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Wisdom begins in wonder.
(Socrates)
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How Anne Loes got her voice

When she came to live with Amerpoort, things were not going well for her. She cried a
lot, was gloomy, stopped eating, couldn’t express herself and withdrew. Vosseveld’s
team set to work and, together with her mother, investigated what she could do for
her. Now things are going much better with Anne Loes. She is still imprisoned in her
body and needs a lot of physical care, but she has literally been given a voice with a
new speech computer through eye movements.

Retrieved from https://www.vgn.nl/nieuws-van-leden/hoe-anne-loes-haar-stem-
kreeg, 19t of August 2021

Increased attention on knowledge processes

Introduction

Knowledge is a precondition for professionals working within organisations delivering care
and support for people with intellectual disabilities to perform well (Buntinx & Van
Gennep, 2007; Doody et al., 2022; Embregts & Hendriks, 2011), as it is for professionals
working in other organisations (Council for Public Health and Society, 2017; Simons &
Ruijters, 2014; Weggeman, 2007, 2015). This is because high-quality care, through
which professionals contribute to the quality of life of their service users, is grounded in
information as well as the experiences, skills and attitudes of professionals, in other
words: knowledge (Weggeman, 2007). Given the importance of knowledge for high-
quality care and its continuous development, acquiring and updating this knowledge
requires ongoing commitment and effort from both professionals (i.e., professional
learning) and organisations in order to facilitate the sharing and application of knowledge
(i.e., a knowledge strategy) (Berends et al., 2003; Buntinx & Van Gennep, 2007;
Karamitri et al., 2015; Simons & Ruijters, 2014). Knowledge strategies are therefore vital
for organisations striving to enhance the quality of both care and life for people with
intellectual disabilities (Reinders & Schalock, 2014; Schalock et al., 2008).

To optimally apply knowledge in the field of intellectual disability care, it is first
necessary to acknowledge the heterogeneous nature of its service users, which
determines the broad range of their support needs and, in turn, the content of the
knowledge base required by professionals. An intellectual disability is defined by the

American Association on Intellectual and Developmental Disabilities as follows:

Intellectual disability is characterized by significant limitations both in intellectual
functioning and in adaptive behaviour, as expressed in conceptual, social, and practical

adaptive skills. This disability originates during the developmental period, which is
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defined operationally as before the individual attains age 22” (Schalock et al., 2021, p.
1).

This involves a heterogeneous population whose disabilities range from mild to
profound (elaborated in box 1, page 8) and who require life-long and life-wide care and
support needs (WHO, 2011). Consequently, professionals must possess knowledge about
a wide range of support needs and domains, including legislation that governs care and
support and the content of care and support across all the key domains of quality of life:
emotional, physical and material well-being, interpersonal relationships, personal
development, self-determination, social inclusion and rights (Herps et al., 2016; Schalock
et al., 2008). Moreover, seeking to enhance the quality of life of their service users often
necessitates input from manifold professional disciplines (i.e., psychologists, ID
physicians, paramedics and support staff) in the form of evidence-based and practice-
based knowledge, in conjunction with the experiential knowledge of members of service
users’ informal network (Herps et al., 2016; Schalock et al., 2021). As such, the sharing
and application of knowledge in intellectual disability care includes three sources of
knowledge: evidence-based knowledge of researchers, practice-based knowledge of
professionals, and experiential knowledge of both service users and their informal
network (Cobigo et al., 2014; Embregts, 2011, 2017).

Next, it is relevant to consider the role of the organisational context in applying
knowledge as optimally as possible within the daily care and support for people with
intellectual disabilities. This organisational context encompasses a broad variety of both
mainstream (‘community care’) and specialized services that provide healthcare and
social care, and includes community support and independent living, residential support
services and support in education or employment (Kroneman et al., 2016; Public Health
England, 2016; WHO, 2011). In contrast to many other countries in which community
care prevails, such as the United Kingdom (Farrington et al., 2015), in the Netherlands it
is primarily specialized residential facilities that provide services to people with
intellectual disabilities, partially in small-scale locations in the community (Schuurman,
2014; Woittiez et al., 2018). Organisational features, such as scale and structures,
influence the dynamics of knowledge exchange (Farrington et al., 2015). Therefore,
encouraging professionals to share and apply knowledge deriving from different sources
in an organisational context requires care organisations for people with intellectual
disabilities adopting a knowledge strategy that takes this (meso) organisational context

into account.
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International developments that influenced the sharing and application of
knowledge within intellectual disability care in the early 2000s

Understanding how strategies to stimulate the sharing and application of knowledge
within the field of intellectual disability care have developed across time requires insights
into broader international developments. This involves examining frameworks pertaining
to a) processing knowledge within healthcare, b) management in healthcare
organisations and c) people with intellectual disabilities.

Around the turn of the millennium, policymakers and researchers within the
international field of healthcare and intellectual disability care became interested in
enhancing knowledge processes. Their principal focus appeared to be on fostering greater
evidence-based practice, such as evidence-based medicine which sought to integrate
individual clinical expertise and the best external evidence in the care of individual
patients (Sackett et al., 1996). Research conducted in Canada (Mitton et al., 2007;
Straus et al., 2009; West, 2004) and the US (Rogers et al., 2009; Sudsawad, 2007), as
well as by the World Health Organisation (WHO, 2006), primarily focused on knowledge
translation from research into practice, which was perceived as a linear process and
defined by the latter as “the synthesis, exchange and application of knowledge by
relevant stakeholders to accelerate the benefits of global and local innovation in
strengthening health systems and advancing people’s health” (p. 2). Both in some of
these publications (Mitton et al., 2007; Straus et al., 2009; WHO, 2006) and other
reviews (e.g., Gervais & Chagnon, 2010; Pentland et al., 2011), the barriers and
facilitators of this linear process were also considered. Following the tradition of
evidence-based medicine, policymakers concentrated on bridging the so-called ‘know-do
gap’, that is, the application of evidence-based knowledge by healthcare professionals to
stimulate innovation and improve the quality of care (Greenhalgh & Wieringa, 2011).

During the same time span, governmental organisations in the UK (e.g., the
National Co-ordinating Centre for NHS Service Delivery and Organisation R & D)
demanded greater attention to be paid to the knowledge processes within healthcare
services, and, to this end, commissioned several systematic literature reviews and
launched an implementation methods programme (Soper & Hanney, 2007). The reviews
specifically focused on the diffusion of service innovations (Greenhalgh et al., 2004),
managing knowledge within healthcare (Nicolini et al., 2008), and research utilization
and knowledge mobilization by healthcare managers (Crilly et al., 2012, 2013; Ferlie et
al., 2012). These reviews cast light upon the influence of both the internal (i.e.,
organisational) and external (i.e., socio-political) context, as well as the role of
leadership. Moreover, they questioned the prevailing linear model of knowledge transfer
(‘pipeline metaphor’), and underscored the need to study knowledge processes at the

organisational level.
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At that juncture, service provision in healthcare, including within intellectual
disability care, was also heavily influenced by neoliberalism and new public management,
which resulted in a market-orientated approach (Ferlie et al., 2012; Swenson, 2008).
While this presupposed that care organisations could market their services to address the
needs of their clients, they also became competitors with one another. Given that the
emphasis placed upon financial and administrative control processes also increased at
that time, management logic became ever-more dominant (Buntinx, 2008). For example,
in the Netherlands quantitative methods of quality assessment were introduced, which
understand ‘quality of care’ as being independent from the professional who generates it,
while there was also a unilateral focus on efficiency. This management logic risked
overshadowing the logic of relationships between staff and clients (Buntinx, 2008), and
professionalism (Embregts & Hendriks, 2011; Reinders, 2008). Although knowledge
remained an asset within intellectual disability care, this new approach hindered the
processing of knowledge, since care organisations did not deem it worthwhile to provide
the resources and conditions needed for this.

Already prior to the turn of the millennium, a new perspective upon people with
disabilities had emerged within the field of intellectual disability care, one which
foregrounded their position and the value of their experiential knowledge (Van Hove,
1998; Van der Lans, 2019). Like the market-oriented approach also rooted in liberalism
and referred to as the citizen paradigm (Van Gennep, 1997), this new perspective was
developed in response to the Scandinavian normalization paradigm. The citizen paradigm
is grounded in the socio-ecological vision of Bronfenbrenner (Bronfenbrenner & Morris,
2007), which states that human functioning should be understood in terms of the
interaction between people and their environment. From this perspective, identifying
support needs became critical for understanding people with intellectual disabilities, as
well as their treatment and how to act professionally towards them (Buntinx, 2020a;
Buntinx, 2020b; Schalock, 2008). In accordance with the citizen paradigm, there was
increased importance placed upon viewing people with intellectual disabilities as a rich
source of knowledge for research. This challenged researchers to explore ways to utilize
the experiential knowledge of people with intellectual disabilities, that is, to see them as
both reliable informants and co-researchers (Van Hove, 1998).

The next subsections examine the emergence of a knowledge policy within
intellectual disability care in the Netherlands (2000-2005) and the main subsequent
developments while this policy remained in operation (2006-2014). This allows for the
interplay between motives, knowledge strategies and contextual factors to become

discernible.
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The beginning of a knowledge policy within intellectual disability care in the
Netherlands (2000-2005)

Around the turn of the millennium, the Dutch Ministry of Health, Welfare and Sport
(VWS) stimulated research and the subsequent bringing together and dissemination of
knowledge within the field of intellectual disability care (Buntinx, 2020a). However, in
2003, there were several signals of poorly functioning knowledge processes within this
field: there was a lack of structural exchange of knowledge, both the results and the
implications of research failed to reach practice, while there were notable cutbacks in
research funds and other grants (Barnard, 2003). In 2005, the Council for Health
Research (RGO), commissioned by VWS, made recommendations on how to improve the
infrastructure of scientific research (RGO, 2005). This was the prelude to a new ZonMw
programme 'Research for people with intellectual disabilities. Life course and life stages’!
(2007-2012), which sought to stimulate both research and the infrastructure in

collaboration with other stakeholders (Buntinx, 2020a).

The Dutch Association of Healthcare Providers for People with Disabilities (VGN) is dedicated to
promoting conditions that enable the affiliated organisations to provide responsible care and
support. VGN represents their interests in national policy discussions across a broad spectrum of
themes such as quality, governance, financing and knowledge (https://www.vgn.nl/themas).

Member organisations: approximately 170 specialized service organisations.

Service users: 200,000 people with intellectual, physical and and/or sensory impairment.

This involves most of the 142,000 Dutch residents with intellectual disabilities, of which 68,000
have severe intellectual disabilities (IQ < 50) and 74,000 mild intellectual disabilities (IQ 50-70)
(VGN, 2019).

Professionals: 188,100 with different educational levels (38.4% lower, 49.6% middle, 41.7%
higher level). This involves a broad span of professions e.g., support staff (£ 115,000), speech
and language therapists, ID physicians (£ 251) and psychologists (VGN, 2022; Van Driesten &
Wessels, 2020).

Box 1 Description of VGN

One of these stakeholders was a non-governmental organisation, the Dutch
Association of Healthcare Providers for People with Disabilities (VGN)?2, which in 2004 had
become actively involved in fostering the sharing and application of knowledge within the
field of intellectual disability care. Within the VGN, the general meeting of members (i.e.,
care organisations for people with intellectual disabilities) determined the policy. While in
the early 2000s the VGN perceived its role to be primarily as an employers' organisation,
a few years later its role in healthcare policy would become more important again
(Buntinx, 2020a). Commissioned by the VGN, Rispens, a professor in Pedagogical and

Educational Science, provided recommendations as to which knowledge policy the VGN

! In Dutch: Onderzoek voor mensen met verstandelijke beperkingen. Levensloop en levensfasen.
2 In Dutch: Vereniging Gehandicaptenzorg Nederland.
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should pursue (Rispens, 2005). After the general meeting of the VGN agreed with the
advice and subsequently provided a budget it was operationalized within a knowledge
policy action plan (VGN, 2005c), which was executed from 2006 onwards. The motives of
the VGN to develop this knowledge policy delineated in three key policy documents of the
VGN are discussed below:1) the aforementioned advice of Rispens (2005), 2) the
memorandum ‘Professionalism in care for people with disabilities® (VGN, 2005a), 3) and
the Strategy memorandum Employers' Affairs Labour market and employment conditions
policy 2006-2009* (VGN, 2005b). The three documents are complementary and together
explicate both the strategic rationale for, and the major components of, the VGN’s

knowledge policy.

Motives

The motives for developing a knowledge policy relate to broader developments, both
within the socio-political environment (‘external context’) and within VGN and its member
organisations (‘internal context’).

In the external context, as aforementioned, the Council for Health Research
advised that the infrastructure for scientific research needed to be improved, and, to this
end, urged VWS to prepare a new Research Programme (Rispens, 2005). In parallel with
this, there were also changes in the national policy frameworks for care for people with
disabilities (VGN, 2005a), displayed in box 2 (page 10).

Due to these changing frameworks, a need arose within the internal context to
describe the specific content of professionalism within this field of care. Consequently, in
an era of growing market forces, the added value of care organisations for people with
intellectual disabilities in comparison to other healthcare organisations could be
explicated (VGN, 2005a), which was in line with the strategic course of VGN (VGN,
2005b). Regarding the positioning of the sector, the general meeting of VGN had spoken
out in favour of deepening care and service provision for people with disabilities in the
short term and expanding (‘enrichment’) it in the medium term.

At the same time, the scaling up of care organisations for people with intellectual
disabilities and the concomitant introduction of community care led to new demands in
the competences of professionals: broadly trained professionals who can be deployed in
different care situations with different target groups. This was challenging considering the
lack of employees within the field of intellectual disabilities (VGN, 2005b). Besides the
lack of professionals in numbers, there was also a scarcity of well-qualified professionals.

At the same time the field was dealing with the increased severity and complexity of their

3 In Dutch: Professionaliteit in de zorg voor mensen met functiebeperkingen Kenmerken, rol en
voorwaarden.

4 In Dutch: Strategienota Werkgeverszaken Arbeidsmarkt- en arbeidsvoorwaardenbeleid 2006-
2009. Professioneel, flexibel, herkenbaar, doelmatig.
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service users’ problems. Moreover, the proportion of unqualified staff in intellectual
disability care was greater than in other sectors. Given that this lack of quantity and
quality could threaten the quality of care for service users, it was necessary to pay
attention to professionalism (VGN, 2005b).

1) the introduction of community care aimed towards a shift from large-scale residential care to
small-scale living in the community;

2) modernization of the Exceptional Medical Expenses Act®, which marked a shift from a
categorical facility-oriented system to a more general, individual and function-oriented
healthcare system;

3) potential introduction of the Social Support Act®, in which the local municipality finances care
and support for people requiring low-level care;

4) changes in the funding system, whereby supply-driven financing was replaced by need-driven
financing.

Box 2 Changes in the national policy frameworks for care for people with disabilities
around 2005

This involved explicating the meaning of professionalism within intellectual
disability care, its role within care delivery and the conditions needed for fostering
professionalism. It became evident that a knowledge policy was preconditional for care
organisations for people with intellectual disabilities to enhance the performance of their
professionals (Rispens, 2005; VGN, 2005a). This required efforts from both member
organisations of the VGN and the sector as a whole regarding to training policy and
competency profiles (VGN, 2005b). Moreover, given the limited contribution of scientific
research to healthcare practice at that time, stimulating research and knowledge
management was also required (Rispens, 2005).

To summarize, the importance placed upon professionalism and quality of care
served to distinguish this field from both other healthcare organisations and voluntary
care and informal care. This appeared to provide a strong motive for designing a

knowledge policy.

Strategies
The knowledge policy proposed by Rispens (2005) consists of “taking measures for the
further development of the knowledge base of the profession, as well as ensuring that
the available knowledge is used by the professional practitioners” (p. 8). Furthermore,
Rispens (2005) highlighted specific leverage points of the knowledge policy, with the
most important of these being the following:

1) at the level of the care organisations for people with intellectual disabilities, it is

critical to facilitate the processing of knowledge, so that professionals can practice

5 In Dutch: Algemene Wet Bijzondere ziektekosten (AWBZ).
6 In Dutch: Wet maatschappelijke ondersteuning (Wmo).
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their profession; the role of the VGN is to encourage and organise such

collaboration;

2) given the diversity, competition and conflicts of interest, the steering model is
primarily based on stimulating, bundling, and guiding initiatives within care
organisations for people with intellectual disabilities; only regarding the
development and execution of the research programme is central control required.

The key ingredients of Rispens’ proposals were included in the knowledge policy action
plan (VGN 2005c), which was developed by policymakers of the VGN in close
collaboration with its member organisations and stakeholders (e.g., VWS and the
financing organisation ZonMw). Moreover, a policymaker was appointed who was solely
dedicated to the execution of the knowledge action plan.

This knowledge action plan encompassed two tracks (VGN, 2005c): a) an external
programming role to research and the development of knowledge products and b) an
internal stimulating programme. The former resulted in a cooperation agreement
concluded by VGN, Vilans” and ZonMw to improve the knowledge cycle (VGN et al.,
2007). Each of these three stakeholders took the lead in the steps of the knowledge cycle
that most clearly mirrored their core tasks: demand for new knowledge (VGN) - develop
knowledge (ZonMw) - determine the value of this knowledge (ZonMw) - dissemination of
knowledge (Vilans) - implementation of knowledge (Vilans) - use of knowledge (VGN)
(Nooren, 2008).

The other track of the knowledge action plan (the internal programme) sought to
facilitate and stimulate the sharing and application of knowledge within the VGN. To this
end, several strategies were employed, both online and offline. Furthermore, a scientific
award was established to stimulate the development of practice-based knowledge in the
field of intellectual disabilities®, while a professionalisation programme was launched that
offered, amongst others, masterclasses on knowledge management and scientific
research.

With regard to the educational policy of the VGN, the aforementioned Strategy
memorandum (VGN 2005b) presented a combination of measures to improve both the
quality and amount of professionals, including efforts for embedding the national
competency profile (Van Arensbergen & Liefhebber, 2005)°, which was launched earlier

that year, in vocational training and strengthening the professional image of intellectual

7 The national knowledge centre on long-term care.

8 In Dutch: de Gehandicaptenzorgprijs.

9 Competences encompass the entire range of knowledge, insight, skills, attitudes, and personal
characteristics via which adequate results can be achieved in a professional context, in this case
intellectual disability care. In this competence profile, the relationship between the nursing, care
and agogic tasks is described. With this integrated profile, the aim was to achieve as much
coherence as possible between the Nursing Care and Social Agogic Work education, which were
launched in 2006 (elaborated in the next section, page 13).
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disability care and its employees. While the competency profile was used as a vehicle
through which to improve the quality of professionals and strengthening the image of
professionals, intellectual disability care sought to improve the number of professionals
by making the field more attractive in the labour market.

In summary, the knowledge policy of the VGN encompassed a broad range of
strategies directed at the development, sharing and application of knowledge by

professionals in care organisations for people with intellectual disabilities.

Major developments in the context of the knowledge policy in intellectual
disability care in the Netherlands 2006-2014

The execution of the knowledge policy from 2006 onwards was influenced by its context
in which policy developments partly occurred in parallel with one another. Therefore, it is
instructive to examine these major developments more closely, both within the socio-
political environment (‘the external context’, involving governmental policy on care and
welfare as well as on education), and within care organisations for people with

intellectual disabilities (‘the internal context’).

External context

During the period 2006-2014, the Dutch governmental policy on care and welfare that
influenced the knowledge policy focused on 1) knowledge development, 2) quality
improvement, 3) funding and 4) transforming the care system, which will be described in
turn below. Regarding knowledge development, the aforementioned ZonMw research
programme 'Life course and life stages’led to the establishment of five partnerships on
knowledge in which universities, care organisations for people with intellectual disabilities
and knowledge centres collaborated (elaborated in the next subsection, page 14 ).
However, after this programme ended in 2012 with positive evaluations, no new research
programme was initiated by VWS until 2015 (Buntinx, 2020a). The second development
influencing the knowledge policy pertained to quality improvement. Several programmes
targeting sustainable quality improvement were initiated by VWS between 2005-2015,
both for long-term care in general and intellectual disability care specifically (Slaghuis,
2016). Furthermore, already in 2007 VWS established a quality framework together with
stakeholders in intellectual disability carel®. This quality framework delineated a shared
vision of both the core quality of life domains!! and conditional knowledge-related themes
pertaining to the quality of care, among which expertise of the professionals (VGN,
2007).

10 Organisations of service users and their relatives, Professional associations, Organisation of
health care providers, HealthCare Inspectorate and Health insurers Netherlands.

11 Emotional, physical and material well-being, interpersonal relationships, personal development,
self-determination, social inclusion and rights.
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Next, a quality assessment structure was developed, which involved the
development of standardized indicators to be used for benchmarking!?, external
accountability!3, internal improvement, and providing information for making choices.
After an initial top-down attempt to implement a 'one size, fits all’ instrument failed, this
was subsequently replaced by a bottom-up method in 2013, where learning and
improving became the primary focus (Embregts et al., 2021). From the end of 2013, the
quality framework was governed by the newly established National Health Care Institute
(ZIN). Commissioned by VWS, ZIN's tasks also involve both promoting and safeguarding
the availability and accessibility of healthcare and encouraging innovation within
healthcare professions and training courses in cure and care (Helderman et al., 2014).

The third and fourth development influencing the knowledge policy concerned
funding and transforming the care system (Schuurman, 2014). In 2009, VWS changed
the funding system: instead of the previous supply-driven system, the budget would now
be attuned to the amount of care that the service users needed. In parallel with this, the
same department was working on initiating a major change in the Dutch care system,
which came into effect on 1 January 2015, that aimed towards more control and self-
reliance of the service users, inclusion and mainstream service provision, lower costs and
greater cohesion. This involved a transfer of tasks and responsibilities from higher
authorities to local government, which, in turn, resulted in greater competition between
care organisations. Finally, in these years the ratification of the UN Convention on the
Rights of Persons with Disabilities (CRPD) by the Dutch parliament (in 2016) was
prepared by VWS (Schuurman, 2014).

Regarding educational policy, in 2006 the Ministry of education, culture and
science (OCW) launched a major change in the vocational education of professionals in
the field of health and welfare via the introduction of a new framework of professions.
The former five specific professional domains (including intellectual disability care) were
replaced by two generic domains, nursing and care and the socio-agogic domain. As
aforesaid (page 11), the newly launched competency profile regarding professionals in
intellectual disability care focused on both. Moreover, the competences of the
professionals in care and welfare were outlined and connected to this new framework
(VGN 2009a, 2009b; Vlaar et al., 2005). From that moment onwards, the vocational
education for all professionals in care and welfare was underpinned by a common basic
programme, which was then proceeded by a more specialized component (Sectorraad,
2008). It was only in this later specialized portion that future professionals in intellectual

disability care could acquire the knowledge needed for this field of care.

12 A way of comparing the performance of organisations with each other.
13 Towards stakeholders like the Healthcare Inspectorate and health insurers.
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In lower vocational education, regional training centres (ROCs) together with
training companies (e.g., care organisations for people with intellectual disabilities)
provided the training for professionals. However, the training companies experienced
many bottlenecks, with the most important of these being differences between schools in
terms of education and tools, lack of guidance and preparation of the interns, and a lack
of expertise and skills of the students (Detmar & De Vries, 2009). In response to this
unwanted situation, the main stakeholders agreed to improve their collaboration (MBO
raad et al., 2010), and OCW subsequently launched an action plan comprising both
measures to improve the quality of vocational education and revising the qualification
structure to provide well-trained professionals (Ministerie van OCW, 2011).

To summarize, during this period, while VWS launched programmes designed to
stimulate knowledge development and quality improvement, and a quality framework
was developed and implemented, major changes in both the funding structure and the
care system itself demanded a lot of attention from care organisations for people with
intellectual disabilities. Furthermore, the connection between vocational education and

professional practice proved to be incredibly challenging.

Internal context
During the same period, as a result of the knowledge policy, care organisations for
people with intellectual disabilities became increasingly involved in knowledge-driven
participation in collaborative partnerships. As aforementioned, the ZonMw programme
'Life courses and life stages’ encouraged care organisations for people with intellectual
disabilities to participate in partnerships (‘consortia’) together with universities and
knowledge centres, aimed towards developing knowledge!* (Buntinx, 2020a). While some
of these developed into academic collaborative centres, over time care organisations for
people with intellectual disabilities also became increasingly involved in (co)funding
chairs and lectureships, knowledge networks and platforms dedicated to target groupst®
(Van Balkom et al. 2014). Alongside this, regional networks of care organisations for
people with intellectual disabilities and educational organisations were developed. In so
doing, the knowledge infrastructure, which had previously been characterized as weak
(Rispens, 2005; Schuurman, 2011), became enhanced.

The VGN also contributed to improving the knowledge infrastructure, by virtue of

also becoming more involved in knowledge-driven collaborative partnerships. This

14 The initial partnerships (i.e., consortia) were: GOUD, Gezond ouder worden (Healthy ageing,
Erasmus University, Rotterdam), Sterker op eigen benen (Radboud University, Nijmegen), Coping
LVB (Utrecht University), Kwaliteit van leven (Quality of life, University of Maastricht) and Wat
werkt voor ouders met verstandelijke beperkingen (What works for parents with intellectual
disabilities, VU University, Amsterdam).

15 For example Platform PIMD (in Dutch: Platform EMG) and Knowledge Centre Mild Intellectual
Disabilities (in Dutch: Landelijk Kenniscentrum LVB).
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involved the aforementioned agreements that sought to improve the knowledge cycle in
2008, in addition to full partnership in vocational education in 2010 as well as new
partnerships. For example, in 2008 the network Knowledge Square for the Disability Care
Sector'® was launched, which saw VGN, Vilans, MEE Nederland and ZonMw collaborate in
online and onsite knowledge dissemination aimed towards making both experiential
knowledge and evidence-based and practice-based knowledge accessible. In 2012, the
lack of a new ZonMw programme urged the VGN, academic leaders of consortia of
research institutes and care organisations for people with intellectual disabilities to join
forces to develop a knowledge agenda. This resulted in building blocks for Simply
special*’, a new ZonMw programme funded by VWS, which started in 2015 and
stimulated knowledge development, distribution and implementation. An innovative
feature of this programme was its close collaboration with the Knowledge square for the
Disability Care Sector in disseminating and making accessible knowledge (Buntinx,
2020a).

To summarize, during this period the collaboration between care organisations for
people with intellectual disabilities, VGN and stakeholders like ZonMw, Vilans and the

academic leaders of consortia of research institutes increased.

Room for improvement

While the aforementioned knowledge policy sought to enhance the development,
sharing, and application of knowledge, the actual application of this knowledge remained
inadequate (i.e., the know-do gap). After exploring the level of evidence-based work in
long-term care, the aforementioned National Health Care Institute established that the
level was low and that the available evidence was often of poor quality. This was
explained by pointing to the lack of a research tradition and culture, a deficient
knowledge infrastructure, and a shortage of structural financing. The National Health
Care Institute concluded that to provide effective and appropriate care, long-term care
required additional attention and efforts to promote effective research, meaning that
both appropriate financing and further professionalisation and academisation were
needed (ZIN, 2016).

The need for improving the knowledge processes in intellectual disability care was
also observable in signals about the poor quality of care and life of the service users and
the experienced inadequacy of professionals. For example, in the winter of 2011, the
case of Brandon, a service user who underwent a far-reaching degree of restriction of
freedom for a long time, served to expose how challenging supporting people with

intellectual disabilities and complex care needs was for professionals and their

16 In Dutch: Kennisplein Gehandicaptensector.
17 In Dutch: Gewoon Bijzonder.
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organisations (Reinders, 2013). Exploratory research into situations in which
professionals experienced inadequacy, along with scenarios in which they were able to
deal with complex situations, indicate that this was related to the behaviour of
professionals, their connection with service users, the culture of their organisation, and
the way they used knowledge (Zomerplaag, 2016). However, the implications of these
findings for the policy of care organisations for people with intellectual disabilities to
encourage their professionals to share and apply knowledge are currently unclear.
Therefore, improving the knowledge policy of care organisations for people with
intellectual disabilities warrants further research. Specifically, one must ask which factors
and strategies influence the sharing and application of knowledge within intellectual
disability care. Before delineating the aims and research questions of the thesis, first the
key concepts and theories related to knowledge sharing and application must be
elaborated, namely knowledge, knowledge sharing, knowledge application, context,

leadership, knowledge creation theory and systems thinking.

Key concepts and theories

Knowledge, knowledge sharing and knowledge application

In this thesis, following Weggeman (2007, 2015; Berends & Weggeman, 2002),
knowledge is defined as the ability of professionals to perform their tasks, where
knowledge is seen as derived from information, experience, skills and attitudes. This
definition is in line with both our focus on professionals and the character of the
aforementioned three sources of knowledge in the field of intellectual disability:
evidence-based knowledge, practice-based knowledge and experiential knowledge
(Embregts, 2011, 2017). A closer examination of these three sources of knowledge
clearly demonstrates that they vary in terms of their properties, which has consequences
for the processing of each type of knowledge (Farrington et al., 2015; Robertson et al.,
2015; ZIN, 2016). In particular, this applies to the nature of knowledge, that is, whether
it is codifiable and ‘explicit’ or non-codifiable and ‘implicit’ or ‘tacit’ (Polanyi & Sen, 2009).
Explicit knowledge is codified and concerns the information part in the aforementioned
definition of Weggeman (2007, 2015). For example, ‘know that’ knowledge, such as
facts, policies, and protocols (Farrington et al., 2015). Implicit knowledge is present in
the minds of individuals and groups and concerns the other parts of Weggeman'’s
definition: experiential knowledge, skills and attitude (indicated by Farrington et al., 2015
as ‘know how’ knowledge). The explicit body of knowledge (e.g., evidence-based
guidelines and practice-based methods), which is relatively straightforward to exchange
within and between organisations, is limited in the field of intellectual disability care

compared to the field of medical care. Therefore, implicit knowledge (i.e., the individual
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experiences of professionals, service users and their natural network) is relatively vital
for providing and receiving care and support. However, sharing implicit (‘tacit’)
knowledge is more challenging insofar as it is situated in a specific context and limited to
particular individuals and groups (Farrington et al., 2015).

Knowledge sharing at an individual level, which refers to the process of making
explicit and tacit knowledge available to others within the organisation, is imperative for
processing knowledge across all organisational levels. Sharing knowledge at the
individual level requires converting knowledge held by an individual into a form that
other individuals can understand, absorb, and use (Ipe, 2003). To understand the
different ways of sharing explicit (e) and tacit (t) knowledge, knowledge creation theory
(Konno & Schillaci, 2021; Nonaka & Toyama, 2003; Nonaka et al., 2000) is expedient.
This organisational learning theory points to the application of four mechanisms, to share
or convert knowledge between actors: from tacit or codified to tacit or codified:
Socialization (t->t), Externalization (t->e), Combination (e->e) and Internalization (e-
>t). This process of sharing either explicit or tacit knowledge is called the SECI model.
Contrary to the aforementioned linear model of knowledge translation from research to
practice (page 6), this involves a spiral of knowledge creation, expanding within and
across organisations. Besides the nature of knowledge (i.e., explicit or tacit), the process
of knowledge sharing is influenced by four interconnected factors: motivation of the
persons involved (1) internal power and reciprocity; (2) external relationship with
recipient and rewards for sharing and opportunities; (3) purposive and relational learning
channels to share knowledge and (4) the culture of the work environment (Ipe, 2003). In
other words, internal and external motivation, the presence of learning channels and a
knowledge sharing culture will encourage individuals to share their knowledge.

These factors influencing knowledge sharing developed further into individual,
interpersonal and team characteristics, perceptions related to knowledge sharing, and
organisational context (Wang & Noe, 2010).

Regarding knowledge application, in line with the aforementioned definition of
knowledge, this process designates the way in which professionals use information and
their experience, skills and attitudes while performing their tasks. This is similar to the
description of evidence-based practice: the "best available research evidence with clinical
expertise and patient values” (Roulstone, 2011, p. 44; Sackett et al., 1996), which
reflects the integration of the three sources of knowledge (evidence-based knowledge,
practice-based knowledge, and experiential knowledge). Greenhalgh (2010) pinpointed
that at a micro-level it is also necessary to take the specific context of the service user
into account. She illustrated this via the example of her own consultation with a patient
who had a cough. She decided to ignore the "cough decision support procedure” because

of her knowledge of this patient and his situation (an asylum seeker from a war zone
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living in incredibly difficult circumstances) leading her to estimate that the cough had a
different cause. Concerning the organisational level, Durbin et al. (2016) demonstrated
the influence of the clinical context on implementation decisions in their qualitative
evaluation of the implementation of health checks. Adaption to the context is thus
required when aiming to ensure successful and sustainable implementations (May et al.,
2016). At a macro-level, the Dutch Council for Public Health and Society (RVS) pleaded
the case for context-based practice over evidence-based practice (Council for Public
Health and Society, 2017), arguing that "This goes beyond a mere local implementation
of external knowledge. It means a continuous process of learning and improving
together.” (p. 8). For professional practice, this means that the context indicates which
(evidence-based) knowledge must be applied, like in the aforementioned example of
Greenhalgh (2010).

Context, systems thinking
Given that the influence of the context on the processes of both knowledge sharing and
knowledge application turned out to be important, this raises the question: What exactly
is context? Schalock et al. (2020) and Shogren et al. (2014) define this concept as
follows: “context integrates the totality of circumstances that comprise the milieu of
human life and human functioning” (p. 2), and elaborate on its power to engender
change. They demonstrate its applicability in a multilevel model, that is, in the primary
process (‘micro-level’), at the organisational (‘meso’) level, and the systems (*macro’)
level. In other words, the functioning of people with intellectual disabilities is influenced
by the context at all these levels. Hence, context provides an integrative framework
through which to describe personal and environmental factors. Knowledge sharing and
application of professionals are also examples of human functioning. Given that we aim
to enhance these knowledge processes, and to involves all system levels, the
aforementioned conceptualization of Schalock et al. (2020) is applicable in this respect.
Moreover, Shogren et al. (2014) propose perceiving context both as:
- an independent variable, that is, personal and environmental characteristics that cannot
or are not usually manipulated, such as age of the professional and learning style of the
organisation; and
- an intervening variable, that is, organisations, systems, and societal policies and
practices that can be manipulated to enhance human functioning and personal outcomes.
Context is also a key ingredient in the aforementioned knowledge-creation theory
(Konno & Schillaci, 2021; Nonaka & Toyama, 2003; Nonaka et al., 2000). These authors
describe how both at an organisational level and between organisations a ‘shared
context’ is a precondition for knowledge sharing. While this shared context (named "Ba”)

consists of physical space (e.g., the office), virtual space (e.g., online platforms and
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email) and mental space (e.g., shared ideas), it also is applicable in open innovations
(e.g., living labs), when a common purpose (e.g., a vision) is acknowledged by all key
players (enterprises, public sector, academics, user community).

To better understand the context of knowledge processes, following the
recommendation of Best and Holmes (2010), to use system thinking in order to better
understand the Knowledge to Action process, besides the knowledge creation theory, the
theory of systems thinking is also beneficial. These authors reflected on the ways of
thinking about how processing knowledge works. While linear thinking focuses on the
components themselves, systems thinking focuses on the relationships between system
components (Augustsson et al., 2019; Monat & Gannon, 2015). Application of the
systems-thinking approach involves perceiving the organisation as part of a larger
system, which is changed by culture, structures, priorities, and capacities. This system is
dynamic and constantly changing because changes to one part of the system can
influence other parts (Best & Holmes, 2010). Following Duryan et al. (2012, 2014), care
organisations for people with intellectual disabilities are perceived as complex systems
characterized by three levels. While the micro-level involves the primary process of
professionals supporting people with intellectual disabilities, the organisation operates at

the meso-level, while the intellectual disability care system functions at the macro-level.

Leadership
Since enhancing knowledge sharing and application in care organisations for people with
intellectual disabilities is a form of systemic change, it is vital to examine the leadership
that is required to engender this change (Best & Holmes, 2010). Leadership is defined by
Berson et al. (2006) as "a process of influencing and teaching others to understand why
and how certain activities and goals need to be accomplished” (p. 341). According to
Lakshman (2009), this involves facilitating the efforts of individuals, groups, and the
organisation to learn, manage knowledge, and accomplish shared goals in organisations.
This is consistent with the framework for situational leadership in the knowledge creation
theory (Von Krogh et al., 2012), which discerns three levels of activity:
- a core level of local knowledge creation (i.e., the primary process);
- a conditional level that provides the resources and context for knowledge creation (e.g.,
an organisational unit); and
- a structural level that forms the overall frame and direction for knowledge creation in
the organisation (i.e., the entire organisation).

At all three levels, leadership is required to transform the potential shared context
(i.e., physical, virtual, and mental space) into the aforementioned SECI-mechanisms,
which, in turn, are used to share explicit and tacit knowledge. This involves a shared

vision (e.g., on the contribution of knowledge to enhance the performance of the
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organisation) as well as environmental conditions (e.g., office arrangements) (Von Krogh
et al., 2012). Within intellectual disability care organisations, the first level concerns the
leadership of professionals with respect to sharing and using knowledge in daily care and
support, the second concerns practice leadership of team leaders and other middle
management, while the third level pertains to the organisational knowledge leadership of
CEOs. The latter was introduced by Lakshman (2007, 2009), who, based on a grounded
theory approach, underscored the vital role of CEOs’ personal participation in knowledge
management. The role of practice leadership in intellectual and developmental disability
services, which comprises developing and maintaining good staff support for service
users, was established in studies related to active support (Beadle-Brown et al., 2015;
Bigby et al., 2020; Bould et al., 2018).

Thesis aims, research questions and outline

To summarize, knowledge is an asset to professionals as it contributes to the quality of
care and life for people with intellectual disabilities and the related job satisfaction of
professionals. Since knowledge continually develops, acquiring and updating knowledge
requires efforts from both professionals (i.e., professional learning) and their
organisations (i.e., encouraging the sharing and application of knowledge). Hence,
knowledge strategies are vital for organisations seeking to enhance their performance
(i.e., the quality of care and life for their service users). Contextual developments in the
early 2000s urged VGN and its member organisations to develop a knowledge policy,
which was executed from around 2006 onwards. However, the application of knowledge
remained insufficient. Therefore, the overall aim of this PhD research is to contribute to
the improvement and renewal of the knowledge policy of care organisations for people
with intellectual disabilities, for the purpose of stimulating professionals to share and
apply knowledge. This requires insights into factors and strategies that influence the
sharing and application of knowledge in care organisations for people with intellectual
disabilities. For this reason, the overall research question is: which factors and strategies
enable and/or disable the sharing and application of knowledge by professionals within

the care and support for people with intellectual disabilities?

The first goal was to establish which barriers and facilitators of knowledge
sharing and application in the field of intellectual disability care had been identified in
extant literature. Hence, a systematic review was conducted which was underpinned by
the following research question: which organisational factors are enabling/disabling the
sharing and application of knowledge within the care and support for people with

intellectual disabilities? Chapter 2 presents the results of this study. All the retrieved
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organisational factors were categorized into three main clusters. This served to provide
an overview of the state of the art. The results underscored the key role played by both
management and professionals. It was established that many factors related to the
characteristics of management and professionals, such as their leadership and skills.
Moreover, the pre-conditional role of management within the organisations also became

clear, such as by providing resources and policymaking.

The second goal was to gain further insight into the pivotal role played by senior
management, i.e., the chief executive officers (CEOs). Therefore, the next step was to
conduct an exploratory qualitative study guided by three related research questions:

e What are the motives of Dutch CEOs with respect to stimulating the sharing and
application of knowledge in the care and support for people with intellectual
disabilities?

o What are the strategies employed by Dutch CEOs to stimulate the sharing and
application of knowledge in the care and support for people with intellectual
disabilities?

e Which enabling/disabling factors influence the execution of strategies employed
by Dutch CEOs to stimulate the sharing and application of knowledge in the care
and support for people with intellectual disabilities?

Chapter 3 elaborates on the underlying motives and strategies (i.e., the first two
research questions) behind CEOs’ organisational knowledge leadership, before moving on
to investigate their contribution to improving these knowledge processes. The motives
and strategies identified are presented in two overviews. In chapter 4, the results
pertaining to the third research question are presented, namely the contextual factors
that influence the execution of CEOs’ knowledge strategies. The contextual factors
identified are presented in two overviews, dedicated to factors in the internal and
external context, respectively. It was through this study that the need for aligning the
knowledge policy with the incoming professionals became evident. This proved especially
important with respect to those incoming professionals who are committed to service
users with complex care needs. Moreover, it was found that only a minority of the

strategies focused on knowledge application.

Hence, the third goal was to gain insight into the perspective of these incoming
professionals regarding how to encourage knowledge application. Given that
professionals with different educational backgrounds and positions are employed in care
organisations for people with intellectual disabilities, it was necessary to explore a wide
range of perspectives, namely those of support staff, psychologists and ID physicians.

Since incoming professionals in particular have a strong need for new knowledge, it was
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decided to focus on their perspectives. Therefore, the research question for this study
was: what are the perspectives of incoming professionals on factors stimulating the
application of new knowledge in the care and support for people with intellectual
disabilities? Chapter 5 presents the results of a concept mapping study examining the
perspectives of incoming support staff, psychologists, and ID physicians with respect to
the factors that stimulate the application of new knowledge within the care and support
for people with intellectual disabilities.

During the execution of this particular study, the COVID-19 pandemic broke out in
early 2020. As a result, along with the rest of the healthcare sector, the context of
service provision changed within Dutch care organisations for people with intellectual
disabilities. This 'living experiment' afforded the opportunity to realise a fourth goal:
gaining insight into the impact of the factors influencing both knowledge sharing and the
application of knowledge by professionals within the care and support for people with
intellectual disabilities, both prior to and during the COVID-19 pandemic. To this end, our
final study investigated the following research question: What is the relevance of the
contextual factors influencing knowledge sharing and application in the care and support
for people with intellectual disabilities during the COVID-19 pandemic, compared to prior
the pandemic, and according to support workers, compared to health professionals?

In chapter 6, the results of this quantitative study, which investigated the perspectives
of both support staff and health professionals, are presented.

Finally, in chapter 7, after summarizing the main findings and strengths and limitations
of the five sub-studies, we provide a reflection on the new insights generated by the
studies as well as their implications for research, policy and practice.

Table 1 provides a summary of the research questions, methods, and study population of

all the studies.

Table 1 Overview of the research questions, method and study population of the sub-
studies

Research question Method Study population

1.What are the motives of the Dutch Association of Desk research Not applicable
Healthcare providers for People with Disabilities to
stimulate the sharing and application of knowledge?

2. Which organisational factors are enabling/disabling Systematic review Not applicable
to the sharing and application of knowledge in the
care and support of people with intellectual

disabilities?

3.a) What are the motives of Dutch CEOs with Qualitative CEOs of Dutch care
respect to stimulating the sharing and application of interviews organisations for
knowledge in the care and support for people with people with
intellectual disabilities? intellectual

disabilities
(N=11)



b) What are the strategies employed by Dutch CEOs
to stimulate the sharing and application of knowledge
in the care and support for people with intellectual
disabilities?

c) Which enabling/disabling factors influence the
execution of strategies employed by Dutch CEOs to
stimulate the sharing and application of knowledge in
the care and support for people with intellectual
disabilities?

4. What are the perspectives of incoming
professionals on the factors that stimulate the
application of new knowledge in the care and support
for people with intellectual disabilities?

5. What is the relevance of the contextual factors
influencing knowledge sharing and application in the
care and support for people with intellectual
disabilities during the COVID-19 pandemic, compared
to prior the pandemic, and according to support staff,
compared to practitioners?

Concept mapping

Cross-sectional
survey
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Incoming
professionals:
support staff
(N=5),
psychologists
(N=9) and ID
physicians (N=6)

Professionals:
support staff
(N=69) and
practitioners
(N=91)
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Abstract

Background: To optimise care and support for people with intellectual disabilities (ID),
sharing and application of knowledge is a precondition. In healthcare in general, there is a
body of knowledge on bridging the ‘know-do-gap’. However, it is not known to what extent
the identified barriers and facilitators to knowledge sharing and application also hold for the
care and support of people with ID, due to its specific characteristics including long-term
care. Therefore, we conducted a systematic review to identify which organisational factors
are enabling and/or disabling in stimulating the sharing and application of knowledge in the

care and support of people with ID.

Method: A systematic review was conducted using five electronic databases of relevant
articles published in English between January 2000 and December 2015. During each phase
of selection and analysis a minimum of two independent reviewers assessed all articles

according to PRISMA guidelines.

Results: In total 2,256 articles were retrieved, of which 19 articles met our inclusion criteria.
All organisational factors retrieved from these articles were categorised into three main
clusters: 1) characteristics of the intervention (factors related to the tools and processes by
which the method was implemented); 2) factors related to people (both at an individual and
group level); and, 3) factors related to the organisational context (both material factors
(office arrangements and ICT system, resources, time and organisation) and immaterial

factors (training, staff, size of team)).

Conclusion: Overall analyses of the retrieved factors suggest that they are related to each
other through the preconditional role of management (i.e., practice leadership) and the key

role of professionals (i.e. (in)ability to fulfil new roles).
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Background

To optimise quality of care and support for people with intellectual disabilities (ID) it is
important to make the most of the existing body of knowledge (Schalock et al. 2008;
Reinders & Schalock, 2014). The sharing and application of knowledge are key processes in
this respect (West, 2004; Pentland et al. 2011; Crilly et al. 2012). Knowledge (K) enables
professionals to perform their tasks adequately and is derived from information (I),
experience (E), skills (S) and attitude (A): K = £(I x ESA) (Weggeman 2007).

With respect to the source of knowledge, the primary focus is on evidence-based
knowledge, both from a perspective of quality improvement and a financial perspective
(Helderman et al. 2014). Evidence-based knowledge, which is the result of (high quality)
scientific research, originated in the medical discipline of the 1990s. Although evidence-
based knowledge has become an emerging standard in the field of ID (Schalock et al.
2011), currently little evidence-based knowledge is available and used (Burton & Chapman,
2004, Kaiser & Mclntyre, 2010, Robertson et al. 2015).

In addition to evidence-based knowledge, increasing attention is paid to two other
sources of knowledge, i.e. practice-based knowledge produced by professionals by learning
and reflecting on their work, and experience-based knowledge created by service users and
relatives by reflecting on their personal experiences. Evidence-based practice (EBP)
integrates these three sources of knowledge, combining the 'best available research
evidence with clinical expertise and patient values’ (Sackett et al. 1996; Roulstone, 2011).

Since (technological) innovations (e.g., ICT) have resulted in an increase in available
evidence-based, practice-based and experience-based knowledge, and a decrease in the
sustainability of this knowledge, it is important to examine how (all sources of) knowledge is
(are) actually shared and applied in practice. The consequent improvement of these
knowledge processes is an upcoming theme of interest in the field of ID (e.g., Ouelette-
Kuntz et al. 2010, Timmons, 2013, Naaldenberg et al. 2015). In healthcare in general, there
is a body of knowledge on bridging the ‘know-do-gap’. Since the World Health Organisation
addressed this subject at a consensus meeting (World Health Organization, 2006) several
reviews on this subject have been conducted, (e.g. Mitton et al. 2007; Nicolini et al. 2008;
Contandriopoulos et al. 2010; Gervais & Chagnon, 2010; Greenhalgh & Wieringa, 2011;
Pentland et al. 2011; Crilly et al. 2012; Ferlie et al. 2012; Goldner et al. 2014; Karamitri et
al. 2015). In most of these reviews, barriers and facilitators to sharing and applying
knowledge were identified. These reviews indicate the conditional role of the organisation

and its management, such as the commitment of management through efficient leadership
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(e.g., Karamitri et al. 2015), and specific organisational capacities such as sufficient time,
and financial, technological and human resources (e.g., Pentland et al. 2011).

However, it is not known to what extent these barriers and facilitators also hold for
the care and support of people with ID since this field of care has his own characteristics
and developments. First, in the field of ID lifelong and life-wide care and support are
provided. This implies a multidisciplinary collaboration by professionals specialized in, for
example, social care, healthcare and education at different stages of life and is called
‘integrated care’. When, for instance, professionals with a different professional background
collaborate in a community-based team, sharing and application of knowledge at the right
moment and in a common language is a vital though complicated process (Axford et al.
2006; Slevin et al. 2008; Farrington et al. 2015). Second, interventions for the general
population are usually not suitable and have to be customised (Vlaskamp et al. 2007; Hodes
et al. 2014). Third, in the field of ID increasing attention is being paid to the inclusion of
experiential knowledge in conducting research and providing care and support (Embregts et
al. 2018; Van Loon et al. 2013; Verbrugge & Embregts, 2013; Reinders & Schalock, 2014;
Frankena et al. 2015).

Therefore, we have conducted a systematic review on the following research
question: which organisational factors are enabling/disabling to the sharing and application
of knowledge in the care and support of people with ID? Since professionals involved in care
and support of people with ID are the key figures in sharing and applying knowledge, we

focused on barriers and facilitators as perceived by them.

Methods
Search strategy

A systematic review was conducted for relevant articles published in English between
January 2000 and December 2015. In accordance with e.g., Mitton et al. (2007), Nicolini et
al. (2008), Pentland et al. (2011) and Crilly et al. (2012) who also performed reviews on
knowledge management in the field of healthcare, databases in the fields of healthcare
(PubMed and Cinahl), social sciences (Psych info) and management (Business Source Elite
and Proguest) were chosen. The particular time span was chosen due to the fact that
research on knowledge processes in ID care became apparent at the start of this millennium
(see introduction). The search was performed on January 27", 2016.

To conduct the literature search in a structured way, the Population, Intervention,
Comparison and Outcomes (PICO) approach (Liberati et al. 2009) was used. These

components were specified as follows: (1) population: professionals involved in the care and
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support of people with ID; (2) exposure: enabling/disabling factors for the sharing and
application of knowledge in organisations providing care and support for people with ID; (3)
comparison: not applicable to the aim of this review; and, (4) outcomes: knowledge sharing
and application in organisations providing care and support for people with ID.

The formulated PICO was operationalised in search terms. After extensively testing
these search terms, we decided only to include keywords on ID (population) and on
knowledge sharing and application (outcome) in the search strategy (Table 1). The rationale
for not adding keywords on types of professionals and organisations was to acknowledge
the multidisciplinary character of care and support of people with ID and to limit the
possibility of overlooking relevant professional groups and organisations. In addition, we
decided not to include keywords on enabling and disabling factors, since it appeared that
relevant literature addressing these factors did not include these terms as key words and/or
in the title or abstract. Thus, we conducted our literature search using two groups of search
terms. The subject directories "OR” and "AND"” were used to separate synonyms and link the
two groups.

Table 1 Search strategy PubMed using Medical Subject Headings [MeSH] and text words

PubMed final search strategy

Population: intellectual disability

#1 Intellectual disability [MeSH]

#2 Mentally Disabled Persons [MeSH]

#3 Developmental Disabilities [MeSH]

#4 Learning Disorders [MeSH]

#5 TI=intellectual disab*

#6 AB=intellectual disab*

#7 #1 OR #2 OR #3 OR #4 OR #5 OR #6

Outcome: knowledge sharing and application in organisations providing care and
support for people with intellectual disabilities

#8 Knowledge management [MeSH]
#9 Evidence-based Practice [MeSH]
#10 “Knowledge exchange”

#11 “Knowledge sharing”

#12 “Knowledge practice”

#13 “Knowledge translation”
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#14 “Knowledge transfer”

#15 “Knowledge utilisation”

#16 “Knowledge use”

#17 “Knowledge implementation”

#18 “Knowledge application”

#19 “Knowledge brokering”

#20 “Research utilisation”

#21 “Research use”

#22 Implementation

#23 #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17

OR #18 OR #19 OR #20 OR #21 OR #22
Combining search term groups

#24 #7 AND #23

Note: TI/AB refers to the search for text words within title and abstract; MeSH refers to the search for
Medical Subject Headings, the thesaurus terms that were used in PubMed. This strategy is related to
the PubMed search. Very similar versions were used to search Psych info, Cinahl, Proquest and
Bussiness Source Elite but adapted for the specific search terms used in these databases.

Study selection

Figure 1 shows the flowchart of the selection process. Because we were focusing on
empirical studies, the first reviewer (MK) removed reviews and essays in the first selection
phase. In this phase, duplicates and articles from non-Anglo-Saxon countries were removed
as well, as comparison and interpretation of their results to Anglo-Saxon countries is
complicated due to the different (organisational) conditions. In the second selection phase,
two reviewers (MK and ET or MK and MS) independently screened titles and abstracts of all
the articles, based on the inclusion and exclusion criteria (Table 2). As we were focusing on
studies identifying barriers and facilitators per se, those examining the effectiveness of
intervening in these barriers and/or facilitators were excluded (for example, studies on the
effectiveness of training). Disagreements about inclusion were resolved by discussion
between the three reviewers (MK, ET and MS). In the third selection phase, full-text
versions of the publications were independently assessed for eligibility by two reviewers (MK
and MS); in case of disagreement a third reviewer (ET) assessed the publication as well.
The fourth reviewer (PE) was consulted throughout all selection phases. The agreement

score was 90,2% in the second phase and 82% in the third phase.
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Figure 1 Flowchart of the selection process

Assessment of methodological quality

Next, two reviewers (MK and ET) independently assessed the methodological quality of all

the included publications, using the Mixed Methods Appraisal Tool checklist [MMAT; (Pluye

et al. 2011)]. This instrument was chosen because the validity and reliability of the measure

has been tested (Pace et al. 2012) and both qualitative and quantitative studies can be

evaluated using the same method. All 21 criteria were assessed and subsequently rated as

fulfilled, unfulfilled, or cannot tell. When information about the study’s methodology was

insufficiently presented, the authors were contacted for clarification. Relative outcome

scores were converted to indications of the level of evidence (high, moderate, low), which

are reported in Table 3. In the mixed methods studies, only the designs that sufficiently met

the criteria for methodological quality were included (i.e. high or moderate level of

evidence).
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Table 2 Inclusion and exclusion criteria

Inclusion criteria

e Subjects of study are all professionals providing direct care and support for (amongst
others) people with intellectual disabilities; in case data were also gathered on other
persons (e.g. managers), separate data on professionals are available.

e Studies focusing on knowledge sharing and application of knowledge.

e Studies which pay attention to enabling / disabling factors occurring in the context where
care and support for people with intellectual disabilities is provided: healthcare
organisations and services, both specialised residential services as well as community-based
services, GP practices, schools and work places.

e Empirical research: qualitative, quantitative and mixed methods studies.

e Original, peer-reviewed studies conducted in Anglo-Saxon countries and written in English.

Exclusion criteria

e Non-empirical studies such a systematic reviews and editorials.

e Studies focusing on factors on an individual level (as opposed to factors on an
organisational level)

e Studies only focusing on students (i.e., future professionals).

e Studies focusing on genetic research and/or prenatal screening, genetic testing and
counselling.

e Studies focusing on physical or motor disabilities, mental or psychiatric disorders, visual,
hearing or acquired brain impairments, reading and language difficulties, older people in
general.

e Studies focusing on research and/or the development of instruments, programs, guidelines

e Studies focusing on the effectiveness of interventions (e.g., training, educational program)
or innovations.

e Studies focusing on knowledge increase in itself (not application) as outcome of
interventions.

Analysis

After familiarising themselves with the included studies, two reviewers (MK and ET)
independently extracted, for each study, the factor(s) presented as enabling and/or
disabling to the sharing and/or application of knowledge that can be influenced by an
organisation. Disagreements were resolved by discussion between the reviewers. Next, all
factors were incorporated in Atlas-Ti (Muhr 2005), to facilitate clustering of codes. The
factors of quantitative as well as qualitative studies were analysed separately.
Consequently, in mixed methods studies each design was also analysed separately.

Data analysis was iterative, with matrices used to summarise the information and
guide a bottom-up analysis of emerging themes. In this way, thematic clusters became
apparent (Thomas 2006). Two reviewers (MK and MS) then analysed the data across all
studies using the final version of the thematic clustering (see Table 4), which was verified
by the third reviewer (ET). Finally, a model was developed in which all clusters were
positioned (see Figure 2 in the results section). Throughout the period of analysis, the

findings were discussed with PE and MW.
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Results
Background and research quality
Initially, 999 unique research publications were retrieved. After the selection process, 19
papers were included. The design characteristics and research focus of the included papers
are presented in Table 3. In the following section, we refer to these papers by their
sequence number (also included in Table 3). With respect to background information, seven
studies were conducted in the USA (3, 4, 6, 11, 12, 13, 16), seven in the UK (1, 5, 7, 9, 10,
18, 19), three in Australia (2, 14, 15), one in Canada (8) and one in the Netherlands (17).

Two publications had a quantitative, non-randomised design (1, 2), three a
quantitative descriptive design (3, 4, 5), nine a qualitative design (6, 8, 9, 10, 11, 14, 16,
18, 19), and five a mixed methods design (7, 12, 13, 15, 17).

The study population consisted of direct care staff working in residential settings (1,
2, 5, 18), members of multidisciplinary teams working in integrated services (7, 9, 19), job
coaches in diverse ID agencies (8), speech and language therapists in diverse ID settings
(10), general practitioners (14), clinicians in paediatric practices (16), ID physicians and
physical therapists in diverse ID services (17), teachers (in special and general education)
in different kinds in elementary schools (6, 11, 12, 15) and special (and general) education
teachers in mainstream secondary schools (3, 4, 13).

With respect to the knowledge processes, 10 studies focused on knowledge
application (1, 3, 4, 5, 6, 8, 12, 13, 15, 16), one on knowledge sharing (9) and eight on
both knowledge sharing and application (2, 7, 10, 11, 14, 17, 18, 19). As to the kind and
character of knowledge, all the studies involved new knowledge, which was combined with
existing knowledge in two studies (5, 9). The knowledge itself concerned instructional
practices (3, 4, 6, 11, 12, 13, 15), active support (1, 2, 18), assessment (8, 14, 16),
interventions (10, 17), an outcome measurement system based on Goal Attainment Scaling
(7), practice-based knowledge (9), evidence-based and practice-based practices (5) and
care pathways (19).

The quality assessment with the MMAT (Pluye et al. 2011) resulted in eight studies
of high evidence, ten of moderate evidence and one of mixed (i.e. a combination of high
and low) evidence (see Table 3). Overall, the main methodological limitation concerned the
lack of information on how findings were related to researcher influence (e.g., the
researcher’s perspective, role and interaction with participants). In addition, in the

quantitative studies the response rate did not meet the criterion of 60% or above (3, 4) or
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was not reported at all (2, 5). In five of the qualitative studies (6, 8, 11, 13 16), no

information was provided on the location in which the data collection took place.

An integrating framework

We categorised all retrieved organisational factors that were enabling/disabling in sharing
and application of knowledge in the care and support of people with ID into three main
clusters: 1) characteristics of the intervention (factors related to the tools and processes by
which the method was implemented); 2) factors related to people (both at an individual and
group level); and 3) factors related to the organisational context (both material factors
(office arrangements and ICT system, resources, time and organisation) and immaterial
factors (training, staff, size of team)) (see Table 4). In presenting our results this model is

used as an integrating framework (see Figure 2).

Characteristics of the intervention

Characteristics of the intervention, i.e. paperwork and recording systems, were found to be
enabling factors for sharing and application of knowledge in a quantitative (non-
randomised) study (2). In qualitative studies, characteristics of the intervention, i.e.
availability of tools (10, 14, 19), user-friendliness of protocols (7, 18, 19) and accessibility
of the intervention (10), were also reported as enabling factors. For example, availability of
information carriers (tools) such as communication passports or the Comprehensive Health
Assessment Program (CHAP), facilitated the sharing of client-related information between
systems, places and people (10, 14), as well as collaboration between professionals (14)
and understanding of the intervention (19). However, when the intervention was not user-
friendly, e.g., when it involved more and duplicated paperwork, professionals considered the
availability of tools as a disabling factor in sharing and applying knowledge (1, 18, 19).

Factors related to people

At an individual level, factors related to management were reported in several quantitative
studies. A non-randomised study of the implementation of active support (1) established,
for example, that practice leadership mediated by management quality was a facilitator of
knowledge application. Support from management (12, 19) was also considered enabling.
Two other studies (3, 4) found that teachers in secondary schools considered ‘lack of
administrative support’ a barrier for the application of knowledge. Lack of management
input and support (6, 10, 12, 13, 15 18), and lack of a manager or discontinuity of
management input (18) were also found to be disabling factors in several qualitative
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studies. In addition, inappropriate behaviour, such as not consulting professionals before
implementation (7) and inconsistent communication (19), were reported as disabling
factors at management level.

Although in quantitative studies only individual factors related to management
were reported, in qualitative studies individual factors were also related to health
professionals and administrative staff. In many studies, the same factors appeared both
as enabling and disabling (when the person involved disposed of or lacked this
characteristic respectively). With respect to health professionals, the following
characteristics were identified: their (in)ability to fulfil new roles, which was often related
to (lack of) skills and knowledge (6, 11, 12, 14, 15, 19); (lack of) leadership in the teams
(19); (lack of) motivation, interest and commitment (10,14); and attitudes towards the
interventions, for example toward the introduction of care pathways (16, 19). In
addition, the autonomy of professionals to select programmes was also reported as an
enabling/disabling factor (6, 11). As for administrative staff, their role, (lack of) capacity
and performance was mentioned (13, 14, 17, 19) as facilitating, for example in cases
where they assisted health professionals in documenting core information and disabling
in cases where they did not.

At a collective level, a quantitative, non-randomised study (2) found that
teamwork as well as team meetings facilitated knowledge sharing and application. This is
in line with the identification of enabling factors in qualitative studies, such as meetings,
conversations and emails, and access to and input from other professionals (9, 19).
However, these qualitative studies also identified barriers: lack of team meetings or lack
of priority given to the intervention in team meetings (18); non-attendance/departure of
health professionals (e.g. in meetings) (9, 11, 19); and lack of collaboration with other
professionals and the arbitrary way in which knowledge reached specific team members
(6,9, 11).

Factors related to the organisational context

As to material factors, in the quantitative studies the following barriers regarding
knowledge application were found: lack of time (3, 5); lack of transportation (i.e., to the
community in which the vocational instruction took place) (3); lack of materials, current
textbook (being inappropriate to the intervention), lack of information/knowledge (4);
limited access to research findings (5). Barriers concerning time and resources were also
reported in the qualitative studies. More specifically, they concerned lack of time for
implementation of the intervention (6, 7, 12, 13, 14, 15, 18, 19), as well as for attending
meetings (18, 19). With respect to resources, the following barriers were identified: no

access to materials, resources and tools (6, 11, 12, 15); no evidence or research
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provided on the effectiveness of the new practice and lack of access to the research
literature / research-based information (6, 11); and additional costs (13). Additionally,
the conditional role of office arrangements and the ICT system of the organisation itself
was highlighted. That is, documentation in the ICT system (i.e. having only the latest
documents available) (19) was an enabling factor in knowledge sharing and application,
as was access to email, online resources and paper records (9), information (17) and
communication (19). Lack of the last three factors also proved to be a barrier with
respect to knowledge sharing. The organisation as a whole was facilitating in case the
intervention was in line with its policy or was easy to incorporate into the existing
organisation structure (15), or in case the organisation provided the opportunities for
knowledge application (10). The day-to-day environment was mentioned both as
enabling (8), for example in terms of reducing potential distractions when the
assessment took place, and disabling (not further specified, 10). In schools, the size
(large) and organisational structure (top-down, administrative restrictions and
bureaucracy) were identified as barriers (15).

As to immaterial factors, the quantitative, non-randomised study (2) established
training of staff as a facilitator, whereas ‘no supportive culture to conduct and use
research’ (5) was reported as a barrier (3). Lack of staff was established as a barrier in
the latter study (3) as well as in several qualitative studies (10, 14, 15, 17, 18). In these
latter ones, size of team was identified as being both an enabling and disabling factor
(19): larger teams had an advantage with respect to adequate representation from all
professional disciplines, as opposed to smaller teams. However, larger teams
encountered more difficulties in managing referrals and achieving meaningful discussions
in the team. Finally, the availability of training opportunities, supervision and feedback on
staff performance were identified as facilitating factors (8, 10, 15), whereas not having
this kind of support was identified as a barrier (6, 11, 15, 16).

Discussion

The application and sharing of knowledge is indispensable in optimising the quality of
care and support for people with ID (Schalock et al. 2008; Reinders & Schalock, 2014).
In order to contribute to improving these knowledge processes, we conducted a
systematic review aimed at identifying enabling and disabling factors at an organisational
level, perceived by professionals.

Quantitative and qualitative studies were analysed separately, though,
irrespective of the research designs, the same factors were identified and were clustered
as characteristics of the intervention; factors related to people; and factors related to the

organisational context. The results of the qualitative studies enabled deeper insight into
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the results derived from the quantitative studies. For example, one quantitative study
identified teamwork as a facilitator (2), which was made more explicit in qualitative
studies describing the provision of support and assistance in a team as facilitating (19).
Moreover, in combining the results of the qualitative and the quantitative studies our
understanding of the cohesion between the identified factors has been enhanced.

An overall analysis of the retrieved factors indicates that they are related through
the pre-conditional role of the management of the organisations. Management seems to
provide the identified material and immaterial factors, such as time, resources and
training. In addition, management is usually guiding in the choice of the method, tool or
ICT system; whether user-friendliness and suitability for the professionals are considered
as criteria is up to the management. Moreover, the selection of professionals, the
composition of teams and policymaking is performed by managers. In this way,
management is able to influence the organisational culture in terms of being more or less
supportive of knowledge processes. In this way, management has a key position in
facilitating processes of sharing and application of knowledge.

These results are in line with the (included) study of Beadle Brown et al. (2014),
in which management quality is indicated as a facilitator of knowledge application when
combined with practice leadership. In this study, active support was not better
implemented by higher quality of management on its own, but only in combination with
practice leadership. Beadle Brown and colleagues applied the following definition of
practice leadership: "the development and maintenance of good staff support for the
people served, through: focusing, in all aspects of the manager’s work, on the quality of
life of service users and how well staff support this; allocating and organising staff to
deliver support when and how service users need and want it; coaching staff to deliver
better support by spending time with them, providing feedback and modelling good
practice; reviewing the quality of support provided by individual staff through regular
one-to-one supervision and finding ways to help staff improve it; reviewing how well the
staff team is enabling people to engage in meaningful activity and relationships in regular
team meetings, and finding ways to improve this.” (Mansell et al. 2005: p. 839). These
are all important clues for managers pursuing the application of evidence-based practice
such as active support.

Besides the preconditional role of managers, overall analyses also highlight the
key role of professionals in processes of knowledge sharing and application, and as such
underscore our choice to focus on their perspective. Many of the factors found were
related to these professionals, both individually and in teams: their personal
characteristics, such as (lack of) motivation, interest and commitment, positive or
negative attitude towards the intervention, their (in)ability to fulfil new roles and

(absence of) leadership in teams, their (lack of) collaboration in teams and their level of
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knowledge exchange in team meetings. These results and insights are helpful in
understanding the importance of a stimulating learning culture, in which professionals
take on responsibility for themselves and collaborate in self-steering teams.

A third overall analysis shows that, depending on the specific context, the same
factors can be both enabling and disabling, for example professionals’ (in)ability to fulfil
new roles. Most likely, in practice the retrieved factors will be realized on a continuum
ranging from enabling to disabling. Future research is needed to further explore the
optimal position of factors on this continuum. The fact that far more barriers than
facilitators were identified does underline the need for improving knowledge sharing and
application in practice.

In addition to practice leadership of management, scientific leadership of
researchers is also needed to improve sharing and application of knowledge. When
researchers develop evidence-based practices, it is a precondition for successful
(knowledge) application that they pay attention to the user-friendliness of the
intervention. Ideally a research program will have a co-creating design, in which
practice-based knowledge of professionals and experience-based knowledge of service
users and their relatives are included (Embregts 2017).

Reviews conducted in general healthcare reveal similar factors to those found in
our review, e.g., the role of professionals, management, leadership, the ICT-system and
the availability of time (Nicolini et al. 2008; Pentland et al. 2011; Goldner et al. 2014;
Karamitri et al. 2015). However, the comparison also shows differences. First, these
reviews revealed enabling factors which were not (explicitly) identified in our study, such
as the use of opinion leaders, political influence and knowledge brokers. Second, these
studies did not mention factors found in the field of ID, such as collaboration and
knowledge exchange in teams, or tools to share knowledge such as communication
passports. These factors are related to specific characteristics of care and support of
people with ID, in which multidisciplinary teams have to share information with many
stakeholders. It is also relevant to address the finding that the focus of the general
health care reviews differed from that of our study. Whereas these reviews were aimed
to review the literature on knowledge processes in general, in our study we specifically
searched for enabling and disabling factors in processes of sharing and application of
knowledge.

In that respect, the review of Fleuren et al. (2004) has more similarities to ours.
While focusing on innovation within health care organisations, the authors identified 49
determinants for implementing innovations successfully. Many of these determinants are
identical to the results of our review, such as the predominant role of the organisation
and management. Interestingly, they also established different determinants, which were

connected to the influence of the socio-political context, such as fit with existing rules,
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regulations and legislation, patient co-operation, patient awareness of benefits and
patient discomfort. These factors raise awareness of the importance of the socio-political
context in improving knowledge processes. In addition, they also point at the lack of
factors related to service-users in the studies included in this review. This is consistent
with Best & Holmes (2010) and Contandriopoulos et al. (2010), who state that for
successful knowledge exchange processes, the organisational context (e.g., culture,
leadership, the users of knowledge) must be taken into account.

In future research it is thus not only important to explore the role of management
in more depth, but the role of stakeholders in the socio-political context and the
perspective of service users in improving knowledge processes as well. More specific, the
experiential knowledge service users can provide is an increasingly important source of
knowledge to combine with evidence-based and practice-based knowledge. Establishing
collaborations between people with and without ID (e.g., in academic collaborative
centres) is key in successfully combining these sources of knowledge (Embregts, 2017;
Embregts et al. 2018).

In our review, some limitations need to be acknowledged. Only one of the
included studies (Farrington et al. 2015) explicitly addressed the key concept ‘knowledge
sharing’. In all other studies this concept is operationalised in phenomena like training,
meetings, teamwork and paperwork. We have interpreted these terms as ‘knowledge
sharing’ making it subjective interpretations of this knowledge process. However, as all
analysis were performed by at least two researchers, the chance of misinterpretation has
been minimalised. Furthermore, all but one (17) of the selected studies in our review
were conducted in the USA and Commonwealth countries. That means that our results
may not be applicable to other countries because local conditions can be different.
Notwithstanding these limitations, this systematic literature review does provide both
scientifically sound and practical indications to stimulate knowledge sharing and

application, thereby contributing to optimising the care and support for people with ID.



64 | Chapter2

References
Axford, N., Berry, V., Little, M. & Morpeth, L. (2006). Developing a common language in
children's services through research-based inter-disciplinary training. Social Work
Education, 25(2), 161-176. https://doi.org/10.1080/02615470500487648
Beadle-Brown, J., Mansell, J., Ashman, B., Ockenden, J., Iles, R. & Whelton, B. (2014).
Practice leadership and active support in residential services for people with

intellectual disabilities: an exploratory study. Journal of Intellectual Disability
Research, 58(9), 838-50. https://doi.org/10.1111/jir.12099
Best, A. & Holmes, B. (2010). Systems thinking, knowledge and action: towards better

models and methods. Evidence & Policy: A Journal of Research, Debate and
Practice, 6(2), 145-159. https://doi.org/10.1332/174426410X502284
Boardman, A. G., Arglelles, M. E., Vaughn, S., Hughes, M. T. & Klingner, J. (2005).
Special education teachers' views of research-based practices. The Journal of
Special Education, 39(3), 168-180.
https://doi.org/10.1177/00224669050390030401
Burton, M. & Chapman, M. J. (2004). Problems of evidence based practice in community

based services. Journal of Learning Disabilities, 8(1), 56-70.
https://doi.org/10.1177/1469004704041705
Chapman, M., Burton, M., Hunt, V. & Reeves, D. (2006). Implementation of Goal

Attainment Scaling in community intellectual disability services. Journal of Policy
and Practice in Intellectual Disabilities, 3(2), 119-128.
https://doi.org/10.1111/j.1741-1130.2006.00063.x

Cobigo, V., Lachapelle, Y. & Morin, D. (2010). Choice-making in vocational activities

planning: Recommendations from job coaches. Journal of Policy and Practice in
Intellectual Disabilities, 7(4), 245-249. https://doi.org/10.1111/j.1741-
1130.2010.00273.x

Contandriopoulos, D., Lemire, M., Denis, J. L. & Tremblay, E. (2010). Knowledge

exchange processes in organizations and policy arenas: a narrative systematic
review of the literature. The Milbank Quarterly, 88(4), 444-483.
https://doi.org/10.1111/j.1468-0009.2010.00608.x

Crilly, T., Jashapara, A., Trenholm, S., Peckham, A., Currie, G. & Ferlie, E. (2012).
Research utilization and knowledge mobilization by health care managers:

Synthesising evidence and theory using perspectives of organizational form,
resource based view and critical theory. Final report. NIHR Service Delivery and
Organisation programme.

Embregts, P. (2017). Kennisontwikkeling en kennisdeling in gelijkwaardige verbinding
tussen praktijk en wetenschap. NTZ: Nederlands Tijdschrift voor de Zorg aan
Mensen met Verstandelijke Beperkingen, 43(3), 219-226. Retrieved from:



Improving sharing and application of knowledge | 65

https://www.ntzonline.nl/art/50-4446 Kennisontwikkeling-en-kennisdeling-in-

gelijkwaardige-verbinding-tussen-praktijk-en-wetenschap
Embregts, P.J.C.M., Taminiau, E.F., Heerkens, L., Schippers A.P., & van Hove, G. (2018).

Collaboration in inclusive research: competencies considered important for people

with and without intellectual disabilities. Journal of Policy & Practice in Intellectual
Disabilities, 15(3), 193-201. https://doi.org/10.1111/jppi.12248
Farrington, C., Clare, I. C., Holland, A. J., Barrett, M. & Oborn, E. (2015). Knowledge

exchange and integrated services: experiences from an integrated community

intellectual (learning) disability service for adults. Journal of Intellectual Disability
Research, 59(3), 238-47. https://doi.org/10.1111/jir.12131
Ferlie, E., Crilly, T., Jashapara, A. & Peckham, A. (2012). Knowledge mobilisation in

healthcare: a critical review of health sector and generic management literature.
Social Science & Medicine, 74(8), 1297-1304.
https://doi.org/10.1016/j.socscimed.2011.11.042

Fleuren, M., Wiefferink, K. & Paulussen, T. (2004). Determinants of innovation within

health care organizations. International journal for quality in health care, 16(2),
107-123. https://doi.org/10.1093/intghc/mzh030
Frankena, T. K., Naaldenberg, J., Cardol, M., Linehan, C. & Van Schrojenstein Lantman-

De Valk, H. (2015). Active involvement of people with intellectual disabilities in
health research. A structured literature review. Research in developmental
disabilities, 45, 271-283. https://doi.org/10.1016/j.ridd.2015.08.004

Fyffe, C., McCubbery, J. & Reid, K. J. (2008). Initial investigation of organisational factors

associated with the implementation of active support. Journal of Intellectual and
Developmental Disability, 33(3), 239-46.
https://doi.org/10.1080/13668250802291606

Gervais, M.-]. & Chagnon, F. (2010). Evidence based management in child welfare

services: a process evaluation. Montreal.

Goldbart, J., Chadwick, D. & Buell, S. (2014). Speech and language therapists'
approaches to communication intervention with children and adults with profound
and multiple learning disability. International Journal of Language &
Communication Disorders, 49(6), 687-701. https://doi.org/10.1111/1460-
6984.12098

Goldner, E. M., Jenkins, E. K. & Fischer, B. (2014). A narrative review of recent

developments in knowledge translation and implications for mental health care
providers. The Canadian Journal of Psychiatry, 59, 160-169.
https://doi.org/10.1177/070674371405900308




66 | Chapter2

Greenhalgh, T. & Wieringa, S. (2011). Is it time to drop the ‘knowledge translation’
metaphor? A critical literature review. Journal of the Royal Society of Medicine,
104(12), 501-509. https://doi.org/10.1258/jrsm.2011.110285

Greenway, R., Mccollow, M., Hudson, R. F., Peck, C. & Davis, C. A. (2013). Autonomy
and accountability: Teacher perspectives on evidence-based practice and decision-

making for students with intellectual and developmental disabilities. Education
and Training in Autism and Developmental Disabilities, 48, 456-468. Retrieved
from: https://eric.ed.gov/?id=E]J1016435

Helderman, J.-K., De Kruijf, J., Verheij, J. & Thiel, S. van (2014). Dike-Reeve of the
health care polder. A political-sociological analysis of the realisation of the

National Health Care Institute against a backdrop of a changing policy agenda and
changing political-dministrative and societal relations. Radboud University,
Institute of Management Research.

Hodes, M. W., Meppelder, H. M., Schuengel, C. & Kef, S. (2014). Tailoring a video-
feedback intervention for sensitive discipline to parents with intellectual
disabilities: A process evaluation. Attachment & human development, 16(4), 387-
401. https://doi.org/10.1080/14616734.2014.912490

Kaiser, A. P. & Mcintyre, L. L. (2010). Editorial: introduction to special section on

evidence-based practices for persons with intellectual and developmental
disabilities. American journal on intellectual and developmental disabilities,
115(5), 357-363. https://doi.org/10.1352/1944-7558-115-5.357

Karamitri, I., Talias, M. A. & Bellali, T. (2015). Knowledge management practices in

healthcare settings: a systematic review. The International journal of health
planning and management, 32(1), 4-18. https://doi.org/10.1002/hpm.2303

Kim, R. & Dymond, S. K. (2010). Special education teachers' perceptions of benefits,
barriers, and components of community-based vocational instruction. Journal of
Intellectual and Developmental Disability, 48(5), 313-29.
https://doi.org/10.1352/1934-9556-48.5.313

Klinger, E., Cherni, H. & Joseph, P.A. (2014). Impact of contextual additional stimuli on

the performance in a virtual activity of daily living (vADL) among patients with

brain injury and controls. International Journal on Disability and Human

Development, 13(3), 377-382. https://doi.org/10.1515/ijdhd-2014-0331
Langone, J., Langone, C. A. & Mclaughlin, P. J. (2000). Analyzing special educators' views

on community-based instruction for students with mental retardation and
developmental disabilities: Implications for teacher education. Journal of
Developmental and Physical Disabilities, 12(1), 17-34. Retrieved from:
https://link.springer.com/article/10.1023/A:1009452009831




Improving sharing and application of knowledge | 67

Lennox, N. G., Brolan, C. E., Dean, J., Ware, R. S., Boyle, F. M., Gomez, M. T., Van
Dooren, K. & Bain, C. (2013). General practitioners' views on perceived and actual
gains, benefits and barriers associated with the implementation of an Australian
health assessment for people with intellectual disability. Journal of Intellectual
Disability Research, 57(10), 913-922. https://doi.org/10.1111/.1365-
2788.2012.01586.x%

Liberati A., Altman D. G., Tetzlaff J., Mulrow C., Ggtzche P. C., Ioannidis, J.P., Clarke, M.,
Devereaux, P.]., Kleijnen, J. and Moher, D. (2009). The PRISMA statement for

reporting systematic reviews and meta-analyses of studies that evaluate

healthcare interventions: explanation and elaboration. Annals of Internal Medicine
151, W65-W94. https://doi.org/10.7326/0003-4819-151-4-200908180-00136
Maccini, P. & Gagnon, J. C. (2002). Perceptions and application of NCTM standards by

special and general education teachers. Exceptional Children, 68(3), 325-344.
https://doi.org/10.1177/001440290206800303

Mansell, J., Beadle-Brown, J., Ashman, B. & Ockendon, J. (2005). Person-centred active

support: a multi-media training resource for staff to enable participation, inclusion
and choice for people with learning disabilities. Brighton: Pavilion.

Mitton, C., Adair, C. E., Mckenzie, E., Patten, S. B. & Perry, B. W. (2007). Knowledge
transfer and exchange: review and synthesis of the literature. The Milbank
Quarterly, 85(4), 729-768. https://doi.org/10.1111/§.1468-0009.2007.00506.x

Moni, K. B., Jobling, A., Van Kraayenoord, C. E., Elkins, J., Miller, R. & Koppenhaver, D.

(2007). Teachers' knowledge, attitudes and the implementation of practices

around the teaching of writing in inclusive middle years' classrooms: No quick fix.
Educational and Child Psychology, 24(3), 18-36.

Morelli, D. L., Pati, S., Butler, A., Blum, N. J., Gerdes, M., Pinto-Martin, J. & Guevara, J.
P. (2014). Challenges to implementation of developmental screening in urban
primary care: a mixed methods study. BMC Pediatrics, 14(1), 16. Retrieved from:
https://link.springer.com/article/10.1186/1471-2431-14-16

Muhr, T. (2005) Atlas. ti: The knowledge workbench (Version 5.0. 66). London: Scolari.

Sage Publications Software.

Naaldenberg, J., Banks, R., Lennox, N., Ouellette-Kunz, H., Meijer, M. & Schrojenstein
Lantman-De Valk, H. van (2015). Health inequity in people with intellectual
disabilities: from evidence to action applying an appreciative inquiry approach.
Journal of Applied Research in Intellectual Disabilities, 28(1), 3-11.
https://doi.org/10.1111/jar.12130

Nicolini, D., Powell, J., Conville, P. & Martinez-Solano, L. (2008). Managing knowledge in

the healthcare sector. A review. International Journal of Management Reviews,
10(3), 245-263. https://doi.org/10.1111/j.1468-2370.2007.00219.x




68 | Chapter2

Ouelette-Kuntz, H. Brown, H., Baur, L., Davis, R., Emerson, E., Kerr, M., Meijer, M.,
O'Hara, D., Proulx, R., Perry, J. (2010). Using a knowledge translation lens to
develop international collaborations to improve the health of individuals with
intellectual disabilities. Journal of Policy and Practice in Intellectual Disabilities,
7(4), 278-282 https://doi.org/10.1111/.1741-1130.2010.00277.x

Pace, R., Pluye, P., Bartlett, G., Macaulay, A. C., Salsberg, J., Jagosh, J. & Seller, R.
(2012). Testing the reliability and efficiency of the pilot Mixed Methods Appraisal

Tool (MMAT) for systematic mixed studies review. International journal of nursing
studies, 49(1), 47-53. https://doi.org/10.1016/j.ijnurstu.2011.07.002
Parahoo, K., Barr, O. & Mccaughan, E. (2000). Research utilization and attitudes towards

research among learning disability nurses in Northern Ireland. Journal of
advanced nursing, 31(3), 607-13. https://doi.org/10.1046/j.1365-
2648.2000.01316.x

Pentland, D., Forsyth, K., Maciver, D., Walsh, M., Murray, R., Irvine, L. & Sikora, S.

(2011). Key characteristics of knowledge transfer and exchange in healthcare:

integrative literature review. Journal of advanced nursing, 67(7), 1408-1425.
https://doi.org/10.1111/j.1365-2648.2011.05631.x

Pluye, P., Robert, E., Cargo, M., Bartlett, G., O’Cathain, A., Griffiths, F., Boardman, F.,
Gagnon, M. & Rousseau, M. (2011). Proposal: A mixed methods appraisal tool for

systematic mixed studies reviews. Montréal: McGill University, 1-8. Available at:

http://mixedmethodsappraisaltoolpublic.pbworks.com

Reinders, H. S. & Schalock, R. L. (2014). How organizations can enhance the quality of
life of their clients and assess their results: the concept of QOL enhancement.
American journal on intellectual and developmental disabilities, 119(4), 291-302.
https://doi.org/10.1352/1944-7558-119.4.291

Robertson, J., Hatton, C., Baines, S. & Emerson, E. (2015). Systematic reviews of the

health or health care of people with intellectual disabilities: a systematic review to
identify gaps in the evidence base. Journal of Applied Research in Intellectual
Disabilities, 28(6), 455-523. https://doi.org/10.1111/jar.12149

Roulstone, S. (2011). Evidence, expertise, and patient preference in speech-language

pathology. International journal of speech-language pathology, 13(1), 43-48.
https://doi.org/10.3109/17549507.2010.491130
Sackett, D. L., Rosenberg, W. M., Gray, J. M., Haynes, R. B. & Richardson, W. S. (1996).
Evidence based medicine: what it is and what it isn't. British Medical Journal
Publishing Group 312(7023), 71-72. https://doi.org/10.1136/bmj.312.7023.71
Schalock, R. L., Verdugo, M. A., Bonham, G. S., Fantova, F. & Van Loon, J. (2008).
Enhancing personal outcomes: Organizational strategies, guidelines, and




Improving sharing and application of knowledge | 69

examples. Journal of Policy and Practice in Intellectual Disabilities, 5(4), 276-285.
https://doi.org/10.1111/j.1741-1130.2007.00135.x
Schalock, R. L., Verdugo, M. A. & Gomez, L. E. (2011). Evidence-based practices in the

field of intellectual and developmental disabilities: An international consensus

approach. Evaluation and Program Planning, 34(3), 273-282.
https://doi.org/10.1016/j.evalprogplan.2010.10.004
Slevin, E., Truesdale-Kennedy, M., Mcconkey, R., Barr, O. & Taggart, L. (2008).

Community learning disability teams: developments, composition and good

practice: a review of the literature. Journal of Intellectual Disabilities, 12(1), 59-
79. https://doi.org/10.1177/1744629507083583

Smulders, E., Enkelaar, L., Schoon, Y., Geurts, A. C., Schrojenstein Lantman-De Valk, H.

van & Weerdesteyn, V. (2013). Falls prevention in persons with intellectual
disabilities: development, implementation, and process evaluation of a tailored
multifactorial fall risk assessment and intervention strategy. Research in
Developmental Disabilities, 34(9), 2788-2798.
http://dx.doi.org/10.1016/j.ridd.2013.05.041

Thomas, D.R. (2006). A General Inductive Approach for Analyzing Qualitative Evaluation
Data.American Journal of Evaluation, 27(2), 237-246.
https://doi.org/10.1177/1098214005283748

Timmons, V. (2013). IASSIDD: Are we practicing knowledge translation effectively?
Journal of Policy & Practice in Intellectual Disabilities, 10(2), 99-101.
https://doi.org/10.1111/jppi.12036

Totsika, V., Toogood, S., Hastings, R. P. & Nash, S. (2008). Interactive training for active

support: perspectives from staff. Journal of Intellectual and Developmental
Disability, 33(3), 225-238. http://dx.doi.org/10.1080/13668250802283348
Van Loon, J. H., Bonham, G. S., Peterson, D. D., Schalock, R. L., Claes, C. & Decramer,

A. E. (2013). The use of evidence-based outcomes in systems and organizations
providing services and supports to persons with intellectual disability. Evaluation
and Program Planning, 36(1), 80-87.
https://doi.org/10.1016/j.evalprogplan.2012.08.002

Verbrugge, C.J.J.M & Embregts, P.J.C.M. (2013). Een opleiding ervaringsdeskundigheid

voor mensen met een verstandelijke beperking. Tilburg,Tilburg University.

Vlaskamp, C., Hiemstra, S. & Wiersma, L. (2007). Becoming aware of what you know or
need to know: gathering client and context characteristics in day services for
persons with profound intellectual and multiple disabilities. Journal of Policy and
Practice in Intellectual Disabilities, 4(2), 97-103. https://doi.org/10.1111/§.1741-
1130.2007.00106.x

Weggeman, M. (2007). Leidinggeven aan professionals. Niet doen. Schiedam: Scriptum.




70 | Chapter2

West, P. (2004). Applied health research: A briefing paper on knowledge transfer,
dissemination and utilization. Canada: Continuous Innovation.

World Health Organisation (2006). Bridging the "Know-Do” gap meeting on knowledge
translation in global health. Geneva: WHO.

Wood, S., Gangadharan, S., Tyrer, F., Gumber, R., Devapriam, J., Hiremath, A. &
Bhaumik, S. (2014). Successes and challenges in the implementation of care
pathways in an intellectual disability service: health professionals' experiences.
Journal of Policy & Practice in Intellectual Disabilities, 11(1), 1-7.
https://doi.org/10.1111/jppi.12063




Improving sharing and application of knowledge | 71




CHAPTER 3




Motives and strategies of CEOs for
stimulating sharing and application
of knowledge in the care and
support for people with intellectual
disabilities

This chapter has been published as:

Kersten, M., Taminiau, E,, Weggeman, M. and Embregts, P. (2022).

Motives and strategies of CEOs for stimulating sharing and application
of knowledge in the care and support for people with intellectual
disabilities. Journal of Knowledge Management 26(11), 114-141. https.//
doi.org/10.1108/JKM-06-2021-0463




74 | Chapter 3

Abstract

Purpose: Within intellectual disability care organizations (IDCOs), it is vital that
professionals share and apply knowledge to improve the quality of care for their service
users. Given that Chief Executive Officers (CEOs) play a pivotal role in enabling these
processes, this paper aims to investigated both the underlying motives and strategies
behind CEOs’ organizational knowledge leadership and their contribution to improving these

knowledge processes.

Design/methodology/approach: In this exploratory qualitative study, 11 CEOs from IDCOs
in the Netherlands who are actively involved in knowledge management within their

organizations were interviewed. An inductive thematic analysis was conducted.

Findings: CEOs’ motives for stimulating knowledge processes among professionals in IDCOs
arise from the internal (e.g., the CEOs themselves) and external (e.g., policy) contexts. This
study also identified four strategies adopted by CEOs to stimulate sharing and application of
knowledge: providing organizational conditions for effective knowledge processes; focused
attention on talent development; acknowledgement and deployment of knowledge holders;
and knowledge-driven participation in collaborative partnerships. These strategies are used

in combination and have been shown to reinforce one another.

Practice implications: An overview of strategies for stimulating knowledge processes is now

available.

Originality/value: The results display the leadership of CEOs in knowledge strategies.
Insights into their perceptions and values are provided while elaborating on their motives to

take this role.
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Introduction

Just as with general healthcare, the sharing and application of knowledge are vital
processes in improving the quality of care in intellectual disability care organizations
(IDCOs), which provide care and support to people with intellectual disabilities (Greenhalgh
et al. 2004; Grol et al. 2007). However, the specific nature of IDCOs, namely the fact that
they are multidisciplinary and underpinned by different knowledge bases, raises a number
of challenges when seeking to improve these knowledge processes (Farrington et al. 2015;
Kersten et al. 2018). In light of this, we conducted an exploratory qualitative study among
eleven CEOs from IDCOs in the Netherlands who are actively involved in knowledge
management within their organizations. By presenting the motives and strategies of these
CEOs for stimulating the sharing and application of knowledge by professionals in IDCOs,
this paper sheds light upon how organizational knowledge leadership enables the
improvement of these knowledge processes.

We will, therefore, start by presenting the context, that is, the key characteristics of
this field of care: a heterogeneous client population, a broad range of knowledge holders,
the nature of their knowledge and the systems in which this knowledge is processed.
Intellectual disability care (IDC) provides mainstream and specialized services to people
whose disabilities range from mild to profound (World Health Organization, 2011; Public
Health England, 2016; Kroneman et al. 2016). Given that interventions used for the general
population are usually not suitable, this means that care and support must be customized to
a variety of target groups, such as persons with profound intellectual and multiple
disabilities (Vlaskamp et al. 2007) or parents with intellectual disabilities (Hodes et al.
2014).

The lifelong and life-wide character of IDC means that it not only involves multiple
professional disciplines but also members of the service user’s informal network, for
example, in the development, execution and evaluation of the service user’s support plans,
to which they all contribute their own areas of knowledge (Herps et al., 2013). Knowledge
processes in IDC, therefore, include evidence-based knowledge, alongside professional
knowledge and the experiential knowledge of service users and their relatives (Embregts
2017). The types of knowledge stemming from these different sources vary in terms of their
properties, and this, in turn, has consequences for their use in knowledge processes
(Farrington et al. 2015; Robertson et al. 2015; Zorginstituut Nederland, 2016). A key
property in this respect is the nature of knowledge, i.e. whether it is codifiable and “explicit”

or non-codifiable and “implicit” or “tacit” (Polanyi and Sen 2009). While explicit knowledge
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is recorded and takes the form of “know that” knowledge such as facts, policies and
protocols, implicit knowledge takes the form of “know how” knowledge, which is present in
the minds of certain groups and individuals.

Evidence-based knowledge has an explicit character (e.g., an evidence-based
guideline), but this holds to a far lesser extent for professional and experiential knowledge
(e.g., practice-based methods). Explicit knowledge is relatively easy to exchange within and
between organizations, but is only available to a limited extent in IDC (Farrington et al.,
2015). Professional and experiential knowledge mainly take the form of implicit or tacit
knowledge, such as individual experiences in caring for and supporting the service user,
present or past. Situated in a specific context and limited to particular individuals and
groups, this knowledge is harder to articulate and exchange (Farrington et al., 2015).
Moreover, the multidisciplinary character of IDC poses additional challenges, such as
difficulties in bringing together professionals from different disciplines at the same time and
place (Smulders et al., 2013) and the fragmentation of knowledge that is distributed across
a large number of locations and sources (Nicolini et al., 2008).

Duryan et al. (2012, 2014) show that IDCOs can be perceived as complex systems.
In the aforementioned description of knowledge holders, a system at the micro level in
which knowledge is processed can already be identified. This micro-level system includes
the multidisciplinary team and the network of the service user. At the macro level, the IDCO
is part of a larger health-care system consisting of the national government, the health-care
authority, health insurers, patients and other providers (World Health Organization, 2011;
Public Health England, 2016; Kroneman et al. 2016). In-between these levels, at the meso
or organizational level (the IDCO), the system involves several subsystems, including
location, professional groups, communities of practice and collaborative partnerships of
IDCOs. Characteristics of the mesosystem, such as properties associated with the various
knowledge sources and the organizational context in which knowledge is shared and
applied, are also key factors in stimulating successful quality improvement (Kaplan et al.
2010) and innovation (Greenhalgh et al. 2004). However, insight into the impact of the
organizational context on knowledge processes within long-term care organizations is
limited (Cammer et al. 2013; Kersten et al. 2018). In their systematic review Kersten et al.
(2018) identify three main clusters of organizational factors that enable or disable the
stimulation of knowledge processes in IDC:

(1) factors related to the tools and processes used to implement a method;

(2) factors related to people working in IDCOs (professionals, management); and



Motives and strategies of CEOs | 77

(3) material and immaterial factors related to the organizational context, such as office
arrangements and team size.

Overall analyses suggest that management has a k