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Abstract
Background: Communities represent a highly relevant source of knowledge with regard to not only
healthcare performance but also sociocultural context, yet their role in learning health systems has not
been studied. Situating the learning health system as an organization, this paper explores the
phenomenon of organizational learning from or with communities (de�ned as one of ‘the people,’ such as
a town, a speci�c patient group or another group directly receiving a healthcare service).

Methods: We conducted a scoping review to determine what is known about organizational learning from
or with communities that the organization serves, and to contribute to a more comprehensive evidence
base for building and operating learning health systems. In March 2019, we systematically searched six
academic databases and grey literature, applying no date limits, for English language materials that
described organizational learning in relation to knowledge transfer between an organization and a
community. Numerous variables were charted in Excel and synthesized using frequencies and thematic
analysis. We updated this search in August 2020.

Results: In total, 42 documents were included in our analysis. We found a disproportionate emphasis on
learning explicit knowledge from community rather than on tacit knowledge or learning in equal
partnership with community. Our review also revealed inconsistently de�ned concepts, tenuously linked
with their theoretical and empirical foundations. Our �ndings provide insight to understand the
organization-community learning relationship, including motives and power differentials; types of
knowledge to be learned; structures and processes for learning; and transformative learning outcomes.

Conclusions: Our review makes a singular contribution to organizational learning literatures by drawing
from diverse research disciplines such as health services, business and education to map what is known
about learning from or with community. Broadly speaking, learning health systems literature would
bene�t from additional research and theory-building within a sociological paradigm so as to establish key
concepts and associations to understand the nature of learning with community, as well as the practices
that make it happen. 

Background
Since it was �rst proposed over a decade ago, the concept of a learning health system has inspired health
systems researchers and practitioners around the world [1]. Common sense tells us that a continuously
improving health system—one that generates, shares and learns from new evidence on an ongoing basis
—is a good thing. However, the study of learning health systems has generally not been systematic,
resulting in a variously de�ned concept whose hallmark characteristics are poorly articulated.
Researchers who have taken more systematic approaches to conceptualizing learning health systems
suggest that it is questionable whether more than a handful of learning health systems genuinely exist, if
any [2–4].
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We sought to contribute to a more comprehensive evidence base for building and operating learning
health systems, drawing from health services research and other research disciplines including the
organization sciences, business, and education. We started with the premise that healthcare systems are
socially constructed through processes involving numerous stakeholders [5]. As external, extra-
organizational processes of social learning and construction are generally understudied with regard to
learning health systems, we chose to focus our study on the processes and role relating to a particular
type of health system stakeholder: the community (or communities) that health systems serve. We
broadly de�ned ‘community’ as one of ‘the people’—such as a town, a speci�c healthcare patient group or
another group directly receiving a healthcare service—not a professional community of practice. We saw
this study as a means to enhance our understanding of learning health systems as organizations and to
explore their critical system-developmental relationships beyond traditionally de�ned healthcare system
borders.

While there are numerous studies of organizational learning from other organizations and networks in the
external environment [e.g., 6, 7–10], there are seemingly few studies of organizational learning from or
with communities. Though the rhetoric of community engagement and partnership may be strong in
healthcare—take calls for patient involvement, for instance—there is a tendency to refer to organizational
learning from these interactions in the abstract [11]. This obscures our understanding of the motives,
structures, processes and outcomes of organizational learning generally, and speci�cally from or with
communities. In fact, community relationships represent the least researched dimension of relationship-
centred healthcare [12].

As a starting point, we conceptualized learning health systems as organizations that are complex
adaptive systems, intrinsically connected with their internal and external environments. In this view,
system behaviour and learning are generated by complex interactions and relationships among the
system’s constituent parts and internal or external agents [13, 14]. Critical to enabling these interactions
and relationships is what complexity science theorists call adaptive space, which is described as
temporary network structures that open channels of communication such that diverse ideas can mix and
learning can emerge [15]. It follows that community knowledge from the external environment can
contribute to organizational learning provided the structures and relations of power within adaptive space
permit that knowledge to be valued and integrated.

Organizational learning theory supports the complexity science view that the external environment has
bearing on organizational learning. In a seminal article, March [16] described organizational learning as
adaptation informed by exploitation and exploration—a dual strategy of not only applying knowledge that
is already familiar, but also exploring the external environment for new knowledge. In their descriptions of
social theories of learning and the context-dependent nature of knowledge, many of March’s
contemporaries similarly emphasized the importance of bridging organizational and environmental levels
of analysis [17–20].
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Perhaps surprisingly then, when it comes to exploring learning phenomena in healthcare and other
industries, the organization’s relationships with the communities it serves seem to be overlooked.
Learning health systems literature disproportionately emphasizes electronic health records and other
information technology [21, 22], thus privileging the transmission of quanti�ed, explicit knowledge and
sidelining tacit understandings of sociocultural factors that are equally important to improve healthcare
services. Such a narrow orientation toward clinical research and health service data neither adequately
captures the breadth and depth of relevant theory from other research traditions, nor promotes a model
that gives credence to non-clinical or tacit forms of knowledge.

Study aim
Our study contributes to addressing this gap. The community represents a source of knowledge with
regard to healthcare performance at organizational and whole system levels, as well as tacit culture,
identity and ideology. Part of the operating environment, the community also represents a social context
in which the healthcare organization is embedded, including established norms and worldviews that the
organization must navigate in order to bene�t the community at individual and collective levels.
Speci�cally, we aimed to determine what is known in extant literatures about organizational learning from
or with community so as to shed light on the learning health system as an organization in the context of
its social relationships and interactions with the external environment. In this paper, we present the results
of our study and then discuss key implications and gaps with regard to our understanding and
implementation of learning health systems.

Theoretical roots
As there are many excellent reviews of the origins and evolution of organizational learning scholarship
[23–27], we limit ourselves here to a brief background of concepts most relevant to this study.

Argyris and Schön [28, 29] described organizational learning as a process of error correction via single-
loop or double-loop learning, where double-loop learning goes beyond simply solving a problem to
changing underlying assumptions or values that may alter future behaviour. They proposed that
individual learning embeds within organizational memory and thus can lead to organizational changes
and performance improvement. Similarly, Huber [30] suggested that organizational learning comprises
knowledge acquisition, information distribution, information interpretation and organizational memory,
frequently resulting in a change in the nature and range of the organization’s potential behaviours.

Tension between individual and collective initiatives, including learning, is a regular feature of
organizational learning literatures across research disciplines. The rise of social theories of learning in
the 1990s led to a more collective-oriented ontology of organizational learning that was less dependent
on individual learning as its source [e.g., 17, 19]. The natural resource management sciences, in particular,
embrace the concept of social learning. Drawing from social theories that characterize learning as active
social interaction and participation [17, 31], social learning is de�ned as “a change in understanding that
goes beyond the individual to become situated within wider social units” [32]. In our interpretation,
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organizations count as ‘wider social units’ given that they are social entities—albeit coordinated in a
hierarchical fashion. Yet again, the ‘change in understanding’ is frequently clari�ed with transformative
learning theory [33], a body of theory initially focused on individual learning but regularly applied to
explain the transformation of assumptions and worldviews that comes with second-order, or double-loop,
learning [32, 34].

We view the learning health system as a kind of learning organization. The learning organization concept
originates in work by Argyris and Schön [28, 29] but was popularized by Senge [35] in North America and
Burgoyne, Pedler and Boydell [36] in the United Kingdom. Senge [35] de�ned the learning organization as
one with both adaptive (single-loop) and generative (double-loop) learning capacities built on individual,
collective and organizational learning processes. Notably, the learning organization is not equivalent to
organizational learning. Many authors describe organizational learning and the learning organization as
the process and product, respectively—a normative distinction between what is done and what should be
[37–39]. Others have suggested that the two concepts are developing along divergent tracks, with
learning organization theorists pulling concepts from organizational learning, but not the other way
around [25]. Meanwhile, scholars highlight a lack of consensus in the way organizational learning and
learning organizations are described, with authors often confusing process with outcome [40] or failing to
recognize how different worldviews may pre-determine how organizational learning is conceptualized
within different research disciplines [27].

In this review, we subscribe to a conceptualization of the learning organization that combines three
elements: organizational knowledge, including internal and external knowledge; knowledge management,
or the control of structures and processes to facilitate knowledge sharing; and organizational learning
processes [37, 41].

Methods
A scoping review was well-suited to our aim given that we sought to map concepts across
interdisciplinary boundaries and provide a broad overview of the range of current evidence, including
gaps in research [42]. Following established methodology [43–45], this review contributes to an expanded
view of organizational learning and its key concepts, offering guidance to deepen our understanding of
the relationship between learning health systems and the learning that takes place with and from
communities they serve.

Search strategy
We consulted a health sciences librarian in planning and developing our review design and search
strategy. Our comprehensive search strategy included an academic database search, hand searching of
relevant journals, search engine queries, targeted website review and reference tracking. We based our
search on three concepts: organizational learning, including social learning; the learning organization,
comprising organizational learning, organizational knowledge and knowledge management and
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including learning health systems; and community, comprising community knowledge and involvement.
The search protocol is registered and available with the Open Science Framework (hyperlink removed for
double-blind review).

We �rst conducted an initial search in Scopus to identify journals with the highest number of relevant
publications, then searched an online global directory [46] to locate databases where these journals were
indexed. The initial academic search strategy was developed for Ovid MEDLINE® (see appendix) and
then translated for other academic databases. Several preliminary, iterative searches permitted us to
re�ne a search using a combination of subject headings and text words for the three primary concepts,
and tailor our strategy to each database. Final searches with no language or date limits were conducted
on March 19, 2019 in Ovid MEDLINE® (1946-Present), PsycINFO (1806 to March Week 2 2019), CINAHL
Plus with Full Text, ERIC, Web of Science Core Collection and Business Source Premier. To supplement
the academic database search, the lead author hand searched all issues of two journals, The Learning
Organization and Learning Health Systems, �nding 11 potentially eligible citations.

Table 1
Summary of search locations

Academic databases Online search engines

• Ovid MEDLINE®

• PsycINFO

• CINAHL Plus

• ERIC

• Web of Science

• Business Source Premier

Hand searched journals

• The Learning Organization

• Learning Health Systems

Reference tracking

• Reviewed reference list of 1 evidence
synthesis report

• Advanced Google Search

• Duck Duck Go

Targeted websites

• Agency for Healthcare Research and Quality
(ahrq.gov)

• McMaster Health Forum (mcmasterforum.org)

• National Academy of Medicine (nam.edu)

• The Learning Healthcare Project
(learninghealthcareproject.org)

 

We also searched online, using numerous combinations of key terms in Advanced Google Search and
Duck Duck Go. The lead author reviewed search results up to �ve webpages after the last hit and found
ten potentially eligible citations. Websites of four organizations well known for their contributions to the
study of learning health systems were also reviewed, �nding three potentially eligible citations by
browsing and searching for publications on these sites. When multiple publications were available as
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part of a series, the most recent or summative publication was chosen. In the case of one evidence
synthesis publication found in this way, the lead author found ten additional potentially eligible citations
through reference tracking. Table 1 lists all the information sources that we searched. All potentially
eligible citations were loaded into EndNote X9.1.1 for deduplication [47].

Eligibility criteria
We sought to identify work based in empirical research, theory or experience that described
organizational-level learning, change or innovation in relation to knowledge transfer between an
organization and a community that it serves. Citations had to ful�ll the following criteria to be included in
this study:

Either description of interaction between an organization and a community, or description of
knowledge transfer from a community to an organization as a means of contributing to
organizational learning, change or innovation;

Reference to ‘learning,’ either through description of organizational learning structures, processes or
outcomes or description of elements of a learning organization or learning health system;

Description of the relationship between the organization and community as one in which the
community should bene�t from organizational outputs;

Description of learning occurring at the level of the organization.

Provided that they met these criteria, citations were included based on an inclusive understanding of
‘community’ (e.g., client, customer, patient, consumer, public). Citations were excluded if they: focused on
interorganizational learning or professional communities of practice; described learning at a level other
than the organization; were written in a language other than English; or offered insu�cient evidence,
typically because they were book reviews or short commentaries. All criteria were piloted against 10
purposively selected journal articles and re�ned before any screening.

Study selection
Before screening began, two reviewers (initials removed for double-blind peer review) piloted the eligibility
criteria and Rayyan, a web-based screening tool [48], using a preselected list of 27 citations. They then
conducted a �rst phase of screening. Over four rounds, the two reviewers screened the titles and
abstracts of 524 (27%) citations with the objective to reach consistent inter-rater agreement above 80%.
Agreement in each successive round was 74%, 81%, 83% and 92%, respectively, with con�icts resolved
through discussion. The lead author screened the remaining 1,423 (73%) titles and abstracts
independently. Where there was not enough or unclear information to exclude a citation, the citation was
included for full-text review. In total, 98 citations were screened in. Their full texts were reviewed against
the eligibility criteria by the same two reviewers who performed title-abstract screening. Disagreements
were resolved by consensus. One additional citation was included at this stage after reviewing the
reference lists of all full-text documents. Our process is illustrated in Fig. 1 below.

Data charting and collation



Page 8/33

Using a pre-set chart in Excel that had been pilot tested on a sample of �ve included texts, the lead author
extracted data with regard to numerous variables including article characteristics (e.g., discipline, study
design, objective, �ndings); theoretical frameworks and de�nitions; dimensions of learning (e.g.,
processes, structures, motives, outcomes); and community variables (e.g., conceptualization of
community and community roles). Data related to power relations and ethical tensions were also
extracted on the basis that organizations and communities could face power differentials and ethical
ambiguities in their learning relationship [11, 49]. Results were synthesized using frequencies and
thematic analysis [50]. Meta-analysis was not performed.

Search update
We updated our results in August 2020. The lead author performed the same search detailed above,
limiting results to items published in 2019 or 2020. The lead author performed study selection and data
charting independently, applying the same eligibility criteria as above. Overall, we found that literature
published since the initial search in March 2019 did not produce any signi�cant new insights, which
re�ects the singularity of this work.

Results

Literature search
A total of 1,947 titles and abstracts and 99 full-text documents was assessed for eligibility during the
initial search in March 2019. Of these, 38 full-text documents ful�lled our eligibility criteria. Two
documents were excluded because they could not be retrieved through (library name removed for double-
blind review), and 56 were excluded for not describing either learning from or with community,
organizational-level learning, or both. Two short commentaries and one short conference paper were
excluded as they did not make substantive empirical or theoretical contributions. During the study update
of August 2020, an additional four full-text documents met our eligibility criteria [51–54]. Therefore, we
included a total of 42 full-text documents in this analysis.

Characteristics of included documents
The �nal 42 documents re�ected the research disciplines of health services (encompassing learning
health systems), business, natural resource management, organization and management sciences,
education and social services. As in Table 2, the majority of documents (67%) were published within the
last ten years and originated predominantly in the United States (36%), Canada (14%) and the United
Kingdom (10%), or from multi-country settings (10%). Although most authors (64%) did not report a
funding source, nearly a quarter were funded by public sources (24%). Most documents were published
within the business (36%) and health services (31%) disciplines, though it is interesting to note that
among the 26 empirical studies, 13 (50%) came from business studies, followed by only three (12%) from
health services research and three (12%) from natural resource management. Most documents focused
on organizational learning (57%), followed by learning health systems (19%), learning organizations
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(17%) and social learning (7%). The most common type of document overall was an empirical study
(62%), of which half (50%) were qualitative studies.

De�nitions and theoretical grounding
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Table 2
Document characteristics (n = 42)

Year of publication 1995–1999 3 (7.1%)

  2000–2004 7 (16.7%)

  2005–2009 4 (9.5%)

  2010–2014 11 (26.2%)

  2015–2018 17 (40.5%)

Geographic region Africa 1 (2.4%)

  Asia 6 (14.3%)

  Australia and New Zealand 1 (2.4%)

  Europe 6 (14.3%)

  North America 21 (50.0%)

  Multi-country 4 (9.5%)

  Not speci�ed 3 (7.1%)

Funding source Private-sponsored 3 (7.1%)

  Public-sponsored 10 (23.8%)

  Non-sponsored 2 (4.8%)

  Not reported 27 (64.3%)

Research discipline Business 15 (35.7%)

  Health services 13 (31.0%)

  Natural resource management 5 (11.9%)

  Organizations and management science 5 (11.9%)

  Education 2 (4.8%)

  Social services 2 (4.8%)

Focus Organizational learning 24 (57.1%)

  Social learning 3 (7.1%)

  Learning organization 7 (16.7%)

  Learning health system 8 (19.0%)

Document type Empirical study 26 (61.9%)

  Theoretical paper 7 (16.7%)



Page 11/33

Year of publication 1995–1999 3 (7.1%)

  Descriptive study 2 (4.8%)

  Other* 7 (16.7%)

Empirical study Qualitative, case study design 8 (30.8%)

approach Qualitative, participatory action research 1 (3.8%)

  Other qualitative design 4 (15.4%)

  Quantitative, survey/questionnaire 11 (42.3%)

  Quantitative, experimental design 1 (3.8%)

  Mixed methods research 1 (3.8%)

* Commentary, conference proceedings, knowledge synthesis report or editorial

 

Only 26 documents provided de�nitions of either organizational learning, social learning, learning
organization or learning health system. We found considerable variation in the conceptual and theoretical
moorings of the de�nitions that each of these texts provided.

Whereas de�nitions of organizational learning and social learning clearly focused on learning processes,
de�nitions of learning organizations and learning health systems focused on learning outcomes. Only
four texts explicitly mentioned learning from or co-producing knowledge with community as part of their
de�nitions [22, 55–57]; among them, two focused on learning health systems [22, 57]. Social learning
articles de-emphasized organizational structures or boundaries and instead highlighted transformative
group processes with all relevant knowledge holders [55, 58]. Learning health system documents were the
only ones not to consider transformation of underlying group norms, assumptions or behaviour as part of
the de�nitions they used, though some did acknowledge the importance of human interactions for
learning and knowledge dissemination [57, 59, 60].

De�nitions for learning organization and learning health system were the only ones to consider the
generation of evidence through practice. De�nitions for learning health system were the only ones that
prioritized the generation of evidence speci�cally through research. Informatics and digital data
infrastructure were part of the de�nitions offered by three documents only, all of which pertained to
learning health systems [22, 57, 61].

Interestingly, not one healthcare text drew from theory in de�ning any of the four terms. The learning
health system texts were strikingly detached from theory, instead citing practice-based de�nitions and
frameworks encompassed in the National Academy of Medicine’s numerous reports [e.g., 22, 62, 63].
Learning organization documents were rooted in preestablished frameworks—notably Senge’s [35] �ve
disciplines of system thinking, personal mastery, mental models, shared vision and team learning—
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without attempting to build upon them. Only two learning organization texts explored associations
between other concepts to innovate new models for understanding change and learning by organizations
[64, 65]. Garvin [66], Marquardt [67] and Burgoyne et al. [36]—whose works, like those of Senge, were set
in a non-healthcare business environment—were also consistently cited in the learning organization
literature.

Documents that focused on organizational learning consistently incorporated theoretical concepts such
as single- and double-loop learning [28, 29], exploration and exploitation [16], absorptive capacity [68] and
tacit and explicit knowledge [69, 70]. They also frequently cited prominent theorists such as Cyert and
March [71], Huber [30] and Levitt and March [72]. The organizational learning texts engaged deeply with
these concepts and proposed associations with other constructs such as organizational effectiveness
[73], empowerment [74] and trust [75]. The social learning articles were rooted in situated learning [17]
and transformative learning [33] and supported a framework of co-management by the organization and
all its stakeholders.

Organizational context
Whereas 16 documents described public service or other non-pro�t settings, 18 described organizational
learning in the private sector. Although no patterns by document type were found, we noted that six
documents held very broad conceptualizations of the external environment rather than bounding the
environment within a given sector or offering more nuanced descriptions of what the external
environment comprised [55, 56, 58, 76–78]. For example, Hafkesbrink and Schroll [76] simply described
the external environment as the surrounding communities into which an organization can be integrated.
For their part, Nonaka et al. [56] suggested the only signi�cant boundary is that between the Self and the
Other as individual knowledge becomes collective and accumulates through continued interaction
between the organization, its members, and members in the external environment.

Conceptualizing community
The texts conceptualized community in different ways. Thirty-two (76%) conceptualized community as
the collective or individual users of a service or product. By contrast, Bess et al. [73] described community
as the local geographic area or micro-environment, stressing that the extent to which communities are
viewed as knowledge sources depends on the de�nition of organizational boundaries and membership,
determining whether community members are considered members of the organization or partners. They
cited one example of an inclusive de�nition of organizational membership, comprising clients and
volunteers, that augmented organizational learning capacity.

All �ve natural resource management texts held broad conceptualizations of community, de�ning it as
the public or other interested stakeholders [55, 58, 74, 77, 79]. They emphasized social processes of
dialogue and transformative learning at the organizational and societal levels, where the organization
must resist imposing its own structures in its external environment, or else marginalize the community’s
ability to solve problems. Only one of these articles emphasized ‘learning from’ community preferences
rather than ‘learning with’ the community in relationship and dialogue [58].
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Learning from, and learning with, community
Ten (24%) texts suggested that organizational learning could be done with community [22, 56, 57, 60, 74,
77, 80–83]. Nine (21%) texts suggested that organizations could learn both from and with the
communities they served [52, 55, 59, 64, 78, 79, 84–86]. Learning by the community was not explored. As
for the role of community in organizational learning, in most texts this was either not mentioned (n = 13,
31%) or described as a passive role of allowing data collection, consultation or information use by the
organization (n = 16, 38%). A minority of texts described community as having a more active role in
addressing its own problems [74, 78], thus driving innovation [87] or collaborative design and
management [22, 58, 76, 88], yet they nonetheless offered limited detail to understand this role.

More than half the documents (n = 22, 52%) described ‘learning from’ community. Business texts tended
to talk about customer knowledge management or collecting data about customers to learn their needs,
preferences and spending patterns. Healthcare texts also tended to focus on collecting patient data.
Indeed, 13 articles oriented toward knowledge management indicated the organization had a role in
collecting and managing information about or from the community [51–54, 56, 61, 75, 83, 88–92]. Four
texts alternatively described the organization’s role in terms of exploration and exploitation [87, 93–95].
Other roles for the organization that were described included ensuring its members engaged in boundary
spanning to liaise with customers [65], ensuring communities are recognized as valuable sources of
knowledge and agency [74, 77, 78] and providing a structure for learning and community engagement
[55, 73].

Three texts suggested that community engagement could be measured on a continuum [59, 64, 74]. They
each recognized a need to engage with community through dialogue and co-creation of knowledge and
conceived an association between the level of engagement and the quality of organizational learning.
Their work also implied that learning with community required more effort from the organization because
it enacted participatory methods [59], but that this was preferable to simply gathering information about
the community or gathering feedback. In a like manner, though they did not present a continuum of
engagement, Bess et al. [73] described a partnership mindset as a bene�cial alternative to the
conventional expert-client relationship.

Knowledge transfer
Thirty-four (81%) texts went beyond ambiguous references to community participation to provide insight
into the nature of knowledge transfer between the community and organization. In 17 of these texts,
community knowledge and evidence were described as �owing to the organization through direct
interaction and relationships, for example through volunteering or board membership [73, 81] or
participation on advisory councils [57, 60]. The authors of six documents spoke about knowledge transfer
as a self-reinforcing cycle of learning between the community and organization wherein open, cross-
boundary dialogue facilitates the �ow of ideas [56, 65, 78, 83, 94, 96]. Yanow [78] described
organizational members as bicultural translators who translate knowledge along a double periphery:
vertically through the organization and horizontally across organizational boundaries, where they interact
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with non-members. Three articles suggested that there must be an open space of discourse for
community evidence to mix with organizational knowledge and help to transform organizational frames
of reference [77–79].

Four healthcare texts [61, 91, 92, 97] and three business texts [54, 89, 90] emphasized community
knowledge and evidence �owing in the form of administrative or research data about the service or
product user. Two business documents described data �owing through a third-party, whether a parent
company [93] or another organization to which customer relationship management is outsourced [75].

Five texts incorporated the concepts of tacit and explicit knowledge [53, 56, 76, 83, 94]. Cegarra-Navarro
and Dewhurst [94] suggested that knowledge begins as individual, tacit knowledge and then becomes
collective and explicit as it is consolidated, stored in organizational memory, and exploited by
organization members. Nonaka et al. [56] proposed a theoretical model for understanding internalization
(explicit-to-tacit knowledge conversion) in addition to externalization (tacit-to-explicit), socialization (tacit-
to-tacit) and combination (explicit-to-explicit) processes as knowledge is gathered, shared and converted
through interaction. Jaziri [53] draws on this model to argue that the lived experience of a customer is
valuable tacit knowledge for the organization that should be externalized through dialogue. Hafkesbrink
and Schroll [76] described how knowledge sharing becomes more di�cult between different groups who
may not already share common tacit knowledge.

Motives and outcomes
The stated motives behind organizational learning from or with community were wide-ranging. Nineteen
(45%) documents cited a desire to improve the implementation of a service or policy. Fifteen (36%)
documents, nearly all from business research, cited a desire to enhance competitive advantage and
market performance. Three natural resource management articles framed their learning motive as the
need to solve societal problems [55, 58, 79] and one management article cited a need to re�ne internal
routines or procedures and expand stores of knowledge [80]. Yanow [78] felt that learning evolves
naturally through experience as a natural by-product of members doing their jobs in interaction with
members of the external environment.

What organizations were said to learn from or with community also varied. For example, organizations
gained knowledge about how to improve [e.g., 75, 76, 96], patient care and experience [e.g., 22, 91, 92] and
alternative perspectives of what counts as evidence [98]. Campbell [93] conceded that many �rms know
little about how to use the information they hold about their customers.

The texts lacked detailed understanding of the processes that link learning motives to outcomes. For
example, while clearly describing their motivation for learning as an interest in enhancing organizational
capacity to innovate, Bess et al. [73] failed to describe generative, second-order learning processes or
outcomes and instead focused on the integration of external information for �rst-order decision-making.
Indeed, business and healthcare articles typically focused on �rst-order change, such as improving
services to attract customers or clients. One book chapter suggested that to take the organization to
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double-loop learning and second-order change, the organization needed to truly value the ideas,
perspectives and information held by customers [89]. Only seven texts described second-order change as
an outcome, either framed as second-order change [95], double-loop learning [64], innovation [89],
community empowerment [74], social change [79] or transformed values and assumptions [58, 85]. Four
of these seven texts described organizational learning with community rather than from the community
[64, 74, 79, 85].

Structures and processes
All texts except two [94, 99] contemplated structures to support organizational learning from or with
community. Five healthcare texts [22, 61, 91, 92, 97] and four from business [54, 75, 89, 93] emphasized
that learning about or from patients or customers occurred by harnessing data for knowledge translation.
Reid and Hickman [64] went further, arguing that organizational learning depends on participatory
structures and relationships with community. Kass and Faden [91] implied that in healthcare, the
structure for organizational learning is the learning health system, but did not explore this structure
beyond its obligations and guiding principles. Some authors saw information technology as a structure
unto itself [61, 92] whereas others felt that technology played more of a supporting role [87, 89, 97].

Across all documents, the distinction between structures and processes was unclear. In some texts, the
organization-community relationship was seen as both structure and process. For example, several texts
indicated that customer knowledge management [52, 54, 83, 88], customer relationship management [75,
93, 96] or customer experiential knowledge management [53] formed the architecture for learning from or
with community. Authors generally referred to processes in limited detail, and focused instead on
characteristics like patient advisories, boards and other frameworks for external engagement with a
seeming assumption that bene�cial learning processes would follow. Some made reference to boundary
spanning [80, 84, 95]; absorptive capacity [75, 84]; tacit and explicit knowledge conversion [56, 65, 76, 78,
83, 87]; and rational, re�ective discourse [55, 77, 79, 95, 100]. Two texts saw a role for government, either
to support communities in their own learning to solve local problems [74] or to mandate collaboration
between organizations and the communities they serve [58].

Strategies
The most frequently cited strategy to support organizational learning from or with community, clearly
mentioned in 19 (45%) texts, was the maintenance of relationships and social interaction with the
external environment [e.g., 56, 75, 80, 81, 86, 96]. Ten (26%) texts recommended creating a culture or
vision that openly values external knowledge [e.g., 22, 85, 97, 100]. Nine texts recommended designing
internal structures to support access, interpretation and sharing of information [e.g., 53, 55, 60, 89, 97].
Nonaka et al. [56] provided the most insight as to what such an internal structure may look like,
describing a common space or context shared between individuals and groups where knowledge is
created, shared and utilized; this shared context, they suggested, can be a physical space or a virtual one,
whose boundaries emerge and adapt as needed. Six articles suggested that the organization must
proactively work to build its learning capabilities and competencies [54, 65, 76, 84, 96, 97]. Five texts
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advocated for structures or policy to integrate community voice into decision making [57, 59, 60, 64, 73].
These strategies are depicted in Fig. 2.

Other recommended strategies included establishing means to encourage debate, critical re�ection and
inquiry [56, 75, 79, 99]; ensuring appropriate demographic representation in learning [60, 73, 82];
supporting boundary spanners as they search for and funnel community knowledge into the organization
[78, 95]; and balancing exploitation and exploration functions [52, 76, 94].

Power relations
Trust and transparency were prominent themes among the 10 (26%) texts that explored power relations
between the organization and community [55, 74, 77–81, 85, 86, 98]. Russell [74] highlighted a perceived
lack of trust in government among community-based organizations and therefore emphasized the
importance of equal partnership. This sentiment was repeated by others who felt that balanced power
relations were necessary for organizational learning outcomes to bene�t the community. For Ochocka et
al. [85], equal partnership needed to replace a paternalistic ‘expert’ role for the organization vis-à-vis
community. Ryan [86] asserted that whereas trust should be earned, organizations typically enter into
community relationships holding signi�cant unearned control and privilege.

Other texts dealt tangentially with power relations through acknowledgement of the need to ‘empower’
patients [22]; preference for strengths-based and respectful terms such as ‘service partner’ [81]; and
recognition that rede�ned relationships, structures and hierarchies are needed for both organizations and
communities to bene�t from collaboration. In their article, Curado et al. [52] labeled customers as
‘knowledge partners’ yet did not position them as equal partners, nor did they acknowledge the power
relations that may come into play.

Distinct knowledge systems
Four texts paid considerable attention to the position of community knowledge systems relative to
organizational, professional or scienti�c knowledge [55, 77–79]. Yanow [78] observed that power and
privilege are associated with knowledge, describing how local knowledges are habitually devalued
compared with university-based scienti�c knowledges. Yanow maintained that organizations either
support or hinder the translation and sharing of community knowledges, depending on whether they
value or devalue community knowledges relative to other knowledge systems. Kelsey [77] claimed that a
‘science-�rst’ model—founded on a historical predisposition of western science to regard local
knowledges as anecdotal, unsubstantiated and of little value—unduly elevates the relative importance of
scienti�c knowledge, thus marginalizing local knowledge and restricting the ability of communities to
participate in learning processes. This corresponds with the suggestion by Nonaka et al. [56] that
although both explicit and tacit knowledges are essential to knowledge creation, western epistemology
has traditionally favoured an explicit conceptualization of knowledge.

Just as Diduck et al. [79] argued there are “privileged de�nitions of rightness,” other texts acknowledged
that community knowledge is not always recognized as valued or reliable [76, 89]. Egunyu et al. [58]
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suggested that community participation narrows over time to those with seemingly acceptable
knowledge and skills. Transformative learning, sustained by multiple knowledges and perspectives, was
seen as required to change this asymmetry [55, 79].

Ethics
Four (11%) healthcare texts raised ethical concerns that emerged from the tension between respecting
patient privacy and striving to ensure research results are rapidly disseminated for learning [57, 61, 85, 91,
97]. Identifying ethics and oversight as a crucial component of a learning health system, Psek et al. [57]
questioned the utility of distinctly separate frameworks for patient care and research. Other ethical
debates considered which organizational learning activities require ethical approval [97], how patients
should be engaged in research [91, 97], and how to translate research results so they bene�t patients [61,
91].

Discussion
Using scoping review methodology, our study aimed to determine what is known in extant literatures
about organizational learning from or with community, particularly on the part of learning health systems.
However, it is just as interesting to note what is not known, namely that across disciplines, the potential
importance of communities to organizational learning and learning health systems is understudied. This
apparent inattention runs counter to longstanding recognition in the organization sciences that internal
and external processes and knowledge sources profoundly in�uence organizational learning [16, 68, 101,
102]. If we are to establish a strong understanding of how learning takes place and knowledge is created
within a learning health system, it seems sensible to be attentive to all processes for learning and all
sources of knowledge.

In the meantime, our results point to a number of other implications and gaps with regard to
understanding and implementing learning health systems as social entities and spaces. In this
discussion, we highlight areas that should be considered.

Learning motives
This review makes clear that organizations do not all learn for the same reasons. Our �ndings highlight
distinctions in ways of being or knowing among the multiple research disciplines included in this study—
a source of variation in our analysis. For example, whereas business texts consistently described the
organization’s motive to learn as a desire to enhance its own competitive advantage and market
performance, three of the �ve natural resource management articles described a motivation to solve
problems on a societal scale. These results align with a schema proposed by Easterby-Smith [27] wherein
the business sector can be seen to hold an ontology of ‘competitiveness,’ and natural resource
management seemingly holds an ontology of ‘social structures.’ Such one-sidedness in our results,
generally favouring organizational performance over impact in the external environment, should give
health services researchers pause to re�ect on approaches to conceptualizing, building and implementing
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a learning health system. Ricciardi et al. [103] make a compelling argument for a systems dynamic
approach that considers not just organizational performance, but also the place of the organization in the
broader system and what the organization can learn in order to contribute to the common good. If the
goal of a learning health system is to improve the health of a population—not simply perform within the
con�nes of organizational boundaries and compete with other healthcare organizations—it seems logical
to consider learning at multiple system levels, including from or with community.

Reimagining organization-community relationship
A complex adaptive systems lens points to relationships as not only the building blocks of an
organization, but also a core ingredient for learning. Although direct relationships and knowledge-
intensive interactions between people are needed for organizations to overcome any barriers to learning
from locally-embedded knowledge [104], it is not immediately apparent what the organization-community
learning relationship might look like. We noted throughout this review that ‘relationship’ means many
things in the literature, from connection and interactions between different parties, to a one-way �ow of
data about one party to the other. With diverse meanings and models of relationship in play, it is unclear
which kinds of relationships best support organizational learning. Furthermore, there is little guidance
regarding how to establish learning relationships with arguably the most important actor(s) in the
organization’s external environment.

We discovered a tendency to concentrate on collecting information ‘about’ community [e.g., 89, 90, 92, 96]
as part of ‘learning from’ community. This is in contrast to ‘learning with’ community, a distinction that is
crucial for its indication of the balance of power and privilege in the learning relationship [105]. ‘Learning
about’ community risks reducing the community’s position to that of merely ‘being known’ rather than
enhancing community capacity to ‘know.’ It follows that ‘learning with’ community is a de�ning
characteristic of the learning relationship in which the organization and community are both empowered
to exchange their knowledges and ways of being and knowing, on equal footing in terms of value. This
line of thinking offers considerable conceptual clarity for building and nurturing organizational learning
relationships with communities yet is by no means new. In healthcare, literature on public and service-
user involvement already distinguishes between consumerist (‘learning about’ or ‘learning from’) and
democratic (‘learning with’) models [106–108]. What remains is to apply these concepts to theoretical
and empirical analyses of organizational learning and, more speci�cally, learning health systems.

‘Learning with’ community would require a healthcare organization to be comfortable with the possibility
of double-loop learning and any change deemed necessary by that learning. The organization may give
an illusion of legitimacy and partnership by labelling the community as an equal learning partner [64, 80].
However, if the partnership is founded in rhetoric more than reality, the extent to which the organization
can learn from communities is unclear. Listening, largely neglected in research as a part of discourse
[109], may be a precondition for learning. In the least, the extent to which an organization can listen and
learn from communities is in�uenced by the characteristics of its relationships, including the balance of
power.
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Knowledge and power
A vital resource, knowledge accords power over oneself and also over others [110]. Moreover, there is
likely to be an in-built power imbalance between the organization and community, which in�uences
learning [111]. As already discussed, there are conspicuous differences between learning about a
community as a research subject and participating in joint learning with that community to co-generate
new knowledge, notably the distribution or share of power in the relationship. Political decision making
and unequal relationships impose inherent barriers to the co-production of knowledge, something that
has been found in numerous studies of healthcare organizations where ostensibly participatory, citizen-
led mechanisms were manipulated to co-opt power and serve preconceived organizational goals, eroding
community trust [106, 112, 113].

According to transformative learning theory, oppressive structures are overcome through intensive
discourse that leads to the formation of new ‘habits of mind’ more in line with goals of social justice
[114]. Learning with community therefore presents a potential opportunity to transform underlying
assumptions and values of the organization and shed cultures or standards that dominate and prevent
the full participation of others in the organization. The complexity science concept of adaptive space
assists in understanding how the learning relationship might unfold insomuch that the organization is
compelled to create an atmosphere where members and non-members feel safe sharing their knowledge
[15]. Nonaka et al. [56] proposed a similar concept, ba, described as the shared context from which all
knowledge creation emerges. Their description of experiential, conceptual, systemic and routine assets,
as well as four types of ba de�ned according to various manners of interaction, provide insight as to
what actually goes on in adaptive space, but the structures and processes of learning relationships
comprise an area for future investigation.

Ways of learning
Learning health systems literature may be dominated by discussions of electronic health records as a
primary source of evidence [63], but we must see such technology for what it is: a useful tool for
widespread transmission of explicit knowledge that helps to create a virtual collaborative environment,
not a complete picture unto itself. Nor can we lose sight of the in�uence of culture on knowledge sharing,
with some cultural groups favouring document-based sharing of codi�ed explicit knowledge and others
preferring tacit knowledge shared via human networks [115]. An evidence framework that honours the
explicit and tacit knowledges in the organization and community would do much to ensure organizations
maintain a holistic awareness of their roles, risks and opportunities in the local context.

The learning health system—or any learning organization, for that matter—may be best supported by a
combined approach of emergent organizational learning and deliberate research, with structures in place
to support both processes. Throughout this study, we saw an ostensible tension between learning and
research. Certainly, both learning and research involve the accumulation of knowledge, but they differ
with regard to intentionality, formality and apparatus. Healthcare systems already �eld criticism for
performance management frameworks that overemphasize explicit standards and measures, sometimes
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leading organizations to forsake service for targets [116, 117]. It is not unreasonable to suppose there
may exist a bias toward explicit and research-derived knowledge in healthcare circles.

The learning health systems texts included in this review support this idea. They were singularly focused
on generating evidence through research, revealing a divide between this subset of the literature and
others related to organizational learning or learning organizations. Their research focus raises a number
of ethical questions, including those regarding whose purposes are served (e.g., are patients included in
de�ning research questions?); structures of learning (e.g., will research be integrated with organizational
practice, or siloed?); and sources of learning (e.g., do organizations learn from patient registries or from
patient encounters?). Arguably just as problematic, one recent study suggests that only a minority of
community members feel a responsibility to participate in healthcare research [118]. We speculate that
the overwhelming propensity for research and evidence-based medicine could inadvertently, and
perversely, steer health system planning away from models of relationship-centered care and toward a
�rm predilection for explicit research-based knowledge over tacit knowledge from other sources.

Looking inward to learn with others
As the learning health system searches the external environment, it must also look inward to ensure the
integrity of its internal learning structures and processes. Just as there are external processes and
capabilities for learning, such as exploration and recognizing the value of external knowledge, there are
internal processes and capabilities as well, including selection, re�ection and replication [101]. Attention
to internal structures and processes may, in fact, partly comprise the threshold between ‘learning from’
and ‘learning with’ community. Our results suggest that a single-minded mentality of knowledge
acquisition, via data extraction about or from the community, may preclude relationship with that
community. Such a mentality may also be ingrained in the organization that creates structural
mechanisms (e.g., a patient advisory body) as assumed proof of legitimacy, without concern for actual
processes of meaningful community engagement.

The organization that openly welcomes communities into the inner workings of its adaptive space
simultaneously creates opportunities for communities to contribute their knowledges and perspectives in
the interpretation, dissemination and integration of new learnings. The organization must therefore build
internal structures for learning relationships to occur and be able to diffuse their knowledge.

The site of greatest activity in this relationship is where different ideas and knowledges are allowed to
mix, con�ict and generate adaptive tension. Whether called adaptive space or ba, this emergent space is
where members of the organization and community exchange explicit knowledges, through dialogue and
data sharing, concurrently with tacit knowledges, through relationship and social interaction. These
exchanges equate to the knowledge conversion processes of combination and socialization as described
by Nonaka et al. [56]. As members of the organization and community offer and develop their ideas free
from judgment, they forge shared mental models and context for continuous knowledge accumulation
and learning. Through ongoing externalization and internalization, explicit and tacit knowledges are
subsequently converted from one type to another within the organization and community [56]. In this way,
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communities become partners in contextualizing data and determining which evidence best applies in
their contexts.

The challenge in practice is to sustain the autonomy and in�ux of community perspective. It may be that
the longer community representatives are integrated within organizational structures, the more their
culture and bias begin to align with that of the organization rather than the community—especially if they
are receiving some kind of remuneration for their contributions. To respect and maintain the integrity of
community knowledges, the organization would need to partner with the community to set up initial
structures, processes and boundaries for collaborative learning as well as be open to changes the
community may suggest over time.

Developing an enhanced understanding of routines in the context of organizational learning from or with
community will be central to addressing this challenge and honing internal learning structures and
processes. As the foundation of an organization’s processes and capabilities [119], routines also store
organizational knowledge and memory. Over time, inferences are embedded into routines that guide
organizational behaviour regardless of the individual actor who executes them [72]. Managers must
mindfully employ routines to enable the conditions for learning among their staff and at the level of the
organization as a whole. These conditions include judgement-free spaces for the intermixing of different
ideas and a vision that values learning in general and learning with community speci�cally. Using
inclusive methods that encourage critical re�ection, managers must design interactions within and
outside the organization that facilitate sharing of explicit and tacit knowledge in addition to self-
organization as new things are learned. Of course, these are not straightforward tasks. Contextualized
investigation into routines would provide invaluable, practical guidance for the learning health system
that learns from communities.

Learning as transformation
One popular perspective on the outcome of organizational learning is that learning results in a change in
the range of the organization’s potential behaviours [30]. This de�nition is simple and e�cient but does
not correspond with the intent inherent to learning organizations and social learning to move beyond
potential change and take action. Although largely modelled on individual processes of re�ection, the
literatures seem to have embraced the concept of transformative learning and accepted its application to
group processes as well. Organizations seeking to engage in transformative learning attempt to
transform problematic habits of mind and take action based on a new, more justi�ed perspective [114,
120].

Some authors warn that transformation may not always be preferable or lead to the best outcomes for an
organization [26]. There are nonetheless real reasons to contemplate second-order change and
transformation of the structures, processes, values and assumptions that underlie healthcare
organizations, such as the need to improve the accessibility and quality of care for systemically
marginalized groups. Moreover, experimentation and transformation may be needed for organizations to
instill the culture of learning and relationships needed to become learning health systems. There is an
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opportunity for further study and re�ection to gauge the value of double-loop learning or other second-
order change and transformation, and how this might be supported as a collaborative process.

Theoretical guidance
Our results con�rm that the learning health systems literature, though it re�ects a keen interest in learning
organizations within the healthcare sector, is essentially atheoretical. Additional investigation to explore
and verify associations between social relationships, structures, processes, types of knowledge and
outcomes would contribute speci�city in terms of the different de�nitions and meanings attributed to
learning health systems and learning organizations more broadly, and possibly clarify which types of
learning (e.g., learning from or with community; adaptive or transformative learning), driven by which
motives, lead to better outcomes. Theoretical and empirical multidisciplinary exploration could also
assist in coming to a consensus on the de�ning characteristics of a learning health system.

Strengths and limitations
We endeavoured to make a singular contribution to learning health systems and other organizational
learning literatures by drawing from diverse research disciplines in order to map what is known about
learning from or with community. Consistent with scoping review methodology [42, 43], this review did
not include critical appraisal of the quality of the research reported in included texts. In this light, we
attempted to avoid making inferences in our results beyond what was clearly stated by the authors. We
also attempted to mitigate any researcher bias with a second reviewer and regular consultation among
co-authors during data abstraction and analysis. Furthermore, given the current dearth of literature, we
did not differentiate between community as a collective and community as represented by an individual.
This distinction could be made in future research. Finally, this work did not include consultation with
community partners, which would be invaluable in future study.

Conclusions
There is substantial work still left to do if we are to progress the concept of a learning health system from
the abstract into practice. In this study, we looked across research disciplines for guidance, contributing
to a more comprehensive evidence base for building and operating a learning health system. Broadly
speaking, learning health systems literature would bene�t from additional research within a sociological
paradigm so as to better understand the social relations and structures that play a role in the dynamics of
organizational learning. The integration of sociological perspectives, combined with rigorous
examination of organizational constructs such as routines, may shed light on the sociocultural factors
and practices that in�uence and enable learning.

Taking a novel approach, this study shines a spotlight on actors most often overlooked: the communities
that an organization serves. Despite longstanding recognition that learning from internal, familiar
knowledge through processes of exploitation goes hand in hand with exploration in the organization’s
external environment [16, 68, 101, 102], organizational learning from and with the communities it serves
is sorely understudied. Our �ndings revealed inconsistently de�ned concepts and associations, tenuously
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linked with their theoretical and empirical origins. In light of multifarious conceptualizations of the
structures, processes, motives and outcomes of learning, and even of community, there is a need for
theory-building as well as empirical study focused on establishing key concepts and associations to
understand the nature of learning with community and how to make it happen. Research might also
explore not only how clinicians, administrators and other health system professionals in a given
geographic area perceive community knowledge, but also, importantly, how communities they serve
perceive health system knowledge. Reciprocity and mutual respect would be necessary for any truly
collaborative learning effort.

We found little evidence that organizational learning is taking place in equal relationship and partnership
with communities. Even so, the consequence of relationship with communities in the external
environment nonetheless came out strongly in our results, along with the recognition that social norms
and power relations can make or break a relationship. What a learning health system learns, how it learns,
and to what effect are intimately tied with who contributes to learning. Diversity, not merely in
membership but also in discourse, cultivates ideas, drives adaptation when needed and leads to more
rationally-justi�ed outcomes [15, 121]. However, the value of learning with community extends beyond
simply diversifying the knowledge base of organizations. As members of the social context, communities
extend our conceptualization of what ‘counts’ as evidence. Striving toward evidence-based medicine and
decision making, our reliance on purely explicit knowledge—stripped from context in the name of
objectivity—provides only a partial picture. Communities represent a relevant source of knowledge that is
discrete from organizational, scienti�c or other forms of knowledge; surely, their knowledge counts as
evidence, too.

Looking inward is fundamental for the organization, not only as part of a self-re�exive practice, but also
to establish internal structures and processes for interpretation, dissemination and integration of new
knowledge. These processes are essential to realizing the value of new knowledge to the organization’s
operations. It may take some effort to �nd the ideal balance between embedding community too little or
too much, but we believe that healthcare organizations are likely to �nd their community relationships to
be rich sources of information, tacit or otherwise, about that context. In fact, if future study proves these
things to be true, the learning health system may be, by de�nition, one whose culture, structures and
processes afford a meaningful shared context for social interaction and knowledge co-creation with the
communities it serves, with borders extending beyond the traditionally de�ned organization. Such would
be a context wherein the organization’s relationships are de�ned by true partnership in place of rhetoric.
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Figure 2

Strategies to support organizational learning from or with community, by number of citing texts

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

AdditionalFile1.SampleSearchStrategy.docx

AdditionalFile2.DataCharting.docx

AdditionalFile3.PRISMASCRchecklist.pdf

https://assets.researchsquare.com/files/rs-135727/v1/e474d11ac3e41729369dbe6c.docx
https://assets.researchsquare.com/files/rs-135727/v1/e0a0b04a5c1464ea4efac6fa.docx
https://assets.researchsquare.com/files/rs-135727/v1/cfa7df478ffa49820d21df8b.pdf

