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[bookmark: _Toc169537795]Executive Summary: 
This report examines the role of knowledge management within the role of a medical secretary in an NHS healthcare setting. The report focuses on how patient information is recorded and managed to support follow-up appointments, communication, and continuity of care.
The current paper-based system was identified as presenting several organisational risks, including reduced accessibility of information, confidentiality concerns, and dependency on individual staff knowledge. These issues may contribute to communication difficulties, administrative delays, and increased risk of missed follow-up appointments.
To address these concerns, the report proposes the introduction of a secure digital follow-up tracking system designed to improve accessibility, efficiency, communication, and information governance. Additional recommendations include staff training, standardised procedures, improved access controls, and the use of Key Performance Indicators (KPIs) to evaluate system effectiveness.
Overall, the report concludes that improved knowledge management systems may support safer and more efficient working practices, improve continuity of care, and reduce organisational risks within the workplace.
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Introduction
Knowledge management; the process of identifying, organising and storing information within a workplace, plays an important role within every job setting (IBM, 2026).  This report has been designed to look particularly at how it is used within healthcare organisations.  It will explore the effective sharing and storage of information, and how this supports communication, efficiency, patient safety, and patient care.  All members of the healthcare team rely on accurate information to ensure patients receive appropriate treatment and follow-up care, subsequently considering how this information can be stored safely and appropriately.  Effective knowledge management can also reduce delays, minimise errors, and improve organisational performance overall.  (Enterprise Knowledge, 2024)
This report will focus mainly on how medical secretaries interpret knowledge management, and specifically how they use it to initiate patient follow-up appointments.  The process currently used within the department relies partly on paper-based systems and communication between staff members, which may create challenges relating to the storage, sharing, and accessibility of information.
This report will evaluate the concept of knowledge management and examine the relationship between data, information, and knowledge within the workplace.  It will also explore the relationship between individual and organisational knowledge, current systems used for information storage, and the importance of confidentiality, integrity, and availability of information.  In addition, the report will identify current knowledge assets, discuss the information required by the organisation, and develop a framework for improving knowledge management culture through recommendations and KPIs (Key Performance Indicators).







[bookmark: _Toc1121529122]Evaluation of Knowledge Management
According to APQC (2026), knowledge management involves ensuring information and knowledge are shared effectively within an organisation to support productivity, communication, and decision-making. Effective knowledge management allows employees to access accurate information efficiently, reducing time spent searching for information and supporting improved organisational performance (ClearPeople, 2026).
Knowledge management is particularly important within healthcare environments where accurate information sharing supports patient safety, continuity of care, and effective communication between healthcare professionals. The World Health Organization (2023) highlighted the importance of reliable knowledge management systems within public health planning, particularly following the COVID-19 pandemic.
Within the role of a medical secretary, knowledge management is essential when arranging patient follow-up appointments and managing sensitive patient information. Administrative staff rely on accurate communication, accessible records, and effective information sharing to reduce delays and support continuity of care. Ineffective systems, particularly those relying heavily on paper-based processes or individual knowledge, may increase the risk of communication failures, lost information, and reduced efficiency within the workplace.
[bookmark: _Toc396579008]Importance of Knowledge Management in Healthcare 
Knowledge management plays an important role within healthcare organisations by improving communication, efficiency, and continuity of care. Effective knowledge sharing systems allow healthcare professionals and administrative staff to access accurate patient information quickly, reducing delays, duplication of work, and the risk of administrative errors. Within the role of a medical secretary, this is particularly important when arranging follow-up appointments, processing clinic outcomes, and ensuring information is accessible to the wider multidisciplinary team. NHS England has highlighted that effective digital systems can support safer and more efficient healthcare services (NHS England, 2024).
Effective knowledge management may also improve patient safety and organisational performance. Reliable information systems support communication between departments and reduce the likelihood of missed follow-up appointments or incomplete patient records. Within healthcare environments, poor communication or reliance on paper-based systems may increase organisational risks and negatively impact continuity of care. The World Health Organization (2021) has recognised that safe healthcare depends upon reliable information systems and effective communication between healthcare teams.

[bookmark: _Toc1787699421]Benefits and Limitations of Knowledge Management
Knowledge management provides several benefits within healthcare organisations, including improved access to information, increased efficiency, and enhanced communication between healthcare professionals. Effective systems may reduce duplication of work, improve record keeping, and support continuity of care by allowing staff to access accurate patient information quickly. Shared access to information may also improve teamwork and reduce reliance on individual employees holding important knowledge (World Health Organization, 2024).
Despite these advantages, there are also limitations associated with knowledge management systems. Healthcare organisations may face financial pressures when implementing and maintaining digital systems, including costs relating to software, training, and technical support. In addition, some employees may resist changes from traditional paper-based processes to digital systems. There are also risks relating to confidentiality, cyber security, and overreliance on technology if systems fail or information is entered incorrectly. For this reason, effective information governance and staff training remain essential within healthcare environments (CIPD, 2023).










[bookmark: _Toc130432757]Data, Information, Knowledge and Wisdom
[bookmark: _Toc40540674]The DIKW Pyramid
 The DIKW Pyramid is a model used to explain the relationship between data, information, knowledge, and wisdom within organisations. The model demonstrates how simple facts can be transformed into meaningful understanding and informed decision-making (Rowley, 2007).
	STAGE
	DEFINITION
	HEALTHCARE EXAMPLE

	DATA
	Raw facts/figures
Little meaning on their own
	NHS number, appointment date, clinic notes

	INFORMATION
	Organised data that becomes meaningful 
	Follow-up appointment lists & patient records

	KNOWLEDGE
	Understanding gained through experience and interpretation
	Understanding referral pathways and clinic procedures

	WISDOM
	Applying knowledge to make informed decisions
	Prioritising urgent appointments and identifying risks



Table 1 demonstrates how the DIKW model applies within healthcare administration and the role of a medical secretary.
The DIKW model demonstrates how healthcare organisations transform simple data into meaningful knowledge and informed decision-making. Within the role of a medical secretary, patient information such as NHS numbers, discharge summaries, investigation requests, and appointment dates are processed and interpreted to support follow-up care and administrative decision-making. Each stage of the model contributes to effective communication, accurate record keeping, and continuity of care within healthcare environments.






[bookmark: _Toc337266179]Applying the DIKW Model Within the Workplace
The DIKW model can be applied directly to the management of patient follow-up appointments within the department.  Following a patient discharge from the ward, the patient notes and discharge documentation are forwarded to the medical secretaries for review.  The discharge paperwork contains raw data such as patient names, hospital numbers, diagnoses, investigation requests, and follow-up plans documented by clinical staff.
This data becomes meaningful information once the discharge paperwork is reviewed and interpreted by administrative staff.  For example, the “plan” section of the discharge summary may state that a patient requires a repeat chest x-ray after three months or a stroke follow-up appointment within four to six months following discharge.  Medical secretaries must then use this information to ensure the appropriate actions are completed.
Knowledge is demonstrated through the secretary’s understanding of departmental procedures and follow-up processes.  Administrative staff are required to check whether investigation request forms have been completed correctly by ward staff by reviewing both paper records and secure electronic systems.  In addition, patient details including names, dates of birth, and hospital numbers are manually added to paper follow-up lists in date order to support future clinic booking arrangements.
The process also demonstrates how knowledge and experience contribute to decision-making within the workplace.  Medical secretaries develop an understanding of expected follow-up pathways, waiting times, and referral processes through practical experience within the department.  This knowledge helps staff identify missing information, incomplete documentation, or potential delays in patient care.
However, the current paper-based system also highlights several limitations of knowledge management.  The process relies heavily on accurate communication from ward staff when completing discharge summaries.  On occasions, discharge documentation may fail to include important follow-up requirements, such as stroke clinic appointments.  This may result in patients not being added to the appropriate waiting lists, leading to delays in follow-up care and subsequent contact from patients or GP practices querying why appointments have not been arranged.
This demonstrates how missing or incomplete information can interrupt the transition from data to knowledge within the DIKW model and increase the risk of administrative errors.  It also highlights the limitations of relying on manual paper-based systems and individual staff knowledge to manage important patient information.  The introduction of a secure digital tracking system may help improve communication, reduce reliance on memory and manual documentation, and support safer management of patient follow-up processes within the department.
[bookmark: _Toc1760718032]Tacit and Explicit Knowledge
Tacit knowledge refers to knowledge gained through personal experience and practical understanding within the workplace, whilst explicit knowledge refers to knowledge that can be formally documented and shared, such as policies, procedures, and electronic records (Bloomfire, 2025).
Within the current workplace system, much of the follow-up appointment process relies upon tacit knowledge held by experienced administrative staff. Although this supports continuity within the department, it also creates organisational risks if key staff members are absent or unavailable. Implementing a shared digital system may help convert tacit knowledge into accessible organisational knowledge that can be shared more effectively across the team.
[bookmark: _Toc240566073]The SECI Model
The SECI Model explains how tacit and explicit knowledge are shared and transferred within organisations through the processes of socialisation, externalisation, combination, and internalisation (Toolshero, 2019). Within healthcare environments, staff often develop tacit knowledge through workplace experience, observation, and communication with colleagues. This knowledge may then be converted into explicit knowledge through written procedures, training materials, and digital systems that can be accessed by wider teams.
Within the current workplace system, much of the follow-up appointment process relies upon tacit knowledge held by experienced administrative staff. Implementing a secure digital tracking system and standardised procedures may help transfer important workplace knowledge into accessible organisational knowledge, reducing dependency on individual employees and improving continuity within the department.
[bookmark: _Toc419521261]Knowledge Management Systems Within the Workplace
Within the stroke department, a combination of paper-based systems and electronic systems are currently used to store and manage patient information.  Following discharge from the stroke ward, patient notes are transferred to the administrative team and retained within the department for approximately 30 days before being returned to medical records.  The notes are temporarily retained to allow administrative staff to monitor whether follow-up investigations and outpatient appointments have been completed.
Paper-based systems continue to play a significant role within the current process.  For example, if a patient requires a repeat chest x-ray or another outpatient investigation, this information may be handwritten onto the front of the patient notes to act as a reminder for administrative staff to check whether the investigation has been completed and reviewed by consultants.   Administrative staff are also required to review patient discharge advice letters carefully in order to identify any follow-up actions requested by clinical staff.
If a patient has experienced a confirmed stroke, discharge documentation may state that the patient requires a stroke follow-up appointment within a three-to-six-month timeframe.  Patient details, including their name, date of birth, and hospital number, are then manually added onto a paper follow-up list maintained by the medical secretary.  The paper list is organised in date order to allow appointments to be booked according to discharge date and clinic availability.
Electronic systems are also used alongside paper records within the department.  Administrative staff may use the Clinical Portal to check whether investigation requests have been added onto the patient’s record and to create outpatient appointments once clinic dates become available.  Once appointments are booked, the information becomes visible electronically to other departments and healthcare professionals across the organisation.  Communication methods used within the current process may also include telephone calls, verbal communication between staff members, discharge letters, and communication with GP surgeries or other hospital departments.
Although electronic systems are used within some stages of the process, a large proportion of the follow-up tracking system remains dependent upon paper records and individual staff management.  This demonstrates how both traditional paper-based systems and digital systems currently operate together within the workplace to support patient follow-up processes.
Weaknesses of the Current Paper-Based System
Although the current paper-based follow-up system supports the management of outpatient appointments and investigations, several organisational risks remain. A significant weakness is the reliance on handwritten notes and paper documentation to track patient information. Paper records may become misplaced, damaged, or inaccessible, increasing the risk of delays to follow-up appointments and investigations, which may affect continuity of care and patient safety.
Accessibility is another limitation. Much of the follow-up information is recorded manually onto a paper list maintained by one medical secretary. Although effective on a day-to-day basis, the information is not immediately visible to other staff or departments unless appointments have already been added to the Clinical Portal. This may create difficulties when patients, GP surgeries, or hospital departments contact the service to check whether a patient is awaiting follow-up. Staff may therefore rely on the secretary responsible for the records to locate and confirm information.
The process also creates an overreliance on individual tacit knowledge. Experienced administrative staff may develop detailed understanding of clinic waiting times, consultant preferences, and patient tracking processes. However, because much of this knowledge is not formally documented or shared electronically, risks may arise if staff are absent or unavailable. Annual leave or sickness absence may therefore increase delays, missed appointments, or communication failures within the department.
Confidentiality and information governance risks may also exist within paper-based systems. Patient notes and handwritten tracking lists contain sensitive information, including patient names, dates of birth, hospital numbers, and clinical details. Paper documentation may be more vulnerable to unauthorised access, loss, or accidental disclosure if not stored securely.
In addition, paper-based systems may reduce efficiency. Staff may spend additional time reviewing discharge letters, updating tracking lists, locating patient notes, and checking investigations, increasing workload and duplication of tasks. Although the current process often manages follow-up appointments successfully, these limitations demonstrate the need for a more accessible and secure digital knowledge management approach.
Proposed Digital Knowledge Management System
To address the limitations associated with the current paper-based follow-up process, it is proposed that a secure digital knowledge management system should be introduced within the department. The proposed system would allow follow-up information to be recorded electronically from the point of patient discharge, improving accessibility, efficiency, and communication within the department.
Under the proposed system, follow-up requirements identified within discharge documentation could be added directly onto the Clinical Portal or another secure shared electronic tracking system. For example, patients requiring stroke follow-up appointments could be recorded electronically immediately following discharge rather than being added to a paper tracking list. This would allow staff members to identify pending appointments even if clinic dates have not yet been allocated.
The proposed system would provide centralised access to patient follow-up information, reducing reliance on paper records and individual staff knowledge. This may improve continuity during periods of annual leave, sickness absence, or staff turnover, whilst also reducing telephone queries from patients, GP surgeries, and other departments.
Security and confidentiality would remain essential within the proposed system. Access permissions and audit trails could be used to ensure patient information is only accessible to authorised staff members and that activity within the system can be monitored appropriately. Electronic systems may also reduce the risk of information being misplaced, damaged, or accessed inappropriately.
Overall, the proposed digital knowledge management system may improve efficiency, accountability, and information accessibility whilst reducing organisational risks associated with paper-based processes.
[bookmark: _Toc1305542038]Confidentiality, Integrity and Availability (CIA)
The Confidentiality, Integrity, and Availability (CIA) model is an important framework used within information governance and information security. Within healthcare environments, maintaining confidentiality, integrity, and availability is essential due to the sensitive nature of patient information (NHS England, n.d.).
Confidentiality refers to ensuring patient information is only accessible to authorised individuals. Within the current workplace system, handwritten follow-up lists and paper patient notes may increase the risk of information being misplaced or accessed inappropriately if not stored securely (ICO, n.d.).
Integrity refers to maintaining the accuracy and reliability of information. Accurate patient records are essential to support safe patient care and effective appointment management, as missing or incorrect information may result in delays or communication failures.
Availability refers to ensuring information is accessible to authorised staff members when required. Within the current workplace system, accessibility may be limited because much of the follow-up information is maintained on paper records managed by one employee. Implementing a secure shared digital system may improve accessibility and continuity within the department.

[bookmark: _Toc953322169]GDPR and NHS Information Governance
General Data Protection Regulation (GDPR) and NHS information governance policies ensure patient information is managed securely, lawfully, and confidentially (ICO, n.d.). Healthcare organisations have a legal and ethical responsibility to protect sensitive information and ensure personal data is only accessed and shared appropriately.
Within the role of a medical secretary, patient information is handled daily through discharge letters, clinic lists, investigation requests, and electronic records. Information must therefore be processed in accordance with GDPR principles, including lawful processing, data minimisation, accuracy, and confidentiality. Staff should ensure information is only shared with authorised individuals and stored securely (NHS England, n.d.).
Paper-based systems may increase information governance risks if documents are misplaced or accessed by unauthorised individuals. In comparison, secure electronic systems may improve confidentiality through password protection, access permissions, and audit trails (NCSC, n.d.). Effective information governance supports patient trust, legal compliance, and safe healthcare practice.
[bookmark: _Toc216502284]Secure Storage and Accessibility of Information
Secure storage and accessibility of information are essential within healthcare environments to ensure patient information remains protected whilst still being available to authorised staff when required (NHS England, n.d.).
Electronic systems may improve security and accessibility through password protection, restricted access permissions, and secure network systems, reducing the risk of unauthorised access and improving accountability within organisations (NCSC, n.d.).
Within the current workplace system, much of the follow-up information is maintained through paper records and handwritten tracking lists, which may create difficulties when information is required quickly or during periods of staff absence. A shared digital system may improve continuity by allowing authorised staff members to access information electronically when required.
Electronic backups and version control may also improve information security by reducing the risk of accidental loss, outdated records, or system failure.

[bookmark: _Toc151571093]Safe Disposal and Retention of Information
Healthcare organisations must ensure confidential patient information is retained and disposed of securely in accordance with NHS retention policies and information governance requirements (NHS England, 2021). Patient records should only be retained for the required period before being securely archived or destroyed.
Within the current workplace system, patient notes are temporarily retained within the department for approximately 30 days following discharge to allow follow-up investigations and appointments to be arranged before the records are returned to medical records. During this period, records must be stored securely to maintain confidentiality and prevent unauthorised access.
Confidential paper documentation should be disposed of using secure shredding or confidential waste procedures, whilst electronic information must also be deleted securely to prevent inappropriate access. Safe retention and disposal procedures support confidentiality, legal compliance, and information security within healthcare organisations.
[bookmark: _Toc1962295619]Information Accuracy and the CRAAP Test
The CRAAP test is a framework used to evaluate the quality and credibility of information sources by considering currency, relevance, authority, accuracy, and purpose. Within healthcare environments, reliable information is essential to support safe patient care, effective communication, and continuity of care (Scribbr, n.d.).
Within the current workplace system, the CRAAP test may be applied when reviewing discharge letters, follow-up requests, investigation results, and patient tracking information. Ensuring information is current, accurate, and obtained from authorised sources may reduce communication failures, missed appointments, and delays in patient care.
[bookmark: _Toc444075889]Developing a Knowledge Management Culture
Developing a positive knowledge management culture within healthcare organisations is important to ensure information is shared effectively between staff members.  Encouraging knowledge sharing can improve teamwork, communication, and continuity of patient care.  Within administrative healthcare roles, knowledge sharing may help reduce delays, minimise errors, and ensure staff are able to access important information when required.
In the current workplace process, much of the knowledge surrounding follow-up appointment management relies heavily on individual experience and paper-based records.  This may create knowledge silos where important information is only known by specific members of staff. 
If a staff member is absent, this could lead to delays in booking appointments, missing investigations, or communication difficulties within the wider team.
Implementing a shared digital system could encourage greater collaboration between administrative staff by allowing authorised users to access up-to-date information securely.  This may improve communication between departments and reduce the risk of information being lost or duplicated.  Knowledge sharing within healthcare settings is essential to support efficient working practices and maintain patient safety (NHS England, 2024).
[bookmark: _Toc1356121127]Staff Training and Development
Staff training and development are important when introducing new knowledge management systems.  Employees must understand how to use systems correctly in order to maintain confidentiality, accuracy, and efficiency.  Appropriate training may also reduce resistance to change and improve staff confidence when using digital systems.
Within the proposed system, training could include onboarding sessions for new staff, refresher training for existing employees, and guidance relating to information governance and GDPR responsibilities.  Cross-training staff members may also improve cover arrangements during annual leave or sickness absence.
Currently, there is a significant reliance on individual knowledge within the workplace process.  This may increase organisational risk if key staff members are unavailable.  Developing staff knowledge across the wider team could reduce dependency on individuals and improve continuity of service.  
Effective training and development strategies may also contribute to improved productivity and staff satisfaction (CIPD, 2023).
[bookmark: _Toc331318251]Key Performance Indicators (KPIs)
Key Performance Indicators (KPIs) can be used to monitor the effectiveness of knowledge management systems within healthcare organisations.  KPIs allow organisations to measure performance, identify weaknesses, and monitor improvements over time.
Examples of KPIs relevant to the proposed system may include:
· follow-up appointment booking times
· number of missing or incomplete records
· administrative delays
· patient complaints relating to communication or appointments 
· audit compliance results
Monitoring these indicators may help identify whether the proposed digital system is improving efficiency and reducing administrative risks.  For example, a reduction in delayed follow-up bookings or missing patient information may demonstrate improved knowledge sharing and record management processes.
[bookmark: _Toc1057005092]Evaluating the Effectiveness of the Proposed System
The effectiveness of the proposed digital knowledge management system could be evaluated through regular audits, staff feedback, KPI monitoring, and error reduction analysis.  Regular reviews may help identify areas requiring improvement and ensure the system continues to meet organisational needs.
Staff feedback may provide valuable insight into whether the system is accessible, user-friendly, and supportive of daily administrative tasks.  Patient feedback may also help assess whether communication and appointment processes have improved.
A reduction in paper-based errors, missing documentation, and delayed follow-up appointments may indicate that the system has improved efficiency and information accessibility.   Continuous evaluation is important to ensure the system remains effective, secure, and compliant with NHS information governance standards.
[bookmark: _Toc2059259068]Recommendations and Strategic Action Plan
Based on the findings of this report, several recommendations have been identified to improve knowledge management processes within the workplace.  The current paper-based system presents risks relating to information accessibility, continuity, and dependency on individual staff knowledge.  Implementing improvements may support more efficient administrative processes, improved communication, and enhanced patient care.
The primary recommendation is the introduction of a secure digital follow-up tracking system to replace the current paper-based process.  A digital system may improve accessibility of information, reduce the risk of lost documentation, and allow authorised staff members to access patient follow-up information when required.  This could also improve continuity during periods of staff absence and reduce delays in arranging appointments or investigations.
It is also recommended that procedures relating to follow-up bookings are standardised across the department.  Standardised procedures may help ensure consistency in administrative processes and reduce the likelihood of errors occurring.  Clear guidance documents and agreed workflows could support staff in carrying out tasks accurately and efficiently.
Further recommendations include improving staff training and development opportunities relating to knowledge management, information governance, and digital systems.  Cross-training administrative staff may reduce dependency on individual employees and improve cover arrangements during annual leave or sickness absence.  This may also contribute to improved teamwork and knowledge sharing within the department.
Improved access controls and information governance procedures are also recommended to ensure confidential patient information remains secure.  Access permissions should be limited to authorised staff only, with password protection and regular monitoring in place to maintain GDPR compliance and protect patient confidentiality. 
[bookmark: _Toc1874464186]Plan
	Action
	Responsible Person
	Timescale
	Expected Outcome

	Introduce a secure digital follow-up tracking system
	Management and IT Department
	3-6 months
	Improved accessibility and reduced reliance on paper records

	Develop standardised administrative procedures
	Department Management
	1–2 months
	Improved consistency and reduced administrative errors

	Provide staff training on the new system and GDPR responsibilities
	Management and Training Leads
	Ongoing during implementation
	Increased staff confidence and improved compliance

	Introduce cross-training for administrative staff
	Team Leaders
	2-3 months
	Reduced dependency on individual knowledge

	Implement role-based access controls and password protection
	IT Department
	During system implementation
	Improved confidentiality and information security

	Monitor KPIs and conduct regular audits
	Management Team
	Quarterly
		


	Improved efficiency and identification of areas for improvement




	Collect staff feedback on system effectiveness
	Management Team
	After implementation
	Continuous improvement and improved user satisfaction






[bookmark: _Toc712058500]Conclusion
This report has evaluated the importance of knowledge management within the role of a medical secretary in an NHS healthcare setting.  The report explored the relationship between data, information, and knowledge, alongside the importance of effective communication, knowledge sharing, and information governance within administrative healthcare processes.
The current paper-based follow-up system was identified as presenting several limitations and organisational risks, including dependency on individual knowledge, reduced accessibility of information, potential confidentiality concerns, and an increased risk of delays or missing patient follow-ups.  These issues may negatively impact administrative efficiency, continuity of care, and patient safety.
To address these concerns, a secure digital follow-up tracking system was proposed.  The proposed system may improve accessibility, reduce reliance on paper documentation, support effective knowledge sharing, and strengthen compliance with GDPR and NHS information governance requirements.  Additional recommendations included standardising procedures, improving staff training, implementing access controls, and monitoring performance through KPIs and regular audits.
Overall, effective knowledge management plays a significant role in supporting organisational efficiency, communication, and patient care within healthcare environments.  Developing a stronger knowledge management culture may help healthcare organisations improve continuity, reduce administrative risks, and support safer and more efficient working practices for both staff and patients.
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