models and languages (Peffers et al., 2007). Different 

researchers have adopted different design science research process models. The aim of this 

research is to assess and develop KMF to facilitate KS between and /or among health 

professionals and patient in HFSUH. In order to achieve this, the researcher adopted the research 

procedures from Peffers et al. (2007) six guidelines are derived in the building an artifact. 

   

Figure 7: Design science research procedure (Peffers et al ., 2007) 

3.15.1. Problem Identification and Motivation  

Phase I is carried out to identify problems and motivation by understanding the current status 

on the presence of  KMF for KS, current KS practice and factors that hinder KS practice  in 

HFSUH. Cross-sectional research survey method was applied in the study to find out the 

problem, to identify the gaps and to recognize the existing KS practices of HFSUH. As stated 

in chapter one, the current KS practice of HFSUH showed that knowledge is shared via ordinary 

methods like face to face communication, training, observation, hospital morning sessions and 
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in person. This shows that in HFSUH current KS practice is low in different departments. This 

has resulted in creating heterogeneous environment in the hospital. 

3.15.2. Define Objectives of a Solution  

Phase II shows that an attempt is made to creatively solve the problems taking in to consideration 

the existing problems and the existing knowledge. Based on the results of phase I, the study 

proposed solutions to the above problems through creating ways to integrate services from 

different applications, creating a homogenous environment and facilitate KS among the health 

professionals and patients. The major challenges to accomplish this objective are (a) finding the 

document protocol used for KS and finding out the key KS practices in HFSUH.  This gives 

room to study how and what knowledge is needed to meet the proposed objectives. In this phase 

the researcher was proposed the KMF implementation model. The goals are attainable to address 

the current KS practice problems and user requirements or solution to the problems identified 

in phase I. 

3.15.3. Design and Development  

The main goal of developing KMF and designing prototype for it is to facilitate KS practice in 

HFSUH. In this phase relevant KMF design options for HFSUH were identified based on the 

KMF development goals in Phase II. The main artifact of KMF is created based on a series of 

the above two phase (Phase I, Phase II). In the third phase, KMF and prototype of developed 

KMF that facilitate KS was proposed as an artifact to solve the identified problems in phase I.  

3.15.4. Demonstration  

Various development tools have been used in this study, among this Xampp is the software that 

is used to develop the KS prototype. Xampp contains MYSQL database and apache software 

that is compatible with PHP language for system development process. PHP is easy to work 

with, easy to build database and produce fast access website. PHP is easy to learn and adaptable 

scripting language which makes it attractive for development. Another programing language 

used to develop prototype system is HTML, CSS and JavaScript to make attractive, decorative, 

interesting and suitable user interface.  
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3.15.5. Evaluation  

After designing the KS prototype system, its system performance is evaluated to see the 

functionalities of the system followed by user acceptance test so as to evaluate the usability of 

the system. Phase V, focus on to evaluate the prototype from KS perspective to assess and 

measure how well the artifact supports. Evaluation requires the identification of the evaluation 

method and criteria. Many literatures on evaluation of artifact indicate that there is no standard 

technique that can address all evaluation metrics, most companies evaluate the model using one 

of the three approaches: comparing the model to a golden standard established benchmark, 

review the model using human experts and apply the model to the target domain using domain 

data. In this study the researcher used user acceptance test checklist (Appendix Table                                                                                            

4: usability evaluation checklist for KS prototype system). Usability is the degree to which given 

software can be used by specified users to achieve quantified objectives with efficiency and 

effectiveness. 

3.15.6. Communication   

The researcher in phase VI, communicate relevant audiences, such as health professionals, 

researchers and planners on the problem and importance of the artifact to solve problem, utility, 

novelty and effectiveness of artifact. Lastly the conclusion was made about the work.  

Furthermore, the findings have been presented in numerous practitioner oriented outlets, such 

as book chapters and journal article. 

3.16. Ethical Consideration 

Before data collection from the selected sector, the researcher distributed an official letter.The 

purpose of the study was made clear and understandable for all respondents. Any 

communication with the concerned bodies was accomplished at their voluntarily consent 

without harming and threatening the personal and institutional wellbeing. In addition, all 

information obtained from individual respondents was kept confidential. 
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CHAPTER FOUR 

4.  RESULTS AND DISCUSSIONS 

4.1. Results 

Responses for the likert’s scales data were analyzed by using mean. The mean of responses were 

guided by 1.0-1.49 very low or Strongly Disagreed(SD), 1.5-2.49 low or Disagreed(D), 2.5-3.49 

medium or Neutral(N), 3.5-4.49 high or Agreed(A) and 4.5-4.99 very high or Strongly 

Agreed(SA) (Gojeh et al. , 2013; Shiferaw and Jimma , 2015; Roba et al., 2016). 

4.1.1. Proportion of Respondents and Response Rate 

In this study a total of 173 respondents from HFSUH took part. Among the total study 

participants, 21 of them were patients and 152 health professionals. The total number of 

questionnaire distributed was 173. Of the total distributed questionnaires, 167(96.5%) were 

completed and returned back for analyses. Table 3 below, shows the percentage of each category 

of respondents proportionally. 

Table 3: Response rate of samples 

Health Professional Respondents Frequency  Percentage % 

Respondents Profession Pharmacists 26 17.1% 

Nurses 46 30.3% 

Health Officers 21 13.8% 

Doctors 15 9.9% 

Radiologists                                     14 9.2% 

Laboratory technologists                 25 16.4% 

No response 5 3.3% 

Patients respondents 20 95.2% 

No response 1 4.8% 

Grand Total  173 100% 

4.1.2. Socio-Demographic Information for Health Professional Respondents 

This portion of the survey is concerned with background of the respondents to understand the 

employees or respondents who participate in this research. Respondents are requested to fill 

their sex, age, educational level, profession and their years of experiences in the hospital.  
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The table 4 below presents the demographic characteristics of the study participants. 

When we look the respondents’ gender wise male respondents were found to be 85(57.8%) of 

the total sample whereas the remaining 62(42.2%) were female. This shows that more of the 

respondents are male.  

When we see respondents’ by age range 82 (55.8%) respondents are categorized in age range 

between 21 – 30 years, 38(25.9%) in the age range 31-40 years and 18(12.2%) above 40 years. 

Only 9(6.1%) of the respondents are found in the age range of less than or equal to 20. This 

shows that 138 (93.9%) of the respondents are above the age range of 20 years. 

Regarding educational level of the respondents, 79(53.8%) and 27(18.4%) of the respondents 

are Bachelor Degree and Masters Degree holder respectively. While, 20(13.6%), 18(12.5%) and 

3(2.0%) of professionals have specialists, diploma and doctorate (PhD) respectively.  

The majority of the respondents were nurses, which accounts 46(31.3%). Whereas 26(17.7%) 

pharmacists, 25(17.0%) laboratory technologists, 21(14.3%) health officers, 15(10.2%) doctors 

and the remaining 14(9.5%) are radiologists.  

Most of the respondents 69(46.9%) have worked between 1- 3 years and followed by 34(23.1%) 

between 3-5 years. Moreover, 28(19.0%) of the respondents have work experience of more than 

5 years and 10(6.8%) have an experience between 6 months-1 year. Other respondent’s accounts 

6(4.2%) of the respondents with less than 6 months. This shows that 131(89.0%) of the 

respondents of this study are above one year experience in HFSUH, which shows further that 

participants of this study are experienced employees of HFSUH. 
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Table 4: Socio-demographic information for health professional respondents 

No   Variable                Measures Frequency  

 

Percentage (%) 

1. Gender(sex)  

Male  85 57.8% 

Female  

Subtotal 

62 

147 

42.2% 

100.0% 

2. Age (in Year)                   

Less Than or equal 20     9 6.1% 
21-30                 82 55.8% 

31-40    38 25.9 % 

Above 40                                                         18 12.2% 

 Subtotal         147 100.0% 

3. Educational level                              

Diploma                          18 12.2% 

First Degree                79 53.8% 

Masters Degree  27 18.4% 

Specialists 20 13.6% 

Doctorate(PhD)                                     3 2.0% 

 Subtotal                 147 100.0% 

4. Profession       

Pharmacist  26 17.7 % 

Nurse      46 31.3% 

Health Officer   21 14.3% 

Doctor   15 10.2% 

Radiologist      14 9.5% 

Laboratory technologist  25 17.0% 

 Subtotal                                                                147 100.0% 

5. Work Experience       

Less than 6 Months   6 4.1% 

 6 months- 1 Year  10 6.8% 

1 Year- 3 Years   69 46.9% 

3 Years- 5 years              34 23.1 % 

More than  5 Years         28 19.0% 

 Subtotal                                                                                                                               147 100.0% 

4.1.3. Socio-Demographic Information for Patient Respondents 

This part is concerned with background of the respondents to understand the respondents who 

participate in filling the questionnaire for this research. Respondents are requested to fill their 
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sex, age, educational level, job and work experiences. The table 5 below presents the 

demographic characteristics of the study participants. 

When we look the respondents’ gender wise male respondents were found to be 12(60.0%) of 

the total sample whereas the remaining 8(40.0%) were female. This shows that more of the 

respondents are male.  

When we see respondents’ by age range 10 (50.0 %) respondents are categorized in age range 

between 21 – 30 years, 6(30.0%) in the age range less than or equal to 20 years and 3(15.0%) 

in the age range 31-40 years. Only 1(5.0%) of the respondents are found in the age range above 

40 years. This shows that 14(70.0%) of the respondents are above the age range of 20 years. 

Regarding educational level of the respondents, 5(25.0%) and 4(20.0 %) of the respondents are 

secondary education and diploma holder respectively. While, 3(15.0%), 3(15.0 %) and 3(15.0 

%) having primary education, first degree and illiterate respectively. The remaining 2(10.0%) 

are master and above. This shows that 17(85.0%) of the respondents are educated.  

In terms to the job, majority of the respondents is comprised from other professions, which 

accounts 17(85.0%). Whereas 3(15.0%) of the respondents are from health professionals. This 

shows 17(85.0%) of the respondents are from other professions. 

Most of the respondents 14(70.0%) had worked ≤10 years. The remaining 6(30.0%) of the 

respondents are >10 years work experiences. This shows that 14(70.0%) of the respondents of 

this study are between the age ranges 1-10 years’ experience in work. 

In general, the demographic data indicates that respondents of the survey are educated and 

experienced. 
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Table 5: Socio-demographic information for patient respondents 

No   Variable                Measures Frequency  

 

Percentage (%) 

1. Gender(sex)  

Male  12 60.0% 

Female  

Subtotal 

8 

20 

40.0% 

100.0% 

2. Age (in Year)                   

Less Than or equal 20     6 30.0% 

21-30                 10 50.0% 
31-40    3 15.0 % 

Above 40                                                         1 5.0% 

 Subtotal         20 100.0% 

3. Educational level                              

Primary Education               3 15.0% 

Secondary Education 5 25.0% 

Diploma                               4 20.0% 

First Degree                         3 15.0% 

Masters Degree and above                        2 10.0% 

Illiterate  3 15.0% 

Subtotal                         20 100.0% 

4. Job       

Health professional           3 15.0 % 

Other profession     17 85.0% 

Subtotal    20 100.0% 

5. Work Experience       

≤10 years                             14 70.0% 

 >10 years                                       6 30.0% 

 Subtotal                                                                                                                               20 100.0% 

4.1.4. Computer or Mobile Literacy Skills 

To determine the level of user’s computer or mobile literacy skills questions were asked to the 

health professionals and patients of the HFSUH. The purpose was to determine the level of 

users’ computer or mobile skills to access to essential knowledge and effective use of 

information and communication technologies. Accordingly, the vast majority, 147(88.1%) of 

the respondents’ from the hospital has satisfactory, good, very good or excellent computer or 

mobile literacy skill level. Figure 8 depicts responses from the health professionals & patients. 
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Figure 8: Levels of respondent’s computer or mobile literacy skill 

Reasonable number of the respondent’s computer or mobile literacy skill is good 57(34.1%) 

followed by very good 40(24.0%), excellent 34(20.4%) and satisfactory 16(9.6%) computer or 

mobile skill. A little over 12(7.2%) and about 8(4.7%) of the respondents noted that their 

computer or mobile literacy level is poor and very poor respectively. The Figure illustrates that 

computer or mobile literacy skills of users were good. This implies that the levels of computer 

or mobile literacy skill of users were very capable enough to use the developed KMF to share 

knowledge or they do not face challenge with accessing KMF. 

4.1.5. Presence of Knowledge Management Framework for Knowledge Sharing  

To determine whether health professionals are using KMF for KS in their hospital, questions 

were posed to health professionals in the HFSUH.  Figure 9 below depicts the presence and the 

status of KMF for KS in HFSUH.  

Regarding with presence of organized KMF for KS as one part of daily work process, the vast 

majority 102(69.4%) of the respondents said there is no organized KMF for KS in the hospital. 

However, 45(30.6%) of the respondents said that there is KMF for KS in the hospital. From the 

result it can be concluded that the presence of KMF for KS in HFSUH were not good. 
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 Figure 9: Presence of knowledge management framework for knowledge sharing  

The availability of KMF for KS allows the hospital to effectively share data, information and 

knowledge, procedures and performance reports which enhance avoiding of re-inventing the 

wheel and updating the knowledge of a given organization. The health professional awareness 

on benefit of KMF in hospital to share the knowledge they possess determines the KS activity 

of the hospital. Therefore, assessing the level of awareness on KMF support the hospital is 

important to know the condition and propose KMF.  

To determine whether health professionals are aware of KMF for KS support the hospital and 

thus questions were asked to the health professionals of HFSUH. As depicts in figure 10 below, 

most of the respondents of the hospital are aware that KMF supports the hospital. About 

98(66.7%) of the respondents have high awareness or know how on KMF for KS support the 

hospital and While 49(33.3%) are not aware, and thus it needs attention.  

 

Figure 10: Knowledge management framework support the hospital knowledge sharing  

Yes

No
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To determine whether patients are aware on benefits of KMF for KS in HFSUH, likert’s scale 

type questions were asked to the patients of HFSUH. Responses for the likert’s scales data were 

analyzed by using mean.  

A high proportion of the respondents are aware of the benefits of KMF for KS. As presented in 

table 6 below, about 61(76.3%) of the respondents are aware of benefits of KMF for KS during 

patient treatment to deliver quality service. Particularly, 20(25.0%) agreed and 41(51.3%) 

strongly agreed on this aspect. Whereas, 6(7.5%) and 5(6.2%) of the respondents disagreed and 

strongly disagreed respectively. However, only 8(10.0%) of the respondents were indifferent. 

Furthermore, the mean value of responses is 4.08 with standard deviation 1.17 that indicate in 

the scope of high level on the benefits of KMF for KS practices.  

Therefore, it is clear that the health professionals of the hospital are aware of the fact that KS 

practices is useful not only to the hospital and health professionals but also to the patients. 

Table 6: Benefits of knowledge management framework for knowledge sharing practices  

 No     Benefits of KMF for KS 
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1 Increased KS among health 

professional. 

F 13 4 1 1 1  

4.35 

 

1.14 

 

A % 65.0 20.0 5.0 5.0 5.0 

2 Increase KS between health 

professionals and patients. 

F 14 3 2 1 0  

4.50 

 

0.89 

 

SA % 70.0 15.0 10.0 5.0 0.0 

3 Increase the ability to deliver 

quality service to patient. 

F 6 8 3 2 1  

3.80 

 

1.15 

 

A % 30.0 40.0 15.0 10.0 5.0 

4 Maximized patient treatment. F 8 5 2 2 3  

3.65 

 

1.50 

 

A % 40.0 25.0 10.0 10.0 15.0 

                                 Subtotal F 41 20 8 6 5  

4.08 

 

1.17 

 

A % 51.3 25.0 10.0 7.5 6.2 

F=Frequency, %= Percent, A=Agree, SA =Strongly Agree 

4.1.6. Knowledge Sharing Practices  

Knowledge sharing is about sharing relevant task (skills, experience) among team members or 
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other peoples and making the shared knowledge reusable. Knowing KS practices of study 

participants helps in determining the states of KS in the hospital and helps in proposing a way 

to improve the KS practices. Five Likert’s scale items containing organizational and individual 

perspectives were posed to health professionals in HFSUH.   

The first item is to check the practices of HFSUH whether it integrates KS as a component of 

its performance evaluation activities or not. Subsequently, 78(53.1%) of the respondents express 

their disagreement that HFSUH does not integrate KS as its performance evaluation activities, 

while 48(32.6%) of the respondents assert the presence of this practice as shown in table 7 

below. Based on this result, more than fifty percent of the respondents agreed on the absence of 

KS integration as a performance evaluation component and the mean value 2.70 with Std. 

Deviation of 1.18 also supports the same result on this point where majority of the employees 

judge the absence of such kind of practice since the mean is below ‘Agree’ value. 

The second item is about the level that HFSUH furnished value to KS. In this case, 70(47.6%) 

of the respondents replied that in HFSUH KS is not highly valued whereas 51(34.7%) of the 

respondents responded as HFSUH gives value to KS as shown in table 7 below. However, still 

large number of respondents judgment 70 (47.6%) implication is similar to the mean value 

2.81with Std. Deviation of 1.23. 

The third item is about retention of highly skilled and experienced staffs’ tacit knowledge. As 

illustrated in table 7, the majority 90(61.2%) of the respondents agreed that highly skilled and 

experienced staffs’ tacit knowledge is not captured at time of leaving the hospital for different 

reasons. The remaining 32(21.8%) of the respondents replied skilled and experienced staffs’ 

tacit knowledge is being captured before they leave the hospital. The statistics describes loud 

that there is a big gap in tacit knowledge retention of skilled and experienced staffs before they 

leave the hospital. This Likert’s scale item also has the smaller mean value 2.43 with Std. 

Deviation of 1.10 closer to disagree value that supports the above statistical narrative. 

The fourth item is about KS practices among health professionals in HFSUH. In table 7 below, 

62(42.2%) of the participants share knowledge regularly while 51(34.7%) respondents do not. 

Statistically, it indicates infrequent KS practices among health professionals in HFSUH. The 

mean value 2.98 which is below the value of ‘Agree’ also supports this result. 
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The fifth item is about knowledge repository. Knowledge repository or knowledge-base is one 

of the pervasiveness of an organization’s effort and culture stretched to retain and share 

knowledge to facilitate its office functions. In other words, the point needs proper and effective 

attention. Therefore, as shown in table 7, 69(46.9%) of the respondents testify the absence of 

knowledge-base (repository) while 45(30.6%) give their witness to the implementation of 

knowledge-base (repository) in HFSUH. Moreover, the mean value 2.72 with Std. Deviation of 

1.13 is below the value of ‘Agree’ and denotes that the majority of the employees agree on the 

absence of knowledge-base (repository). 

Table 7: Status of knowledge sharing practice using different variable  
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1 KS as component of  

performance evaluation. 

F  8 40 21 56 22  

2.70 

 

1.18 

 

N % 5.4 27.2 14.3 38.1 15.0 

2 KS is highly valued. F 13 38 26 48 22  

2.81 

 

1.23 

 

N % 8.8 25.9 17.7 32.7 14.9 

3 Knowledge retention.   F 4 28 25 60 30  

2.43 

 

1.10 

 

D % 2.7 19.1 17.0 40.8 20.4 

4 Health professionals often 

share knowledge in HFSUH. 

F 6 56 34 31 20  

2.98 

 

1.14 

 

N % 4.1 38.1 23.1 21.1 13.6 

5 Knowledge repository. F 6 39 33 46 23  

2.72 

 

1.13 

 

N % 4.1 26.5 22.5 31.3 15.6 

 F=Frequency, %=Percent, N= Neutral, D=Disagree 

To determine the frequency of health professional’s participation in KS practices in HFSUH 

using KS mechanisms and tools questions were asked to the health professionals of HFSUH.  

Figure 11 below depicts the frequency of the health professionals participation in KS practices 

, regarding to frequency that health professionals had participated in KS practices with staffs 

and patients, 56(38.1%) of the respondents indicated their agreements that “Sometimes” and 

34(23.1%) “Rarely”, whereas 17(11.6%) and 27(18.4 %) of participants had showed “often” 

and “always” respectively, the remaining 13(8.8%) of the respondents said not participated at 

all.  
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Always = weekly,  Often = monthly, Sometimes= every 3 months, Rarely = every 6 months, Never =not at all 

 Figure 11: Frequency of health professional’s participation in knowledge sharing practices  

4.1.7. Motivation to Knowledge Sharing  

Motivation of health professionals is determinate of their engagement in KS practices to know 

the level of motivation and preferred motivational schema is important. To assess the 

motivational level of respondents towards KS, respondents were asked to rank their level of 

motivation in to very low, low, medium, high and very high. The results are presented in figure 

12 below. Accordingly, most of the respondents of the hospital are not motivated for sharing 

their knowledge. About 38(25.9%) of the respondents have low motivation and 47(32.0%) has 

even very low motivation to participate in the hospital KS activity. This constitutes a total of 

85(57.9%) of the study participants being not motivated to share their knowledge. Whereas, 

24(16.3%) and 13(8.8%) of the respondents were motivated high and very high respectively to 

share knowledge in the hospital. However, only 25 (17.0%) of the respondents are in medium 

motivation. Moreover, the mean of the distribution of responses is found to be 2.44 with Std. 

Deviation 1.33, which is closer to the value of ‘low level’ or ‘Disagree’. In this regard, it is clear 

that most of the staffs are not motivated to share their knowledge. 

 

 

 

Mean 3.07   

Std. Deviation 1.20                                                                                                                                                                                                                                                                                                                          
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Figure 12: Motivation of health professionals to engaged in knowledge sharing practices  

The above result shows that health professionals of the hospital are not motivated to share their 

knowledge for organizational success. To know the reason of demotivation, the respondents are 

further asked for the existence of motivational scheme in the hospital. Figure 13 below depicts 

the presence of motivation scheme for sharing knowledge. Accordingly, 108(73.5%) of them 

responded that there is no motivational scheme whereas 39(26.5%) of the respondents agreed 

on the presence of motivational schema within the hospital. In this regard, it is clear that there 

are no motivational schemes (systems) in the hospital that motivate them when sharing their 

knowledge.  

 

Figure 13: The presence of motivational schemes (system) for sharing knowledge 

To determine preference of motivational schemes respondents were asked what motivational 

schemas motivate them most in order to improve their contribution. As presented in table 8 

below, the largest group of the respondents who participated in the study 122(83.0%) prefer 

Yes

No

Mean 2.44   

Std. Deviation 1.33                                                                                                                                                                                                                                                                                                                          
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monetary incentive at high and very high level with mean value of 4.26 which is ‘agree’. career 

development of their contribution are their next preference, which accounts 112(76.2%) with 

mean value 4.03. Whereas further education 106(72.1%) with mean value 4.0, chance of 

promotion 104(70.8%) with mean value of 3.93 and recognition 90(61.2%) with mean value of 

3.65 are their third, fourth and fifth preference respectively. In this regard, from the result it can 

be concluded monetary incentive is the most preferred than other incentive mechanisms 

followed by career development of contribution, whereas gaining status as expert incentives are 

the least preferred motivational scheme by study participant. 

Table 8: Shows the preference of motivational schemes for sharing knowledge. 

No     Types of motivational 
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1 Monetary Incentives  F  88 34 6 13 6  

4.26 

 

1.14 

 

A % 59.9 23.1 4.1 8.8 4.1 

2 Career Development  F  80 32 5 20 10  

4.03 

 

1.32 

 

A % 54.4 21.8 3.4 13.6 6.8 

3 Chance of Promotion F  82 22 8 20 15  

3.93 

 

1.44 

 

A % 55.8 15.0 5.4 13.6 10.2 

4 Gaining status as expert F 62 28 12 33 12  

3.65 

 

1.42 

 

A % 42.2 19.0 8.2 22.4 8.2 

5 Further Education F 70 36 22 9 10  

4.00 

 

1.22 

 

A % 47.6 24.5 15.0 6.1 6.8 

           Subtotal F 382 152 53 85 53  

3.97 

 

1.31 

 

A % 52.0 20.7 7.2 12.9 7.2 

    F=Frequency, %= Percent, A=Agree  

4.1.8. Mechanisms and Tools that Foster Knowledge Sharing and Practice in Hiwot Fana 

````````Specialized University Hospital  

To share knowledge among health professionals, different mechanisms are being used. 

Knowledge sharing practices can be facilitated through a range of communication channels. 

This research found that whenever possible, on the presence of various types of mechanisms to 

share knowledge and experiences study participants showed their preferred way to share 

knowledge they need during work. Questions were posed to health professionals in HFSUH.  
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As presented in table 9 below, on the presence of various types of mechanisms to share 

knowledge and experiences health professionals showed their preferred way to share knowledge 

they need during work. Respondents indicated the mechanisms to share knowledge in the 

hospital include face to face interaction encompass (morning session 27(18.4%), training 

10(6.8%) review meeting 16(10.9%), team work 13(8.8) %, workshop 9(6.1%), community of 

practices 7(4.8%)), written documentation review 26(17.7%), observation 20(13.6%), using 

telephone 14(9.5%) and using intranet 5(3.4%). 

Table 9: Mechanisms of knowledge sharing and practices in Hiwot Fana Specialized 

   University Hospital  

No  Knowledge Sharing Mechanism Frequency  Percent (%) 

1 Face to face communication 

with colleague 

 

 

 

Morning session             27 18.4% 

Training                                  10 6.8% 

Review meeting 16 10.9% 

Teamwork  13 8.8% 

Work shop  9 6.1% 

Community of practices 7 4.8% 

2 Written documentation review 26 17.7% 

3 Observation  20 13.6% 

4 Using phone  14 9.5% 

5 Using intranet (e-mail, social media, web portal) 5 3.4 % 

                                                                 Subtotal 147  100.0% 

4.1.9. Factors Affecting Knowledge Sharing Practices in Hiwot Fana Specialized 

```````University Hospital 

To examine the main factors affecting hospital KS practices considered for this study, different 

questions were posed to the respondents to identify factors that affect the KS practices in the 

hospital. Accordingly, questions related to individual, organizational, technological and 

moderator factors were asked. Respondents indicated their agreement with the given statements 

about these factors in the hospital. Accordingly, the following findings were obtained and 

presented in table for individual, organizational, technological and moderating factors 

respectively. 
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4.1.9.1. Individual knowledge sharing factors  

In order for the hospital to fully understand factors that affect KS practices at individual level. 

Seven components of individual factors included in the study were: willingness, awareness, past 

mistakes, trust, job satisfaction, intrinsic motivation and fear of loss personal competitiveness. 

1. Willingness 

As presented in table 10 below, the findings showed, the majority of 309 (70.1%) of the 

respondents showed their willingness to share their knowledge with other co-workers while 

working. Particularly, 199(45.1%) agreed and 110(25.0%) strongly agreed on this aspect.  

However, 52(11.8%) and 18(4.1%) of the respondents disagreed and strongly disagreed 

respectively and 62(14.0%) did not make decision. Moreover, the mean of the distribution of 

responses is found to be 3.75 with Std. Deviation 1.06, which are at high level or “Agree”, 

indicating respondents’ agreement on their willingness to share knowledge. Therefore, it can be 

concluded that respondents are willing to share knowledge. 

Table 10: Willingness to knowledge sharing  

No          Willingness to share 
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1 I am willing to share knowledge to 

hospital stakeholder. 

F 32 78 19 13 5  

3.81 

 

0.99 

 

A % 21.8 53.1 12.9 8.8 3.4 

2 I am willing to share knowledge 

with colleague in morning session. 

F 47 71 14 12 3  

4.00 

 

0.97 

 

A % 32.0 48.3 9.5 8.2 2.0 

3 I am willing to get additional 

knowledge skill from colleagues 

required to perform the task. 

F 31 50 29 27 10  

3.44 

 

1.21 

 

N % 21.1 34.0 19.7 18.4 6.8 

                                Subtotal F 110 199   62  52  18  

3.75 

 

1.06 

 

A % 25.0 45.1 14.0 11.8 4.1 

  F=Frequency, %= Percent, A=Agree, N=Neutral 

2. Awareness      
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As presented in table 11 below, the result of the study showed that, high proportion of the 

respondents were aware of the importance of KS. About 452(76.9%) of the respondents were 

aware that KS is important. Particularly, 292(49.7%) agreed and 160(27.2%) strongly agreed on 

this aspect. Whereas, 47(8.0%) of the respondents were indifferent, 56(9.5%) and 33(5.6%) 

disagreed and strongly disagreed respectively. Furthermore, the mean of the distribution is 

found to be 3.83 with Std. Deviation 1.06, which are at high level or ‘Agree’. Therefore, it is 

clear that respondents of the hospital were aware of the fact that KS is helpful not only to the 

hospital but also to the health professionals. 

Table 11: Awareness about knowledge sharing  

No  Awareness  
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1 I am aware of importance of KS 

in daily work. 

F 35 84 12 12 4  

3.91 

 

0.94 

 

A % 23.8 57.1 8.2 8.2 2.7  

2 I am aware of KS help me not 

to repeat mistake. 

F 36 72 7 18 14  

3.67 

 

1.24 

 

A % 24.5 49.0 4.8 12.2 9.5 

3 I know that sharing knowledge 

is one of my duties. 

F 36 55 25 19 12  

3.57 

 

1.22 

 

A % 24.5 37.4 17.0 12.9 8.2  

4 I am aware that of KS would 

help me learn faster. 

F 53 81 3 7 3  

4.18 

 

0.85 

 

A % 36.1 55.1 2.0 4.8 2.0 

                             Subtotal F 160 292 47 56 33    

 % 27.2 49.7 8.0 9.5 5.6 3.83 1.06 A 

   F=Frequency, %= Percent, A=Agree 

3. Past mistakes 

As presented in table 12 below, about, 160(54.5%) of the respondents disagreed on the 

statement: “there is training program for those who made past mistake to minimize the mistake 

and also co-workers of the hospital not blaming for past mistake”. The finding shows that, 

89(30.3%) of the respondents disagreed and 71(24.2%) of the respondents even strongly 

disagree on there is training program for those who made past mistake to minimize the mistake 
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and also co-workers of the hospital not blaming for past mistake, 33(11.2%) were neutral and 

63(21.4%) and 38(12.9%) are agreed and strongly agreed respectively. The mean distribution 

of responses found to be 2.69 with Std. Deviation 1.39 and is in the range of medium level and 

there is a need of improvement in this regard. Thus, it can be said that the absence of training 

program for those who made mistake to minimize past mistake and presence of blaming between 

healthcare workers affect the KS practices in the hospital. 

Table 12: Past mistakes to knowledge sharing                                                  

No  Past mistakes 
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1 There is training program to 

minimize past mistakes.  

F 23 31 8 48 37  

2.69 

 

1.45 

 

N % 15.6 21.1 5.4 32.7 25.2 

2 Co -worker of the hospital not 

blaming for past mistake. 

F 15 32 25 41 34  

2.68 

 

1.32 

 

N % 10.2 21.8 17.0 27.9 23.1 

                         Subtotal F 38 63 33 89 71  

2.69 

 

1.39 

 

N % 12.9 21.4 11.2 30.3 24.2 

  F=Frequency, %= Percent, N=Neutral 

4. Trust 

As presented in table 13 below, the health professionals were asked about mutual trust among 

each other in the hospital with regard to KS. The finding of the study showed that 191(43.3 %) 

of respondents agreed that individual trust each other. Particularly, 127(28.8%) of the 

respondents agreed and 64(14.5%) of the respondents even strongly agreed on there is mutual 

trust among health professionals in hospital when sharing knowledge. However, 101(22.9%) 

and 104(23.6%) of the respondents disagreed and strongly disagreed respectively. Only, 

45(10.2%) were neutral. The mean distribution of responses is 2.88 with Std. Deviation 1.42 

that indicate in the scope of medium level on mutual trust of health professional during KS in 

the hospital and there is a need of improvement in this regard. Hence, nearly half of the 

respondents are not trusting each other to share knowledge. In this regard, it can be said that 

nearly half of the people in the hospital have mutual trust that can enhance KS by creating 



63 

 
 

smooth KS environment. 

Table 13: Health professionals trust one another in knowledge sharing  

  No Trust  
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1 There is mutual understanding 

among staff in the hospital. 

F 14 41 23 42 27   

2.82 

 

1.29 

 

N % 9.5 27.9  15.6 28.6 18.4  

2 I trust knowledge of my co-

workers. 

F 17 49 15 41 25  

2.95 

 

1.33 

 

N % 11.6 33.3 10.2 27.9 17.0 

3 If I got into difficulties at work, 

I know my coworkers would try 

and help me out. 

F 33 37 7 18 52  

2.87 

 

1.64 

 

N % 22.4 25.2 4.8 12.2 35.4 

                        Subtotal F   64 127 45 101 104 

   % 14.5 28.8 10.2 22.9 23.6 2.88 1.42 N  

F=Frequency, %= Percent, N=Neutral 

5. Job satisfaction 

A person who is satisfied with his daily job is more likely to engage in KS than those that are 

not satisfied. Thus an assessment was made to understand the job satisfaction of the respondents. 

The result showed that most of the health professionals are not satisfied in working in the 

hospital. Figure 14 below depicts, about 61(41.5%) and 38(25.9 %) of the respondent are 

unsatisfied and strongly unsatisfied respectively. However 23(15.6%) and 8(5.4%) of the 

respondents satisfied and strongly satisfied respectively with the current job, whereas only 

17(11.6%) are medium satisfaction with the current job. The mean value of responses is 2.33 

with Std. Deviation 1.18, which indicate low level. Therefore, it can be concluded that 

respondents are not satisfied in working in the hospital. The dissatisfaction of health 

professionals in their job affects the KS practices of the hospital. Further assessment was made 

as to why health professionals of the hospitals are not satisfied with their job the response and 

the finding is illustrated in figure 15 below. 
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  Figure 14: Job satisfactions of the respondents 

     

   Figure 15: Causes of job dissatisfaction 

As shown in figure 15 above the major causes of job dissatisfaction are lack of attractive salary 

118 (43.4%) followed by inadequate opportunity for further education and 

training 90(31.10%) as a second cause and lack of rewarded and recognition system 45(16.50%) 

as third cause and corporate culture, 19(7.0%), are the fourth cause that make health 

professionals of HFSUH dissatisfied in their job in the hospital. 

Mean 2.33   

Std. Deviation 1.18                                                                                                                                                                                                                                                                                                                          
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6. Intrinsic motivation  

As presented in table 14 below, the health professionals were asked about intrinsic motivation 

to share knowledge in the hospital. The finding of the study showed that 158(53.7%) of 

respondents agreed that enjoy by helping others through sharing knowledge and their experience 

can improve work efficiency and increase productivity. Particularly, 97(33.0%) of the 

respondents agreed and 61(20.7%) of the respondents even strongly agreed on get intrinsic 

benefit by sharing their knowledge. Whereas, 52(17.7%) and 47(16.0%) of the respondents 

disagreed and strongly disagreed respectively. The remaining, 37(12.6%) were neutral. The 

mean distribution of responses is 3.25 with Std. Deviation 1.38 that indicate the scope of 

medium level on get intrinsic benefit by sharing their knowledge and there is a need of 

improvement in this regard. In this regard, it can be said that nearly half of the people in the 

hospital have get intrinsic benefit by sharing. 

Table 14: Intrinsic motivation to knowledge sharing  

No           Intrinsic motivation  
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1 Getting satisfaction when sharing 

my knowledge to others. 

F 34 45 12 19 37  

3.14 

 

1.54 

 

N % 23.1 30.6 8.2 12.9 25.2 

2 My experience can improve work 

efficiency & increase productivity. 

F 27 52 25 33 10   

3.36 

 

1.21 

 

N % 18.4 35.4 17.0 22.4 6.8  

                               Subtotal F 61 97 37 52 47  

3.25 

 

1.38 

 

N % 20.7 33.0 12.6 17.7 16.0 

 F=Frequency, %= Percent, N=Neutral 

7. Fear of loss of personal competitiveness 

To find out the health professionals perception about fear of loss of personal competitiveness, 

they were asked to give their opinion about the fear of loss of personal competitiveness. The 

results presented in table 15 below show that most of respondents strongly disagreed and 

disagreed for the questions related with, “I would competent with colleagues rather than 
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corporate with them”, “sharing knowledge would reduce my personal competitiveness” and 

“Hoarding knowledge can secure my job” with mean values 2.05, 2.22 and 2.22 and Std. 

Deviation 1.16, 1.29 and 1.29 respectively, which is in the scope of low level or ‘disagreed’. In 

this regard, it is clear that most of the staffs have no fear of personal competitiveness. This 

further show that employees do not have fear of losing power if they share their knowledge. 

Table 15:  The fear of loss of personal competitiveness to knowledge sharing  

No  Fear of loss of  personal         

competitiveness 
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1 I would competent with colleagues 

rather than corporate with them. 

F 11 7 15 59 55   

2.05 

 

1.16 

 

D % 7.5 4.8 10.2 40.1 37.4  

2 

 

Sharing knowledge would reduce 

my personal competitiveness. 

F 5 21 25 47 49  

 2.22 

 

1.29 

 

D % 3.4 14.3 17.0 32.0 33.3 

3 Hoarding knowledge can secure    

my job. 

F 13 17 11 54 52  

 2.22 

 

1.29 

 

D % 8.8 11.6 7.5 36.7 35.4 

                                 Subtotal    F 29 44 51 160 156  

2.16 

 

1.20 

 

D % 6.7 10.0 11.6 36.3 35.4 

  F=Frequency, %= Percent, D=Disagree 

4.1.9.2. Organizational knowledge sharing factors   

In organizational factors, six variables were included which are organizational culture, 

management support, organizational structure, group interaction, reward and recognition and 

perceived openness. 

1. Organizational culture  

As presented in table 16 below, concerning presence of organizational culture that encourage 

KS and discourage knowledge hording habit in the hospital the majority 193(65.7%) of the 

respondents disagreed. Particularly, 114(38.8%) of the respondents disagreed and 79(26.9%) of 

the respondents even strongly disagreed on “in our organization their KS culture and my 

organization encourages new idea & focus learning from failure”. Whereas, 51(17.3%) and 

29(9.9%) of the respondents agreed and strongly agreed respectively. The remaining, 21(7.1%) 
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were neutral. The mean distribution of respondent is 2.45 in the range of disagreement which 

indicates there is no organization culture that encourages employees to share knowledge and 

discourage knowledge hording habit and this needs attention.  

The results showed that the majority of the staffs are willing to share their knowledge for their 

colleagues even though many staff members still believe that employees kept their best ideas 

for themselves. Therefore, the hospital is in a good situation to create a KS environment by 

using willingness of the employees.  

Table 16: Organizational culture to knowledge sharing  

No  Organizational culture  
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1 

 

2 

In our organization their 

knowledge sharing culture. 

F 14 22 19 48 44   

2.41 

 

1.31 

 

D % 9.5 15.0 12.9 32.7 29.9 

My organization encourages new 

idea & focus learning from failure. 

F 15 29 2 66 35   

2.48 

 

1.32 

 

D % 10.2 19.7 1.4 44.9 23.8 

                                 Subtotal F 29 51 21 114 79    

% 9.9 17.3 7.1 38.8 26.9 2.45 1.32 D  

F=Frequency, %= Percent, D=Disagree 

2. Management support  

As presented in table 17 below, the result of the study showed that 119(40.5%) of the 

respondents agreed on the presence of supervisor consult of team members to make decision 

and solve problems and adherence of supervisor order and instruction. Particularly, 86(29.3%) 

of the respondents agreed and 33(11.2%) of the respondents even strongly agreed on in the 

presence of supervisor consult of team members to make decision and solve problem and 

adherence of supervisor order and instruction. Whereas, 75(25.5%) and 83(28.2%) of the 

respondents disagreed and strongly disagreed respectively. The remaining, 17(5.8%) were 

neutral. The mean distribution of respondents is 2.70 with Std. Deviation 1.42 which is in the 

range of medium level and needs an improvement. 
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Table 17: Management support encouragement in knowledge sharing 

No  Management support  
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1 Supervisor consult team members 

to make decision & solve problem. 

F 11 45 4 38 49   

2.53 

 

1.41 

 

N % 7.5 30.6 2.7 25.9 33.3  

2 We have to adhere strictly to our 

supervisors’ order &instructions. 

F 22 41 13 37 34  

2.86 

 

1.43 

 

N % 15.0 27.9 8.8 25.2 23.1 

                                    Subtotal F 33 86 17 75 83  

2.70 

 

1.42 

 

N % 11.2 29.3 5.8 25.5 28.2 

 F=Frequency, %= Percent, N=Neutral 

3. Organizational structure   

As presented in table 18 below, the result of this study revealed that 91(31.0%) of the 

respondents agreed that organization structure is flexible and  adoptable to share knowledge 

easily with other and organization structure is less complexity that facilitates KS and 

169(57.4%) of the respondents disagreed. Particularly, 56(19.1%) and 35(11.9%) of the 

respondents agreed and strongly agreed respectively. Whereas, 77(26.2%) and 92(31.2%) of the 

respondents disagreed and strongly disagreed respectively. The remaining 34(11.6%) were 

neutral. 

Table 18: Organizational structure to knowledge sharing  

No  Organizational structure  
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1 The organization structure is 

flexible and adoptable to KS.   

F 15 27 18 34 53  

2.44 

 

1.40 

 

D % 10.2 18.4 12.2 23.1 36.1  

2 The organization structure is less 

complexity that facilitates KS. 

F 20 29 16 43 39   

2.65 

 

1.41 

 

N % 13.6 19.7 10.9 29.3 26.5 

                              Subtotal F 35 56 34 77 92  

 

 

 

 

 % 11.9 19.1 11.6 26.2 31.2 2.55 1.41 N  

F=Frequency, %= Percent, D= Disagree, N=Neutral 
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From the above table 18, the mean distribution found to be 2.55 with Std. deviation 1.41, it is in 

medium level. From this, we can say that current hospital organization structure is not efficient 

and needs an improvement. 

4. Group interaction  

As presented in table 19 below, concerning the teamwork and collaboration to enhance KS 

between colleagues, the majority 63(42.9%) of respondents agreed that some tasks are 

accomplished through teamwork and collaboration. However, 62(42.1%) of the respondents 

disagreed and 22(15.0%) did not make decision. The mean value of this item is 3.00 with Std. 

Deviation 1.41 and is in the range of medium level of practices of teamwork and collaboration. 

Thus, it can be concluded that the teamwork and collaboration between healthcare workers to 

enhance KS in the hospital is at medium level and there is a need of improvement in this regard. 

Table 19: Group interaction for knowledge sharing  

No  Group interaction  
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1 Certain tasks accomplish 

through group interaction 

and collaboration with 

colleagues. 

  

F 27 36 22 34 28   

3.00 

 

1.41 

 

N % 18.4 24.5 15.0 23.1 19.0  

   F=Frequency, %= Percent, N=Neutral 

5. Reward and recognition 

As presented in table 20 below, the health professionals were asked about reward and 

recognition. The finding of the study showed that 99(33.7 %) of respondents agreed on the 

presence of acknowledgement, recognition, promotion and bonus for the individuals who share 

their knowledge. Particularly, 47(16.0%) of the respondents agreed and 52(17.7%) of the 

respondents even strongly agreed on the presence of acknowledgement, recognition, promotion 

and bonus for the individuals who share their knowledge. However, 94(32.0%) and 84(28.5%) 

of the respondents disagreed and strongly disagreed respectively. Only, 17(5.8%) were neutral. 
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The mean distribution of responses is 2.63 with Std. Deviation 1.49 that indicate in the scope of 

medium level on the presence of acknowledgement, recognition, promotion and bonus for the 

individuals who share their knowledge. Thus, it can be concluded that the presence of 

acknowledgement, recognition, promotion and bonus for the individual who share their 

knowledge is at medium level and there is a need of improvement in this regard. 

Table 20: Reward and recognition to knowledge sharing  

No  Reward and recognition  
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1 There is acknowledgement for 

the individual share knowledge. 

F 21 35 7 45 39  

2.69 

 

1.45 

 

N 
% 14.3 23.8 4.8 30.6 26.5 

2 There is reward like promotion 

for those shares their knowledge. 

F 31 12 10 49 45  

2.56 

 

1.52 

 

N 
% 21.1 8.2 6.8 33.3 30.6 

                               Subtotal F 52 47 17 94 84  

2.63 

 

1.49 

 

N % 17.7 16.0 5.8 32.0 28.5 

F=Frequency, %= Percent, N=Neutral 

6. Perceived openness  

As presented in table 21 below, the health professionals were asked about perceived openness.  

About 132(44.9%) of the respondents agreed on the presence of communication among 

colleagues and supervisor openly explains the purpose of the hospital’s policies, rules and 

expectation. Particularly, 83(28.2%) agreed and 49(16.7%) strongly agreed on this aspect. 

Whereas, 18(6.1%) of the respondents were indifferent, 81(27.6%) and 63(21.4%) disagreed 

and strongly disagreed respectively. Furthermore, the mean of the distribution is found to be 

2.91 with Std. Deviation 1.44, which is at medium level or ‘Neutral’ and which need 

improvement. Therefore, it can be concluded that there is lack of openness among and/or 

between employee and supervisor of the hospital. 
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Table 21:  Perceived openness to share knowledge. 

No  Perceived openness  
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1 Fair and open communication 

among staffs is available to 

improve KS. 

F 32 37 8 42 28  

3.02 

 

1.48 

 

N % 21.8 25.2 5.4 28.6 19.0 

2 My supervisor openly explains 

purpose of hospital’s policies. 

F 17 46 10 39 35  

2.80 

 

1.40 

 

N % 11.6 31.3 6.8 26.5 23.8 

                               Subtotal    F 49 83 18 81 63  

2.91 

 

1.44 

 

N % 16.7 28.2 6.1 27.6 21.4 

   F=Frequency, %= Percent, N=Neutral 

4.1.9.3. Technological knowledge sharing factors 

In technological factors, four variables were included namely, ICT infrastructure, ICT Usage, 

ICT training and compatibility of ICT tools. In table 22: item number 1 -4 represents ICT 

infrastructure, ICT usage, ICT training and compatibility of ICT tools respectively.  

Table 22: Information communication technology usage by health professionals of the hospital 
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Technological factors  
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1 ICT infrastructure is available in the 

hospital. 

F 21 45 13 52 16   

3.02 

 

1.30 

 

N % 14.3 30.6 8.8 35.4 10.9  

2 Health professionals use ICT to 

communicate with colleagues. 

F 14 27 4 59 43  

2.39 

 

1.33 

 

D % 9.5 18.4 2.7 40.1 29.3 

3 There is training regarding health 

professional’s familiarization of ICT. 

F 7 21 29 50 40  

2.35 

 

1.16 

 

D % 4.8 14.3 19.7 34.0 27.2 

4  ICT tools are easily used by health 

professionals in the hospital.  

F 15 29 8 48 47  

2.44 

 

1.38 

 

D % 10.2 19.7 5.4 32.7 32.0 

    F=Frequency, %= Percent, N=Neutral, D=Disagree 
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Concerning on the presence of ICT infrastructure for KS, health professionals were asked about 

ICT infrastructure (item 1 in table 22 above). About 66(44.9%) of the respondents agreed on the 

availability of ICT infrastructure in the hospital.  Particularly, 45(30.6%) agreed and 21(14.3%) 

strongly agreed on this aspect. Whereas, 13(8.8%) of the respondents were indifferent, 

52(35.4%) and 16(10.9%) disagreed and strongly disagreed respectively. Furthermore, the mean 

of the distribution is found to be 3.02 with Std. Deviation 1.30, which are at medium level. 

Therefore, it can be concluded that the availability of ICT infrastructure in the hospital is at 

infant stage and which need improvement. 

Regarding on the usage of ICT for KS, health professionals were asked about ICT usage (item 

2 in table 22 above). About 41(27.9%) of the respondents agreed on the health professionals use 

ICT to communicate with colleagues.  Particularly, 27(18.4%) agreed and 14(9.5%) strongly 

agreed on this aspect. Whereas, 4(2.7%) of the respondents were indifferent, 59(40.1%) and 

43(29.3%) disagreed and strongly disagreed respectively. Furthermore, the mean of the 

distribution is found to be 2.39 with Std. Deviation 1.33, which is at low level or ‘disagreed’. 

From this, we can say that in current hospital systems health professionals not use ICT to 

communicate with colleagues and needs an improvement. 

When posed with a question on presence of ICT training on technology familiarization for KS, 

health professionals were asked about ICT training (item 3 in table 22 above). About 28(19.1%) 

of the respondents agreed on the presence training regarding health professionals familiarization 

of ICT. Particularly, 21(14.3%) agreed and 7(4.8%) strongly agreed on this aspect. Whereas, 

29(19.7%) of the respondents were indifferent, 50(34.0%) and 40(27.2%) disagreed and 

strongly disagreed respectively. Furthermore, the mean of the distribution is found to be 2.35 

with Std. Deviation 1.16, which is at low level’ or disagreed’. From this, we can say that in 

current hospital systems there is no training regarding health professional’s familiarization of 

ICT and needs an improvement. 

Furthermore, health professionals were asked about on compatibility of ICT tools and its 

easiness to access (item 4 in table 22 above). About 44(29.9%) of the respondents agreed on 

ICT tools are easily used by health professionals of the hospital. Particularly, 29(19.7%) agreed 

and 15(10.2%) strongly agreed on this aspect. Whereas, 8(5.4%) of the respondents were 
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indifferent, 48(32.7%) and 47(32.0%) disagreed and strongly disagreed respectively. 

Furthermore, the mean of the distribution is found to be 2.44 with Std. deviation 1.38, which is 

at low level or ‘disagreed’. From this, we can say that currently ICT tools are not easily used by 

health professionals of the hospital and needs an improvement. 

4.1.9.4. Moderating knowledge sharing factors 

As presented in table 23 below, the health professionals were asked about organizational 

socialization. The finding of the study showed that 54(18.4%) of respondents agreed on the 

presence of social interaction between colleague and innovative and collaborative culture that 

health professionals socialize. Particularly, 32(10.9%) of the respondents agreed and 22(7.5%) 

of the respondents even strongly agreed on the presence of social interaction between colleague 

and innovative and collaborative culture that health professionals socialize. However, 

75(25.5%) and 122(41.5%) of the respondents disagreed and strongly disagreed respectively. 

Only, 43(14.6%) were neutral. The mean distribution of responses is 2.23 with Std. Deviation 

1.28 that indicate in the scope of low level or disagreed on the presence of social interaction 

between colleague and innovative and collaborative culture that health professionals socialize. 

Thus, it can be concluded that the presence of social interaction between colleague and 

innovative and collaborative culture that health professionals socialize at low level and there is 

a need of special attention in this regard. 

Table 23: Organizational socialization to knowledge sharing 

No  Organizational 

socialization  
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1 In our hospital there is social 

interaction between colleagues.  

F  7 11 33 34 62    

% 4.8 7.5 22.4 23.1 42.2 2.10 1.17 D 

2 There is innovative and 

collaborative culture that 

health professionals socialize . 

F 15 21 10 41 60    

% 10.2 14.3 6.8 27.9 40.8 2.25 1.38 D 

                    Subtotal F  22 32 43 75 122    

% 7.5 10.9 14.6 25.5 41.5 2.23 1.28 D  

F=Frequency, %=Percent , D=Disagree  
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4.1.10. Perception on Knowledge Sharing and Factors Affecting Knowledge Sharing 

 Practices in Hiwot Fana Specialized University Hospital 

To address the perception of health professionals on the KS and factors affecting KS practice in 

HFSUH, the researcher used a One-way ANOVA to determine the mean difference among the 

groups as compared to “between and within groups‟ differences.” The One-way ANOVA was 

used to test the mean difference of the independent variables which included “individual”, 

“organizational” ,“technological” and “moderator “and the dependent variable, namely KS with 

respect to health professional’s perception.  

The findings showed that the decision based on One-way ANOVA result determined the 

significant difference among the groups as compared to between and within groups differences 

accordingly, out of the eighteen (18) KS factors and one (1) dependent variable, ten (10) of them 

were statistically significant and the remaining nine (9) variables were with statistically 

insignificant difference with respect to health professionals perception. 

The one way ANOVA analysis on the dependent, independent and moderating variable with 

respect to health professional’s perception showed that from the 19 items, ten (10) items were 

with a significant difference, which were; KS, awareness, compatibility of ICT tools, 

management support, organizational culture, past mistake, trust, group interaction, ICT training 

and organizational structure. While, the rest nine (9) items on dependent variable and 

independent variable or moderator variable were with no significant difference and they were: 

“Fear of loss of personal competence, intrinsic motivation, job satisfaction, perceived openness, 

willingness, reward and recognition, ICT infrastructure ,ICT usage and organization 

socialization. For detail see Appendix Table 1. 

4.1.11. Bivariant and Multivariant Analysis  

This is processed between the dependent variable, KS and the independent variables of KS 

factors which include: individuals, organizational, technological and moderating to test the 

presence of relationship between the two groups of variables. Moreover, demographic 

information was also examined their association with KS. 

This data analysis covered using Spearman’s correlation coefficient.  Spearman’s correlation  
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coefficient and subsequent significance testing of it requires interval or ratio level or ordinal and 

monotonically related. Two-tailed Spearman’s correlation coefficient rho (ρ), which is non–

parametric in nature and is more robust to outliers than is the Pearson’s correlation coefficient 

“r”. Any relationship or association between two variables should be assessed not only just for 

the strength and direction (as given by the correlation coefficients), but also by whether the 

relationship is “significant” (given by the p value) (Gogtay and Thatte, 2017). In a sample it is 

denoted by 𝑟s and is by design constrained as follows:                                                

                                          −1 ≤ 𝑟s≤ 1 

o Positive values denote positive linear correlation; 

o Negative values denote negative linear correlation; 

o A value of 0 denotes no linear correlation; 

o The closer the value is to 1 or –1, the stronger the linear correlation. 

When r=  ±1, that depicts perfect correlation with the points being in a perfect straight line. 

Therefore, since correlation is an effect size and it can verbally describe the strength of the 

correlation using the guide that Evans (1996) suggests for the absolute value of 𝑟s:  

o .00 -.19 “very weak” 

o .20 -.39 “weak” 

o .40 -.59 “moderate” 

o .60 -.79 “strong” 

o .80 -1.0 “very strong” 

In order to pave the road to analysis, the Likert items were transformed or computed in to mean 

score values using SPSS. Then, a Likert scale variable realized and made ready for statistical 

analysis.  

Generally, a total of 39 Likert items were transformed in to 19 separate Likert scale variables. 

Under KS factors, there are eighteen Likert scale variables with four categories for this analysis 

to test the relationship with the KS variables. 
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As presented in table 24 below, the correlation coefficient results show that the association 

between individual KS factor with KS. All individual KS factors have positive relationship with 

the KS. There is a statistically significant positive relationship between past mistakes and KS 

(rs = .478, p<.01); trust and KS (rs =.326, p<.01); fear of loss of personal competitiveness and 

KS (rs=.290, p<.01); job satisfaction and KS (rs =.278, p<.01); willingness and KS (rs =.239, 

p<.01). There is a statistically significant but very weaker positive relationship between intrinsic 

motivation and KS (rs=.176, p<.05) and awareness and KS (r=.172, p<.05). 

Table 24: Correlation analysis between individual factors and knowledge sharing  

No  Individual factors  Knowledge sharing  

.239** 

.004(sig) 

147 

Decision  

Weakly    

 positive  

association  

1 Willingness to share Correlation Coefficient 

Sig. (2-tailed) 

N 

2 Awareness Correlation Coefficient 

Sig. (2-tailed) 

N 

.172* 

.037(sig) 

147 

Very weak  

positive  

association 

3 Past mistakes Correlation Coefficient 

Sig. (2-tailed) 

N 

.478** 

.000(sig) 

147 

Moderately  

positive  

association 

4 Trust Correlation Coefficient 

Sig. (2-tailed) 

N 

.326** 

.000(sig) 

147 

Weakly    

positive  

association 

5 Job  satisfaction Correlation Coefficient 

Sig. (2-tailed) 

N 

.278** 

.001(sig) 

147 

Weakly     

positive  

association 

6 Intrinsic motivation Correlation Coefficient 

Sig. (2-tailed) 

N 

.176* 

.033(sig) 

147 

Very weak  

positive  

association 

7 Fear of loss of  

personal  

competitiveness  

Correlation Coefficient 

Sig. (2-tailed) 

N 

.290** 

.000(sig) 

147 

Weakly     

positive  

association 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 
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As presented in table 25 below, the correlation coefficient results show that the association 

between organizational factor with KS. All organizational factors have positive relationship 

with the KS. There is a statistically significant positive relationship between group interaction 

and KS (rs =.468, p<.01); management support and KS (rs =.430, p<.01); organizational 

structure and KS (rs =.356, p<.01) ; organizational culture and KS (rs = .284, p<.01) ; reward 

and recognition and KS (rs =.255, p<.01) . There is a statistically significant but very weaker 

positive relationship between perceived openness and KS (rs =.182, p<.05). 

Table 25: Correlation analysis between organizational factors and knowledge sharing  

No  Organizational factors  Knowledge sharing  

.284** 

.000(sig) 

147 

Decision  

Weakly     

positive  

Association 

1 Organizational culture Correlation Coefficient 

Sig. (2-tailed) 

N 
2 Management support Correlation Coefficient 

Sig. (2-tailed) 

N 

.430** 

.000(sig) 

147 

Moderately      

positive  

Association 

3  Organizational  structure                                 Correlation Coefficient 

Sig. (2-tailed) 

N 

.356** 

.000(sig) 

147 

Weakly       

positive  

Association 

4 Group interaction  Correlation Coefficient 

Sig. (2-tailed) 

N 

.468** 

.000(sig) 

147 

Moderately      

positive  

Association 

5 Reward and recognition Correlation Coefficient 

Sig. (2-tailed) 

N 

.255** 

.002(sig) 

147 

Weakly       

positive 

association 

6 Perceived openness  Correlation Coefficient 

Sig. (2-tailed) 

N 

.182* 

.028(sig) 

147 

Very weak  

positive 

association  

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 

As presented in table 26 below, the correlation coefficient results show that the association 

between technological factor with KS. All technological factors have positive relationship with 

the KS. There is a statistically significant positive relationship between compatibility of ICT 
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tools and KS (rs= .479, p<.01); ICT infrastructure and KS (rs =.405, p<.01); ICT training and 

KS (rs =.353, p<.01) and ICT usage and KS (rs =.257, p<.01). 

Table 26: Correlation analysis between technological factors and knowledge sharing  

No  

1 

Technological factors 

ICT infrastructure 

 Knowledge sharing  

 

Decision  

Moderately        

positive 

association 

Correlation Coefficient 

Sig. (2-tailed) 

N 

.405** 

.000(sig) 

147 
2 ICT usage Correlation Coefficient 

Sig. (2-tailed) 

N 

.257** 

.002(sig) 

147 

Weakly       

positive 

association 

3 ICT training Correlation Coefficient 

Sig. (2-tailed) 

N 

.353** 

.000(sig) 

147 

Weakly       

positive 

association 

4 Compatibility of ICT 

tools 

Correlation Coefficient 

Sig. (2-tailed) 

N 

.479** 

.000(sig) 

147 

Moderately      

positive 

association 

**. Correlation is significant at the 0.01 level (2-tailed). 

As presented in table 27 below, the correlation coefficient results show that the association 

between moderating factor with KS. Moderating factor have negative relationship with the KS. 

There is a statistically significant negative relationship between organizational socialization 

and KS (rs= -.246, p<.01). 

Table 27: Correlation analysis between moderating factor and knowledge sharing  

No  

1 

Moderating factor  

Organizational  

Socialization 

                                       Knowledge 

sharing  

Decision 

Weekly     

negative 

association 

Correlation Coefficient 

Sig. (2-tailed) 

N 

-.246** 

.003(sig) 

147 

**. Correlation is significant at the 0.01 level (2-tailed). 

As presented in table 28 below, the correlation coefficient results show that the association 

between demographic information with KS. There is a statistically significant moderately 

negative association between profession and KS (rs = -.531, p<.01); work experience and KS  
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(rs = -.570, p<.01). But, gender, age and educational level does not have association with KS.  

Table 28: Correlation analysis between demographics information and knowledge sharing  

No  Demographic information                  Knowledge sharing  Decision 

Very weak 

positive 

association  

1 

 

Gender  Correlation Coefficient 

Sig. (2-tailed) 

N 

 .104 

.210(not sig) 

 147 

     2 Age  Correlation Coefficient 

Sig. (2-tailed) 

N 

.093 

.262(not sig) 

147 

Very weak 

positive 

association 

3 Educational Level Correlation Coefficient 

Sig. (2-tailed) 

N 

-.032 

.700(not sig) 

147 

Very weak 

negative 

association 

4 Profession  Correlation Coefficient 

Sig. (2-tailed) 

N 

-.531** 

.000 (sig) 

147 

Moderately     

negative  

association 

     5 Work Experience  Correlation Coefficient 

Sig. (2-tailed) 

N 

-.570** 

.000(sig) 

147 

Moderately      

negative  

association 

**. Correlation is significant at the 0.01 level (2-tailed). 

To this end, from the correlation analysis based on principal component analysis all independent 

variables have positive association with the dependent variable. However, profession, work 

experience and moderator variable such as organizational socialization have negative 

association with KS. But, gender, age and educational level are not significant.   

Moreover, regression analysis was performed to enrich the analysis results and increase the 

acceptance of the findings.  Regression analysis is a set of statistical processes for estimating 

the relationships among variables. It focuses on the relationship between a dependent variable 

and one or more independent variables. As indicated in table 29 below, regression results 

showed that the coefficient of R2 is 0.783. This value indicates identified factors that affect KS 

can explain only 78.3 % of the variations/changes of the KS. This value of variance explained 

is considered of high importance considering the social aspects of this study. This implies that 

about 21.7 % of the variation/change is explained by other factors which need further research 

to identify those factors. 
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Table 29: Linear regression model summary  

Model    R R Square   Adjusted R Square          Std. Error of the Estimate 

1 .885a .783 .751                        .63795 

a. Predictors: (Constant), work experience, willingness, ICT infrastructure, Intrinsic motivation, profession, ICT 

usage, organizational culture, reward and recognition, job satisfaction, trust, awareness, perceived openness, ICT 

training, management support, group interaction, fear of loss of personal competence, organizational structure, 

past mistake, compatibility of ICT tools. 

As shown in table 30 below, the acceptability of the model has also checked with ANOVA and 

the model is acceptable and statistically significant at 95% level of confidence. The value of the 

sum of squares for regression is greater as compared to residual. 

Table 30: Acceptability of Model Fitness (ANOVA (a)) 

Model Sum of Squares Df Mean  Square F Sig.                  

1 Regression 186.838 19  9.834 

.407 

24.162 .000b 

Residual 51.686 127   

 Total                  238.525 146    

a. Dependent Variable: Knowledge Sharing 

b. Predictors: (Constant), work experience, willingness, ICT infrastructure, Intrinsic motivation, profession, ICT 

usage, organizational culture, reward and recognition, job satisfaction, trust, awareness, perceived openness, ICT 

training, management support, group interaction, fear of loss of personal competence, organizational structure, 

past mistake, compatibility of ICT tools. 

As illustrated in table 31 below, when organizational socialization was granted as a moderating 

variable. The coefficient determination of R² significantly increases to 0.801. From the 

regression, it was found that the moderator organizational socialization was significant enough 

to be considered as an independent variable. 

Table 31: Regression summary when organizational socialization moderating variable  

Model    R R Square  Adjusted R Square          Std. Error of the Estimate 

1 .895a .801 .769  .61453 

a. Predictors: (Constant), organization socialization, profession, ICT infrastructure, willingness, , intrinsic 

motivation, work experience, ICT usage, organizational culture, reward and recognition, , job satisfaction, trust, 

Awareness, perceived openness,  ICT training, group interaction, management support, organizational structure,  

fear of loss of personal competence, past mistake, compatibility of ICT tools. 
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2.1.12. Patients Perception on Knowledge Sharing in Hiwot Fana Specialized University 

 Hospital   

As presented in table 32 below, more than half, 11 (55.0%), of the respondents reported that 

health professionals share knowledge with patients. About 12(60.0%) of the respondents 

mentioned that KS improve health of patients. the majority 13 (65.0%) of the respondents 

perceived openness to share knowledge and experience. The majority, 17(85.0%) agreed that 

there is no opportunity to share knowledge. About, 18(90.0%) of the respondents agreed on the 

shared knowledge increase accuracy of patient treatments. This study revealed that 16(80.0 %) 

of the respondents had trust on others’ knowledge. In the case of respondents’ willing to share 

their knowledge, the majority, 15 (75.0%) of the respondents stated that they are willing to 

share their knowledge and experience with health professionals. From this, we can say that 

currently KS practices between and or among health professionals and patients in HFSUH is 

limited or low and thus it need attention. 

Table 32: Patient’s perception on knowledge sharing in Hiwot Fana Specialized University 

      Hospital 

No  Variable  Yes       No  

    F % F % 
1. Health professionals share knowledge with you 

 

11 55.0 9 45.0 

2. Knowledge you get improves your health 

 

12 60.0 

 

8 

 

40.0 

 
3. Openess  to share knowledge    

  

13 65.0 

 

7 

 

35.0 

 4. Opportunity to share knowledge 

 

3 15.0 

 

17 

 

85.0 

 5. Shared knowledge increase accuracy of patient treatments 

 

18 90.0 

 

2 

 

10.0 

 6. Trust to share knowledge 

 

16 80.0 

 

4 

 

20.0 

 7. Willingness to share knowledge 

Yes 

 

15 75.0 5 25.0 

   F=Frequency, % =Percent 

2.1.13. Qualitative Data Results 

The researcher also carried out interviews with the HFSUH. The qualitative study was intended 

to supplement the quantitative study. The interviews were conducted with a total of nine (9) key 

informants’ to obtain detail information on the topic. Six of them were drawn from department 

heads of nurses, doctors, radiologists, laboratory technologists, pharmacists and health officers 
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currently working in HFSUH, whereas three of them were drawn from patients who were 

voluntary and on admission in HFSUH.  

The first thematic area forwarded to the interviewees was about KS awareness. All respondents 

replied that they have KS awareness and explained KS by their own way including the 

importance of KS. Knowledge sharing is the processes of giving one’s skill and knowledge for 

others to pave the situation that the person gets the shared knowledge can do the office activities 

in the absence of others. Most of them said that KS differs from department to department and 

form person to person. Respondent also replied they surely understand the importance of sharing 

knowledge and experience by saying that KS will improve the quality of care given to the 

patients which further enhances the states of the hospital, but it is a pity we are not efficiently 

using the potential. 

The second thematic area forwarded to the interviewees was about organizational support on 

the culture of KS and motivational scheme to motivate KS. Respondents have the awareness on 

the important of KS; however, there is no organizational culture in HFSUH to practice KS 

according to all the respondents. Invariably, all replied that HFSUH doesn’t have organizational 

KS practice and systems intended to KS. However, HFSUH doesn’t have a formal KS activity 

as institution except training and foreign training and education. Even the training is not based 

on need and gap assessment. People who took foreign education and training do not cascade the 

knowledge they got abroad in time of return. Moreover, HFSUH does not have rewards and 

recognition scheme to motivate health professionals who are engaged in KS activities. 

The third thematic area was the KS mechanisms implemented or used in HFSUH. In this case 

the respondents agreed on that face to face communication with colleagues is major KS 

mechanism in HFSUH. Next to that health professionals take part in training. Few respondents 

also confirmed that they used phone to share knowledge rarely. Regarding mechanisms to KS 

among health professionals in the hospital and between health professionals and patients, KS is 

undertaken through variety of formal and informal mechanisms including face-to-face 

communication, training, medical document and phone. Respondents were interviewed to 

identify the KS channels they most `commonly use. The result of the interview showed that 

face-to-face done through team discussion with colleagues is one of their preferred and adapted 
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methods to share knowledge from work units or colleagues without fear. One of the interviewee 

revealed that “face-to-face communications like morning session, training, workshops, meeting 

and teamwork discussion in the form of formal ways are the most influential KS and 

communication mechanisms”, whereas patient respondents agreed that in same case we share 

knowledge with health professionals through phone. The patient respondent said that there is no 

other KS mechanism to share knowledge with health professionals of hospital.   

The fourth thematic area is about factors affecting KS in HFSUH. Regarding the KS factors, all 

participants agreed that one obstacle to KS is lack of open communication. The majority of the 

respondents agreed on the communication openness among employees on job related issue 

where as there is lack of openness between employee and heads of the hospital. One respondent 

said that “having a good communication is not considered as a good for a job in our leader. 

When you have coffee you discuss about work but our management does not think it as a good 

opportunity to share knowledge. They think that we are wasting time”. 

Three of the health professionals said that the main existing challenge that prevents us from 

sharing our knowledge effectively is the existing team split. Majority of the respondents agreed 

lack of technology (like Internet) to upgrade our knowledge, lack of interest to share knowledge 

among staffs, lack of willingness to share and gain knowledge form others, lack of self 

confidence in some staffs which will make them not to take part in KS activity, lack structured 

ways of KS like regular meeting between different departments and professions. Patient 

respondents said that the main existing challenge that prevents us from sharing our knowledge 

effectively is that the hospital does not have the way to facilitate KS between patients and health 

professionals. One of health professional explain his idea, good mechanism to share knowledge 

is creating collaborative environment, but this is not available. 

The fifth thematic area is about knowledge retention. This is directly related to KS culture of 

HFSUH. In the previous thematic areas, the respondents support the absence of KS culture in 

HFSUH. Therefore, it confirms that HFSUH does not retain individual knowledge in any kind 

of form.   

The last thematic area is focusing on the possible strategies to overcome the challenges 

enumerated and forwarded by the respondents to improve the current KS challenges in the 
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hospital. The KS encounters several types of factors that are spanning around the individual, 

organizational, technological and moderator factors to the previous discussions. Based on the 

KS factors identified, the respondents proposed several strategies to improve KS practice in 

HFSUH. The respondents said that to improve KS the hospital should create awareness about 

KS, create teamwork relationship, integrate the hospital KS in the day to day operation of the 

hospital, give frequent training in different clinical cases, provide recognition and empowerment 

for those who share their knowledge and facilitating for those who don’t have KS sessions 

departments or professions to start the session and setting KS environment may help to improve 

KS. In addition to this, the hospital should establish the environment that helps patients to share 

knowledge with the health professionals and health professionals share knowledge with their 

colleagues. 

4.2. Discussion    

Healthcare sector is knowledge intensive organization, where sharing knowledge is an important 

to achieve the intended goals and to deliver quality service. This study has tried to assess and 

develop KMF for KS between and /or among health professionals and patients in HFSUH. The 

following findings were made at the analysis, interpretations and results section above and are 

discussed below. 

4.2.1. Major Findings   

Regarding health professionals awareness on KMF for KS support the hospital, 66.7% of the 

respondents have high awareness or know how on KMF for KS support the hospital. This result 

is slower than study conducted in Jordan hospital on an updated model to enhance KS among 

stakeholders in Jordanian hospitals, which was 82.0% of stakeholders in their homes use 

personal computers connect to the hospital internet (Alhalhoul et al., 2013).  

The result of this study indicates that, 40.0 % of healthcare professionals frequently participated 

in the KS practices by sharing their knowledge to those healthcare professionals working 

together, this result is slightly lower than study conducted in public hospitals, Mekelle, Northern 

Ethiopia which was 49.18% of the health care professionals were frequently participated in KS 

practice (Gebretsadik et al., 2014). 
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The result of the present study showed that 42.1% respondents from HFSUH had medium, high 

and very high motivation to share their knowledge to their hospital staff. This figure is smaller 

than studies conducted in Addis Ababa which reveals 60.3% of the participants had medium 

motivation to share their knowledge to their hospital staff (Amezenech, 2014). This may be 

because of the absence of motivational scheme for KS practices with in their hospital. 

The majority (55.8 %) of the health professionals confirmed that they share their knowledge and 

information through face to face communication (morning session, training, review meetings, 

team work, workshops and community of practice). The finding of the study by Asemahagn 

(2014), supports this result because they also found that a face to face KS mechanism was 

67(44.0%), 53(35.0%), 20(13.0%) and 12(8.0%) of the respondents used frequently, sometimes, 

rarely and never to share their knowledge and experiences respectively.  

Identifying factors that encourage or discourage KS practices in organizations in general and 

the hospitals under study in particular; is important to investigate ways to increase the use of 

knowledge that already exists in the hospitals. The factors affecting KS could be categorized 

into three factors: individual, organizational and technological factors (Riege, 2005). However, 

this study examines organization socialization have impact on KS. Hence, this study concluded 

that that organizational socialization is one of the factors that affect KS practices.   

The result of this study show that 76.9% of the hospital participants were aware of the 

importance of KS in their daily works which is slightly lower than the study conducted by 

Shehira (2015) that identified 83.6% participants were aware of the importance of KS in their 

daily works and Dessie (2017) identified 93.3% of the participants were reported to be aware of 

the importance of KS in their daily works. 

The result of this study shows that 71.7% of the hospital participants did not have fear of loss 

of personal competitiveness as a result of KS. The result is higher than the study conducted by 

Amezenech that identified 63.1% participants were have good personality with respect to KS 

for the success of the hospital (Amezenech, 2014).  

In this study 70.1% of the respondents were willing to share and get knowledge from their 

colleagues. In the spearman correlation analysis willingness was found to be an independent 
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predictor of KS practices of health professional in HFSUH. This was slightly greater result than 

the study conducted Hospitals in Hawassa which was (65.0%) of the health professionals 

willingness to share knowledge (Amezenech, 2014).   

In this study 43.3% of the respondents have agreed on the presence of trust among each other, 

which is smaller than the study conducted in Felege Hiwot hospital (Bahirdar) in which 59% of 

the respondents had mutual trust among co-workers (Adem, 2010) and greater than the study 

conducted in Assosa Hospital, in which 40.0% of the respondents have mutual trust (Diriba et 

al., 2016), This shows an improvement in KS. The biggest challenge for hospitals actually lies 

in building an environment in which professional communities can trust each other; otherwise 

they are unlikely to share their knowledge. Trust was found to be one of the major individual 

factors affecting KS.  

Job satisfaction also affects KS. In this study 32.60% of the respondents were satisfied with 

their current job, this was lower than the result of the study conducted in Mekelle in which 

61.61% of the respondents were satisfied (Gebretsadik et al., 2014), but the finding of this study 

was slightly higher than the study conducted in Felege Hiwot hospital (Bahirdar) in which 

26.3% of the respondents were satisfied (Adem, 2010). 

In this study 54.5% of the respondents disagreed tolerance of making mistakes. This was the 

similar result of the study conducted by Tabrizi and Morgan (2014). Tolerance of making 

mistakes also plays a significant role in the KS, especially in healthcare. Since healthcare 

professionals are harshly blamed for errors, they hesitate to report errors. However, if hospitals 

create an environment in which mistakes can be tolerated, professionals will be motivated to 

report errors and learn from them to improve quality services. Therefore, past mistakes are the 

independent predictor of KS.  

Level of reward and recognition was taken as important incentive for health professionals to 

participate in KS practice. Based on the result of the study, 33.7% of respondents strongly agreed 

that reward and recognition for healthcare professionals in organizations can improve the need 

of the employees to practice KS. But in the study conducted in Addis Ababa University reward 

like salary increment was found as a least important incentive of health professionals to 

participate in KS practice. In addition, it was not independent predictor of healthcare 
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professionals in the multivariate analysis in the study in contrast to this study (Tirualem, 2011). 

The organizational factors management support used in this study were found as independent 

predictors in the correlation analysis. Regarding to the management support the result of the 

study showed that; 53.7% of the healthcare professionals agreed as there was no management 

support from their managers that encourages them to participate in KS practices. This result was 

slightly smaller with the result of the same study conducted in the hospitals under Addis Ababa 

health bureau, which was 63.2% of respondents, disagreed with the presence management 

support in hospital that encourages KS practices (Tirualem, 2011).  

Regarding the predictor variable perceived openness, the result of the study revealed that, 44.9% 

of the respondents agreed/strongly agreed on the presence of fair and open communication 

among staffs are available to improve KS within their hospital. The result found in this study 

was smaller than the result of the same study conducted in the governmental hospitals of Addis 

Ababa health bureau, which was 54.0% of the respondents agreed/strongly agreed on the 

availability of fair and open communication among the healthcare professionals in their 

organization. Both management support and perceived openness were not selected as predictor 

variables in the study conducted in Addis Ababa; this difference might be due to the difference 

in study area and study participants. 

In this study 31.0% of the respondents have agreed on the presence of flexible and adoptable 

organization for KS and the organization structure is less complexity that facilitates KS. The 

spearman correlation analysis indicates that organization structure affect KS. The result was 

supported by Shehira. Organizational structure affects KS. Flexible organizational structure 

encourages KS and collaboration across boundaries within the organization, while a rigid 

organizational structure often has the unintended consequence of inhibiting such practices 

(Shehira, 2015). 

The result shows that 42.9% hospital participants reported that there is strong group interaction 

within hospital staff. In the spearman correlation analysis showed that group interaction 

characteristics are an independent predictor of KS practice of health care professionals in 

HFSUH. This result is smaller as compared to the same study conducted in Hospitals in Hawassa 

which was 50.45% by (Amezenech, 2014).   
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Even if ICT is an enabler to KS, the preferred way of transferring any knowledge is through 

face to face communication. The study result showed the frequency of using communication 

channel is very low due to the fact that KS activity is also low in the hospital. The result showed 

the presence ICT infrastructure, ICT usage, ICT training and compatibility of ICT is 44.9%, 

27.9%, 19.1% and 29.9% respectively. All are independent predictor of KS. This result also 

strength the fact that the absence ICT facility like infrastructure and usage affect the KS 

practices of the hospitals as rerported by (Riege, 2005; Adem, 2010; Amezenech, 2014; 

Asemahagn, 2014,Dessie,2017, Diriba et al., 2016, Roba et al., 2016).  

Additionally, this research also investigate organizational socialization was granted as a 

moderating variable. Innovative and collaborative culture is helping health professionals to 

strength there social interaction in the hospital and outside the hospital. An organization’s 

socialization in terms of collaboration can severely affect the KM implementation form KS 

perspective. The coefficient determination of R² significantly increases to from 0.783 to 0.801. 

From the regression, it was found that the moderator organizational socialization was significant 

enough to be considered as an independent variable. This result also strength the fact that 

organizational socialization process also gets importance in KS process as it occurs in a shared 

social context where different units are linked and interact with one another (Coleman, 1990; 

Tsai, 2001).   
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CHAPTER FIVE 

5.  DEVELOPING KNOWLEDGE MANAGEMENT FRAMEWORK    

FOR KNOWLEDGE SHARING 

5.1. Introduction  

The development of the KMF for KS is usually precipitated by the need of the framwork. 

Accordingly, assement was carried out to established the KMF used for KS, current KS practices 

and factors affecting current KS practices in HFSUH. This was done to validate the need KMF 

for KS and to create a link between the needs of the community and the proposed framework. 

The finding showed that most of the respondents were well likely to KMF and shares their 

knowledge mainly through the developed framework. Based on the document protocol used, 

interview result and the findings of the study, the researcher decided to develop the KMF for 

KS among health professionals or between health professionals and patients in HFSUH. 

In healthcare sectors, KMF for KS is networking system that is helpful to solve different KS 

problems. Its main importance is increasing service facility/ organizations efficiency and  

competitiveness by improving the way organization manages its explicit and tacit knowledge 

assets in and outside the organization and at the same time facilitating KS to the health 

professionals and patients on every activity they undertake in relation to healthcare issues.  

Patient centered healthcare is a healthcare paradigm in which patients are actively involved in 

making decisions about their health (Stewart, 2001). In patient-centered healthcare centers, 

patients are seen as experts with respect to their own conditions. Patients collaborate and share 

knowledge with care providers. Care providers provide the clinical care based on both the best 

and most relevant medical and scientific knowledge and on the knowledge they gain from the 

patients (Beveren, 2003). 

Therefore, in patient-centered healthcare centers, in addition to the need for health practitioners 

to access up to date medical knowledge and to share local, contextualized knowledge with each 

other, patients need access to general medical knowledge and need to exchange knowledge with 

health practitioners and possibly with each other (Beveren, 2003).  Moreover, the success of KS 

depends on the organizational KMF. Therefore, identifying the enabling technologies for KS 
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with all the essential components and integrating it to organizational KMF is important to 

address knowledge share limitations of organizations.  

Such as: 

 Narrow the physical gap that exists between individuals. 

 Provide a framework for individuals to improve social relations and develop trust.  

 Provides a common interface and easy navigations to share valuable knowledge resources.  

Therefore, a capable framework with all essential functionalities is important for functioning in 

a broad work environment. The integration of technological solutions is important to support 

KMF activities by providing a single point, easy and timely access to information / knowledge 

as well as facilitating the necessary tools and techniques to easy interaction of communities of 

knowledge workers. Moreover, it can help to efficiently share the vast volume of information 

or knowledge generated in different activities daily.  

The result of this study shows that ICT had statistically significant association and found to be 

independent predictor of KS. So, to support KS among health professionals and between health 

professionals and patients the following framework was proposed by taking into account the 

need for one point access to facilitate KS through the use of Internet for creating a secured KS 

environment, having an integrated inter-departmental KS and the need to create organizational 

memory such as clinical data base to maintain integrated KS. 

According to the respondents, HFSUH has no integrated common IT based KMF that facilitate 

KS activities. Moreover, Employees also have a minimum trend of IT use to share knowledge 

between them. Information technology based KMF must be useful to the purpose and easy to 

use to facilitate KS activities of the hospital.  The benefit of using IT based KM tools is to 

improve the quality of work. Most respondents mentioned that IT based KMF has a great benefit 

to facilitate the process of tacit KS activities. 

The researcher use collaborative technology to build a framework as a means to enable  

capabilities for KS with its advantage of requiring only basic knowledge of computer usage, 

minimized cost, availability of internet and computers have timely updated rich content and 
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interactivity and user openness. The collaborative technology based framework proposed by this 

researcher could be an initial point to design an effective healthcare professional’s KS system, 

but it needs additional functionalities to be customized as healthcare setting needs a controlled 

and secured environment and quality of the knowledge shared should be evaluated continually. 

There are various types of KS platforms in the world like Share Practice and Doximity which 

allows connecting with doctors from all kinds of fields. However  ,these framework  allows not 

only share knowledge among health professionals but also support  to share and access images 

of patient ailments within the network and pave the way in order to discuss them. The currently 

known systems like Doctors Hangout, Nurse Zone and Doc 2 Doc. Even though adopting the 

following prototype systems to our country is possible it will be difficult to blend with the KS 

culture of health professionals in Ethiopia. 

The researcher proposed a framework that increasingly becoming an essential gateway to 

support interaction between individuals which composed of seven layers for which each layer 

have separate application and this makes easier to implement re-usable components for KS in 

HFSUH. The front layer runs on the client side which include first layer which is user layer, 

second layer which is security layer, third layer which is presentation layer and fourth layer 

which is process layer, the back end layer runs on the system which include the fifth layer which 

is the application layer, sixth layer which is knowledge layer and the seventh layer is the storage 

layer. Figure 16 below shows those layers in the framework and their functions. 
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Figure 16: The proposed knowledge management framework for knowledge sharing between 

and /or among health professionals and patients in Hiwot Fana Specialized University Hospital  
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User layer: - is the layer that facilitates interaction with external application or services. The 

developed KS framework has user interfaces mentioned on figure 16 above, which interacts 

with the users of the framework.  

Security layer:- Any framework that facilitate KS must be secure to fulfill the three main 

components of framework security which are confidentiality, integrity and availability, 

therefore to make the developed framework secure, the researcher was used authentication 

mechanism which is giving the user username and password so that no one access the framework 

until registered and get conformation to access the framework , but the authenticated or 

privileged user can get access to the framework.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             

Presentation layer:-It is a layer that the accessed knowledge presented using user interface. 

The user access the integrated knowledge through interface which offers direct and unified 

access to relevant features. As presented in qualitative study, there is no structured and 

integrated ways that facilitate KS. So, considering this the framework interconnects the 

departments to have an integrated knowledge among the health professionals and between 

health professionals and patients. The accessed knowledge in presentation layer support 

decision making this leads improve the hospital healthcare and as final all this make up healthy 

citizens. 

Process layer: - The mechanism emphasizes techniques and processes that are able to users to 

create interaction with the framework. The process layer that make communication between the 

application layer and the presentation layer. At this layer most of applications translates clients 

processing needs from the application layer to presentation layer and brings database responses 

with respect to the knowledge and data need of the user. The system processes using Internet, 

communication tools and search engine.  

Application layer:- All the main functionalities of the KS framework which were mentioned 

on figure 16 above are processed. This layer is used as intermediate between knowledge layer 

and process layer.  This layer accept the user need after the framework is checked for security, 

process the user need and obtain knowledge from knowledge layer by help of collaborative 

technology and send the knowledge to presentation layer, lastly in presentation layer KS take 

place between stakeholders/users need knowledge.  
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Knowledge layer: - In this layer collaborative technology based framework proposed by the 

researcher could be an initial point to design an effective KS among health professionals and 

between health professionals and patients.  In addition, this layer also stores all the knowledge 

to the data base and knowledge based which is linked on the blog, media, resource, question 

answering system, discussion forum and patient archive page and uploaded knowledge from 

knowledge base and database to those listed page.  

Storage layer: - Serve as storage for the knowledge collected in the past stages. Therefore, 

storage layer is viewed as organization memory and retention of knowledge assets. Storage layer 

must have sufficient storage media to accumulate knowledge and prevent valuable expertise 

from disappearing. Also, storage layer importance relies on the viscosity of knowledge to store. 

Storage layer in the above framework helps to store all hospital activity in knowledge base and 

database. In addition, to storing it also helps as input to upload knowledge for blog, media , 

resource, question answering system, discussion forum and archive page 

5.2. Design Prototype System for Proposed Framework 

The prototype is designed based on the requirements gathered from in interview, cross sectional 

survey and the contents which should be incorporated in to a KMF suggested by health 

professionals and patient. As mentioned in demonstration section, the researcher was used 

Xampp software to develop the prototype. The goal of designing this prototype system is to 

facilitate the KS activities of the health professionals and patients, increase efficiency and 

effectiveness of the health professionals and patient within HFSUH. 

5.3. Components of Designed Prototype System 

The designed prototype consists of components like: Home page, Contact us page, media page, 

resource page, discussion forum page, blog page, question and answering page, user registration 

page and login page. In addition to this patient page and health professional’s page also included 

as one part for KS between health professionals and patients. Each page and its components are 

discussed below for the easy understanding and usage of the prototype by the user being 

anywhere inside or outside the compound of the hospital.                                      
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5.3.1. Home Page  

This page is the first page of KS prototype that anyone (user) can login and easily access the 

content whenever he/she open the website. Home Page include widgets to contact us, resource 

page, media page, blog page, question and answering page, discussion forum page, registration 

page, login page and calendar of the year and KS quote. On this page, visitors may find the 

above components / elements of knowledge area that facilitate KS among health professionals 

and between health professionals and patients. The login widget allows each user to get in to 

the page (once they are given privilege), while the registration page allows them to registered 

into the system. The following figure 17 below, illustrates the main home page of KS prototype 

of health professionals and patients of HFSUH.    

 

Figure 17: Home page or over all layout knowledge sharing prototype system  

5.3.2. Contact Us Page   

As its name indicates, the main reason this page is created is to give an alternative address for 

those people who are interested in knowing the real address of the hospital and the department 
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in particular. The address, in addition to for those who visit the hospital in person, the telephone, 

email, postal and fax address is provided on the page. The following figure 18 below, illustrates 

the main contact us page of KS prototype of health professionals and patients of HFSUH.    

 

Figure 18: Contact us page of knowledge sharing prototype system  

5.3.3. Registration Page  

A registration form is a list of fields that a user will input data into and submit to a hospital or 

individual. There are many reasons why you would want a person to fill out a registration form. 

Hospitals use registration forms to sign up customers for subscriptions, services or other 

programs or plans. In this page the user can create there account or registered by their own, once 

registered didn’t have login privileged until the site admin confirm the registration. Once the 

site admin confirmed the user can access any content that are given privileged in the site.  
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Figure 19 : User sign up/ registration page of knowledge sharing prototype system  

5.3.4. Login Page  

The login page authenticates the authorized health professionals, admin and patients who has 

an account for the designed KS prototype system of HFSHU. This page requires username and 

password.  

 
Figure 20: User login page of knowledge sharing prototype system  
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5.3.5. Patient Archive Page  

Once the patients are registered and get confirmation, the patient has the privilege to share their 

knowledge about their health; all the patient information shared with their health practitioner is 

recorded in this page. The patients do not have privilege to access other page like blog, media, 

resource, discussion and question answering page. One of the important components and 

features of the page is allowing professionals access patient archive/record that may help them 

not only engage in the discussion and KS with their colleagues on each patient history/record, 

but also in the follow up of the clients visiting the department. This patient record can only be 

accessed by the admin and health professionals who has a legitimate right to access patient data. 

 

Figure 21: Patients archive page of knowledge sharing prototype system 

5.3.6. Resource Page  

This page or widget is accessible only for health professionals working in HFSUH. To access 

this page the users first registered and get confirmation from site administrator. Once you get 

confirmation in this page any documents published or uploaded on this site/page by the site 

administrator and/or user (those people who has privilege of accessing the page) in soft copy 

can be easily accessed by professionals working in the hospital, regardless of the department 

they are working in. The resources page is designed in a way that it can help users’ access topic 

specific resources including, family planning, research, seminar and others. Resources are 

materials like different modules, guidelines, manuals and others. However resource published 

by user was deleted by site administrator if it is no needed for the hospital.   
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Figure 22: Resource page of knowledge sharing prototype system  

5.3.7. Media Page  

This page or widget is accessible only for health professionals working in HFSUH. This page 

is created in a way that the users of the page should access different audios and/or videos 

uploaded on the page in relation to hospital need. Users with account can upload, download, 

view materials from this specific site page.  

 

Figure 23: Media page of knowledge sharing prototype system  
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5.3.8. Blog Page  

This page or widget is accessible only for health professionals working in HFSUH. The blog 

page allows authorized users to maintain a blog. Blogs are a series of posts that are time stamped 

and are typically viewed by the date as similar to view a journal. Blog entries can be made public 

or private to the site members, depending on which roles have access to view content. The blog 

is usually used when there is a need for a number of blogs, written by different users, running 

on one site. In this page any user can access the content on this site /page blogged by site 

administrator and /or user those people who have privilege of accessing the page can be easily 

accessed, regardless of their department they are working. This page is designed in a way that 

it can blog topic specific resources and any other hospital related material. 

 

Figure 24: Blog page of knowledge sharing prototype system  

5.3.9. Discussion Forum Page 

This page or widget is accessible only for health professionals working in HFSUH. Sharing 

knowledge among health professionals is key in quality healthcare. One means of sharing tacit 

knowledge among employees of a given organization is engaging in discussion forum face to 

face or using different platforms like this page. Therefore, this specific discussion forum page 

plays its role in the KS activity among health professionals working in the hospital. 

Users/professionals with account on this page will easily discuss with other colleagues either on 

the topic they created or titles created by other individuals & replay on other people‘s post. 
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Figure 25: Discussion forum page of knowledge sharing prototype system  

5.3.10. Question Answering Page   

This page or widget is accessible only for health professionals working in HFSUH. This page 

is created in a way that the users of the page can ask any question related to healthcare issues. 

This page allows authorized user to ask the system and get answer for the question given by the 

administrator of the system. 

 

Figure 26: Question answer page of knowledge sharing prototype system  
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5.4. Evaluation of the Knowledge Sharing Prototype System 

For evaluation of the KS prototype system user acceptance testing was used. User testing is a 

technique for confirming that the intended users of the KS prototype system can carry out the 

intended tasks efficiently, effectively and satisfactorily. For this particular KS prototype system 

user test was done which is used to address any significant issues identified and result was 

presented below table 33. Seven users are participated in the testing process and presented with 

eight different questions that the investigator believes will address the user requirement using 

Likert scale evaluation methods. 

Table 33: User test result for knowledge sharing prototype system 

No  Test Questions  SA A N  DA SDA 

1 The system is easy to open and access.  3 3  1  

2 I like the font and the color of the 

interfaces. 

3 2 1 1  

3 There is consistency in the prototype 

interface. 

3 3 1   

4 The system is easy on using different 

functionality in the given privilege. 

3 4    

5 All important content addressed well 

in the interface. 

3 3 1   

6 There is no unnecessary content 

available in the interface. 

2 3 2   

7 The system response time while 

saving searching is acceptable. 

1 3 2 1  

8 After logging out the system do not 

allow to access unprivileged pages.  

3 3   1 

Average result  2.63 3.0  0.88 0.38 0.13 

Average result in percentage  37.46% 42.74% 12.54% 5.41% 1.85% 

   SA=Strongly Agree, A=Agree, N=Neutral, D=Disagree, SDA=Strongly Disagree 

As shown on the table 33 above, the value of the responses was taken based on the Likert scale. 

According to the result of KS prototype system user interface evaluation most of the respondents 

that is 80.20 % strongly agreed and agreed that the KS prototype system has an easy to use, 

secure, all important contents addressed well,  fast access, attractive and clear informational and 

functional explanation regarding the major functionalities of the system. 
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CHAPTER SIX 

 6. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

6.1. Summary  

The main purpose of this study was to assess KS practice and develop KMF for KS among 

health professionals and between health professionals and patients in HFSUH in Ethiopia. To 

this end, basic questions were raised which addressed areas such as presence of KMF for KS in 

the hospital, KS practice , motivation to  KS , KS mechanisms and factors affecting KS.  

In this study data was collected from a total of 173 respondents from HFSUH using stratified 

simple random sampling techniques. Among the total samples 21 of them were patients and 152 

health professionals. Of the total distributed questionnaires, 167(96.5%) were completed and 

returned back for analyses. 

The study shown that most respondents were aware on the importance of KS. Respondent agreed 

that there is no KMF for KS in the hospital and the KS practice is low. In order to assess the 

factors that are contributing to this low KS practice classified the factors as individual, 

organizational, technological and moderating factors such as organizational socialization.  

In comparisons to the previously existing custom and tradition of KS which majorly involved 

the use of written materials like books, audio visual materials and various tools which don’t 

have a fast and easy route of sharing and transferring knowledge among the health professionals 

and between health professionals and patients. The newly developed KMF and designed 

prototype system can enable sharing of different priceless information and knowledge within 

the health sector. The requirements that are used to develop the system are gathered from the 

various health professionals and patients who have been directly influenced by the limited and 

constrained culture of KS. 

Based on the study developed framework and the prototype system modeling was done by the 

use of design science research design procedure. The newly designed prototype system has the 

different functionalities which will provide sharing of the various knowledge domains that are 

found in the medical world. The prototype system can ease the trial towards disseminating and 
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sharing medical knowledge. So that health professional working at hospital irrespective of time 

and healthcare setting could have the same and comparable understanding towards the current 

treatment, policies, guide lines, procedural documents and various administrative directives. 

Patient also shares knowledge with the health professionals about their health.  

6.2. Conclusion  

Based on the findings given above in healthcare organizations KS is the core elements for 

effective implementation of KS practices. As healthcare organizations are knowledge intensive 

organizations thus the knowledge is created by the health professionals and the created 

knowledge interpreted in to the hospital knowledge; this requires effective KMF and KS 

practice. This practice helps to deal with diverse problems, helps to address hospital goals and 

to deliver quality service patients. 

Knowledge sharing is important for hospital, healthcare professionals and patients. Hence, 

sharing knowledge among healthcare professionals will increase job performance and facilitate 

creation of new knowledge which will further help healthcare organization improve the quality 

of healthcare delivery and produce more desirable work outcome. Moreover KS between health 

professionals and patients helps patient to share knowledge with the health professionals about 

their health. 

In this study more than half of the respondents agreed on the absence of ICT and KMF for KS 

in the hospital. The communication channels are vital for proper functioning of KS. The ICT is 

not well developed in the hospital. Vast majority of the health professionals do not have access 

to these technologies. Generally the communication infrastructure is not developed well. The 

only commonly employed channel of communication in the hospital is face to face 

communication. This shows that presence of ICT improves KS and absence will hinder KS 

activity of healthcare professionals. Hence, the researcher has developed KMF and also 

designed prototype system to support KS activities among health professionals and between 

health professionals and patients. 

The newly developed KMF has different functionalities which led to the designing prototype 

system for sharing of various knowledge domains that are found in the hospital.  The designed 

prototype system can ease the efforts towards disseminating and sharing knowledge. Therefore, 
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the presence of KS prototype system increase motivation, group work and trust to their 

knowledge among health professionals and between health professionals and patients.  

Moreover, it can be concluded that the best practice to design organizational culture is to 

motivate employees to change their culture of knowledge hording to KS in order to create a 

good knowledge flow environment in the hospital. 

6.3. Recommendation 

According to the findings of the research, the following recommendations are forwarded for 

health professionals, top manager of hospital and researchers. 

1. Health professionals 

Each health professionals working in the HFSUH should: 

 Make themselves familiar to the current trend of technological and advanced means of 

KS. 

 Engage in KS with all available means (seminar, morning session, document sharing 

through the use of  KS prototype system )  

  Change the negative attitude of KS in to positive attitude. 

2. Top Manager of Hospital 

As an immediate governing body of the HFSUH, the top management is advised to engage in 

actions like: 

 Complete implementation of proposed KMF and prototype system for KS activities.  

 Designing ICT infrastructures suitable for KS prototype system.  

 Providing training to health professionals so that they will be motivated to use KS 

prototype system.  

 Creating awareness on KS attitude and usage of the KS prototype system for all staff.  

 Developing and applying rule and regulation on KS prototype system usage.  

  Creating good organizational cultures (innovative and collaborative culture). 

3. Other researchers  
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 Should work on the additional features that need to be incorporated in a KS framework 

and prototype system, should work to identify additional gaps and factors that are 

prevalent in the area of healthcare KS. 

6.4. Future Researches Direction  

The study would like to recommend the following research directions for future. 

 This study finding are based on a sample size of 173, future research’s should replicate the 

study findings with a larger sample and different analytical tool, will allow to add more 

statistical power on findings.  

 Future research should replicate the study’s findings with different determinant factors of 

individual KS practice within and outside the four sets of critical factors of this study, 

individual, organizational, technological and moderating factors such as organizational 

socialization, which are important for wider work environment context such as political 

factors, perceived ownership of knowledge, self-efficiency. 

 Conclusion drawn in this study are only from HFSUH. Future researchers should consider 

multiple health care organizations to maximize accuracy. 
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8. APPENDICES 

Appendix Table 1: ANOVAs result on perception on knowledge sharing and factors affecting 

knowledge sharing practices in Hiwot Fana Specialized University Hospital 

ANOVA 

 Sum of 

Squares 

Df Mean 

Square 

F Sig. Decision  

Between Groups 114.520 5 22.904 26.043 .000 Sign. 
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Knowledge 

sharing 

Within Groups 124.004 141 .879    

Total 238.525 146     

Awareness Between Groups 6.569 5 1.314 2.936 .015 Sign. 

Within Groups 63.087 141 .447    

Total 69.655 146     

Compatibility 

of ICT tools 

Between Groups 70.697 5 14.139 6.868 .000 Sign. 

Within Groups 290.296 141 2.059    

Total 360.993 146     

Fear of loss 

of personal 

competence 

Between Groups 7.314 5 1.463 1.659 .149 Not Sign. 

Within Groups 124.365 141 .882    

Total 131.680 146     

Intrinsic 

motivation 

Between Groups 3.019 5 .604 .530 .754 Not Sign. 

Within Groups 160.744 141 1.140    

Total 163.763 146     

Job 

satisfaction 

Between Groups 7.357 5 1.471 1.193 .316 Not Sign. 

Within Groups 173.868 141 1.233    

Total 181.224 146     

Management 

support 

Between Groups 15.428 5 3.086 2.830 .018 Sign.  

Within Groups 153.739 141 1.090    

Total 169.167 146     

Organizational 

culture 

Between Groups 10.499 5 2.100 2.562 .030 Sign. 

Within Groups 115.566 141 .820    

Total 126.065 146     

Past mistake Between Groups 19.230 5 3.846 3.143 .010 Sign. 

Within Groups 172.549 141 1.224    

Total 191.779 146     

Perceived 

openness 

Between Groups 11.241 5 2.248 1.963 .088 Not Sign. 

Within Groups 161.466 141 1.145    

Total 172.707 146     

                                                                             Continued  

Reward and 

recognition 

Between Groups  10.789 5 2.158 1.852 .107 Not Sign. 

Within Groups 164.293 141 1.165    

Total 175.082 146     

Trust Between Groups 11.341 5 2.268 3.418 .006 Sign. 

Within Groups 93.566 141 .664    

Total 104.907 146     

Willingness Between Groups 1.798 5 .360 .741 .594 Not Sign. 

Within Groups 68.465 141 .486    
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Total 70.263 146     

Group 

interaction 

Between Groups 29.059 5 5.812 2.892 .016 Sign. 

Within Groups 283.390 141 2.010    

Total 312.449 146     

ICT 

infrastructure 

Between Groups 16.266 5 3.253 2.079 .072 Not Sign. 

Within Groups 220.673 141 1.565    

Total 236.939 146     

ICT training Between Groups 35.748 5 7.150 4.222 .001 Sign. 

Within Groups 238.796 141 1.694    

Total 274.544 146     

ICT usage Between Groups 6.170 5 1.234 .713 .615 Not Sign. 

Within Groups 243.993 141 1.730    

Total 250.163 146     

Organization 

socialization 

Between Groups .851 5 .170 .693 .630 Not Sign. 

Within Groups 34.659 141 .246    

Total 35.510 146     

Organizational 

structure 

Between Groups 13.430 5 2.686 2.621 .027 Sign. 

Within Groups 144.519 141 1.025    

Total 157.949 146     

 

 

 

 

 

 

 

Appendix A: Letter of Introduction and Informed Consent Form 

    Study Title:   

Assessment and Development of Knowledge Management Framework for Knowledge 

Sharing in Hiwot Fana Specialized University Hospital in Ethiopia. 

Dear Respondent, 
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I am a post-graduate (Msc) student of college of computing and informatics in the field of 

information science at Haramaya University, Haramaya and I am currently conducting a 

research for the partial fulfillment of master‘s degree in information science. The purpose of 

this research is to assess and develop knowledge management framework for knowledge sharing 

in Hiwot Fana Specialized University Hospital in Ethiopia. 

I would like to ask you some questions related to the topic I mentioned above and all of your 

responses to questions will be kept strictly confidential throughout the research. Participation in 

this research is voluntary and you can choose not to answer any individual question or all of the 

questions. I look forward for your full participation as the answers you give on this form will 

help in better understanding of the existing knowledge management framework in Hiwot Fana 

Specialized University Hospital in Ethiopia and will help to develop knowledge management 

framework for knowledge sharing. 

 

If you have questions or concerns, please contact me at (+251)902057205, (+251) 923664079 

,mamoendris998@gmail.com. Thank you for your time and consideration! Sincerely,  

 Endris Mamo Mulate  

 Student Researcher 

May I get your permission to continue?  

   Yes                 Go to the consent form    

 

 No Stop                                                                    Thank you for your time and consideration!              

 

Appendix Table 2:Self-administered questionnaire for health professionals 

Part 1: Respondent Information 

1.  Indicate your gender: 

o Male [   ]                     

o Female [   ] 
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2. Indicate your age group: 

o Less than or equal 20 years [  ]                     

o 21 – 30 years  [  ]         

o 31- 40 years   [  ]                                             

o Above 40 years [  ] 

3. Your highest educational level: 

o Diploma  [   ]               

o First degree [  ]                

o Master’s degree [  ]      

o Specialty  [   ]              

o Doctorate degree (PhD) [  ]                         

4. Your profession: 

o Pharmacist [  ]   

o Nurse [  ]        

o Health officer [  ]  

o Doctor  [  ]                         

o Radiologist [  ]             

o Laboratory technologist[  ] 

o  5.  Please select your work experience: 

o Less than 6 months [  ]    

o 6 months - 1 year [  ]      

o 1 - 3 years  [  ]                    

o 3 - 5 years   [  ]                

o More than 5 years [  ]  

Part 2: Questions on Computer or mobile Literacy 



121 

 
 

6. What is the level of your computer or mobile literacy? 

                           

o Excellent   [  ]                       

o Good [  ]                   

o Poor [  ] 

o Very good [  ]                      

o Satisfactory [  ]          

o Very poor [  ] 

Part 3: Questions on knowledge management framework 

7. Is their organized knowledge management framework in the hospital for knowledge 

sharing?  

o Yes  [  ]                          

o No [  ] 

8. Do you think that knowledge management framework support the hospital? 

o Yes  [  ]                           

o No [  ] 

Part 4: Questions on knowledge sharing practices 

9. Please rate and tick (√)one answer only which indicate your extent of agreement 

Strongly Agree =SA, Agree =A,  Neutral= N,  Disagree = D, Strongly Disagree= SDA 

No Knowledge sharing  SA A N D SDA 

1 

 

In my hospital knowledge sharing is a component of 

performance evaluation. 

     

2 In my hospital knowledge sharing is highly valued.      

3 

 

My hospital retains highly skilled experienced staffs’ tacit 

knowledge before they leave the organization. 

     

4 

 

Health Professionals share knowledge in their daily work 

process. 

     

5 My hospital has knowledge repository that Health 

professionals use to accomplish their daily office activities. 

 

 

 

 

 

     

10. How often do you share knowledge with staffs and patients in the hospital 

o Never   [  ]                             Often    [  ]              

o Rarely   [  ]                            Always [  ]                   

o Sometimes [  ] 
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11. Currently what mechanism do you use to share knowledge in the hospital? (Possible to 

choose more than one answer) 

o Face to face communication  [  ]        

o Observation [  ]       

o Using phone [  ] 

o Using internet (such as e-mail) [  ]     

o Written documentation review [ ]    

(If your selected answer is face to face communication, then please go to Question 12 and 

continue from Question 13)              

12. From face to face communication which one is prefer for you to share your knowledge 

with other in the hospital? 

o Morning session [  ]                 

o Training   [  ]              

o Review meeting [  ] 

o Teamwork  [  ]                         

o work shop [  ]           

o Community of practices [  ] 

13. How do you feel motivated to share your knowledge?  

o Very low  [  ]               

o Low  [  ]              

o Medium [  ]               

o High   [  ]                    

o Very high [  ]   

14. Is their motivational scheme in the hospital to motivate knowledge sharing? 

o Yes  [   ]                      No  [ ]      (If your selected answer is No , then please go to 

Question 15 and continue from Question 16) 

 15. What motivational schema motivate most in order to improve their contribution? 

o Monetary Incentives  [  ] 

o Career Development [ ] 

o Chance of Promotion [  ] 

o Gaining status as expert   [  ] 

o Further Education [ ] 
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        Part 5: Questions on factors affecting knowledge sharing 

Individual Knowledge Sharing Factors 

16. Are you satisfied in your job? 

o Strongly satisfied [  ]                  

o Satisfied  [  ]                     

o Medium [  ] 

o Unsatisfied  [   ]                         

o Strongly Unsatisfied [  ] 

If your answer for question number 16 is “Unsatisfied and Strongly Unsatisfied” ,then please 

go to Question 17 and continue from Question 18) 

17. Which of the following is/are the cause of dissatisfaction (possible to choose more than 

one answer)?  

o In adequate / no opportunity for further education and training [   ] 

o Lack of attractive salary [  ] 

o Lack of reward and recognition system for the work you did [  ] 

o Corporate culture (the way we do things around here) [  ] 

 

18. Please rate and tick (√) one answer only which indicate your extent of agreement 

      Strongly Agree =SA, Agree =A ,  Neutral= N,  Disagree = D, Strongly Disagree= SDA 

No  Knowledge sharing factors  SA A N D SDA 

Willingness 

1 I am willing to share knowledge to hospital stakeholder.      

2 I am willing to share knowledge with colleague in morning session.      

3 I am willing to get additional knowledge / skill from colleagues 

required to perform the task. 

     

Past mistakes                                                    

1 There is training program to minimize past mistakes.       

2 Co -worker of the hospital not blaming for past mistake.      

Awareness  

1

. 

I am aware of importance of knowledge sharing in daily work.      

2 I am aware of knowledge sharing help to avoid repeat the same 

mistake. 
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3 I know that sharing knowledge is one of my duties.      

4 I am aware of sharing knowledge would help me learn faster.      

Trust 

1 Mutual understanding among staff in the hospital.      

2 I trust knowledge of my co-workers.      

3 If I got into difficulties at work, I know my coworkers would try 

and help me out. 

     

Intrinsic motivation  

1 Getting satisfaction when sharing my knowledge to others.      

2 My experience can improve work efficiency and increases 

productivity. 

     

Fear of loss of personal competitiveness    

1 I would competent with colleagues rather than corporate with them.      

2 Sharing knowledge would reduce my personal competitiveness.      

3 Hoarding knowledge can secure my job.      

Organizational knowledge sharing factors 

Organizational culture                         

1 In our organization their knowledge sharing culture.      

2 My organization encourages new idea and focus on learning from 

failure. 

 

 

 

 

 

 

 

     

Management  support 

1 Supervisor consult team members to make decision & solve 

problem. 

     

2 We have to adhere strictly to our supervisors’ order &instructions.      

Organizational Structure  

1 The organization structure is flexible & adoptable to share 

knowledge easily with other. 

     

2 The organization structure is less complexity that facilitates 

knowledge sharing. 

     

Group interaction  

1   Certain tasks accomplish through group interaction and 

collaboration with colleagues. 
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Reward and recognition 
     

1 There is acknowledgement for the individual share knowledge.      

2 There is reward like promotion for that share their knowledge.      

Perceived openness 

1 Fair and open communication among staffs is available to improve 

knowledge sharing. 

     

2 My supervisor openly explains purpose of hospital’s policies.      

Technological Knowledge Sharing Factors 

ICT  infrastructure 

1 ICT infrastructure is available in the hospital.      

ICT usage  

1 Health professionals use ICT to communicate with colleagues.      

ICT training                                                       

1 There is training regarding health professional’s familiarization of 

ICT. 

     

Compatibility of ICT tools  

1 ICT tools are easily used by health professionals of the hospital.      

Moderator Knowledge Sharing Factors 

 

 

Organizational Socialization  

In the hospital thire is  1 In our hospital there is social interaction between health 

professionals  

     

2 In our hospital there is good organizational cultures (innovative and 

collaborative culture) that health professionals socialize.  
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Appendix Table 3:Self-administered questionnaire for patients 

                  Part 1: Respondent Information 

1. Indicate your gender: 

o Male  [   ]                                      

o Female  [  ] 

2. Indicate your age group: 

o Less than or equal 20 years [  ]             

o 21 – 30 years [  ]            

o 31- 40 years  [  ]                                   

o above 41 years [  ] 

3. Your highest educational level: 

o Primary education   [  ]          

o Secondary education [ ]              

o Diploma [ ] 

o First degree  [  ]                      

o Master’s degree and above [ ]          

o Illiterate [ ] 

4. Your Job: 

o Health professionals   [  ]                

o Other profession [  ] 

5. Working experience in years: 

o ≤10 years  [  ]                         

o >10 years [  ] 

                                                Part 2: Main information 

6. What is the level of your computer literacy or mobile literacy?      

o Excellent  [  ]                   

o Very good [  ]                    

o Good [ ] 

o Satisfactory  [  ]             

o Poor [  ]                              

o Very poor [ ] 
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7. Indicate the extent of your agreement on the benefits of using well-structured mechanism 

for knowledge sharing in Hiwot Fana Specialized University Hospital (HFSUH), put a tick 

(√) mark in the appropriate boxes.  

Strongly Agree =SA, Agree =A, Neutral= N, Disagree = D, Strongly Disagree= SDA 

No  Benefit of knowledge management framework for 

knowledge sharing in Hiwot Fana Specialized University 

Hospital. 

SA A N D SDA 

1 Increased knowledge sharing among health professional.      

2 Increased knowledge sharing between health professional 

and patient. 

     

3 Enhanced ability to deliver quality service to patient.      

4 Maximized patient treatment.      

8.Please indicate the extent of your agreement on the following listed items. This helps to know 

how currently patients and health professionals share knowledge, openness of patient to share 

knowledge, opportunity to share knowledge and advantage of shared knowledge. Please tick (√) 

the option appropriately. 

No  Statement  Yes No 

1 Do the health professionals share knowledge with you?   

2 Does the knowledge you get improves your health?   

3 There is openness to share knowledge between health professionals 

and patients? 

  

4 There is opportunity to share knowledge between health professionals 

and patients? 

  

5 Does the shared knowledge increase accuracy of patient treatments?   

6 Do you trust to share knowledge with health professional?   

7 Do you have willingness to share knowledge with health professional?   

                                                                         

                                                                               Thank You  So Mach! 
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Appendix B: Interview Questions for Head Department of each Health 

Professionals and Patients who is Voluntary and on Admission in HFSUH 

1. Do you have know-how about KS?  

2. What do you think about the importance of KS between and/or among health professionals 

and patients?  

3. Does your organization support the culture of knowledge sharing?  

4. Is there any KS mechanism that facilitates KS between and/or among health professionals 

and patients?  

5. Is there any motivational scheme for the health professionals that share knowledge with their 

colleagues?  

6. What are the possible factors that affect KS in the hospital? From individual, organizational 

, technology or organization socialization perspective?  

7. What actions should the organization takes or plans strategies to improve KS among its 

employees and knowledge retention? 
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Appendix C: Observation Checklist by Researcher 
 

Date of Observation:     

Name of the Hospital:       

Total time spend in the hospital____________ Beginning time______                                            

Ending Time_____________ 

 

1. The KMF the hospital have? 

2. Are health professional of all department freely exchange knowledge in formal way?  

3. The common KS methods used among health professional within the hospital and between 

health professional and patient? 

4. Is there a means to promote best practices in the hospital? 
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Appendix Table 4: Usability Evaluation Checklist for Knowledge Sharing Prototype System 

Strongly Agree =SA, Agree =A, Neutral= N, Disagree = D, Strongly Disagree= SDA 

No  Evaluation Criteria   SA A N D SDA 

1 The system is easy to open and access . 

 

     

2 I like the font and the color of the interfaces.      

3 There is consistency in the framework interface. 

 

     

4 The system is easy on using different functionality in the 

given privilege. 

 

 

     

5 All important content addressed well in the interface.      

6 There is no unnecessary content available in the interface.      

7 The system response time while saving searching is 

acceptable. 

 

     

8 After logging out the system do not allow to access 

unprivileged pages. 
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Appendix D: Consent Letters from the Hiwot Fana Specialized University 

      Hospital 

               


